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Open Enrollment Vision Change Form
Please return this form to Human Resources by Friday, October 29, 2021
I understand my enrollment or waiver is irrevocable for plan year unless I have a

qualifying event and apply for change within 30 days.

If you wish to keep your current enrollment exactly as it is, no form is required.

If you currently waive coverage and wish to continue waiving, no form is required.

Complete the Vision Enrollment/Change Form to:

            *Enroll yourself or to enroll a dependent who is not already covered.

            *Drop coverage for yourself or a dependent if currently covered.

Name of Group (Employer):  __Clinton County___
    Effective Date:__January 1, 2022

Employee Name: _______________________________________


      
      last name, first name, middle initial (please print)
Employee Social Security Number: __________________   Employee DOB:  ______________
Please select one:

______ NEW ENROLLMENT (if enrolling spouse/child(ren) please list their information below)
______CURRENTLY ENROLLED AND WAIVING COVERAGE FOR THE FOLLOWING:
· Employee (if you mark employee your spouse/child(ren) will be terminated from the plan)
· Spouse (please list their name, DOB, etc. below)

· Child(ren) (please list their name(S), DOB, etc below)
If applying for/or dropping dependent coverage, complete section below:
	SPOUSE/CHILD(REN) NAME
	DATE OF BIRTH
	MALE
	FEMALE
	SPOUSE
	CHILD
	S.S. NUMBER


	ADD
	DROP

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


________________________________________      ____________________________
Employee Signature




        Date
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