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Eorizon Blue Crosa Mue Shiehl of New Jerses

A. ._.<_um of >Oﬂ<=< -To Be Completed by Employer Refer to Instructions on back before completing this form. Print clearly.

ENROLLMENT/CHANGE REQUEST

Horizon Blue Cross Blue Shield of New Jersey

Atin: Small Group Enroliment
Hotizon Blue Cross Slue Shiold of NJ
PO Box 807, Depl. A

Group Information - To Be Campleted by Employer

Hewark, NJJ D7101-0607 Group Name

wiwnw.harizenbloe.com

Group Number Subgroup Number

1. Enroliment
[l New Subscriber
Effectlve Date

Date of Hire

2. Change - Cheek att that apply. Date of Event

—_

Y S S

Reason
O Add Spouse/Damestic Partner ___/__ /|

3 Add Dependent Child Y N
3 Name Change i e ——
I3 Change Plan _F .
© Other R A NOTE: Empl

3. Remove ot Terminatle - creck an that appiy.

Effective Date Reason
I2 Remove SpouseDomestic Partner® P A
1 Aemave Dependent Child® s

0O Employes Withdrawal/Termination ___/ /

3 Add/Change Office 10 Numbears: Primary Care Paysician/Ob/Gyn

must be enmled for spousefdependent(s) to have covarage.
*Plozse complele Add/Change/Aemove and Nama columns in Section D.

4. Continuation of Coverage, i.e., COBRA, Stale, total disability

Not afl oplions are avaifable. Cartact Employer for availabla options.
GCoverage For: O Employee O Dependents

Length of Centinuation: 312 mos 0 18 mos
29 mos U 36 mos
3 Tatal Disability*

Date of Loss of Coverage: ! !

[¥ate of Quatlying Event: / /

* Attach proal of total disabilily

B. Employee Information - Complete Sections B -H

C. Plan Option - Your selection must be offered by your employer.

Socfat Security Number Las! Name, First Name, M., Home Telephone
H v Madical Check One:
Heme Address Apl, City, State ZIP Code Dental Check One:
Prescription Check Cne:
Employer Name Work Telephone
{ } T Horizon Traditional
Wark Address Cily, State ZIF Code [ Harizon POS
7} Horizon Direct Access
Dale of employment ___/ / Hours worked per week (G Other

018 ] F{] HAW (er DP} O FIC

[15 €1 F £ HW (or DF} [ FIC

OSOFORW(erDPQF/IC
[ Horizon HMO

[ Horizan PPO
O Prescription

D. Individuals Covered - ust individuals far whom you are adding/changing/removing coverage. Attach sheet to list additlenai children. Attach proof if full-time college student.

E. Pre-Existing Conditions Statement

Aldd Other Primary Care NGTE: This intarmalion may ONLY be used 1o dotormina il a condition is o pro-gxistng
cihange Lost KHame, First Name, M. Sex Birthdate Socinl Socurity Health Otfice Current | #revious contlion, You CAMNOT ba danicd coverage utdar n healih benellis plas on ihe bosio
4 y ML - : o .
Riomave M E| MM DD wrvy Number Covernge 1D Number Patient | Coverago |0 o e s Carn can ol st ihe ormason
Yos Yes Yes Yes Na 1. Dunng Ihe past 6 menihs have you or any depondent la be coversd
Employae| oo \ \ [ I [ had or honn diagnosod as having any of the following? If "Yes
oo check appropriale box{es) below.
Spouse on \ \ O (] O [ & Alcohotism pr Dng Abusa [ 1. Heard Disarder or Candition
Domeslic [ b Atthiritis ar Chesi Pain
_uu:_._m.._. aa \ \ D —H_ D [ c. Blood Discrder [i. High Blood Frossure
) {7) d. Back or Neck Disander, {3 . Kidney uf Liver Disordar
Child oo \ \ D m D Injury or Pain '} k. Lunp or Respiratory Disarder
" ] &. Cancer or Tumors {11, Mantal ar Nervous Disorder
Child a0 \ \ O [} (| 11, Dinbotes [ m. Paralysis, Siroke or Epflopsy
] 3 0. Gastro or Inleslinal Disorder
Child oo !/ [J O [ i . :
Yes No| 2. During (he past & manths, have you or any dependent (o ba covered:
7 [ | a. been examined or Lroaled by o physician or athar heallh tare provider
F. Other/Previous Insurance G. Dependent Information far amy condition, st o injury, other than as staled above?
15 your spouse or domeslic pariner employed? T Yes {JNa i ™es; give rame & nddress of spouse’s or domastic Does any dopenden| Rsted in Section O five at a different address 1han tha Applicani? CivesCINo 0 & fhbeen unsumn o have troalimenl er sumory or fesfing that has nel
pariner's employer. Il Yes” whe and al whal address? been dane?
[J 3 ]c. been admitled 1o & hospita! or olher heallh care kcilly 23 an inpalient?
i "Yes- fa Other Hoallh Coverage (Soction D.) give name and policy number of iissurance carrier, HMO or olber source. | Explain 1ho Gicumslances. 17 i [d laken praseribed modications?
Il onrolfed in Medicare Parlg A andfor B, identily the coverage and provide the Medican 1D numnber. Please give delails for "Yes" answers ta any part of Questions 1 ar
2 on a separate sheet of paper. This separnte sheet should be
|l *Yes™ Io Provious Coverage, identify name(s) of persons, give ollective dale and dale coverage lorminated, IF any dependenl's lasl parme diltars lrom yours, explain the circumstances. signed and dated.
nami bl privious camier and plan number.

if you have any questions concerning the benefits and services provided by or excluded under this conlract,

H. Employee Signature contact your benefits administrator belore signing this form.

I. Employer Verification - To Be Completed by Employer

coniributions.

| rapresent ihat all information supplied in this application is true and complgte. | hereby
agree to the candilions of ensollment on the reverse side of the employee copy of this X
enroliment/change request. | authorize deductions from my earnings for any required

Emplayee Signature - Required

Employer Signature - Required
X

Dale

E-Mail Address

f

Title Date

[

Employee copy may be used as a temparary ID card far 30 doys fruen the effective date If authorized by empioyer.
Sorvicey and produtls may be provided by Horizon Blue Cross Blug Shisld al New Jersey or Horizen Healthears of New Jorsey, Inc., each of which is an indeperen licansaa of tha Blee Crozs 2nd Blue Shield Associakion.

6007 (WD502)

Coverage must be verified with Horlzon BCBSNJ or Horlzon Heattheare of New dersey, Ine. priar to visiting a physician ar sdmissloh 1o a hospital.

RJ-HINT




