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Group Information — to be completed by Employer:

AmeriHealth New Jersey

Group Name:

‘ Group Number:

‘ Class Code:

A. Type of Activity — To be completed by Applicant. Refer to instructions before completing this form. Print clearly.

Activity — Check all that apply

Date of Event

Date of Hire/Reason for Change

[ Enrollment of a new Subscriber
[JAdd Spouse
[JAdd Civil Union Partner

Add [JAdd Domestic Partner
[JAdd Dependent Child
[JAdd Over-Age Child as a Dependent Under 31
(and complete Coverage Continuation section)
[0 Employee Withdrawal/Termination
[J Remove Subscriber
[JRemove Spouse
Remove [JRemove Civil Union Partner
[JRemove Domestic Partner
[ Remove Dependent Child
[J Remove Over-Age Child as a Dependent Under 31
[JName Change
[J Change Plan
?;L‘f" o O Other
g [JAdd/Change Office ID Numbers: Primary/OB/Gyn/Dentist
*See list of Triggering Events in Instructions
O For Emplovee | 3 T0tal Disabiliy* | Length of Continuation (in months): Date of Loss of Coverage: | Qualifying Event #: Date of Qualifying
PIOYEE | 1 coBRANISGC | 18 129 ** | Eyent:
Billing: (0 Group [JHome (Section B) *Attach proof of disability
[ For Spouse/Civil | Length of Continuation Date of Loss of Coverage: | Qualifying Event #: Date of Qualifying Event:
Union Partner* | (in months): (118 [ 36 o
C
c;’,fﬁ,’,?ﬂiion Billing: [0 Group [1Home (what address?) [ Section B OR [ Section E *Civil union partners are eligible to make an election pursuant to NJSGC, if applicable.

[JFor Dependent/ ] COBRAINISGC Length of Continuation Date of Loss of Coverage: | Qualifying Event #: E\Zi:f Quaiying
Over-age Child (in months): (118 136 * '
[JDependent Under 31 | Qualifying Event #: ** | Billing: [ Group [JHome (what address?) [J Section B OR [J Section F

**Qualifying event #s: see list in Instructions. ***Billing through the group for a Dependent Under 31 Continuation Election requires agreement by the employer at Section J.

B. Employee Information —To be completed by the Employee

Name (Last, First, MI):

SSN:

Sex: M

Birthdate (mm/dd/yyyy) OF

Home

Street/Apt:

Street/Apt:

City, State, Zip Code:

Phone:

Email:

Work

Employer Name:
Address:

City, State, Zip Code:

Phone:

Email:

Employment Date:

Hours worked per week:
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Small Group Member Coverage Application

Medicare ID#, if any:

Medicare ID#, if any:

[JAdd [0 Remove [ Continuation [ Other Change — If a name change, indicate prior name:
Primary Loc #: ‘ NPl or PCP ID #: Current Patient: (1 Yes [INo
Address: Zip+4:

Activity Ob/Gyn Loc #: ‘ NPI or PCP ID #: Current Patient: (1Yes [1No
Address: Zip+4:
Dentist Loc #: ‘ NPI or PCP ID #: Current Patient: (1 Yes [JNo
Address: Zip+4:

Other Health Coverage? CJYes C1No If yes: Other Rx Coverage? [1Yes CINo If yes:

Payer Name: Payer Name:

Policy #: Policy #:

C. Plan Option — to be completed by the Employee

Medical Plan Name:

D. Other Individuals Covered — Identify individuals other than yourself for whom you are adding/changing/removing coverage.
Attach additional pages if necessary, dated and signed by you. Attach proof of disability.

1.Spouse/Domestic Partner/
Civil Union Partner

2. Child

3. Child

4. Child

[OJAdd [0 Remove [ Other

[JAdd [0 Remove [ Other

[JAdd [0 Remove [ Other

[OJAdd [0 Remove [ Other

Name (last, first, M)

Name (last, first, M)

Name (last, first, M)

Name (last, first, M)

Last Last Last Last

First First First First

MI MI MI Ml

Birthdate (mm/dd/yyyy) Birthdate (mm/dd/yyyy) Birthdate (mm/dd/yyyy) Birthdate (mm/dd/yyyy)
OMale  OFemale OMale  OFemale OMale  OFemale OMale O Female
SSN SSN SSN SSN

Eligible for Medicare? [ Yes (I No Covered
under Medicare Parts A or B?

OYes CINo

Covered under any health coverage?

OYes CINo

Eligible for Medicare? [ Yes [(JNo Covered
under Medicare Parts A or B?

OYes CINo

Covered under any health coverage?

OYes CINo

Eligible for Medicare? [ Yes (I No Covered
under Medicare Parts A or B?

OJYes CINo

Covered under any health coverage?

OYes CINo

Eligible for Medicare? [(J Yes (I No Covered
under Medicare Parts A or B?

Yes CINo

Covered under any health coverage?

OYes CINo

Primary Care Provider

Primary Care Provider

Primary Care Provider

Primary Care Provider

NPl or PCP ID # NPl or PCP ID # NPl or PCP ID # NPl or PCP ID #

Address Address Address Address

Zip+4 Zip+4 Zip+4 Zip+4

Current Patient? [(J Yes [ No Current Patient? [J Yes [JNo Current Patient? [J Yes [ No Current Patient? [J Yes [ No
Ob/Gyn Office Ob/Gyn Office Ob/Gyn Office Ob/Gyn Office

NPI or PCP ID # NPl or PCP ID # NPl or PCP ID # NPl or PCP ID #

Address Address Address Address

Zip+4 Zip+4 Zip+4 Zip+4

Current Patient? (1 Yes [ No

Current Patient? [J Yes [JNo

Current Patient? [J Yes [ No

Current Patient? [J Yes [ No

Dentist Office Dentist Office Dentist Office Dentist Office
NPl or PCP ID # NPl or PCP ID # NPl or PCP ID # NPl or PCP ID #
Address Address Address Address

Zip+4 Zip+4 Zip+4 Zip+4

Current Patient? [(J Yes [ No

Current Patient? [J Yes [JNo

Current Patient? [J Yes [JNo

Current Patient? (1 Yes [ No

If last name is different from Applicant,
please explain

If last name is different from Applicant,
please explain

If last name is different from Applicant,
please explain

If ast name is different from Applicant,
please explain

Home address same as Applicant?
OYes CINo
If NO, complete Section E

Home address same as Applicant?
OYes CINo
If NO, complete Section E

Home address same as Applicant?
OYes CINo
If NO, complete Section E

Home address same as Applicant?
OYes CINo
If NO, complete Section E




Small Group Member Coverage Application

E. Additional Spouse / Civil Union Partner / Domestic Partner Information — // not applicable. please mark as “NA.”

Street/Apt b. Please explain why the address is different

Street/Apt

City State Zip Code

F. Additional Child Information — to be completed by Employee. Provide information below about children listed in Section D, if they have a different address from
the employee. If multiple children are at an address, you may list them together. Attach additional pages as necessary, signed and dated.

Name(s): Name(s):

Street/Apt: Street/Apt:
Street/Apt: Street/Apt:

City, State, Zip Code: City, State, Zip Code:
Reason: Reason:

G. Race/Ethnicity — to be completed by Employee at his/her option. NOTE: your response is appreciated but NOT required!

Choose a category that most closely describes you:
[0 American Indian or Alaskan Native [ Black, not of Hispanic origin (1 Hispanic (] Asian or Pacific Islander  [JWhite, not of Hispanic origin

H. Employee Signature

| represent that all the information supplied in this application is true and complete. | hereby agree to the Conditions of Enrollment set forth in this Enrollment/Change
Request form. | authorize deductions from my earnings for any contributions required from me.

Signature: Date:

I. Over-Age Child’s Signature

| represent that all the information supplied in this application regarding the Dependent Under 31 Continuation Election is true and complete. | hereby agree to the
Conditions of Enrollment set forth in this Enroliment/Change Request form. | hereby agree to make contributions required from me for the Dependent Under 31
Continuation Election

Signature: Date:

J. Employer Verification

The requested activity is believed eligible and is approved by the Employer. In addition, the Employer consents to payroll deduction for Dependent Under 31
Continuation Election: [(1Yes [1No

Employer Representative: Date:

Representative's Title:

L ——
AmeriHealth

NEW JERSEY




Small Group Member Coverage Application

Instructions

Employers — You must complete the Employer Group Information and sections A and J | Qualifying Events
in order for this application to be processed. aCOBRA and NJSGC
C1. Termination of job or reduction in hours
Employees — You must complete sections B through H and submit the signature of C2. Employee enrollment in Medicare (COBRA only)
each Over-Age Child for which a Dependent Under 31 Continuation Election is made in (3. Divorce (COBRA/NJSGC); civil union dissolution (NJSGC)
accordance with Section | in order for this application to be processed. (C4. Death of employee
e Please PRINT except when a signature is requested. (5. Loss of dependent child status under the plan
e |fa dependent is disabled and you want to continue his or her coverage beyond (6. Disability (occurring subsequent to another qualifying event)
age 26, you do not have to make a COBRA/NJSGC or Dependent Under 31
election. Instead, select “Other” in Section A3, and attach proof of disability. Dependent Under 31
e For provider addresses, include the zip code plus the four digit extension (9 digits) D1. Loss of dependent status and otherwise eligible
* You can obtain the providers’ correct names and addresses from the appropriate D2. Reestablish eligibility: residency
provider directory. You may also obtain each provider's NPl or PCP ID number D3. Reestablish eligibility: nonresident full-time student
by contacting the provider directly. Providers with multiple office locations and D4. Reestablish eligibility: change in marital status
individual providers who belong to more than one practice or provider entity may D5. Reestablish eligibility: change in parental status
have more than one NPI or PCP ID number. You should confirm the correct NPI or D6. Reestablish eligibility: termination of other coverage
PCP ID number for the specific provider and office location where you will be seen
by contacting that office directly.

Conditions of Enrollment — Applicant Acknowledgements and Agreements

On behalf of myself and the dependents listed in this Enrollment/Change Request form, | acknowledge that:

1. I authorize any physician or medical professional, hospital, clinic or other medical care institution, carrier, consumer reporting agency, and any employer to give AmeriHealth
New Jersey, or any consumer reporting agency acting on behalf of AmeriHealth New Jersey, information pertaining to employment, other health coverage, and medical advice,
treatment or supplies for any physical or mental condition relevant to me or a minor dependent applying for coverage. | agree that this authorization shall be valid for 30
months from the date | sign this Enrollment/Change Request form, unless revoked at an earlier date.

. | agree that, if | revoke this authorization before it expires, such revocation shall not affect any action that AmeriHealth New Jersey has taken in reliance on the authorization.

. I'understand I may receive a copy of this authorization if | request one.

. | agree AmeriHealth New Jersey will provide coverage in accordance with the terms of the contract for the individual plan.

. I understand that my enrollment and the enrollment of my listed dependents in AmeriHealth New Jersey's individual plan are subject to acceptance by AmeriHealth New Jersey.

. | agree that the provision of coverage and benefits is contingent upon payment of premiums and may be terminated in accordance with the terms of the individual plan if
premiums are not paid timely.

oUW

Misrepresentations

Any person who includes any false or misleading information on a Nongroup Enrollment/Change Request Form for a health benefits plan is subject to criminal and civil penalties.

© 2018 AmeriHealth | 17972 | 2017 November .
AmeriHealth Insurance Company of New Jersey | AmeriHealth HMO, Inc. AmerlHealth"
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Language Taglines and Nondiscrimination Notice

Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: yE&: R EYF L, KA LSRG RIIES
HBIRS . Bd 1-800-275-2583.

Korean: StLIALEH: St=01E AFE0tAlE <, A0
X& MEIAE —C.'—EEO ?l
1-800-275-2583 H1 O 2 F5i51AAI 2.

Portuguese: ATENCAO: se vocé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: YUsil: % dR YAl dlecl &, A [(:yes
QUM UslaL ARl dHIRL HI2 Gucelod B,
1-800-275-2583 Sl $3.

Vietnamese: LUU Y: Néu ban noi tiéng Viét, chung toi
sé cung cap dich vu ho trgg ngén nglr mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHVIMAHWE: Ecnu Bbl roBopuTe No-pyccku,
TO MOXeTe GecnnaTHO BOCMONb30BaTbLCA yCyramu
nepesoga. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

A sall) aclisal) ciladd (8 Ay yal) dadl) Ehaati i€ 1) 1dds gala
.1-800-275-2583 ad_p» Juail , laally cll Aalia

French Creole: ATANSYON: Si w pale Kreyodl

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez frangais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: &a1a1 & afe 39 Bl dera & ar 3maes fow
HEA H IS FETIAT {aTT 3Tl &1 Hiol Y
1-800-275-2583|

German: ACHTUNG: Wenn Sie Deutsch sprechen,
konnen Sie kostenlos sprachliche Unterstiitzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: fii5 : REFENS HAGEDO X, SiE7 A
B AP —E R (MR & IFHWZET ET,
1-800-275-2583 ~BHEiE< 72X\,

Persian (Farsi):

o 4 e ledd S e Cumaa o 8 Rl da
1-800-275-2583 o_lad L .28l o aalj Lad () o841
A5 il

Navajo: Dii baa ako ninizin: Dii saad bee yanitti’go
Diné Bizaad, saad bee aka’anida’awo’d¢¢’, t’aa jiik’eh.
Hodiilnih koji” 1-800-275-2583.

Urdu:
i N T PR TS IR R B R RPN
S JS L0 iy Alaad (lae () e i
1-800-275-2583

Mon-Khmer, Cambodian: iy&I5m mﬁmsgnﬁn%
waisiiynfunwmenys-igi umeanigi 1:
ﬁ@ﬁjlﬁnﬁMSﬁH‘lSﬁmﬁSum[mni—in[Lﬂfﬁﬁn

I

ot 13'1 ¢IaURIFTINIS 1-800-275-2583"1
(OVER)



Language Taglines and Nondiscrimination Notice

Discrimination is Against the Law

This Plan complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
Or Sex.

This Plan provides:

e Free aids and services to people with disabilities
to communicate effectively with us, such as:
qualified sign language interpreters, and written
information in other formats (large print, audio,
accessible electronic formats, other formats).

e Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.

© 2018 AmeriHealth | 2017 October
AmeriHealth Insurance Company of New Jersey | AmeriHealth HMO, Inc.

If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan has failed
to provide these services or discriminated in another
way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:
civilrightscoordinator@1901market.com. If you need
help filing a grievance, our Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at
https.//ocrportal.hhs.qov/ocr/portal/lobby.jsf or by mail
or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at
http://www.hhs.gov/ocr/office/file/index.html.
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