PETALUMA CITY SCHOOLS
VS p Vision Service Plan VS p

Vision care for life Vision care for life

GROUP INSURANCE ENROLLMENT FORM

ENROLLMENT INFORMATION (Employee):

Employee Name:

Effective Date: Date of Employment:

Social Security Number:

Date of Birth: Gender: O Male QOFemale (QONonbinary

Home Address:

City, State, Zip:

ENROLLMENT INFORMATION (Dependents):

Name Date of Birth SSN Relationship

Spouse/Domestic Partner
Adult Dependent
Child

Spouse/Domestic Partner
Adult Dependent
Child

Spouse/Domestic Partner
Adult Dependent
Child

Spouse/Domestic Partner
Adult Dependent
Child

Spouse/Domestic Partner
Adult Dependent
Child

Spouse/Domestic Partner
Adult Dependent
Child

OO0 |[OO0O OO0 |OO00 OO0 | OO0

Employee Signature: Date:

04/21/2020
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