
Vision Benefits of America 
Add / Change / Delete Form 

Please Note: Incomplete information may delay processing of this form.

Date: Group Name:

Prepared By: Phone #: Ext:

Group #: Sub Group (If Applicable):

Coverage Effective Date: Active Cobra

Employee Information Add Change Delete

Name: 

Social: Date of Birth:

Address:

City: State: Zip Code:

 First Name, Middle Initial, Last Name Action Codes: (A)dd    (C)hange    (D)elete

Spouse DOB Action

Child DOB Action

Child DOB Action

Child DOB Action

Child DOB Action

Child DOB Action

Special Dependent Information

Child Name Handicapped

Child Name School

Child Name School

Special 
Instructions:


	fc-int01-generateAppearances: 
	Special_Instruc_YeBzUgUc5dXG6H1V0SjuOQ: 
	State__vShu1gEVjG7nNZB4UzBM-Q: 
	City__i0DXL7sppl8N8jRnMGKN9w: 
	Address__q08MrHKVZtBBErNS*4oqxg: 
	Social__fdToRWoPySFx1YctKVwtYA: 
	Column2_1_XIWTf0CTl0Nv2-Ey3iWI4w: Off
	Column2_0_XIWTf0CTl0Nv2-Ey3iWI4w: Off
	Sub_Group__If_A_OljQaM95p*URKJcvXSjFeA: 
	Group____-sOcXjyRG5Ms7Qk3PMqNRw: 
	EXT_0*aar*MkWUoe8LIj8X59Jg: 
	Phone____eFTEwmQ*S*uH1GDYxI2XJg: 
	Prepared_By__4PwyYk*ThEP5U1rxUB1mSg: 
	Group_Name__VHh-sm4p0AwrSRYsah7p8A: 
	Submit: 
	SpouseName: 
	SpouseDOB: 
	SpouseAction: 
	Child1Name: 
	Child2Name: 
	Child3Name: 
	Child4Name: 
	Child5Name: 
	Child1DOB: 
	Child2DOB: 
	Child3DOB: 
	Child4DOB: 
	Child5DOB: 
	Child1Action: 
	Child2Action: 
	Child3Action: 
	Child4Action: 
	Child5Action: 
	School1: 
	School2: 
	FTS1: 
	FTS2: 
	InCap: 
	Handicapped: Off
	CB1: Off
	CED: 
	EmplDOB: 
	Coverage Level: Coverage Level:
	AgeTest: 
	ValidateForm: 
	EmplName: 
	Button2: 
	FormDate: 
	Dropdown1: [1]
	ZipCode: 
	CLTest: 
	Button8: 
	CLInstructions: Select Coverage Level based on group's plan rules


