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CompBenefits:



 

Stetson University

            Benefits Enrollment Form
	Please complete the following information

	Social Security    
	Last Name

	First

	MI

	Home Address
	Home phone

(      )
	Male           FORMCHECKBOX 

Female       FORMCHECKBOX 


	City
	State

	Zip Code
	Business Phone

(       )
	Date of birth

	List All Your Eligible Dependents that are to be covered:

	                                First                    M.             Last
	Sex
	Birthdates

	Spouse:
	M     FORMCHECKBOX 
  F    FORMCHECKBOX 
    
	 

	Child:
	M     FORMCHECKBOX 
  F    FORMCHECKBOX 

	

	Child:
	M     FORMCHECKBOX 
  F    FORMCHECKBOX 

	

	Child:
	M     FORMCHECKBOX 
  F    FORMCHECKBOX 

	

	# Dependents Covered
	Plan Code
	Group Number

      VS 2662
	E-mail address

	Premium Amount
	Amount Paid
	Plan: 

Employee   FORMCHECKBOX 
  

Family   FORMCHECKBOX 

	Effective Date

	Please circle your choice: Premium based on monthly rates:

	Employee only
$6.64

	         Employee & Family                $18.98


I wish to enroll in the Vision Plan indicated above as offered through my employer.  I hereby authorize my employer to deduct all applicable contribution amounts from my salary or other compensation for the plan year, and for future renewal periods(s).  I understand that such contribution rate is subject to change on the anniversary date of the plan.  I hereby represent that all information furnished by me hereon is true and complete to the best of my knowledge.

Signature:  _____________________________________ Date: _________________________

Administrator:  __________________________________ Date: _________________________

Membership Change to coverage
	Termination of Employment
	Name Change

	
	

	Add Dependent
	Address Change

	
	

	Delete Dependent
	Effective date of change

	
	


Signature:  _____________________________________ Date: _________________________
