Coast to Coast Vision Care (1001 & 1002)

EMPLOYER:
EMPLOYEE’'S NAME: SS. #
D CHANGE OF EMPLOYEE'S NAME: From:
Reason: To:
I:I CHANGE OF DEPENDENT'S NAME: From:
Reason: To:
D CHANGE OF ADDRESS: Effective Date::
Mailing Address:
Street Address City State Zip
TERMINATION OF EMPLOYEE'S COVERAGE: Term Date:

] [

TERMINATION OF DEPENDENT’'S COVERAGE:
[ ] TERMINATE ALL DEPENDENTS - Changing Coverage to Employee Only

|:| TERMINATE ONLY DEPENDENTS NAMED BELOW:

Name: Term Date:
Name: Term Date:
Name: Term Date:

***TO ADD DEPENDENTS A NEW ENROLLMENT FORM MUST BE COMPLETED****

~
=]

Date:

EMPLOYEE'S SIGNATURE



