
Vision Enrollment Form 
  
  

Employer: ______________________ 
  
Employee Name: _________________________________________ 
  
Employee Address: ________________________________________ 
  
City, State & Zip: _________________________________________ 
  
Social Security Number: ____________________________________ 
  
Work Phone with extension: _________________________________ 
  
Date of Birth: _____________ Male ______ Female ______ 
  
Date of Hire: ____________  
  
Date coverage begins: ___________ 
  
Dependent Information (if covered): 
  
____________________________________________________ 
Name                              Relationship                DOB          SSN# 
  
____________________________________________________ 
Name                              Relationship                DOB          SSN# 
  
____________________________________________________ 
Name                              Relationship                DOB          SSN# 
  
____________________________________________________ 
Name                              Relationship                DOB          SSN# 
 
 

Eagles, Benefits by Design, Inc 
2336 SE Ocean Blvd., Suite 301 

Stuart, FL 34996 
1-800-726-5603 


	Employer: ______________________

