DPm ente Ument - eld T)i)2025

- Reset Form
P.O. Box 1710 o )
3 ENROLLMENT/CHANGE REQUEST {2,270
Za\ .
HOI‘IZOI] Horizon BCBSNJ Dental Programs www.HorizonBlue.com/dental Group information - To Be Completed by Employer
1-800-4DENTAL Group Name Group Number Subgroup Number
A, of Activity -To Be Completed by Em r Refer to Instructions on back before ing this form, Print clearly,
P! oyel
1. Enroliment 2. Change - checkaithatapplyy ~ Date of Event  Reason 3. Remove or Terminate - Check al that appiy: 4. Continuation of Coverage, l.e., COBRA, State,
[J New Subscriber [ Add Spause Effective Date Reason Total Disabil
Effective Date [ Domestic Pariner [ Rernove Spouse/Domestic Partner/ g al W:B'BD l; b l W‘S 6' ¥ n‘;" o options.
ve DAl . N ‘thi i / / verage For: mployee ependen
£ Civil Union Partner ) S Y A — Civit Union Partner” Length of Continuation: (1 18 mos [J 29 mos* [] 36 mos
/ / O Add D%pendenl Child S A A I Remove Dependent Child* /I [ Total Disability
N h
Date of Hire g C:::‘;e P?:ge j://_ [0 Employee Withdrawal/Termination / A - Date of Lossof Coverage: ___ / /[
/ / O Other - Note: ime:tg;lg l;‘e a::rcﬂv?ra':; spouse/domestic partner/civit union partner/ E')A e“fm;' Q'ﬁm'y';! gaa{em:
L1 Add/Change Dentist Office 1D *Please complete Add/Change/Remove and Name columns in Section D. K praaf of disability
B. Employee Information - Complete Sections B - G C. Plan Option - Your selection must be offered by your employer.
Soctat Security Number Last Name, ﬁm Name, M.1. Home Telephone
Y l( } Horizon BCBSNJ Horizon Healthcare Dental Contract Type
Home Address ]Apt No.{cny, Stato 2P Code [0 Horizon Dental Traditional [0 *Horizon Dental Choice (18-8ingle [JF - Family
Employer Name {Work Telephone [ Horizon Dental Option [ *Horizon TotalCare Dental O 2 Aduits
Work Address City, State ( ) 2P Gode [ Horizon Dentai PPO I P/C - Parent & Child
l l O Horizon Dental PPO Access
Date of Em et I Hours Worked “Please select Dentist Office ID Number-Section D

D. Individuals Covered - List individuals for whom you are adding/changing/removing coverage. Al

%::))::n@ Lagt Name, First Namo, M.1. Sex Birthdate Soclal Security Number mc”::gor:;;a ! ngtt'ﬁn?;ﬂ&“ Nu’:,':,:, %gtr;:r?: m
(Ryemove M F MM DD YYYY Check H Yo {if applicable) Civeck It Yes | Check Yoo
Empioyee 40 / / ] [ 0
Spouse g .0 / / | 0 ]
Domestic Partner 00 / / O 0 [}
Civit Union Partner 0O 0 / / ] O [
Child 0 0 / / 3] & O
Child g0 / / ] ] (]
Child 0 o / / 0 0 0
E. Other/Previous Insurance F. Dependent Information
Is your Spouse/Domastic Partner/Civil Union Partner Employed? m No  If “Yes," give name & address of spouse's/ Does any dependent listed in Section D live at a different address than the Employee? ([ Yes [ No if “Yes,” who and at what address?
Domestic Partner's/Chil Union Partner’'s employer.
Explain the circumstances.

I “Yes” to Other Dentat Coverage (Section D}, give name & policy number of insurance carrier, HMO, or other source.

If “Yes” to previcus coverage of p ive date and date coverage terminated, name of previous if any dependent's last name differs from yours, explain the circumstances.

, identity
carrier and plan number and -mn a copy of tha c«mm of Credible Caoverage Issued by the previous carrier, If svallable.

G. Employee Signature If you have any questions concerning the benefits and services provided by or excluded under this contract, contact a

benesfits representative at your company before signing this form. H. Employer Verification - To Bs Completad by Employer
| represent that all the information supplied in this enroliment/change Empioyes Slgantura - Required Empioyar Signatura - Raquired
request form is true and complete. | hereby agree to the conditions of X X
enrollment on the reverse side of ﬂ}e employee oopy.of this enroliment/ e XTI y— T oo
change request. | authorize deductions from my earnings for any
required contribution. / / / /
Empiloyse copy may be used as a temporary ID card far 30 days from the date ¥ d by employer. £ e must be verified with Harizon BCBSNJ Dental Programs prior fo visiting a lalist or admission to a hosplital.
Services and products may be provided by Horizon Blue Cross Blue Shistd of New Jarsey or Horizon Heafthcare Dental, Inc., each of which is an independent licensee of the Blue Cross and Biue Shield Assaciation. Horizon Haalthcare Osntaf Inc., is 2 subsidiary of Horizon Blue Cross Biue Shiald of New Jersey.
2149 (W0208) You may compiete the required fields below online and then save or print a copy for submission. To save a completed copy to your computer, NJ-HINT

choose File > Save As to rename the file and save the form with your information to your computer.




