UNC VISION SERVICE PLAN

MEMBERSHIP ENROLLMENT FORM
Effective Date ______________     Date of Employment _______________

Last Name _________________ First Name________________  SSN __________________  DOB ____________

Are you enrolling dependent children on the VSP Plan?  ___ Yes    ___ No

If enrolling your children who are over the age of 19, do they attend school full-time?   ___ Yes   ___ No

I authorize payroll deductions on a pre-tax basis.    ___ Yes   ___ No           Cancel vision coverage  ___________
I authorize monthly vision plan payroll deductions for Employee Only         _____








          Employee + 1            _____








          Employee + Family   _____

I agree to remain enrolled for the entire calendar year, assuming I remain employed.  Premium rates for subsequent 12-month renewals are subject to negotiation between my employer and Vision Service Plan.  Changes can be made at any time if I have a change in family status and notify my employer within 31 days.




Signature






Date

PLEASE LIST ALL OF YOUR DEPENDENTS (IF FAMILY COVERAGE IS SELECTED):

Last Name

First Name

M.I.




Date of Birth


Relationship

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
