étiassa
KING

Standalone Comprehensive Dental & Vision - DM/GM

First Name Last Name Marital Status

Email Phone

Address City State ZIP

Date of Birth SSN Hire Date Tobacco Use (Yes / No)

Comprehensive Dental Coverage Vision Coverage
Please Select The [_]Employee Only: $25.58/month ] Employee Only: $748/month
Coverage(s) You [JEmployee + Spouse: $7362/month [L]Employee + Spouse: $19.42/month
Would Like To [JEmployee + Child(ren): $68.89/month L] Employee + Child(ren): $20.42/month
Enroll In. [J Employee + Family: $124.41/month ] Employee + Family: $36.37/month
[INo Coverage [INo Coverage

Enter Dependent Names

First Name Last Name Gender
Relationship Date of Birth SSN
First Name Last Name Gender
Relationship Date of Birth SSN
First Name Last Name Gender
Relationship Date of Birth SSN
First Name Last Name Gender
Relationship Date of Birth SSN
Authorization and Request for Coverage Total Cost

| hereby enroll or decline as indicated above in the benefits for which | am eligible.

I acknowledge and understand that the cost for any and all benefits | enroll in will be deducted from my payroll.

Signature



	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text132: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text141: 
	Text142: 
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off


