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PLEASE BE SURE TO FILL OUT AND SIGN THIS FORM,
HEALTH PLAN SELECT And Return To Your Human Resources Department.

Athens Area Health Plan Select Inc Group VISIOﬂ Plan En ro”ment Form

Affiliated with Athens Regional Medical Center

Section A: EMPLOYEE INFORMATION

EMPLOYEE NAME (LAST, FIRST, M.1.) SOCIAL SECURITY NUMBER
EFFECTIVE DATE:
Address (humber) (street) (city) (state) (zip)
County Home Phone Work Phone
Company Name and Address Date of Hire
Marital Status Spouse’s Name
[J Single O Family

Section B: VISION COVERAGE:

Do you or your dependants have vision coverage? YES NO
What is the name of your vision coverage insurer?

Section C: VISION PLAN ENROLLMENT INFORMATION

NAME (LAST, FIRST, M.1.) SOCIAL SECURITY NUMBER EFFECTIVE DATE:

SPOUSE

DEPENDANT

DEPENDANT

DEPENDANT

| declare that all statements and information made are complete and true to the best of my knowledge. | understand that any
fraudulent or intentional misstatements of material facts may void all coverage applied for on any member included on this enroliment
application

DATE SIGNATURE OF PROPOSED INSURED
DATE SIGNATURE OF SPOUSE OR DEPENDENT
DATE SIGNATURE OF DEPENDENT (age 18 or older)

HPS VISION ENROLL (07//10)

Please retain a copy for your records
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