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Vision care for life





	

	VSP ENROLLMENT FORM

	

	

	Employee’s Name: _____________________________________________________________

	

	Employee’s Social Security #: _________________________________________

	

	Employee’s Date of Birth: ________________________________

	

	Coverage code (circle one): Ee Only 
Ee Plus 1 Dependent 
Ee Plus Family

	

	



Coverage should begin on the first day of __________________, ____________







Month


Year

______________________________________________


__________________

Signed









Date

