Mecllto:  Horizon BCBSNJ
Horizl 1@ SMALL GROUP Ao Sl G Exolinr
’ . P.O. Box 607 Department
— : . ENROLLMENT/ Newak, X 07101-0607 S
Horlzon Blge Ehield of New Jersey Email fo: sm roug,_maintenance,_emvoliment_te: HorlzonBlue.com
CHANGE REQUEST 2742027
Group Information — tg ke fompletad by Employer
Group Name: Group Number:
Sub Group Number; CIEnroliment of a new Subscriber
Date of Hire: / / Effective Date/Date of Event: / J
Reason for Change:
A Type al Actiuty - 10 ke compleled by BEmpluyer,

Risfar to Instructions before complsting this form. Frint clearly.
[JADD [JREMOVE [JOTHER CHANGE Effective Date/Date of Event Reason for Change

1Spouse f /
[J Civil Union Partner {(CUP)
L] Domestic Partner {CP)

] Depandent Child

[ Over-Age Child as a Dependent Under 31
{please compiate Coverage Continuation section)
[JNeme Change

/

/ ——
/

/

e e e

/

Y

a
(2]
s
[
5

COVERAGE CONTINUATION
[C]For Employes Blling: [X] Group
Date of Loss of Coverage Qualitying Evert #™ Dats of Qualilying Event
f f I /
L] Total Disabliity*] COBRA/NJSGC  Length of Confinuation {in months):L118 [J28
“Aftach proof of cisebiiy
![] For Spouse/Civil Union Pariner*/Domestic Partner Billing: 54 Group
Date of Loss of Goverage Qualifying Event # Date of Quallfying Event
/ /

/ /
CCOBRAMNISGC Length of Continuation (In months): CJ18 [J28 136
*Civil union pariners are eligibis to make an elsclion pusuant to NJSGE. ¥ spplicabis.

HI:I For Dependent ar Over-aged Child
LICOBRAMNJSGC Length of Continuation (in months): 118 {29 [J36 Bifing: (3] Group
Date of Loss of Coverage Qualifying Event #* Date of Qualifying Event
EIDepIandant Uzder 31 Billing: q Home : :
Date of Loss of Coverage Quilifying Event #* Date of Quallfying Even
/ / / /

Home Address:
“Qualiying event #5: see list In Insiructions.
Employez nfanation =@ e tamjleted iy Employes,
[JADD [JREMOVE []JCONTINUATION [JOTHER CHANGE
! & name change, indicate prior name: o
Last Name, First Nams, M.l
| Soctal Security # Date of Birth / / Sex
| Home Addreas Apt, Chty State ZIp Code
| Home Phona E-Mail Acldress
Employer Name Employment Date / /
1 Employer Address City State Zip Code
HoursWorkedPerWeek __ Work Phone E-Mall Address
| Primary Care Provider Name Current Patiant [JYes [INo
NPIL # Loo Code
Giher Health Coverege L1 Yes I No, If Yes, Payer Name
Policy # Medicare ID #, Fany

Dentist Office [D number (if applicable) Current Patient [JYes [JNo
The Employss Gopy of this apploation may be usad as a lemporary 1D card for thirly days from the effective dte £ avithorized by Empioyer. Coverage musi be varified with Hovizon
Bhie Cross Biue Shieid of New Jersey or Horizon Healthcare of New JaIsey, inc. prior io visiting a physiclan or admiesion fo a basplial.
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| CiRAcRTEthaleitygle Be sompleted by tha Emaloyee, at his/her apfich.
NOTE: Your respanse ks appreciated but NOT required|  Ghooss 2 calsgory that mos! closely describes you:

I Amorican Indian or Alasken Native [(IBlack, not of Higpanic origin

[(JAsian or Pacific Islander ] Whilte, not of Hispanic origin

]Q.,Sin;_t__ﬁ_%! lon, = Lo Bocompleied by the. Employea, Pleass refer i;‘thﬁi‘lﬁ#gtﬁi} ﬁifgﬁi@}aﬁé@!@jﬁlﬁl!
Medical Plan Option Check Ona:

muation rignis®

] Horizon Advantage Direct Access [JPCMH Advantage EPC
[ Horizon Advantage Direct Access {HSA)  [JOMNIA

[] Horizon Advantage EPO (HSA) ] OMNIA (HSA)
[[1Horizon Advantage EPC ] other

Select one coverage option: [0S [JF OJww [Jcur [Oop [Jric
Pediatric Dental and Famlily Pediatric Dantal Check One:

] Horizon Young Grins (only provides benefity for members under 19)

[1 Horizon Family Grins

[] Horizon Family Grins Plus

Select one coverage option: [J8 [JF [JHW [JCUP [JDP [JFiC
Famlly Dental check One:

I Horizon Dental Option Plan [JHorizon Dental Cholce

[1Horizon Dental PPQ [JHorizon Healthy Smiles
| Horizon Dental PPO Access [CJHortzon Healthy Smiles Plus

] Horizon Dental Compenion

Select one coverage option: [1s [JF [Juw Ocur Opp [Jrrc

Vielon Plan Optlon Check One:

[]Horizon Expanse V 1 Horizon Panorama IV (Al A) [CHorizon Vista il
] Horizon Expanse VIl (Alt A) [IHerizon Panorama IV (Al B) [CHortzon Vista ill
[ Horizon Expanse VI! (Alt B) CHorizon Vista IV
[ Horizon Expanse VIl

Seiect one coverage opion: i [JF [JHw [Jcup dor [CJric
S=3ingle F=Family HW =HusbandWife CUP = Clvil Unlon Pariners DP = Domestic Partners  P/C = Parent/Chiki(ren)

E. Diher Individuals Coveted ~ o be compleled by Employee,

Idenitily individuals other than yoursslf for whom you are adding/changing/'removing/continuing coverage. Attach additional pages if
necessary, with your signature and dated. Aftach proof of disability.

| SPOUSE/CUP/OP []JADD [JREMOVE [JCONTINUE SPOUSE (COBRA/NJSGC)
[J CONTINUE CU PARTNER (NJSGC) [JCONTINUE DP (NJSGC)

Last Name, First Name, M.1.

Social Security # Date of Birth R | Sex
Primary Care Provider Name Current Patient [Jves []No
NP # Loc Code

Other Health Caverage [J¥es [INo, If Yes, Payer Name

Folicy # Medicare 1D #, If any

Dentist Offics ID nurrber (if applicable) _ Current Patient [JYes [INe
Employed? [JYes []Ne ifyes, Complets Saction F
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1.chid CJADD [JReEmOvE [JCONTINUATION [JOTHER CHANGE
Last Name, First Name, M.l.

Socigl Securtty # Date of Birth Fi i Sex

Primary Cars Provider Name Current Patient Clves [INo
NP # Loc Code

Other Heaith Coverage [JYes []No, i Yes, Payer Name

Policy # Medlcare [D #, if any

Dentist Office ID number {if appliceble) Current Patient CJYee [INo

If last name is diflerent from Employee’s, please axplain:
Living with Employee? [1Yes [JNo ¥ No, Complete Section G

2.chiid CJADD [JREMOVE [JCONTINUATION [JOTHER CHANGE
Last Mame, First Name, M.1.

Social Secudly # Date of Birth / / Sex

Primary Care Frovider Name Gurrent Patient CJYes [JNo
|nei# Lac Code

Other Health Coverage [JYes [JNo, it Yes, Payer Name
1 Policy # Madicars D #, If any

Dentist Office ID number (if applicable) Current Patient ElYes [INo

If last name Is different from Employee’s, please explain:
Living with Employee? {JYes [No #f No, Complele Ssclion G

a.child OJADD COREMOVE [JCONTINUATION [JOTHER CHANGE
Lest Narna, First Name, M.1.

Social Security # Date of Birth / / Sex
Primary Care Provider Neme Current Patient [Ives [INo
NPl # Lo Code

Dther Health Coverage I TVas [INo, ¥ Vae, Payor Name
Fotlicy # : Mediceare ID #, fany

Dentist Office ID number (if applicable) Current Patient CIYes [INo
If last name is differant from Employee's, please explain:
Living with Employes? [1Yes [INo ¥ No, Compiete Section @

F. ﬁgj,dii‘ipngl Spause/CURDP Infarmalios .. cqyr’:&fd b} Eml 0701 DA mArk 35 N
1. Employer Name Employer Phone
Employer Address
City State Zip Code
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Pmnddalnbrmaﬂon wlowabourchlldmnﬁsredm Section E, :f#myhaveadlﬂhrsnreddmss from the employes. lf muitipis ehlidren are at
an address, you may list themn together. Altach additional pages as necessary, signed and dated.

Name -

Address Apt

Clty State Zip Code

Reason;

Name

Address Apt

City Stute Zip Code

Reason:

H, Empioyee Signature |

| represent that efl the Information supplied In this application is true and complete. | hereby agree to tha Conditiona of Enroliment set forth
1 In this Enroliment/Change Request form. | authorize deductlons from my earmings for any contributions required from me.

Signature: ____ Date: ! /

| Over-AgaChild's Sigraiure
| represent that all the information supplied in this application regarding the Depandent Under 31 Continuation Election is true and complete.

| hereby agree to the Conditions of Enroliment sat forth In this Enroliment/Changes Request form.
1 hereby agree to make premium payments required from me for the Depandent Under 31 Continuation Election.

Signature; Date: / i

J. Employ&r \I&nhg&!w.
7 The requested activity ls believed eligible and is epproved by the Employer.

Employer Representative: Date: / i

Representative's Title:
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