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Planholder Name

THe

GUARDIAN" | Health Net’

Northeast Regional Office
P.O. Box 26050
Lehigh Valley, PA 18002-6050

ENROLLMENT/CHANGE FORM -
NEW JERSEY

Group Plan Number

® Please print clearly and in Black Ink
¢ Please print in Capital Letters only

_|

s

1. TRANSACTION TYPE: TYPE OF CHANGE: (To add or cancel deps. list names in Sec 4.) FOR GUARDIAN USE:
! 0 Cancel Employee* [] Add Dependents. [J Cancel Dependents* [J PCP Change EFF. DATE:
LI New Applicant O Term of Emp. O Birth O Marriage [ Transfer to COBRA*
[J Open Enroll O Other Ins. O] Marriage ] Divorce [See Section 5(g)] | EE-Cov./$:
O Change in Enroll O Retirement [J Adoption L] Chg. Student Status .
, O Other ] Other [ Beneficiary Change | Dep- Cov./$:
| 2. CHANGE DATE: ]
[ 3. EMPLOYEE INFORMATION |
Employee Name (Last) (First) (Mb,
Sex
CIm [IF
%l "&P‘;l"" N«%(ﬁ:}c&uﬁ{ %mlﬁmqn %ﬂ%&mm Primary Cﬁ&?@mﬁm PCPAicess #
1 ! ‘ i
L] ] s
' ‘ (MM DD YYYY)
City ZIP

Are you: [JActively at work [1Retired? |- New Address? [ Yes [1No | Marital Status: (I Single CJ Married [I Divorced []Separated [1Widowed
' Date of F/T Hire
Hours worked per week:
(MM DD YYYY)
| 4. DEPENDENTS INFORMATION |
Spouse Name (First) ) (M) (Last - if differs from employee’s last name
Sex
[m []F
Social Secu Birth Date Primary Care Physician PCP Access #
M
ol
: 2 Student Sex
Oy N CIM[JF
Birth Date Primary Care Physician PCP Access #
) ) Q!M
LGhild, irst) (M
P Student Sex
| Oy OO~ OMJF
PCP Access #
MM
(Mb),,
i Student Sex
| Oy ON OMOIE
Birth Date Primary Care Physician PCP Access #
(MM DD YYYY)
Signature: Date:
(MM DD YYYY)
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be _ Employee’s Social Security Numbe

If you are declining enroliment for yourself or your dependents (including your spouse) because of other health insurance coverage, youmay in the
future be able to enroll yourself or your dependents in this plan, provided that you request enroliment within 31 days after your other coverage ends.
In addition, if you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you may be able to enroll yourself and
your dependents, provided that you request enrollment within 31 days after the marriage, birth, adoption or placement for adoption.

5. ADDITIONAL EMPLOYEE INFORMATION

a) Do you have any dependent children? [0 Yes [ No

b) Are you a resident of New Jersey? [OYes [ONo Do you maintain residency in another state? [0 Yes [ No
c) If"Yes", what state How much time do you spend there each year?
.d) | previously had coverage during the past90 days- [ Yes [ No If "Yes", name of previous carrier
Plan # of previous carrier Effective Date Termination Date

e) Which coverage have you selected to be primary in the event expenses are incurred as a result of an automobile related injury?
0 Auto O Medical

f) | previously refused/waived coverage - [ Yes [ No

g) |am continuing under a total disability extension - [ Yes (attach proof of disability) 1 No

h) | am continuing under COBRA/Continuation - - [0 Yes [0 No
*Please attach a copy of the COBRA/Continuation form.

6. ADDITIONAL DEPENDENT INFORMATION

a) If Dependent Child(ren) listed are over the limiting age and attend school on a full time basis, list name and address of school.

NOTE: Dependent children may be covered under their parents contract only while unmarried and until they reach the limiting age based on your
plans contract.

Unmarried, mentally and physically handicapped dependent children can continue beyond the age limits as long as they remain incapacitated and
unmartied. :

b) Have you included stepchildren? C1Yes CINo If "Yes", indicate hame.

c) Are they dependent on you for support & maintenance? [IYes [INo

d) Are any dependents currently disabled? ClYes [CINo - If "Yes", indicate name(s).
{Pursuant to Federal Law, this information will not be used to determine eligibility for medical coverage.)

e) Do any dependents reside at a different address than indicated above? [1Yes [INo  If "Yes," list name and address.

7. COVERAGE SELECTION

Please check one: [ HMO O Point of Service (POS)

For: O Employee Only O Employee and Spouse O Employee and Child(ren) O Employee, Spouse and Child(ren)

8. s your spouse employed? [1Yes [INo [f "Yes", name and address of employer:

9. Do you or your dependents have other health insurance under a group plan, HMO or Medicare? (0 Yes[I No If "Yes", complete this section

Name of Person Employer Policy #
Insurance Company Name & Address Medicare
Part DA [IB

Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil penalties.
The information provided on this form is true and correct to the best of my knowledge; and | accept the provisions on this form: which | have read
and understand.

|

Signature: Date:

(MM DD vy







