» ‘ ' Please Mail To:
Amer;[*lealth« : : AmeriHealth New Jersey
. 259 Prospect Plains Road, Building M,
NEW JERSEY ' Cranbury, NJ 08512

Class Code:

G Vi o @
Date of Event . Date of Hire/Reason for Change

Activity — (Zf}gc& all that apply ‘

[ Enroflment of a new Substriber

£1Add Spouse

1 Add Civit Union Partner

Add {1 Add Domestic Partner

[LiAdd Dependent Child

[IAdd Ovar-Age Child as 2 Dependent Under 3
{and complete Coverage Continuation section)

[ Employes WithdrawalTermination
‘ © {1 Bemove Subscriber

"1 Remaove Spouse

Remove {d Remova Civil Union Partner

((((

{71 Rarnove Dependent Child
{7 Rernove Over-Age Child as & Dependent Under 31

[ Name Changs
{1 ¢hange Plan
gﬁ’“ 1 0ther :
anges ladd/Change Office 1© Numbers: Frimary/OB/Gyn/Derdist
“See fist of Tiggering Events it Instructions
£ For Emplave Lot Disabilty™ | Length of Continuation {in months): | Date of Loss of Coverage: | Qualitying Event #: Date of Qualilying
O EMPIOYEE | DICOBRANISGC | 118 17129 | bt
Billing: LI Group [ Home (Section B) | *Atach proof of disabiity
[ ¥or Spouse/Chil | Length of Continuation Date of Loss of Coverage: | Quafifying Event #: Date of Qualifying Event
Union Partner® | (n monthsh 7318 [36 e
f&%mm Billing: {73 Group {1 Home {(what address# [ Section B ORI Section £ “Civll unton partners are eligible to make an election pursuant ts NISGC, if applicable,
[dFor Dependeny [ COBRANISGC Length of Continuation | Date of Loss of Coverage: + Qualifying Event #: ?:;i:‘ Quaifying
Over-age Child finmonthsk (318 {336 b ’
CiDependent Under 31 | Qualifying Event #: | Billing: 23 Group [ Home (what address?} T Section B OR [ Section £

**Qualifying event #s: see fist in Instructions, ***Billi

Mame {Last, First, MI);

StrestfApt,
StrastApL
Home City, State, Zip Code;
Phane: Email;

Employer Name;
Address;

Work City, State, Zip Codg;
Phone; Email:

Employment Datg: Haours worked per waak:

50196

u =



Small Gmup Member Coveréga Application

LIAdd (2] Remove ] Continuation (7] Other Change — If a name change, indicate prior name:
Primary Lo & s NPLOr PCPID # Current Patient: [TTYes {3 Mo
Address: Ziped;

Activity ObfGyn Loc & § NPlorPCPID 8 Current Patient; {¥es DINo
Address: v Zipsd:
Dentist Lot & | NPlor PCPID # Currant Patient: (1Yes {INo
Address; Zip+d;

Othar Health Coverage? (i Yes [INo # yes:

Payer Name:

Policy #

Medicare 1D% Fany

1.ipousaiDonmestic Partngy/
Civil Unlon Partner

e

2. Child

Other Rx Coverage? [ ¥es [INo Ifyes:
Payer Name;

Policy &

Medicare ID#, ¥ any:

Medical Plan Name:

3. Child

4, Child

[Jadd 3 Remove 3 Other

{IAdd 7 Remove 17 Other

{IAdd 13 Remaove 7 Other

[Jadd [ Remove [T Other

Name {ast, first, MI} Mame {last, first, M) Nome {last, first, M) Name {last, first, M1}
Lt Last Last Last

First First Fiest First

M Wi M ]

Birthdate {mmiddiyw) Birthdate {mmvddhypl Girthdate (mmiddiyyyy) Birthdate {mmvddiyyy)
[dMale  [JFemale [Iiale {rerale [iMale  [Iremale CiMste  [IFemale

G54 55K §5M SSH

Eligible for Medicare? [T Yes [7INo Covered
untler Medicare Pans A or 82

{¥es TINo

Cavered under any bealth toverage?

[1tes LMo

Eligible for Medicare? (71 Yes {71 No Covared
under Meticare Parts & o1 87

{3ves Tl

Coverad under any health coverage?

Clves DNa

Eligible for Madizare? £11Yes [ N6 Covered
uricler Medizare Passs A or 87

{dves [INo

Covered under any health coverage?

{d¥es (INe

Eligible for Madicars? [T ¥es [7INs Covered
under Medivans Pacs A or BY

Ldves TINe

Coverad under any health coverage?

{¥es LN

Primary Care Provider Primary Care Provider Primary Care Provider Primnary Care Provider

NP orPCPIDE HPlorBCPiD ¥ MPlarPCPID# NPLar PCPID #

Adldress Atldress Addtiress Adldress

dped fip+d dipsd Zipsd

Corent Patient? [ Yes (o Coreent Patient? U1 %es [iNe Current Patient? [ Yes %o Curvent Patient? 177 Yes {0
OlbiGyn Office QhiGyn Office ObfGyn Office ObfGyn Office
MPlorPCPID # NPlor PCPID B NP orPLPID 4 HPlorPCRID#

Adldress Address Addtdress Adidress

Zped Bpad Zipad Ziged

Currang Patfent? {1 Yes {INo Cusrent Patient? 170 Yos [JNe Cuprent Patlent? {1 Yes [Hp LCurrent Patient? {71 Yes (TN
Dentist Gffice Dentist Office Dentist Office Dentist Office
NPlarPCPID S NP o PCPID S WP oy PCRID # HPlorP(P i g

Adddress Address Address Address

Zip+d Zip+d dip+4 Zip+4

Cutrent Patient? I3 Yes [INs

Cytrent Patient? 3 Yes I3 N0

Cureent Patient? 173 Yes [

Current Patient? I Yes [T No

# last name fs different from Applicans,
please axplain

# last name s different from Applicant,
please explain

if last name ts different from Applicans,
please explain

¥ last name Js diffarant from Applicant,
please explain

Home address sama 35 Applicant?
CiYes [IHo
i NQ, complete Section £

Home address same as Applicant?
[iYes DINo
O complete Section £

Home address same as Applicant?
{3¥es [INo
# NGO, complete Section £

Home address same as Applicant?
{iYes (INo
¥ KO, compilste Section £




iy, State, Zip Code:

Choose 3 category

L1 American Indian or Alaskan Native [ Black, not of Hispanic origin - £3 Rispanic 1 Asian or Pacific Islande
s e

that all the information supplied §

ication s true and complete, | hefiay agree to the Conditi

Request form. | authorize deductions from my earings for any contributions raquired from me.

epém:*:em 5{)@9{ 31 (o

r(éggrcin\lg te o

;ﬁsxfmazim} suppis

s approved by the Employer. (e addig

The requested activity is befieved eligh
Contirasation Election: [1Yes "N

Dat

rtthuation Blectio

leta. | heteby agree to the
Conditions of Envoliment set forth in this Enroliment/Change Request form. | hereby agres to make contributions required from me for the Dependent Under 33
Continuation Election

of, the Employer consents 10 payroll deduction for Dependent Under 31

Emplover Reprasantative;

(ate:

Represertative’s Title:

AmeriHealth.

NEW JTERSEY




Small _Gmup Member Cwamgé 'ﬂpp‘limtim ,

o i

L B o e : e %
Employers ~You rust complete the Employer Group infarmation and seciions A and Gualifying Events
i arelar for this application o be processed. aCOBRA and NISGC
1. Termirtion of job or reduction i hous
Employees ~You must complete sections B Srough H and subrmit the signature of (2. Employee envoliment in Medicare {COBRA only)
eath Over-Age Child for which a Dependant Under 31 Comtinuation Blection &s mads in 3. Divorce {COBRANISGC); ol union dissolution (NISGO)
accordance with Section 1 In order for this application to be processed. {4, Death of employee
» Please PRINT excapt when a signature Is requested. {5, Loss of dependent child status under the plan
* If & dependent is disabled and you want to continue his or her coverage beyond 6. Disability {occuring subsequent to another qualifying event)
age 26, you do nat have 1o make 3 COBRAMNISGC o Dapendent Under 31
election. Instead, select "Other” In Section A3, and attach proof of disabiliy. Dapendert Under 31
* For provider addrasses, inciude the Zip code plus the four digit extansion {9 digits) D1, Loss of dependent status and otherwise eligible
* You can obtaln the providers' comact mames and addresses Trom the appropriate D2, Reastablish eligibility: residency
provider directory, You may also obtain sach provider's NPLor PCP 1) number 3. Reestablish eligibility: nooresident full-time student
by contacting the provider directly. Providers with multiple office Jocations and D4, Reastablish elighflity: changs in marital status
indivicual providars who belong to more than one practice or provider entlty may {25, Reestablish eligibifity: change in parental status
have more than one NP or PCP 1D number You shouldconfirm the correct NP or Db, Reestaldish slighiity: termination of other coverage
PCR 1D number for the specfic provider and office location where you will be seen
by contacting that office directly.

2

i
On behalf of myself and the dependents listed in this Ervollment/Change Request form, | acknowledge that: .

1. Lauthorize any physician of medical professional, hospital, dlinic or other medical care institution, cartier consurmer raporting agency, and any employer to give AmeriHealth
New Jersey, or any consumer reporting agency acting on behalf of Ameribiealth New Jersey, information pertaining to employmant, other health coverage, and madical advice,
treatment of supplies for any physical or mental condition relevant to me or & minor dependent applying for coverage. | agree that this authorization shall ba valid for 20
marths from the date | sign this Bvolimant/Change Request form, undess revoked at an eastier date,

2. §agree that, | revoke this authorization before It expires, such revoration shiall not affect any action that AmeriHealth New Jersey has taken i rafiance on the authorization.

3, {understand { may recelve a copy of ths authorization if | request one.

4. 1 agree AmariHealth New Jersey will provide coverage In accordance with the tarms of the contract for the individual plan.

5. Lunderstand that my envollment and the enroliment of rmy listed dependents in Ameritealth New Jersey's individual plan are subject to acceptanca by Ameritiaalth Mew Jersay,

6. | agree that the provision of coverage and henefits fs contingert upon payment of premiums and may be teminated n accordance with fhe terms of the individual plan ff
premiums ate not paid timely,

steading information ona Nongroup

Ay parson who ncludes any false or mi Enrofiment/Change Request Form for a health benefits plan is subject to wiminal and civil penalties, %

4 2018 Aetttiealth § 17972 | 2017 November LS PO T
Arnaribealth nsutance Company of Now Jersey | AmerHealih HMG, Inc. Am(}mﬂe alth«
NEW JERSEY




AmeriHealth.

NEW JERSEY

Language Taglines and Nondiscrimination Notice

Language Assistance Services

Spanish: ATENCION: 8i habla espaficl, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: JEIL: b, Soful B8l R g

YR . Hid 1-800-275-2583,

Korean: CHLEALE: BI2018 AIESI A 3R, $0
e HEAE SR 01884 & YellCh
1-800-275-2B83 B2 & MMEBAAS.

Portuguese: ATENCAO: se vocé fala portuguds,
encontram-se disponiveis servicos gratultos de
- assisténcia ao idioma. Ligue para 1-800-275-2583,

Gujarati: Yelt: B AN opratell etet 8, Al Buges
Gl U2 Acudll eIl M2 Gudoedy B,
1-800-275-2583 8l¢d 38,

Vietnamese: LUU V: Néu ban néi tiéng Viét, ching t8i
$& cung cap dich vt hé tro ngdn ngly mién phf cho
ban, Hay gol 1-800-275-2583.

Russian: BHUMAHUE: Ecrv Bbl rosopuTe no-pycei,
TO MOXeTe BecriaThHo BOCTIONLAOBATLE YCITYramn
nepesona. Ten. ‘3*800~2?5~2‘583:

Polish UWAGA: Jezell méwisz po polsku, mozesz
skorzystaé z bezplatnej pomocy jezykowe], Zadzwon
pod numer 1-800-275-2583,

ltalian: ATTENZIONE: Se lef paria italiano, sono
disponibili servizi di assistenza linguistica gratuiti,
Chiarmare i numearo 1-800-275-2683,

Arabic:
g dl) Sae el Cladd A g el ARl Cnad g 1) Ak

-B00-275-2583 3 5 el ol ol dalia

French Creole: ATANSYON: Si w pale Kreydl
Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou, Rele 1-800-275-2583,

Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2883,

French: ATTENTION: 8i vous parlez francais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2883,

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannseht du Hilf
griege in del segni Schprooch unni as es dich ennich
eppes koschte zellt, Ruf die Nummer 1-800-275-2583.

Hindi: vorer & ofE a0 38 93 § & wroy Bro
HES H HIT WErIET WA 3y ¥ BT Y
1-800-275-25831

German: ACHTUNG: Wenn Sie Deutsch sprechen,

kénnen Sie kostenlos sprachliche Unterstitzung
anfordern. Wahlen Sie 1-800-275-2583,

Persian {Farsi):
wad 3 s A2 haain, 35 el 43@5‘5»@@..4%}% Shraad
1-800-275-2583 o jlasi Lt 2y (o pal i Lt 510 IS 5

B
Navajo: Dii baa ako ninizin: Dii saad bee yanilti’go
Dine Bizaad, saad bee 4kd dnida"awo’déé’, t'44 jiik"eh,
Hédiilnih koji” 1-800-275.2583.

Urdu: '
e S s o Oy sl 80l
S U L i SR e ) e ke

1-800-275-2583
Mon-Khmer, Cambodian: (Je 5 GITHIEANS
weistigalunwmansg-ig gmanig o
dgwigamanSnmsgagsannyniiwaa

&

Anlg 1 grasgreliue 1-800-275-2583
~ (OVER)



Language Taglines and Nondiscrimination Notice

Discrimination is Against the Law

This Plan complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
Or SE8X,

This Plan provides:

s Free aids and services to people with disabilities .

to communicate effectively with us, such as;
gualified sign language interpreters, and written
information in other formats (large print, audio,
accessible electronic formats, other formats).

+ Free language services 1o people whose
pritary language is not English, such as:
gualified interpreters and information written in
other languages.

£ 2018 Ameritlsalh | 2017 Octobar
AmeriHealth nnmancs Company of Naw Jarsey | AmprHealth HMO, tne,

If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan has failed
to provide these services or diseriminated in another
way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888.377-
3933 (TTY: 711) By fax: 215-761-0245, By email:
gvilrightseoordinator@ 190 1market.com. If you need
help filing a grievance, our Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the U.8.
Department of Health and Human Services, Office for
Civil Rights  electronically through the Office for Civil
Rights Complaint Portal, available at

httos docrportal.hhs goviocr/portaliobby.isf or by mail
or phone at: U.8. Department of Health and Human
Services, 200 Independence Avenue SW., Room
SOGF, HHH Building, Washington, DC 20201, 1-800-
368-1018, 800-537-7697 (TDD). Complaint forms are
available at

hite./www bhs.goviocrioffice/file/index himi,

NEW JERSEY



