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GROU P EN ROLLMENT/CHANGE
REQUEST

Mail to: Horizon BCBSNJ
Attn: Large and Mid-Size Group Enrollment
PO. Box l0168
Newark. NJ 07101-3168

Email to: Midmajor-enrollment@horizonblue.com

HorizonBlue.com

Group Name: Monmouth County Vocational School District Group Number' #8512E (Horizon Private Plan)

Sub Group Number: 00, 05, 10, 15, 20 Date of Hire: / l- Effective Date/Date of Event: I I

Reason: (DirectAccess: DA10 DA15 DAO POS Omnia

Refer to instructions before completing this form. Print clearly.

[noo !neruove f:]oTHERCHANGE Effective Date

_r_l_
_r_r_

r_
r_

_r_r_

Beason for Change

Subscriber

Spouse

Civil Union Partner (CUP)

Domestic Partner (DP)

Dependent Child

Over-Age Child as a Dependent Under 31
(and complete Coverage Continuation section)

Name Change

Change Plan

Other

Add/Change Office lD Numbers:
Primary Care Provider

I l.

ll.

_l-l
COVERAGE CONTINUATION

For Employee Billing: {2{ Group
Date of Qualifying Evente of Loss of Coverage Qualifying Event #..

tl_l___-l-
n Total Dis"bif ity- SCOantuNJSGC tengtn ot Continuation (in months):E 18 E29 -Attach proor ot disabitity

For Spouse/Civil Union Partner*/Domestic Partner Billing: l! Group

Date of Loss of Coverage
l-

Qualifying Event #-' Date of Qualifying Event

_l_r_
-ECOsBA/ruJSOC Length of Continuation (in months):!te !zs [eo

-divil union partners are eligible to make an election pursuant to NJSGC, il applicable'

For Dependent or Over-aged Child

!CCiAnnnUSCC t-engtn of Continuation (in months):[l]e !ZS lSO Billing: ffi Group
Date of Qualifying EventDate of Loss of Coverage

_t-r-
! Dependent Under 3'l Billing: i2;l Home

Qualifying Event #.'
ll.

Date of Loss of Coverage
l-

Qualifying Event #"- Date of Qualifying Even

tl
Home Address:
.-Qualifying event #s: see lisl in lnstructions.

ADD EREMovE !cottllruunrtoN EornenCHANGE
lf a name change, indicate prior name:

Last Name, First Name, M.l.

Social Security # Date of Birth / / Sex

Home Address Apt. 

- 

City State 

- 

Zip Code

Home Phone E-MailAddress

Employer Name Employment Dale I I

Employer Address City State 

- 

Zip Code

Hours Worked Per Week Work Phone E-MailAddress

Primary Care Provider Name Current Patient EYes Etto
NPI # Loc Code

other Health Coverage [ves n No, lf Yes, Payer Name

Policy # Medicare lD #, lf any

Btue Crosi Btue Shietd ol New Jercey or Horizon Healthcarc of New Jersey, lnc. ptior to visiting a physician or admission to a hosPital.
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NOTE:Yo'n r€sponse is appreciaied bui NOT requiredl Choose a categoty that most ctosely etescibes W:
lndlan or Alaskan Native EBlack, not of Hispanic origin

Hispanic EAsian or Pacific lslander lwhile, not ol Hispanic origin

Medical check one: !S nF n2 Adults nPC
! Horizon Direcl Access

Horizon PoS (HMo)

Florizon Dental Option Plan
Horizon Healthy Smiles

! otVtrtta (new)

EHorizon Denlal PPO Plan n Horizon Dental PPO Access

EHorizon Healthy Smiles Plus

EHorizon Panorama Ill- ALT. A IHorizonPanoramalv-ALIA
! Horizon Panorama lll - ALT. B ! Honzon Panorama III - ALT. B

N/A

Expanse V
Expanse vl
Expanse Vfl-A
Expanse VU-B
Expanse vIII
Expanse IV

N/A

S = Single; F = Family; 2 Adults = Husband/Wife, Civil Union Partners or Domestic Partners; P/C = Parenvohild(ren) N/A

ldenlity individuals other than yourselt lor whom you arc adding/changing/removingy'continuing coveage. Attach additional pages il
necessary, wilh your signature and dated. Attach ptool ol disability.

1. SPOUSE/CUP/DP IADD EREMOVE f]CONTINUE SPOUSE (COBRAAJSGC)

D CoNTTNUE CU PABTNER (NJSGC) flCOrurNUp Op (COBRA./NJSGC) nOTHER CHANGE

Last Name, Firsl Name, M.l.

Social Securily # Date ol Birth / / Sex

Primary Care Provider Name

NPI #

Current Palient !Yes ENo
Loc Code

other Health coverage Eves Er.to, lf Yes, Payer Name

Policv # 

-

Medicare lO #, lf any

Home or billlng address same as No /l No, Section F2

2.Chitd EADD DREMOVE nCONTTNUAT|ON lOtXenCUNCe
Last Name, Firsl Name, l\,4.1.

Date ol Birth / / Sex

Other Health Coverage fJVes !t'io, lf Yes, Payer Name

Medicare lD #, ll any

lf lasl name is different from Employee's, please explain:

wilh Employee? LlYes LlNo /i,vo, Complete Section G

3. Chird E AoD n REMOVE ICONINUAT|ON IOTHER CHANGE

Last Name, First Name, M.l.

Date of Birth / / Sex

Other Health Coverage [yes Eruo, lf Yes, Payer Name

lf lasl name is ditferent trom Employee's, please explain;

Medicare lD #, lf any

6359111]r5)



1. Employer Name Employer Phone

Employer Address

City State _ Zip Code

2a. Home Address Apt

City State 

- 

Zip Code

2b. Please explain why the address is different:

provide information below about children listed in Section E, il they have a different address from the employee. lf multiple children are at

an address, you may list them together. Aftach additional pages as necessary, signed and dated.

Name

Address Apt

City State 

- 

Zip Code

Reason:

Name

Address Apt

City State _ Zip Code

Reason:

I represent that all the information supplied in this application is true and complete. I hereby agree to the Conditions ol Enrollment set forth

in this Enrollment/Change Bequest lorm. I authorize deductions from my earnings for any contributions required from me.

Signature: Dale: I /-

I represent that all the information supplied in this application regarding the Dependent Under 31 Continuation Election is true and complete.

I hereby agree to the Conditions of Enrollment set forth in this EnrollmenVChange Request form.

I hereby agree to make premium payments required lrom me for the Dependent Under 31 Continuation Election.

Signature: Aate: I l.

The requested activity is believed eligible and is approved by the Employer.

Employer Representative : Date: / /.

Representative's Title :
Nicole Herman, Executive Secretary Payroll, Pensions & Benefits

to be completed by Employee.



Instructions
Employers
You musl complere the Group lnlbrmation and sections A and J in order lbr this application to be proccsscd.

Employees

Section J in order fbr this application tcl bc prtressed.
. Please PRINT except wheu a signature is rcquested.

. If a dependent is disabled and you want to cotrtinue lris or her coverage beyond age 26, you do not have to make a COBRA/NJSGC or Dependent Under 3 I election.

IDStcad, sclcct "Other'' in Scction A. and attach prooi of disability'

. 'lbtal Disability and COBRA are available continuation options under Vision coverage; Dependent Under 3l continuation is not available under Vision coverage.

Qualifying Events

COBRA and NJSGC

C1. Terrnination of job or reduction in hours

C2. Iirnployee enrollment in Mcdicare (COBRA only)

C3. Divorce (COBRA/NJSGC)lcivil union dissoltttion (NJSCC) if covercd under group benelits

C4. Death of employee

C5. Loss of dependent child status under the plan.

C6. Disability (occurring subsequent to another qualilying event)

Dependent Under 3 I

D l. Loss ol dcpendent status (aged out) and otherwise eligible

D2. Re-establish eligibility: rcsidency

D3. Re-establish eligibility: nonresident tull-time student

D4. Re-establish cligibility: change in marital status

D5. Re-establish eligibility: change in patental status

D6. Re-establish eligibility: termination of o(hcr eovcrage

Conditions of Enrollment - Applicant Acknowledgements and Agrecments

On bchalf of m.vsell and the dependents listcd in this Bnrollmcnt/Change Request form,I acknowlcdge that:

nlonths from the dcte I sign thrs Enrollnrent/Changc Requcst lbrm, unless revoked al an earlier daic.

2. I agree rhat, ifl revoke this aurhorizariou before it expires. such revocarion shall not xffect any action that Horizon BCBSNJ has taken in reliance on the authorization.

3. I understand I tnav receive a copy of this authorization if I requesl onc

rl. I agree Horizon BCBSNJ will providc coveragc in accordance with the (erms of the conlract fbr the group plan/policy.

if frerniums arc not pai<i tirnely. I authoriz-e my Employer to u'ithhold paymcnts from nry *'ages as contribution to the prcmiun). as appropriate

Misrepresentations

Nnticcs

Gencral Notice of Speciul Fnrollment Rights

wirhin 3 I clays afrer. your or your depentlenrs' oiher coverage cnds (or after the other employer or plan provider stops contributing torvard the other coverage).

In addirion, ii your plan includes covr'rage lbr dependents and you acquire a new dep€ndent as a result of marriage, birth. adoption or placemenl lbr adoption. you may be

adoption or phcement for adoption.

<'lon't provide the statelnent. the above special enrollment rights rnay not tre available lo you ifyou need rhem.

To requcst special enrollmcnt or obtain tnorc information about it. contact vour bcnefits departnlent or personnel representative.

Horizon Blue Cross Blue Shicld of Nr'w Jersey will bill ovr-r- age dependents dircctly

"A - Type ofActivity" even when it is the same as the employee's address.

lmporlanl Nole:

expenses contributc to the over-age dependent's deductiblcs or ouGol'-pxrcket maximums.

(iroup Sub\cilbcr on lthelt ol ir\cll and its pafiicipunts hcrcb) cxprcssl, acknowlcdtcs ils undcrilrnding thrs

\ hils*v.r on thc Jran of llorizon BCBSNJ other thil thoir ohliSitions crclted uml(r other pn'\ rsionr ol !his dtreeillent.

cf programs and provider relations lor all its companres.

Norizon Healthcare Deftal, lnc., and Honzon Healthcare of New Jersey, Inc., dorng business as Horizon NJ Health.
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