
 

 

 

 

En ro llm e n t/ Chan ge  Fo rm  
Ple ase  prin t an d co m ple te  all s e ctio n s .  

Se e  in s tructio n s  be lo w . 
Underwritten by Fidelity Security Life Insurance Company of 

Kansas City, Missouri 

 

EMPLOYER INFORMATION: To  be  Co m ple te d by Em plo ye r  

Gro up 

Num be r  

 

Em plo ye r Nam e  

Army and Navy 

Academy 

Lo catio n  Co de  

 

 

Divis io n  Co de   

 

 

Clie n t Co  Co de  

 

 

Effe ctive  Date  

 

 

EMPLOYEE INFORMATION A: Add (e n ro ll)  T: Te rm in ate     C: Ch an ge  (ch an ge  o f n am e , addre s s  o r ph o n e )  

ADD 

TERM 

CH G 

Se x 

  M 

  F 

Me m be r ID 

 

Las t Nam e  (Em plo ye e  

o r subscribe r)  

 

 

Firs t Nam e  

 

M.I. 

 

Date  o f Birth  

 

So cial Se curity 

Num be r 

 

H o m e  Stre e t Addre s s  

 

City/ State / Zip 

 

H o m e  Ph o n e   

(          )  

FAMILY INFORMATION (On ly tho se  e ligible  m ay be  e n ro lle d.)   A: Add (e n ro ll)  T: Te rm in ate      

C: Chan ge  (chan ge  o f n am e )  

A 

T 

C 

Se x 

  M 

  F 

Las t Nam e  ( spo use )  

 

Firs t Nam e  

 

M.I. 

 

Date  o f Birth  

 

So cial Se curity 

Num be r 

 

A 

T 

C 

Se x 

  M 

  F 

Las t Nam e  (de pe n de n t)  

 

Firs t Nam e  

 

M.I. 

 

Date  o f Birth  

 

So cial Se curity 

Num be r 

 

A 

T 

C 

Se x 

  M 

  F 

Las t Nam e  (de pe n de n t)  

 

Firs t Nam e  

 

M.I. 

 

Date  o f Birth  

 

So cial Se curity 

Num be r 

 

A 

T 

C 

Se x 

  M 

  F 

Las t Nam e  (de pe n de n t)  

 

Firs t Nam e  

 

M.I. 

 

Date  o f Birth  

 

So cial Se curity 

Num be r 

 

A 

T 

C 

Se x 

  M 

  F 

Las t Nam e  (de pe n de n t)  

 

Firs t Nam e  

 

M.I. 

 

Date  o f Birth  

 

So cial Se curity 

Num be r 

 
     

 

Employee Signature: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  Date: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 

In s t r u ct io n s : 

 

Em plo ye r n am e :  Legal name of the employer. 

Gro up Num be r: Provided by EyeMed or EyeMed 

representative. 

Lo catio n  co de : Optional field for employers to track 

multiple locations. 

Effe ctive  date : Date set by employer in accordance with 

EyeMed proposal. Employer also sets effective date for new 

adds during contract period. 

 

Fam ily In fo rm atio n : List only eligible family members 

who are enrolling. 

Dependent eligibility is the same as employer’s health plan. 

(A)  Add: Open (group) enrollment or new (individual) 

enrollment during the contract period. 

(T)  Te rm in ate : To terminate enrollment. 

(C)  Ch an ge : A change of name, employee address or 

employee phone. 

 

 

 

 

 

 

 

Once you elect EyeMed vision coverage, you cannot cancel for a 12-month period based upon your enrollment date.  

Deductions are adjusted according to payroll frequency.   

  


