HEALTH BENEFITS PROGRAM APPLICATION — SHBP PART-TIME EMPLOYEES GROUP Division of Pension an%d Benefits, P.O. Box 299, Trenton, NJ 08625-0299 HA-0802-1011

' — , DIVISION USE ON
1 EMPLOYEE INFORMATION-This section must be filled out completely. Please print or type. 2. MEDICAL COVERAGE : 3. PRESCRIPTION DRUG COVERAGE
Social Security Number 2a. EMPLOYEE SELECTION 3b. LEVEL OF PRESCRIPTION DRUG PLAN COVERAGE Effctive Dates: Event Reason:
l l t I h l ‘ | - { 1 ‘ ‘ l - Tt wish FO .b e covered] under 2 medical plan and the Employee 0 single £J Member and Spouse/Civit Union Partner
Last Name Title {Jr,, Sr., etc.) Prescription Drug Plan : O , ] ) l
‘ ‘ ‘ | l l l 1 ‘ l | I 1 1 ‘ l i l ‘ l ! T 1 wish to be covered under a medical plan only and waive Member and Domestic Partrer {see instructions)
- Empl Prescription Drug Plan coverage : O Family [0 Parent and Child(ren) EMPLOYER CERTIFICATION
First Name Mi o . . 5 cal : Ses instructions on reverse
l l l | l l ‘ l [ I l ‘ l ! i { l D | elect 10 waive medical coverage in any medical plan | Employees who chooss a high deductible (HD) health Snpb-yer
2b, EMPLOYEE SELECTION (Choose only one plan) : plan cannot enroll in another prescription drug plan. ame:
Streat Address (include Apartment #) HORIZON AETNA CIGNA Prascription drug benefits will be provided in conjunction | Location # TTTT [7]9]
l l 1 | I I i 1 I l { ! I I l ‘ { l l [ i with the medical plan. De not complete this section if
o S { NI DIRECTIS L] Aetna HMO O CIGNA HMO you chose a high deductible (HD) health plan. STATE ONLY Union Code
T T T T T T T T T I T T T T CINJDIRECT1525 [ Aetnat525 [ ciaNAT525 Pyl T T @0 T
OnsDiRECT2030 1 Aetna2030 {1 cienazo30
ZIP Code + 4 Date of Birth {(mm/ddiyy}) Gender (MF) ! o MEMBER ACTION
[ ] 1 ‘ l l . l ‘ I 1 | [ ! l | ‘ l l D L1 NJ DIRECT HD4000 [ Aetna HD4000 CIGNA HD4000 O New — Must be y
- I Ny DIRECT HD1500 [ Aetna HD1500 L ciaNAHD1IS00 Ust Date of
Status: : ’ ; Pension Enroliment / J.
D-Single D Married D ol ;Domestie ™| -ivorced D Widowed For Astna or CIGNA Plans, enter Primary Care Physician's ID# oR Trmisayy)
{Area Code) Home Telephone Number Pension Number —
HEEREEEREENE 2c. LEVEL OF MEDICAL PLAN COVERAGE UTranster Date ——J;mfm
Are you transferring your health benefits from another SHBP/SEHBP participating employer? 3 single £ Member and Spouse/Civit Union Partner ' Name of Former Emp}
Ino dves i yes, list name of employer: [ Member and Domestic Pariner (see instructions) R .
O Family £ Parent and Child{ren) Lgta?/?o;om ;)
{mnvddiyy}
i B 101
4. DEPENDENT INFORMATION - List only eligible dependents and attach required proo of dependency documents (see instructions on reverse). ’ 0/12 month employse D:]
PN " . . Gendar Natural (C) -
T3 Spouse/Civit Union/Domestic Pariner  Last Name First Name M Date of Birth {mm/ddiyy) Social Secunty Number Aﬁ";g EMPLOYER CERTIFICATION — I cerlfy that 1his part-time
l [ | I I ! I l ‘ l ] l l ] l | l l [ l l | ] D . ‘ [ l { I I i l Sep (5) employes is eligivls for enroiiment undet the provisions of
. LegaiWard (L} Chapter 172, PL. 2003, and that the information supplied on
Children . B See Instructions this form s {rue to the best of my knowladge.
(OO ity O CoCLiD O Oog-Co-Corn 0 S O
LTIy I TTTITI] O CCriI1rr1 o o1 o I s I B - Dt Vil
5. I:::pgfaﬁ(;r I\.;ITY sest , 0 oxisi ) 5b. DELETION OF SPOUSE OR PARTNER Sd. bTHEH CHANGES 6. EMPLOYEE CERTIFICATION — | ceriify that all the information supplied
'y i req ing changes o exisling coverage, = . | R . " § " on this form is true to the best of my knowledge. ! authorize the Division of
Sa. ADDITION OF DEPENDENT {1 bivorce {7 Dissolution of Civil Union [ Death [ Ghange in last name ony (Attach copy of supporting documentation) Pansions and Beneiils 10 bill me for monthly premium payments as required .
. £ Torsmination of Domestic Parmershi o (List former name) by g,:hts provistons of Chaptar 172, PL. 2003. | understand that i 1 waive ‘I'T:y
e - right to fe] at lh'ls time, s not ! issible until the
1 Marriage ADate of E%Yent (mm/cj)d/yy) Dats of Event (mm/ddiyy) I Change in Soc. Sec. # {Attach copy of Social Security card) next or i other g is lost and proot of
{Copy of Marriage Certificate required) (List former Soc. Sec. " loss is provided (HIPAAJ ] a&so understand that there is no guarantee of
Former Name 5c. DELETION OF CHILD . L in-netwark p by medical service providers, either
- - 1 Change in Birth Date {Attach copy of birth certificate) doctors or facilities in the NJ DIRECT15 plan, If either my physician or medical
N . Deletion of Child - Date of Event {mm/dd/yy) . center terminales participation in NJ DIRECT1S, | must select another doctor
£ Givit Union/Dorhestic Partner - Date of Event (mm/ddiyy) - (List name and correct date) . or medical cenler participating in NJ DIRECT1S to receive the in-network
(Copy of Certificats of Civil Union or Domestic Partnership required) Child's Name benelit. 1 any hospital, physician or health care provider 10 fumish
Child's SSN my medical plan.or fts assignee with such madical information about myself or
3 Birth of Child LI Adoptior/Guardianship - proof required O Other - give reason {i.e., address change, dependent returns from S'"Y covered dependents as the assignes may require.
Gi o . M REPRESENTATIO A 1
Date of Event (mmvdd/yy) ive Reason miltary servics) i v ! N: Any person that knowingly provides false or

ion s subjsct to criminal and civil penalties.

Empioyes Signature i Date Completed



