AGEncY For PERSONS WiITH [DISABILITIES
EnroLIMENT Form FOR THE HyarT LEGAL PLANS

Last Name: First Name: MI:
Social Security Mumber: People First ID Number: Home Zip Code:
Drate of Hire: Work Locaton:

1 wrish #o Accert envolinent into the Hearr Locar P and aushorize, wos or hereafier, she appropriate deductions be suben from ey wges
Jor this Plan. I swndersand my enroliment in she Hearr Leaar Puaess i efffcrive for owe flll year, and camwor be cawceled durving n&.w‘pm'mfg

Employee's Signature ( Reguired for Processing): Diase:

Prease Rerves To Your Post Tax Beserrs Coorpiiaror

eresds To Be DEpucTEn: $8.20 Hyarr Lecar Prass Misc. Depver. Cope: 257




