
VISION SERVICE PLAN ENROLLMENT FORM 

Yosemite Community College District 

Group#: 00 784001 0002 0001 

X Enrollee's Signature: 

Social Security Number: 

-- -- 

I I Date of Birth: 
Month Day Year 

Date of Hire: I I 
Month Day Year 

Status: Married Single 

Gender: Female Male 

Date: 

Name: 

(Last) (First) (M.1.) 

Address: 

(Street) (city) (State) (zip) 

Phone: 

u 
(Home) 

u 
(Office) 

Classification: certificated ~lassified Location: cc 
Management Board Member MJC 

CS 

Position: 

ACTION REQUESTED 
0 New Hire 12 Name Change Open Enrollment 

Add Dependent(s) Divorce Late Enrollment 
Remove Dependent($ Maniage Other: 
AddressIPhone Change NewbomIAdoption 

COBRA ENROLLMENT 

Date Verllkd: 
Effective DPte d 

CovwagdCbpnge 

Qualifying date 

1 I 

Month Day Year 

Note: If Dependent IS enrolling under own 
social security, the original Enrollee's social 
secunty number must be supplied. 

-- -- -- 

VerUIed By: 

Qualifying COBRA Event: 

[7 Termination Divorced Medicare 
CI Retirement Widowed Overage dependent 

Reduction in hrs. Surviving dependent Legal separation 

CI Other 

STATEMENT OF OTHER INSURANCE COVERAGE: 
Do you or another family member have other vision coverage? Yes No 

If yes, please complete: 
(Subscriber Name) (Carrier Name) -- -- -- I I 

(Social Security Number) (Date of Birth) (Carrier Address) 

(Group Name 8 Number) 

DEPENDENTS: 
Spouse Name 

First Middle initial Last (if different) 

Child Name 
First Middle initial Last (if different) 

Birthdate 
Month Day Year 

1 1  

Birthdate 
Month Day Year 

I 1  

I 1  

I 1  

I 1  

1 1  

Add 
Delete 

Add 
Delete 

Gender: 
(MF) 

Gender: 

(MF) 

MarriagelDivorce 
Month Day Year 

1 1  
H did Is 19 w o w  (check one) 

Fyy-";" Mclbled 


