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Employee Name:       

SECTION III: PLAN ELECTION

DENTAL 
(Employee enrollment is mandatory if your employer offers dental coverage through WCIF. Waiver not allowed.)

Washington Dental Service (WDS) Dental PPO  |  Plan:       

Willamette Dental of Washington Inc (WDW) Dental

VISION 
(Employee enrollment is mandatory if your employer offers vision coverage through WCIF. Waiver not allowed.)

  Vision Service Plan (VSP)  |  Plan:       

LIFE (Mandatory coverage for all employees)

  Standard Insurance Company Group Basic Life (Employer paid)  |  Plan:       
Contact your Human Resources Department for information on additional voluntary life coverage. 

DISABILITY

Standard Insurance Company Buy-Up Long Term Disability (Buy-Up LTD) (Employee paid) 
Available only if your employer offers this plan and if you are enrolled in Base LTD coverage.  If you are applying for 
this coverage after your first 31 days of becoming eligible for coverage, you must submit a Medical History 
Statement (available at http://www.wcif.net/PublicForms.html) to The Standard and you may be subject to 
underwriting.  Ask your Human Resources for assistance. 
Contact your Human Resources Department for information on additional voluntary disability coverage.

SECTION IV: DEPENDENT ENROLLMENT

ENROLL THE FOLLOWING DEPENDENT(S): 

Spouse or Domestic Partner  | Marriage Date or Registration of Domestic Partnership:      

Child(ren) to Age 26                Disabled Child(ren) Past Age 26

Dependents who are eligible for WCIF coverage include: 
- A lawful spouse or domestic partner, and 
- Children to age 26 including biological, step, foster, adopted children from the date of assumption of legal 

obligation for total or partial support, children required by court order or qualified medical child support order 
(QMCSO) to be covered by a participant. 

DEPENDENT INFORMATION (Social Security Numbers (SSNs) are mandatory)
ENROLL IN: 

Dental* Vision* Life 

#1 

Last Name:
     

First Name:
     

Gender:   
    

  Male         
  Female 

SSN:
     

Date of Birth: 
     

Relationship:
     

Same Address as Employee? 
 Yes      No (if NO see below)

#2 

Last Name:
     

First Name:
     

Gender:   
    

  Male         
  Female 

SSN:
     

Date of Birth: 
     

Relationship:
     

Same Address as Employee? 
 Yes      No (if NO see below)

#3 

Last Name:
     

First Name:
     

Gender:   
    

  Male         
  Female 

SSN:
     

Date of Birth: 
     

Relationship:
     

Same Address as Employee? 
 Yes      No (if NO see below)

WDS2 WDS4

$24,000
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