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ENROLLMENT/CHANGE REQUEST ~:~~~~~101.1938 

H!00-4DENTAL Group Name Group Number 
Horizon BCBSNJ Dental Programs www.HorizonBlue.com/dentaJ Group Information - To Be Completed by Employer 

Subgroup Number 

A. Type of Activity • To Be Completed by Employer Refer to Instructions on back before completing this form. Print clearly. 
1. Enrollment 2. Change • Check all that apply. Date of Event Reason 3. Remove or Terminate - Check atl lhBt app1y. 4. Continuation of Coverage, I.e., COBRA, State, 

Total Disability D New Subscriber Effective Date Reason 
□ Add Spouse 

□ Remove Spouse/Domestic Partner/ Not aJJ options are ,....,,_, Cootact Emp/c¥Jr lbr ,....,,_ oprJons. 
□ Domestic Partner Effective Date Civil Union Partner" Coverage For: O Employee O Dependents 
Cl CMI Union Partner _j_j_ __J__j_ 

Length of Continuation: O 18 mos □ 29 mos• □ 36 mos 
□ Add Dependent Child _j_j_ __J__j __ □ Remove Dependent Child• __j__j _ 0 Total Disability 

Date of Hire □ Name Change _j_j_ 
0 Employee Withdrawal/T"errnination Date of Loss of Coverage: __J__j __ 

□ Change Plan _J_j_ __J__J_ 

__}__} __ 0 Other _j_j_ 
Note: Employee must be enrollecl tor spouse/domestic partner/clVII union partner/ 

Date of Qualifying Event: __j__j_ dependent(s) to have coverage. 
□ Add/Change Dentist Office ID •Please complete Add/Change/Remove and Name columns in Section 0. • Attach proof of disability 

B. Employee Information - Complete Sections B • G C. Plan Option - Your selection must be offered by your employer. 

Social Security Number I Last Name, First Name, M.I. I Home Telephone 
I ( ) Horizon BCBSNJ Horizon Healthcare Dental Contract Type 

Home Address !Apt. No. I City, Stale IZIP Code D Horizon Dental Traditional □ •Horizon Dental Choice □ S•Single □ F- Family 

Employer Name D Horizon Dental Option D "Horizon TotalCare Dental O2Adults !Work Telephone 
( ) 

□ Horizon Dental PP0 □ P/C - Parent & Child Work Address I City, Slate IZIP Code 
□ Horizon Dental PP0 Access 

Date of Employment I Hours Worked 
"Please select Dentist Office ID Number-Section D 

D Individuals Covered - List Individuals for whom you are adding/changing/removing ooveraga Allach sheet to list additional children Attach nrool H full-time college student. Attach orllllf ol dlsabllil! . . 
{A)dd Sax Blrthdate pther Dental Dentist Offlee NPI Current PrevloUB 
{C)hlngo Lasl Name, Arst Name, M.I. Social Security Number Coverage ID Number Number Patient Coverage 
{R)emove M F MM DD yyyy C-ffV. (if applicable) C-ffV. -ffV.0 

Employee □ □ I I □ □ □ 
Spouse □ D I I □ D D 

Domestic Partner D D I I D □ □ 
Civil Union Partner □ □ I I □ □ □ 

Child □ □ I I □ □ □ 
Child □ □ I I □ □ □ 
Child □ □ I I □ D □ 

E. Other/Previous Insurance F. Dependent Information 

Is your Spouse/Oomes1ic Partner/CMI Union Partner Employed? 0 Yes O No 
Domestic Partners/Clvll Union Partner's employer. 

It "Yes,• give name & address of spouse's/ Does any dependent listed In Section O live at a different address than the Employee? 0 Yes D No If "Yes,' who and at what address? 

It "Yes• to Other Dental Coverage (Section D). give name & policy number of insurance carrier, HMO, or other source. 
Explain the circumstances. 

II "Yea" to prevlolla coverage, Identify name(a) of pe,sono, give effective date and date coverage terminated, name at previous 
carrier and plan number and aubmll a copy of the CertH1cata of Credible Coverage lsaued by Ille previous carrier, W avallabla. 

H any dependent's last name differs from yours, explain the circumstances. 

G. Employee Signature If you have any questions concerning the benefits and services provided by or excluded under this contract, contact a 
benefits representative at your company before signing this form. H. Employer VerHlcatlon - To ea Complatad by Employer 

I represent that all the information supplied in this enrollment/change Emplor,lo Signature-~ Emplayar Signature • Roquln,d 

request form is true and complete. I hereby agree to the conditions of 
X 

enrollment on the reverse side of the employee copy of this enrollment/ 
Dale I E-Mail Address change request. I authorize deductions from my earnings for any 

required contribution. I I 

X 
11tte I Date 

Employee copy may bB ,,_ ll8 a tamporary ID canJ for 30 days fn>m a. ""8ctlve date It HllrollzSd by_,,,.,,.,,. CcwHaga fflllllf bB WJrllfad wtth Harlzr>n BCBSNJ Dental Ptognlftl8 prior to llialllng a tJptH:/81/at a,- admlll8lon to a hotlpltal. 

Seivices and products may be provided by Horizon Blue Cross Blue Shield of New Jersey or HoriZ()n Healthcare Dental. Inc .• eael1 of which is an indepeooent licenwe of the Blue C10ss aoo Blue Shield Association. Horizon Healthcare Dental Inc., is a subsidiary of HoriZ()n Blue Cross Blue Shield of New Jersey. 

2149 (W0208) You may complete the required fields below online and then save or print a copy for submission. To save a completed copy to your computer, 
choose File > Save As to rename the file and save the form with your information to your computer. 

NJ-HINT 


