ﬂ ENROLLMENT/CHANGE REQUEST [0.21%% o
Morkaon Bue Gross Blue Stileld of New Juraey 1-800-4DENTAL mm roup Number Subgroup Number
A.Type of Activity - To Be Completed by Employer Refer to Instructions on back before completing this form. Print clearly. g
1. Enroliment 2. Change - Crock Date of Event  Reason | 3. Remove of Terminate - Check al tat 3. Continuation of Coverage, l.e., COBRA, State,
(7] New Subscriber O Addg;q o Effoctive Date  Reason Total Disabllity
[ Domestic Partner [ Remove Spouse/Domestic Partngt/ W”Démpmmmﬁoﬁ: o bl optiona.
Effective Date ; o, nden
ve (] Givil Union Partner kel Civi Linion Painae — Langth of Continuation: £ 18 mos L1208 mos* [ 36 mos
/ / [J Add Dependent Child I [T S [ Remove Dependent Child* i 7 Total Disabllity
Date of Hire ggx‘:gg':gg’ =T [] Employee Withdrawal/Termination /| ___ _— |pate o Loss of Coverage: 1/
— A rcivil
/ / {] Other I Note: iﬂ;ﬁ@pﬂﬁb&:«dﬂ?mfdﬂmmm union partner ?ﬂBﬁMWEW oy
] Add/Change Dentist Office 1D *Piease completo ! . and Name eolumns In Section D. Attach proof of disabilty
B. Employee Information - Complete Sections B - G C. Plan Option - Your selection must be offered by your employer.
= s | A o ( ) Horizon BCBSNJ Horizon Healthcare Dental Contract Type
1. |N=l- Nu'lcw ae |th iy [7 Harizan Dental Option 1 *Hortzon Demtal Cholce [18-Single [JF - Family
Ry inTe I‘{"""‘ ks (] Horizon Dental PPO [} *Horizon TotalCare Dental (2 Adults
Work Addrons lcny. State IZ"’ Corda [] Horizon Dental PPO Access [JPIC - Parant & Child
Date of Employment 1 Hours Worked *Please select Dantist Office 1D Number-Section D

D. Individuals Covered - List individuals for whom you are adding/changing/removing coverage. Altagh

(Ayad Sex Birthdate Sitent | Lveviche

e s eligiiataandig we | w oo | B
Employee 0og I 5| ] m]
| Spowse 0.0 / / a 0 O
Demestic Partner 0o / / L O O
Givil Union Partner O o / / = | O
Child o o / / §] 8] ]
Child O 0 / / ] ] ]
Child 00 / / &) & ]

E. Other/Previous Insurance

F. Dependent Information

Domastic Partnar's/Civil Unlon Partner's employer

Is your Spousa/Domestic Partnar/Civil Unlon Pariner Employed? [ Yos CINo W ~Yas," five name & addross of spouse’s’

Does any dependent listed in Section D live ot & difforont address than the Employes? E\fu 1 No If "Yes," who and at whal addrens?

If “Yas" to Other Dontal Coverage (Section D), give name & policy number of Insurance carrier, HMO, or othar source.

Explain the circurnatances.

It “Yes" to previous coverage, identify name(s
carrier and plan number and submit a copy

e Gorihcata ot Gredible Coverage Issued by the prev

Inated, name of pravious
carrier, if availlable.

il any depandent's last name difters from yours, explain the circumstances.

benefits rapresentative at your company before signing this form.

G. Employee Signature I you have any questions concerning the benefits and services provided by or excluded under this contract, contact a

.

H. Employer Verification - 7o Be Completed by Employer

| rapresent that all the information supplied in this enroliment/change
request form is true and complete. | hereby agree to the conditions of
enrollmant on the revarse side of the employee copy of this enroliment/
change request. | authorize deductions from my earnings for any
required contribution.

X

X

Dinte

/

E-Mall Addross

;.

Titla

Dato

Employee copy may be used ne a temporary ID card for 30 days from the effective date If authorized by employer. Coverage must be verified with Horizon BCBSNJ Dantal Programn prior to visiting a apeclalist or admission fo a hospital.
Survices and products may ba provided by Horiran Bluw Croxs Blue Shield of New Jersey or Horlzon Hesalthcare Dantal, Inc., sach of which is an indepandent licanses of the Blus Cross and Blue Shisld Association. Horizon Healtheare Dental Ine , s o subvidiary of Horzon Blue Cross Blue Shield of Now Jorsay.
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