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	MAHOPAC TEACHERS ASSOCIATION BENEFIT FUND

PO Box # 656 Baldwin Place, New York 10505



www.MTABenefitFund.org


Mahopac Teachers Association Benefit Fund Vision Enrollment Form

Davis Vision Contract #: NGP  012




Raymond Vision Contract #: MTABF

INSTRUCTIONS:

1. You must enroll using this form before you or a family member can begin to use the vision benefit.  No enrollment fee is required.  Failure to enroll may result in delays when you or your family member need vision care services in the future.  You need to enroll only one time.

2. For new or changed enrollments, you must complete all information on eligible dependents.  To enroll a dependent, include their name, date of birth and relationship to you.  
Member\ Employee Name: _________________________
Member SS #: _____________________

Member Address: ________________________________
Member Birth Date: ________________

City: ________________ State: _________ Zip: _______
Employer: Mahopac Central School District

Is the address listed above new? ( Yes  (  No


Daytime Phone #: (      ) -_____________

Is this the first time you have enrolled in the Vision Care Plan or are you changing an existing enrollment record?  (Complete all dependent information below if checking either box)

( New Enrollment

( Change

“I certify that this enrollment information is true & correct.”

Member\Employee Signature _____________________________
Date ________________________
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