PART-TIME EMPLOYEES GROUP — NEW JERSEY STATE HEALTH BENEFITS PROGRAM APPLICATION

Division of Pensions and Benefits, P.O. Box 299, Trenton, NJ 08625-0299

HA-0802-0108p

1. EMPLOYEE INFORMATION — This section must be filled out completely. Please print or type.

Soclal Security Number

I O I B

Last Name
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HENREEENE

Title (Jr.,Sr., otc.) o

o

Flrst Name

coverage.

ITID—rmmUUJD

Stireat Address (Include Apariment #)
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[ l O - Single

State

IFITITILHIiILILHTI_Ij

ZipCode + 4

Date of Birth (mmv/ddlyy)
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Status: D Single D Married I:I Civil

Home Telephone Number

(Area Code)

Cle

Gender (M/F}
O - Single

Union Partnershlp

LI [T T -1 1T1]

Are you transterring your health benefits from ancther SHBP perticlpating employer?

No [0 ves 3

It yos, name of

o [ ]-o

(see instructions).
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2. MEDICAL COVERAGE

2e. EMPLOYEE SELECTION

0 - Member & Spouse/Civil Unlon Partner

O - Member & Domestic Parther - (see instructions}

O - Member & Spouse/Civil Unlon Partner

O - Member & Domestic Partner - {see instructions)

3. WAIVER OF COVERAGE
D 1 elect to walve medical and prescription drug coverage for myself and for my dependents

| wish to be covered under NJ DIRECT 15 and the Employee Prescription Drug Plan,

§ wish to be covered under NJ DIRECT15 only and waive Employee Presctlption Drug Plan

2b. LEVEL OF NJ DIRECT18 COVERAGE

O - Famlly

0 - Parent & Child(ren}

2c¢. LEVEL OF EMPLOYEE PRESCRIPTION DRUG COVERAGE

Q1 - Family

0O - Parent & Child(ren)

DIVISION USE ONLY

Effective Dates: Event Reason:

LTI LT
1

4. DEPENDENT INFORMATION — List al! eligible dependents (see reverss).

O Spouse/Partnar - Last Name
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Chlldren

Last Name

Date of Birth
First Nams Month Day  Year

Dats of Birth
Flrst Name Month Day  Year
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EMPLOYER CERTIFICATION
To Be Completed By Employer

Employer
Name:
STATE ONLY: Unlon Code

MEMBER ACTION:

O New Enroliment — Must be completed
List Date of Pension

Enroliment (Mo/Day/Yr) 1] I
OR

Pension Number

O Tranater Date 4 J.

Name of Former Employer

O Return from Leave of Ab ] /
10/12 month employee ED (Me/Day/Yn

EMPLOYER CERTIFICATION — | gertify that this part-time em-
playee ls eligible for under the p of Chapter
172, PL. 2003, and that the information suppliad on this form is
true fo the best of my knowledge.

Gender
(M/FY Social Sscurity Number Natural (C)
Adopled (A)
-1 Step (S}
Foater (F)
Gender Legal Ward (L)
(M/F) Soclal Security Number {Ses

]
]
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Signature of Certifying Officer

Telephone # Bate Meailed

6. Employse Certification — [ certity that all the Information sup-
plied on this form Is irus to the best of my knowledge. | authorize
the Divialon of Pensions and Benetite to bill me for monthly

5. TYPE OF ACTIVITY (

Former Name

{Mo/Day/¥Yr)

(Capy of Clvll Unlon or D

onlyifr ing changea to existing coverage)
ADDITION OF DEPENDENT Sc. DELETION OF CHILD
jm] Marriage - Date of Event {Mo/Day/Yr)
(Copy of Marriage Certificate required) 0 Deletion of Child - Date of Event {Mo/Day/Yr)
Child's Name
O civil Unlon/Domestic Partner - Date of Event Child's S6N
Give Reason
tic Parf Ip Certifi quired)

O sinh of Chilg

[m] Adoption/Guardlanship — Proof Required
Date of Event (Mo/Day/Yr)

§b. DELETION OF S8POUSE OR PARTNER

B separation
0 Ter of D

0 pivores

Date of Event (Mo/Day/Yr)

P,
Par

O Dissolution ot Civil Union
O Death of Spouse/Partner

6d. OTHER CHANGES

O change in lest name only
{List Former Name)}

m] Change In Soc. Sec. # (Aftach copy of Soclal Securlty card)
(LIst Former Soc. Sec, #)

jm] Change In Birth Date (Aftach copy of birth certificate)
(List Name and Cofrect Dats)

O other - glve reason {/.e., agdress changs, dependent returna
trom mititary gervice)

as required by the provisions of Chapter 172,
FL 2003. I undsmand that jt | waive my right to coverags at this
time, enroliment s nol normaly parrn(ualble untif the next eched-
uled open enroliment or it other ge is lost and proot of lose
i prwlded (HIPAA) | ateo undemnnd that there is no gusrantes

of y medical servica provid-
ers, sither doctors or fanlmlea in the NJ DIRECT‘IE plan it elther
my physiclan or medical center ter partl ion in NJ
DIRECT15, | must select anothar doctor or medical center partics
pating In NJ DIRECT15 to receive tha in-network benefit. | autho-
fize any hospltal, phyeician or health care provider to furnish my
medical plan or ifs assignee with such medical Information about
myself or my covered dependents as the assignes may requlre.
Mllnpronnhllon, Any person that knowingly providee faise or

is sublect to criminal and clvii pansities.

Employee’s Signature Date Completed



