HEALTH BENEFITS PROGRAM APPLICATION — SHBP LOCAL GOVERNMENT ACTIVE EMPLOYEE GROUP Dpivision of Pensions and Benefits, PO Box 299, Trenton NJ 08625-0299

HA-0889-0816

EMPLOYMENT STATUS: O FULLTIME O NATIONAL GUARD

2. MEDICAL COVERAGE

2b. LEVEL OF COVERAGE

DIVISION USE ONLY

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

Social Security Number

L L[]
Last Name

Title (Jr., Sr., etc.)

First Name

Street Address (Include Apartment #)

City State
HEEEEEEEEEEEEEEEEREE
ZIP Code + 4 Date of Birth (mm/dd/yy) Gender (M/F)
[TTTTI-TTTT] LT TTT] O

Status:

I:l-SingIe I:l—Married D-Sir:/iitl)n -gg::;:;ip I:l-Divorced D-Widowed

(Area Code)

Home Telephone Number

Are you transferring your health benefits from another SHBP/SEHBP participating employer?

2a. EMPLOYEE SELECTION (Choose only one plan)

HORIZON AETNA

[0 OMNIA Health Plan
[0 NJ DIRECT15

0 NJ DIRECT10

[J NJ DIRECT1525
[0 NJ DIRECT2030
[0 NJ DIRECT2035
O Horizon HMO

[ Aetna Liberty Plan
[ Aetna Freedom15
[ Aetna Freedom10
[ Aetna Freedom1525
[ Aetna Freedom2030
[ Aetna Freedom2035
O Aetna HMO

For HMO Plans, enter Primary Care Physician’s ID#

[ 1 elect to waive medical coverage in any medical plan
(see instructions).*

To sign up for a High Deductible Health Plan (HDHP), you must

complete a High Deductible Health Plan Application. For more

information, see your benefits administrator, or go to

www.nj.gov/treasury/pensions

[ single
[0 Member and Domestic Partner (see instructions)
O Family [ Parent and Child(ren)

[0 Member and Spouse/Civil Union Partner

3. PRESCRIPTION DRUG COVERAGE — See note below
3a. EMPLOYEE SELECTION

[ 1 wish to be covered by the Employee Prescription Drug Plan.
[ 1 elect to waive Employee Prescription Drug Plan coverage.*
3b. LEVEL OF COVERAGE

O Single
O Member and Domestic Partner (see instructions)
O Parent and Child(ren)

O Member and Spouse/Civil Union Partner

0O Family

Note: Local Government employers must have elected to provide the
Employee Prescription Drug Plan to employees as a separate prescrip-
tion drug benefit to be eligible for this coverage. If you are eligible for
prescription drug coverage through another employer-provided plan, or
if your employer does not provide a separate drug plan, do not complete
this selection. If your Local Government employer does not provide any
separate drug coverage, your SHBP medical plan will include a pre-

Effective Dates:
H

Event Reason:

P

EMPLOYER CERTIFICATION
See instructions on reverse
Employer
Name:

Location #

10/12-month employee |:|:|

(Enter “10” or “12”)
MEMBER ACTION

O New Enrollment O Transfer
Date Employment Began / /
(mm/dd/yy)
O Return from
Leave of Absence ___ /. /
(mm/dd/yy)

scription drug benefit.

Signature of Certifying Officer

LI No [Yes Ifyes, listname of employer: *Both Medical and (if applicable) Prescription Drug coverage must be waived to avoid paying a contribution. Telephone # Date Mailed
4. DEPENDENT INFORMATION - List only eligible dependents and attach required proof of dependency documents (see instructions).
Spouse/Civil Union/Domestic Partner Last Name First Name Ml Date of Birth (mm/dd/yy) (lxellr/]lg)er Social Security Number Dependent’s HMO Primary Care Physician ID# Aﬁzﬁg (((/i;
Foster (F)
[TTTTTTTTTTT] [T I T T T T T TT] [(TTTT T T T 0 ¢

Children

(See Instructions)

5.TYPE OF ACTIVITY
(complete only if requesting changes to existing coverage)

5a. ADDITION OF DEPENDENT
[ Marriage - Date of Event (mm/dd/yy)

(Copy of Marriage Certificate required)

Former Name

[ civil Union/Domestic Partner - Date of Event (mm/dd/yy)
(Copy of Certificate of Civil Union or Domestic Partnership required)

[ Birth of Child
Date of Event (mm/dd/yy)

[ Adoption/Guardianship - proof required

5b. DELETION OF SPOUSE OR PARTNER

[ Divorce [ Dissolution of Civil Union

[ Termination of Domestic Partnership

Date of Event (mm/dd/yy)

[ Death

5c. DELETION OF CHILD
[ Deletion of Child - Date of Event (mm/dd/yy)

Child’s Name

Child’s SSN#

Give Reason

5d. OTHER CHANGES
[ Change in last name only (Attach copy of supporting documentation)

(List former name)

[ Change in SSN# (Attach copy of Social Security card)
(List former SSN#)

[J Change in Birth Date (Attach copy of birth certificate)

(List name and correct date)

[ Other - give reason (i.e., address change, dependent returns from

military service)

6. EMPLOYEE CERTIFICATION - | certify that all the information supplied on this

form is true to the best of my knowledge and that it is verifiable. | understand that if
| waive my right to coverage at this time, enrollment is not permissible until the next
scheduled open enroliment or if other coverage is lost and proof of loss is provided
(HIPAA). | also understand that there is no guarantee of continuous participation by
medical providers, either doctors or facilities, in the plans. If either my physician or
medical center terminates participation in my selected plan, | must select another
doctor or medical center participating in that plan to receive the
“in-network” benefit. | authorize any hospital, physician, or health care provider to
furnish my medical plan or its assignee with such medical information about myself
or my covered dependents as the assignee may require.

Misrepresentation: Any person that knowingly provides false or misleading
information is subject to criminal and civil penalties.

Employee Signature

Date Completed



"abpajmous| J1ay} Jo 1saq ay} 0} anJ} s payussaid uoewlojul 8y (S
14
€
‘Aeaue sy ul parejdwoo pue a|qibe si uoneoldde ayy (g

‘o|qibie s1 @ahkojdwa ayl (|

pue {A1aiue sy ul pale|dwod S| uoioas uoneolnta) Jakojdw3 syl
‘o1eidoidde ale sjons| abelanod pue sueld pajos|es s,eahojdwae ay |

—~ o~ ~ o~

‘Jey} saiijied
sekojdwe ayy uoneoydde siy Buiubis Ag ‘neaing siyeuag yesH au) o) uoneoydde ay) Bunwans aiojeq Jakojdwa JnoA Aq pajejdwios aq isnjy

NOILYJI4I1H43D H3IAOTdINT
‘'saljeuad [IAID pue [eulwd 0} 1o8lgns siI uonewlojul Buipesisiw 10 asfe; sapiroid ABuimouy eyl uosiad Auy :uolejuasaidaisipy
*sjuapuadap 4o} jooud paiinbai Aue yoene pue ‘uonesijdde ayy ajep ‘u ubis ‘uswsiels uoneoia) aakojdw sy} peal Isnw NoA
NOILVJIdILH3D 33A0TdINT - 9 NOILO3S
‘a|qeoldde Ji uonejuswnoop Buipioddns jo Adod e yoene pue ‘uonewojul paysanbal aalb ‘xoq ayendoidde ay) ¥oayo ‘sabueyd Jaylo 104 "pg
‘uoseal anIb pue ‘Jaquinu AlINd8S [B100S S,PlIYD BYL 1SI| ‘91ep Juand 8yl ajedlpul ‘pliyd uapuadap e Bunsjep aie nok | oG
"9)ep JUdAS dUj} S}EJIPUI PUE UOSESI %09y ‘Jauped dfisawop Jo ‘Jauped uolun [IAID ‘esnods juspuadap e Bupnsjep ale noA §| "qg
‘alep JudA8 8y} d1edipul pue xoq aleudoidde sy} 3o8yo ‘uspuadap e Buippe aie noA j| "eg
ALIAILOV 40 3dAL- S NOILO3S
*0G PUE (G UOI109S O] J9J9Y " UOI109s Ul way} 1sl| Jou op ‘syuapuadap Bunajap ale noA jj :310N

‘Alewiwng uosuedwo) uel4 8y} Uo punoj g Ued siaquinu auoyd pue says
ga/\ ueld Ajpoauip ueld QINH 8y} [[B0 JO ‘uonewLIoUl SIY} J0) SUS GOAN 40 Alojoaup Japinoad sueid OINH 8yl 0} Jajoy "Pals]| uolew.oul iy} aAey
1snw sjuapuadap ||e — Jaquinu uoleoyiuapl ueldisAyd aien Alewid OWH Ssiuapuadap yoes apnjoul ‘ONH ue ul Buijjolus j| (g abed uo pauysp
se) gg abe Japun p|1Iyd JnoA 1o ‘Jsuped dnsawop xas-swes Jo ‘Jsuped uolun IAID ‘esnods d|qibie ue 1si| Aew noA "ue|d sy} Japun JBA0D O} USIM
noA siaquiaw Ajiwey ay) Jo Jaquinu AIN0ag [B100S pue ‘lepuab ‘yuiq Jo arep ‘eweu ay} I1SIT 'qg PUB gg SUOII08s Ul pajos|es abelanod Jo |an9)
ayl yum aaibe pajsi| sjuapuadap ains ag "Juauwijoius Jadoid Jof [BJUSSSS S| UOND8S SIY} Jo uona|dwo) “palsi| aq Aew syuapuadap ajqibi@ Ajup

NOILVINHOANI LN3IAN3d3A - ¥ NOILO3S

*(VVdIH) papinoad si ssoj Jo jooud pue }so| si abeltanod 1ayjo i 1o poriad
juawijjoua uado }xau ay} jipun ajgissiwiad Jou s| Juawjjoiua ‘abelanod Bniqg uondiuosald Jo [edIpaly [99ued 40 3uljPap NoA aduQ 310N

‘(mojeq Jauled
onsawoQ, ul uonewlojur Ayjiqibie aas ‘Jaupied onsawop e Buljjoius 1) palisap abeianod Jo |aAs] 8yl Xoayo ‘ebelanod Buiosie ale noA § ‘qg

‘uoiNQUIUOD %G| 8y} BulAed pioae o) paniem aqg isnw Bniqg uondiiosaid pue [edlpajy yiog ‘obelanod aAlem 0} X0q 8y} ¥o8yo
‘abelon09o [90ued 0] ysim 1o abeianod Bnip uonduosaid Juem JOU OP NOA §| ‘PaIBA0D 8 O} USIM NOA 1By} 81edIpul 0} X0q 8y} 408y ‘||0Jud 0] "eg

:papinoid si ueld Bnig uonduosald aahkojdwg ayy 4| “abesanod sy} apinoid o}
uoinjosal e paydope aney siahojdwa asoym saakojdwa Juawuianox [es0] 0} ATNO dlgelieAe si uejd Bnig uonduasaid aakojdwg ayl

IHDVHIA0D HDNHA NOILJIHOSIHd - € NOILO3S
‘palisep abeianod Jo |aAs] ay) Xoayo ‘ebeianod Bunosle ale nok §| "qg

‘uonnquuod Aue BuiAed piloae 0} paniem aq isnw Bnig uonduosaid pue |[edipay yiog "abeianod anrem 0} Xog 8y} 309yd
‘abelanod [9ouUed 0} Ysim 10 96BIan0D [BOIpaW JueM JOU Op NOA §| "Ul pPajjoJud ag O} Ysim noA ue|d [eoipaw 8y} 81ed|pul pue xod ay} ¥oay) "eg

FOVHIAOD TVIIA3N - 2 NOILLO3S

'uoI109s SIy}
sajajdwod ueld sy} ul pajjolua Jo Buljjoius sakojdwe ay] ‘paniwgns si uoneoldde ue awi yoes Ajaiipua sy Ul pae|dwod ag IsNW Uondss Ssiy |

NOILVINHOANI IIA01dINT - | NOILO3S
"(Aluo xoq suo oeyo) snielg Juswholdw3 sredipu] :SNLVLS LNIWAOTdINT

'spua abeianod yjesy dnoib ieyio
Jaye sAep 09 ulyum juswijjoiud 1senbal noA jey; pepinoid ‘ueld |eoIpaw dgH3S 10 JgGHS E Ul sluapuadap 8|qibi|@ INoA Jo/pue J|9sinoA |joJus 0}
a|ge aq aininy ayy ul Aew noA ‘ebelanod aoueinsul yieay dnoib Jayio Jo asnedaq syuspuadap a|qibije 1noA Jo |e 1o Aue 1o J|oSINoA 10} Juaw|joIud
Buiuioap aJe noA j *(uolnguIuod 26" | 8y} Buiked pioAe 0} paalem aq isnw abeianod Bniq uonduosald ‘ejqeordde Ji ‘pue [eoIpa|y ylog 1o
-Aojdwia INOA wWiouy 8|ge|iene WO} UolBIBj08( JUBLWIBIBISUIBH/IoAE/) BU} Yoele pue 818|dwod os|e 1snw noA ‘(8) 1 Z1-¥1:2S 'V'ST N 10 suoisinoid
ay} Jepun abelanod anrem o} 9|qibie ale noA j) 9 pue ‘(sjgeoldde se) eg Joj/pue eg ‘| :suondss a19|dwoo abelanod auljoap/eleulwia) 0] e

‘sjuswinoop Aouspuadap jo jooid pasinbal 8y} yoene os|e 1snw NoA "9 pue ‘eg ‘(siuspuadap a(qibie e 1sl)) v
‘(10hojdws InoA Ag pepinoid si ebeianod ueld Bnig uonduosaid aakojdw3 1) gg pue B¢ ‘gg pue eg ‘| :suonoss a1e|dwod juspuadep e ppe ol e

‘9 pue ‘(jons| abesanod Buibueyod are noA Aym isi)) G ‘(siuspuadap aiqibie |e 1s1)) ¢ ‘(1ekojdwa inoAk Ag papinoid si abels
-A0D Ueld Bnug uonduosald aakojdwi3 JI) g€ pue eg ‘qg pue eg ‘| :suoioas aje|dwod (syuspuadap bunsjep/buippe) |aAa] abelanod abueyso ol e

"9 pue ‘(sjuspuadep 8|qibije (e 1s!]) ¢ ‘(1aquinu
uoneoyiuapl s,ueroisAyd aied Arewid JnoA 1s1) 01 8ins 8q OWH Ue ul Buijjolus J1) g pue eg ‘| :suoioas aejdwod Ajuo sueid yjeay abueyo oy e

‘G UOI0as Jo uondaoxa ayl yum uonesldde syl Jo suoioss (e 919|dwod ‘awi) 1S41) 8Y) JO) ||loAUS O] e

"NVIOISAHd 3HVD AHVINIYd HNOA IDONVHO
0L 1SNF INHO4H SIHL 3131dINO0J LON 0a Ajpoauip uejd yyesy JnoA 10ejuod ‘ONH INoA yum (40d) uerdisAyd e1eds Atewiid inoA sbueyo ol e

SdNOHO 33A0TdINT FAILOV LNJWNHIAOD TVI01
NOILVIITddV S1i4aN349 HLTV3H 3HL H0d SNOILONYH.LSNI

9180-6880-VH



HB-0840-0816

REQUIRED DOCUMENTATION FOR SHBP/SEHBP DEPENDENT ELIGIBILITY AND ENROLLMENT

The State Health Benefits Program (SHBP) and School Employees’ Health Benefits Program (SEHBP) are required to ensure that only employees, retirees, and eligible dependents are receiving health care coverage
under the programs. As a result, the Division of Pensions and Benefits must guarantee consistent application of eligibility requirements within the plans. Employees or Retirees who enroll dependents for coverage (spous-
es, civil union partners, domestic partners, children, disabled and/or over age children continuing coverage) must submit the following documentation in addition to the appropriate health benefits enroliment or change

of status application.

DEPENDENTS ELIGIBILITY DEFINITION DOCUMENTATION REQUIRED
SPOUSE A person to whom you are legally married. A photocopy of the Marriage Certificate and a photocopy of the front page of the employee/retiree’s most recently
filed federal tax return* (Form 1040) that includes the spouse.
CIVIL UNION | A person of the same sex with whom you have entered into a civil union. A photocopy of the New Jersey Civil Union Certificate or a valid certification from another jurisdiction that recog-
PARTNER nizes same-sex civil unions and a photocopy of the front page of the employee/retiree’s most recently filed New
Jersey tax return* that includes the partner or a photocopy of a recent (within 90 days of application) bank state-
ment or bill that includes the names of both partners and is received at the same address.
DOMESTIC A person of the same sex with whom you have entered into a domestic partnership. Under | A photocopy of the New Jersey Certificate of Domestic Partnership dated prior to February 19, 2007 or a valid cer-
PARTNER Chapter 246, P.L. 2003, the Domestic Partnership Act, health benefits coverage is available | tification from another State or foreign jurisdiction that recognizes same-sex domestic partners and a photocopy
to domestic partners of State employees, State retirees, or employees or retirees of a SHBP | of the front page of the employee/ retiree’s most recently filed New Jersey tax return* that includes the partner or
or SEHBP participating local public entity that has adopted a resolution to provide Chapter | a photocopy of a recent (within 90 days of application) bank statement or bill that includes the names of both part-
246 health benefits. ners and is received at the same address.
CHILDREN A subscriber’s child until age 26, regardless of the child’s marital, student, or financial | Natural or Adopted Child — A photocopy of the child’s birth certificate showing the name of the employee/retiree
dependency status — even if the young adult no longer lives with his or her parents. as a parent.
This includes a stepchild, foster child, legally adopted child, or any child in a guardian-ward | Step Child — A photocopy of the child’s birth certificate showing the name of the employee/retiree’s spouse or part-
relationship upon submitting required supporting documentation. ner as a parent and a photocopy of the marriage/partnership certificate showing the names of the employee/retiree
and spouse/partner.
Legal Guardian, Grandchild, or Foster Child — Photocopies of Final Court Orders with the presiding judge’s sig-
nature and seal. Documents must attest to the legal guardianship by the covered employee.
DEPENDENT | If a covered child is not capable of self-support when he or she reaches age 26 due to men- | Documentation for the appropriate “Child” type (as noted above) and a photocopy of the front page of the employ-
CHILDREN tal illness or incapacity, or a physical disability, the child may be eligible for a continuance of | ee/retiree’s most recently filed federal tax return* (Form 1040) that includes the child.
WITH coverage. Coverage for children with disabilities may continue only while (1) you are covered | |t gocial Security disability has been awarded, or is currently pending, please include this information with the doc-
DISABILITIES | through the SHBP/SEHBP, (2) the child continues to be disabled, (3) the child is unmarried [ |, mentation that is submitted.
or does not enter into a civil union or domestic partnership, and (4) the child remains sub- . o . e N
stantially dependent on you for support and maintenance. You may be contacted periodically Plc_eage note th_at this information is only verifying the child’s eligibility as a dependent. The disability status of the
to verify that the child remains eligible for coverage. child is determined through a separate process.
CONTINUED Certain children over age 26 may be eligible for continued coverage until age 31 under the | Documentation for the appropriate “Child” type (as noted above) and a photocopy of the front page of the child’s
COVERAGE provisions of Chapter 375, P.L. 2005. This includes a child by blood or law who: (1) is under | most recently filed federal tax return* (Form 1040), and if the child resides outside of the State of New Jersey, doc-
FOR OVER AGE | the age of 31; (2) is unmarried or not a partner in a civil union or domestic partnership; (3) | umentation of full time student status must be submitted.
CHILDREN has no dependent(s) of his or her own; (4) is a resident of New Jersey or is a student at an
accredited public or private institution of higher education, with at least 15 credit hours; and
(5) is not provided coverage as a subscriber, insured, enrollee, or covered person under a
group or individual health benefits plan, church plan, or entitled to benefits under Medicare.

*NOTE: For tax forms you may black out all financial information and all but the last 4 digits of any Social Security numbers.

To obtain copies of the documents listed above, contact the office of the Town Clerk in the city of the birth, marriage, etc., or visit these Web sites: www.vitalrec.com or www.studentclearinghouse.org
Residents of New Jersey can obtain records from the State Bureau of Vital Statistics and Registration Web site: www.nj.gov/health/vital/index.shtml|




