Horizon.

Horizon Bine Gross Blue Shichd of New Jepsey

GROUP ENROLLMENT/CHANGE REQUEST

Alln: Large and Mid-Size Group Ernroliment
P.O. Box 10168

Mewark, N.J 07101-3168

Fax (973) 274-2297
www,HorizonBiue.com

*attach praof of disability

macu Name: Group Number: o >uu o mm;osm U CONTINUATION D OTHER CHANGE
Sub Group Number: If 2 name change, indicale prior name:
Date of Hire: / / Effeclive Dale/Date of Evenl: / /
Reason: Last Name, First Name, M.I.
! Social Securily # Date of Birth / / Sex
Rafer fa bafora e} .z_w _.E__.: mia n_mu rly:
[JADD [JREMOVE [3JOTHER CHANGE Eftactive Date/Oals ol Evenl Reason far Change Home Address Apt. City Slate Zip Code
[ Subscriber / /
{7 Spouse / / Home Phone E-Mail Address
[ Civil Union Partner (CUPYDomestic Pariner (DF) / / — N it i B
() Dependent Child / / YRl e mploymenl Uste ___/___/____
[ Over-Age Child as a Depsndent Under 30 / / Employer Address City Stale Zip Code
fand ceniplele Covernge Continuation and secticn B)
Hours Waorlked
[ Mame Change / / Per Week Work Phone E-Mail Address
[} Change Plan ! !
] Other / ) Primary Care Provider Name Current Patient []Yes [No
[ Add/Change Office 1D Numbers / / NP 4 Cibé Gl
1 Primary Care Provider / /
COVERAGE CONTINUATION Other Healih Coverage [IYes TINo, I Yes, Payer Name
[1Rgr Employee
Dale ol"mags of Covarage Qualifying Event #°~ Date of Qualitying | Policy # Medicare ID #, H any
S S ——— !
L] Total Disabiifysl] COBRA/NJSGC  Lengih of Continuation (in months) @98 [ 29 Previous Coverage [l Yes [JNo, I Yes, Payer Name

‘BoAdditionalm am

This ContinuZies < .. i5 _._n_n...__ Buan

(] During an Open Enrolliffer=sesind for the Ovepds
Qver-Age Child)

Conlig 0 eclion

LI Within 30 days prior to the allainmenLe®elmiling age (when the Dependent will become an [[1 Horizon PPO

[ Within 30 da pe=lTE Uver-Age Child has established eligibility loF 2 @laggler 375

{71 Horizon Tradiitional
[ Horizon HMO
ild based on hisfher age-oul anniversary | | [ Horizon POS

aon i Baing maze,

{0 Horizon Direct
[J Horizon Dj ] Herizon EPO

[ Far Spouse/Civil Union PartriteyD omestic Partner . Palicy # Effective Date _/ / Termination Date J |
Dale of Loss of Coverage Cruglilying Event #°* Dale of Qualilying Event ) ]
/ / ! f Sutmil a copy ol the Cetilicate of Crodilable Covorage

[ COBRA/NJSGC  Length ol Conlinuatior®g montigef | 1 18 {1129 136 > e

Ll uzion parlriers are cligiblz to make an eloction pursuant (O NRIEGC. il applicatle. - rwm va W m}m_ummmnlm.»W@Wk
[ For Dependent or Over-aged Child . zo.ﬂm Your _.mmno:mm is appreciated but 20._. _.mn_c:ma_ Choose a calegery that mosi clesely describes your
Date of r\omm of Coverage Qualiring Event 4 Date of Qualilying Event [J American Indian or Alaskan Naiive {J Black, not of Hispanic origin

D) COBRAMNJSGG  Length gjs@ontinuation (in months): T 18 29 1 [ Hispanic [J Asian or Pacific istander {J1 White, not of Hispanic origin

[l Dependent Under 30 _B#ling: ] Home  Home Address: s
Date of _bm.m of Coverage Qualifying Event #** Date of D:m__:‘.: i = YoursElectionmi et .

/ Dental choel One:

Group # W:Un_.oc_u # “Qualifying event 43: sae Ust in Instiuciions. 5 2 shdis PG

() (] O O
{1 Horizon Dental Option Plan
i1 Horizon Denlal PPO Plan
{7 Horizan Dental Access PPO Plan
Prescriplion check One:

s F 2Adulls PG
o 0. O ]

Access

F = Family, 2 Adults = HushandWife. Civil Unicn Pariners or Domeslic Pastnars;  P/C = Parent/Child{ren)

The Employee Capy of this application may be used as a iemporary 1D card for Hirly days from lhe eifective date if authorized by Employer. Coverage must be verified with Horizon Blue Cross Blue Shield
of New Jersey or Horizon Healthcare of New Jersay, Inc. prior lo visiling a physician or admission to a hospital.
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g ing continying ge. Atiach additional pages #
recessary, with your signalure and daled. Attach proof i full-time post-secondary siudent. Attach proof of dissbilty:
SPOUSE/CUP/DOP D ADD ([JREMOVE [ CONTINUE SPOUSE {COBRANJSGC)

[ CONTINUE CU PARTNER {NJSGC) [ CONTINUE DP {COBRMNISGC)

Last Mame, First Name, M.L

Social Securily# Date of Birth /. f Sex

Primary Care Provider Marme Current Palient [ Yes CINo

NP g Loc Code

Other Heallh Coverage 7] Yes (7 No, # Yes, Payer Name

Medicare D #, If any

Palicy #

Previous Coverage [JYes [JMo, If Yes, Payer Mame

Eifective Dale / / Termination Date 7 i

Policy #
Employed? [1Yes []No ifYes, Complete Section G

Home or billing address same as Employee? [ Yes [ No If No, Complete Section 32
Submiit @ cogy of tha Carbficale of Credilable Covarage

1.Child [JADBD D REMOVE (7 CONTINUATION 3 OTHER CHANGE

l-ast Name, First Name, M.

Date of Birth / /
Current Patient ] Yes [JNo

Social Security# Sex

Primary Care Provider Mame

I rot sppisatie mark as NAL

1. Employer Name Employer Phone
Employer Address
City Stale Zip Code
2a, Home Address
City State Zip Code

2h. Please explain why the address is different;

Provide information beiow abowt chiidren listed in Section F, if thoy have a dilfaren! address from the employaa, If mullipla chiitron am
of an addross, you mny st them tagether. Altach additional pages as necessary sigred ang dated.

Name

Addrass
City

Reason:

Apt

State Zip Code

Mame

Address Apl

Cily State Zip Code

Reason:

NP1 # Loc Cede

Olher Hezith Coverage (i Yes 12 No, If Yes, Payer Name ~
Policy # Madicare 1D &, If any _

Previous Coverage "iYes [J No, H Yes, Payer Name

Policy # Efiecive Date ____/ ./ _ TerminationDate ___ /[
i last name is different from Employse's, please explain:

Living wilh Employee? ] Yes (I No i No, Complete Section H

Subenit o eopy of the Cerlificaln of Cragiatée Goverigs

2, Child [JADD [OREMOVE Ui CONTINUATION I OTHER CHANGE

Lasl Name, First Name, M.l

Social Security# Date of Birth / / Sex
Primary Care Provider Mame Current Patient [T Yes [jNo
MPI # Loc Cade =

Other Hedlth Coverage [[Yes [ Mo, If Yes, Payer Name

Policy # Medicare ID £,  any

Previcus Coverage [0 Yes [JNo, If Yes, Payer Name

[ represent that all the information supplisd in this application is true and complete, | hereby agree to the
Conditions of Enrofiment set forth in this Enraiiment/Change Request fomn, 1 authorize deductions from
my eamings for any contributions required from me.

Date: __Jf /.

Signature:

| represent that all the information supplied in this application regarding the Dependent Under 30
Continuation Election is irue and complele.

| heraby agree lo the Condilions of Enroliment set forth in this Enroliment/Change Reques! form.
| hereby agree o make premium payreents required from me for the Dependent Under 30
Centinuation Elsclion. -

Signature: Date; __ [/

B85S (v¢ 3108} WHITE CGPY - EMROLLMENT YELLOW COPY - SALES

Policy # Eltective Date St Termination Dale fond =
- . Repr ive: fa: /
¥ last name is different from Employee's, please explain; Employer Representative Date o
Living wilth Employea? I} Yes {ZINo ¥ No, Complele Seclion M B @ .
Subal 2 copy of e Cerbficata of Cradialis Coverge mmmu_.mmmz_m.:e.m s Tille:
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Instructions

Employers
You must complete sections A, B and K and submit this application (o be processed.

Empleyees

You must complete sections C through [ and submit the signature of cach Qver-Age
Child for which a Dependent Under 30 Continuation Election is made in accordance
with Scction B in order for this application to be processed.

» Plense PRINT except wien a signature is requested.

* If a dependent is disabled and you want o continue his or her coverage beyond the
fimiting age, you do not have 10 make a COBRA/NISGC or Dependent Under 30

clection. Instead. select “Other™ in Section A, and attach prool of disability.

* If a dependent is a full-time post-secondary student, you must attach a current
course scheduole or a feder from the school or its anthorized representative
confirming full-time student status.

* You can obtain the providers' correct names from the appropriate provider directory.

You may also abtain each provider's NPI and LOC Code number from the provider
directory or al: www.horizonblue.com. Providers with multipie office lucations and
individual praviders who belong to more than one practice or provider entily may
have more than one NP oumber. You should confirm the correct NP number for

the specific provider and office lovation where you will be scen by comacting that
oifice direetly.

Oualifying Events

COBRA and NISGC

CI. Termination of job or reduction in hours
2. Employee enrollment in Medicare (COBRA only)

C3. Diveree {COBRAMISGC): civil union dissolution (NJSGCY if covered under
erougr benelils

C4. Death of employee

C3. Loss of dependent child suuus ander the plaa.

C6. Disability (occurring subsequent to another qualifving event)
Dependent Under 30

D1, Loss of dependent states and otherwise eligible

D2, Reestablish efigibility: residency

D3, Reestablish cligibility: nooresident fuli-time student

D Reestablish eligibility: change in marital stwus

D3, Recstablish cligibility: change in parentad status

D

Conditions of Enrollimest - Applicant Acknowledgements and Agreements

f=

. Reestablish eligibility: termination of other coverage

On behalfl of myself and the dependents listed in this Enroliment/Change Request form,
I acknowledge that:

i. I authorize any physician or medical professional, hospital, clinic or other medical
care Institulion, carricr, consumer reporting agency, and any employer to give
Horizon Blue Cross Blue Shield of New Jersey or Horizon Healthenre of New
lersey, Inc., or any consumer reporling agency acting on behalf of Horizon Blue
Cross Blue Shicld of New Jorsey or Horizon Healtheare of New Jersey, Inc.,
information pertaining to cmployment. other healih coverage. and medical advice,
treatment or supplies for any physical or mental condition relevaat 1o me or a
minor dependent applying for coverage. I agree that this awthorization shall be

rlid for 30 months from the date T sign this Enrollment/Change Request forim,
unless revoked at an earlier date,

2. Tagree tha, il [ revoke this authorization before it expires, such revocation shall
not affect any action that Horizon Blue Cross Blue Shicld of New Jersey or
Harizon Healthcare of Néw Jersey. Inc. has taken in reliance on the authorization.

3. Hunderstand [ may receive a copy of this avthorization if I request one.

4. T agree Horizon Blue Cross Blue Shield of New Jersey or Horizon Healthcare
of New Jersey. Inc. will provide coverage in accordance with the terms of the
contract for the gronp plan/policy.

5. Tagree that the provision of coverage and benefits is contingent upon payment of
premiums and may be teminaded in accordance with e terms of the aroup
plan/pulicy il premiums are not paid timely. | authorize my Employer to withhold
payments from my wages as contribution 10 the premiuwm. as appropriate.

Misrepresentations

Any person who inchudes any false or misleading isformation on an
Enrotiment/Change Request Form for o health benefits plan is subject to eriminal and
civil penalties.

Services amk rodugts
Mew Jepsey, e, each of



Notices

If you are declining enrollment under your group health plan for yourself andfor your
dependents (if your plan includes coverage {or dependents) because of ather health
insurance or other group health plan coverage, you may be able o earoll yourself and
those dependents in this group heafth plan if you or the dependents Tose cligibility for
ihat other coverage (or if the other employer or plan provider stops conteibuting toward
your or your dependents” other coverage). However, vou must request enrollment within
31 days after your or your dependents’ other coverage ends (or after the other emplayer
or plan provider stops contributing toward the other covernge).

in addition, il your plas inchxdes coverage for dependents and you acquire a new
dependent as a resull of marriage. birth. adoplion or placement [or adoption, you may be
able to enroll yourself and your dependents under this plan after declining its coverage.
However. you must request enrollment within 31 davs after ihe martiage, birth, adoption
or placement for adoption,

If you decline coverage under this plan, you may be asked to state in wriling whether the
declination was due to the existence of other health coverage. If this is so and you don’t
provide ihe statement, the above special envollment rights may not be available to you if
you need them.

o request speeial enrolbent or obiain mere information abouot i contact your benefits
depariment or personnel representative,

Horizon Blue Cross Blue Shield of New Jersey will bill over- age dependents directly
and enrollees will remit the premium directly to Horizon. When Dependent Under 30
Continuation is selected, the home address must be completed under Section “A — Type
of Activity” even when it is the same as the employee’s address.

Importani Note;

*  Although the employee musi continge cligibility under the dependent’s plan for
continued coverage of the dependent, in addition (o the additional applicable eligibility
ttileria, coverage for the dependent will be issued as stand-alone coverage. All eost-
sharing requiremenis and limitations will apply and will not be combined with the
cmployee’s policy. Consequently. covered expenses incurred by the over-age dependent
wilt nol contribute to Tamily deductibles and out-of-pocket maximums, nor will family
incurred expenses contribute to the over-age dependent’s deductibles or out-of-pocket
maximums,



