ISION
INSURANCE

e FILLOUT THE FORM COMPLETELY AND SIGN

e PLEASE MAKE SURE TO CHOOSE BASIC OR ENHANCED VISION

e |INDICATE IF YOU WORK FOR THE SCHOOLS OR A TOWN DEPARTMENT



ACTIVE EMPLOYEES

Enrollment/Change Form
Please print and complete gll sections.
See instructions below.

Underwritten by Fidelity Security Life Insurance
Company of Kansas City, Missouri

EMPLOYER INFORMATION: To be Completed by Employer

]

Group Employer Name [ Location Code | Division Code Client Co Code | Effective Date
Number |
9845751 TOWN OF WEYMOUTH 1 | ‘ 7/1/2019
| EMPLOYEE INFORMATION A: Add (enroll) T: Terminate C: Change {change of name, address or phone) |
OADD Sex | Member ID Last Name (Employee [ First Name M.1 Date of Birth
| OTERM oM or subscriber)
| OCHG |
| . - | ) i | ]
Sociat Security Home Street Address City/State/Zip | Home Phone
Number ‘ ( )
FAMILY INFORMATION (Only those eligible may be enrolled.) A: Add (enroil) T: Terminate
. C: Change (change of name) . ) - -
oA Sex Last Name (spouse) First Name M.l. | Date of Birth | Social Security
arT oM ‘ | Number
oc | OF SR S
oa Sex Last Name (dependent) First Name Ml | Date of Birth | Social Security
oT oM Number
ac aF [ I ) [
OA Sex Last Name (dependent) First Name M. | Date of Birth | Social Security
aoT oM ‘ Number
oc |of | ] || I A —
OA Sex | Last Name (dependent) First Name M.L Date of Birth | Social Security
aT EM - Number
loc__(gF_ I e 1 I S
| OA | Sex Last Name (dependent) | First Name M.. | Date of Birth | Social Security
or | OM | Number
oc | AF - ) _ I— __|
0A | Sex Last Name {dependent) First Name ‘ M. Date of Birth | Social Security
aT oM Number
oc Lﬂ F . R | |
!_ Employee SIgnature: e oo Date: e
Instructions:

Employer name: Legol name of the employer.

Group Number: Provided by EyeMed or EyeMed representative.
Location code: Optionat field for employers 10 trock multiple locations.
Effective date: Date set by employer in accordance with EyeMed
proposai. Employer also sets effective date for new adds during
controct period,

enrofling.
(A) Add: Open (group) enroliment or new
the contract period.

(T) Termincte: To terminate enroliment.
(C) Change: A change of name, employee

PLAN CHOICE BASIC VISION
ENHANCED VISION

Family iInformation: List only eligible family members who ore

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

(individual) enroliment during

address or employee phone.

| work for the

School Department:

Town Department




