         LSU System Vision Plan – Davis Vision
	  Please check this box is you are enrolled in the LSU First/CIGNA Health Plan

                                  Review and check the level of coverage box

	Level of Coverage
	Monthly Premiums
	Bi-weekly Premiums

	  |  Employee Only
	$7.66
	$3.83

	  |  Employee + Spouse
	$12.90
	$6.45

	  |  Employee + Child(ren)
	$13.18
	$6.59

	  |  Family
	$21.24
	$10.62


	To be completed by the employee:  Please Print

Name __________________________________________________________________
                 Last                                                                    First                                                MI
Social Security Number __________________________       Male       Female

Employee’s Address ___________________________________________________
City ___________________________     State ____________   Zip Code __________
Date of Birth _______________________       Date of Hire ______________________
Hours worked/week _______________________  Martial Status _________________


	List ONLY Dependents enrolling for Vision Coverage

Children age 21 - 24 must be a full time student to be eligible; proof of student status required
             Name of Dependents                      Gender                Birth Date               Social Security No
Spouse  ___________________​​__       ____             ___/___/___         _____/_____/_____

Child  _______________________      ____            ___/___/___         _____/_____/_____

Child  ________________________    ____            ___/___/___           _____/_____/____

Child  ________________________     ____           ___/___/___           _____/_____/____

Child  ________________________     ____          ___/___/___            _____/_____/____
Child ________________________      ____          ___/___/___            _____/_____/____


I hereby apply for coverage I have indicated above and I authorize my employer to make the appropriate deductions from my wages to pay for my share of the cost.  
Employee Signature:  ________________________________
Date ___/___/____

	                          Campus

LSU Health Sciences Center, New Orleans
	      Pay Type
	              Effective Date


