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	MAHOPAC TEACHERS ASSOCIATION BENEFIT FUND

PO Box # 656 Baldwin Place, New York 10505



www.MTABenefitFund.org


VISION BENEFIT ASSIGNMENT AUTHORIZATION FORM

PLEASE NOTE: Bring this completed form with you & give it to your vision provider.
Member Name: __________________________________________      Date: _________________________

I, the above named member, authorize my eligible dependent ((spouse (child) _________________________ to utilize my vision benefit.

I understand by doing so, my vision benefits for the next 12 months are exhausted.

Member Signature: ___________________________________________________________________







