SM

Vision care for life
Enrollment Form

Name of Group (Employer)

Employee Name:

Employee Social Security Number:

Employee Gender:

Employee Date of Birth:

Employee Address:

Type of coverage selected:
Employee only
Employee plus dependents

Dependent Name:

Dependent Date of Birth:

Dependent Name:

Dependent Date of Birth:

Dependent Name:

Dependent Date of Birth:

Waive Coverage

Employee Signature

Please return this form to your benefits administrator, Molly Reinmann via fax: 800-789-7326
or email: molly@lfgben.com

This form provided for LFG Benefits internal use only.



