
PART.TIME EMPLOYEES GROUP - NEW JERSEV STATE HEALTH BENEFITS PROGRAM APPLICATION HA·OB02-o10Bp 
Oivislon 01 Pensions and Benefits, P.O. Box 299. Trenton. NJ 08625-0299 

Date af Birth Gender 
First Name MI Monih Ooy Year (M/Fl Social Security Number NaluralCC) 

I I I I I I I I I 1 0 I I I I I I I 0 I I I '-EDI I I I I Adopled(A) 
SIop(S) 

F....r(F)
Dolo 01 Birth Gender Legal Ward (L) 

Am Name MI Month Day Year (M/F) Social Security Number (S8' In.tructlon,) , I I I I I I I I I 0 I I I I I I I 0 I I I \·[D·I I I I I D 
I t I I I I I I I I 0 I I I I I I 1 0 I I I I-[D-' I I I I 0 
I I I I I I I I 1 I U I I I I I I I U I I I '-ITJ-I I I I I 0 
I 0 I I I I I I I 0 I I I 1 I I I 0 I I I '-COl I I I I D 

Sd. OTHER CHANGES 

C] Change In le8t name only 

(List Former Name) _ 

CJ Chango In Soc. Sac. It (Attach copy 01 Social Security ca,d) 

(LIBt Formor Soc. Soc. It) _ Date Completed 

Event Reoson: 

D 

Date MelledTelephone' 

Efleclive Datao: 

CD CD IT:! 
IT] ITJ CD 

Employes'e Signature 

C Tranat.r Date I I 

SIgnature of Certifying Officer 

DiVISiON USE orJLY 

8. Employ.. Connlcotlon - I cartlly that all the Intormatlon .up· 
plied on thla form la lrue to the boot 01 my knowledgo. I outhoM.o 
the DivisIon of PensIons and BenefIts to bill me for monthly 
premium payments a8 required by the provisions of Chapter 172, 
P.L. 2003. I undorstond that it , wolvo my right to coverago ot thla 
time, on",Hment ,. not normolly pormlaeibJe unlll the nexl achad· 
uled open enrollment or If other coverage i8 lost and proof of loslll 
la provided (HIPAA). I olao understond thalthero i. no guatan..e 
of continuous In-networ1c. participation by medical Isrvlca provld­
ors. olthor doctors or loclllUea in the NJ 0IRECT15 pion. it either 
my phyaiclon or medico' center termlnoto. participation in NJ 
0IRECT15, I muot seloct anothar doctor or modlcal canlor partlel. 
potlng in NJ 0IRECT15 to recolvo th' in-network lleno!il. I oulho­
rtze any hospital, phyelclan or health care provider to furnish my 
medlcsf plan or Its assignee with such medical InformatIon about 
myself or my covered dependents as the assignee may require. 

Misrepres.ntatlon: Any person that knoWingly provldee fal8e or 
misleading Informetlon Is SUbject to criminal and civil peneltlee. 

Employor 

Nome: ---;:::=;=:;::::=;::::::;~r:::::;;:::,---
Location • I I , I I CI:@] 
STATE ONLY: Union Code 

Payroll It I 1 I I (Rx) Only ITJ 
MEMBER ACTION: 
C New Enrollment - Must be completed 
l.lst Date of Pension 
Enrollmant (Mo/OayIYrl t 
OR 
Pension Number - _ 

EMPLOYER CERTIFICATION 
To Be Complolod By Employe, 

Name of Former Employer _ 

C Return from L.eave of Abeenc. __~I _ 

10/12 month omployae ITJ (Me/OaylYr) 

EMPLOYER CERTIACATION - I corllly thot thl. port-tlme om­
playee Ie eligible for enrollment under the proVisions of Chapter 
172. P.L. 2003, and that the Information supplied on this form III 
true to the best of my knOWledge. 

[J • Parent & Chlld(ren) 

[J - Family 

[J • Parent & Chlld(ren) 

[J - Family 

C] Other - give reuon (I.a., address change, dependent returns 

from mltttary service) 

CJ Change In Birth Oato (Attach copy 01 birth cort/flcale) 

(List Nomo and Correct Oota) _ 

[J • Member & SpouaelCivii Union Partner 

[J • Member & SpouaelClvll Union Partner 

[J • Member & Oomestic Partner ­ (sao instructlona) 

[J • Single 

[J • Member & Domestic Partner ­ (see inalructlons) 

2b. LEVEL OF NJ DIRECT1& COVERAGE 

[J - Singlo 

ae. LEVEL OF EMPLOYEE PRE8CRIPnON DRUG COVERAGE 

[J I wl'h to bo covored under NJ DIRECT1 5 only and waive Employoe Proscription Drug Plan 

coverage. 

[J I wlah to be covered under NJ 0lRECT15 and tho Employoe Preocrlptlon Orug Plan. 

2a. EMPLOYE!! 8ELI!cnON 

3. WAIVER OF COVERAGE 

[] I olectto walva medlcel and proscription drug covorago lor mysalf and lor my dopendents 

(eee In,lrucllons). 

2. MEDICAL COVERAGE 

Ml 

Tlllo (Jr.,Sr.. otc.) 
Iii 

&C. DELETION OF CHILD 

CJ Oolallon of Child· Data of Event (Mo/OoylYlj _ 

Chlld'a Nomo _ 

Child'. SSN _ 

Give Rooaon, _ 

Dal' 01 Birth (mmlddlyy) 

I , I I I I I 

Last Namo 

Zip Coda +4 

Children 

Are you lransfemng your health beneflls from another SHBP portlclpatlng employer? 

No (] Ye, (] II ye" namo «' omployor 

o 8pou8efPartnar ... Usl Name 

50. ADDITION OF DEPENDENT 

CJ Morrlago • Oalo Of Evont (Mo/OoylYr) _ 
(Copy of Marriage Certificate required) 
Former Name _ 

C] Civil UnlonJDomestic Partner· Date of Event 

~~~~~o~:V~iVI';1"';"U:':n710:-:n~or:-0=0C""m=0.::t;-:lc...,P=a:-:r::tn:-:o:-:ra::h7Ip:-;;C::e:;rt;;lti"cC""at:-:e-r::o-=q:-uiC""ro:-:d;;-) 
CJ Blnh of Child CJ Adoptlon/Guordlonahip - Proof Requirod 
Oola of Evant (Mo/Doy/Yr) _ 

Sb. DELmON OF SPOUSE OR PARTNER 

CJ Soporotion CJ Olvorco CJ Ol.solution 01 Civil Union 

[J Termlnatlon of Domestic PartnershIp C] Death of Spouse/Panner 

Oato of Evont (Mo/OaylYr) _ 

[ D]Tl-1 I I I I 

Social Security Number 

I 1 I l-ITJ-I I I I I 
laslName 

I I I I I I I I I I I I I I I I I I I I I I 
ArstNamo 

1111111' IIIIII111111 D 
SIr..1Addreeo (Include Apartment t) 

Slalus: D .Singlo D·Marriod D -Civil D· Oomo.tic D· Oivorced D· Wldowod 
Union Partnor'hlp

(Area Code) Home Telephone Number 

I I I \-1 I I 1_;::::":;=,-'-1"""-" 

I I I I I I I I I I 1 I I 
I 1 I I I I I I I I I I I 
I I I I I I I I I I I I I 
I IJ ] I I II I I I I I 

I-ITTTTTIIII II 

4. DEPENDENT INFORMAnoN - U&f all eligible dependenls (e08 rove,ee). 

1. EMPLOYEE INFORMATION ­ This seclton muet be IIIIed oul complele/y. Pleaso print or type. 

&. TYPE OF ACnVITV (complete only if roqu""Hng changea to existing covarago) 


