[image: image1.png]@
VSO

Vision care for life




GONZAGA UNIVERSITY
EMPLOYEE BENEFITS ENROLLMENT FORM FOR VISION COVERAGE
GENERAL INFORMATION

Name of Employee (last, first, mid. ini.)____________________________ Gonzaga ID #0_____________________

Coverage Effective Date: _________________________
	ENROLLMENT INFORMATION  PLEASE LIST YOURSELF AND ALL DEPENDENTS TO BE COVERED



	Name (last, first, Mid. Ini.)
	Sex
	Birthdate
	Relationship

SELF

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


→ AUTHORIZATION AND ACKNOWLEDGEMENT
I hereby apply for the voluntary vision benefit. I certify that if this application includes persons in addition to myself, that such persons are my lawful and/or eligible dependents.

I agree that falsification of any statement in this application which materially accepts the acceptance of this contract may bar the right to services under the contract. I hereby authorize any of the carriers underwriting benefits, or their agents, to examine any physician’s, hospital’s, or insurance carrier’s records concerning me or my dependents listed hereon.

I authorize deductions from my earnings through the Gonzaga University’s payroll department on a monthly basis for the cost of my benefits.
→ X____________________________________________________  _________________________
Please sign your name. Do not print.




Date Signed

	Vision Description
	Plan Code
	Employee Amount

	Employee only
	1
	$7.64

	Employee & 1 dependent
	2
	$12.22

	Employee & Children
	3
	$12.47

	Employee & Family
	4
	$20.11


As of 6/2009
