


C. Race/Ethnicity- to be completed by the Employee, at his/her option.
NOTE: Your response is appreciated but NOT required I Choose a category that most closely describes you: 

□American Indian or Alaskan Native □Black, not of Hispanic origin
D Hispanic □Asian or Pacific Islander □White, not of Hispanic origin

D. Plan Option - to be completed by the Employee. Your selection must be offered by your employer.

Medical Check One: D S 

HHorizon Direct Access 

OF Q2Adults OPC  

 

Dental CheckOne: □S □F 02Adults □PC
Horizon Dental Option Plan  

E. Other Individuals Covered - to be completed by Employee.
Identify individuals other than yourself for whom you are adding/changing/removing/continuing coverage. Attach additional pages if 
necessary, with your signature and dated. Attach proof of disability. 

1. SPOUSE/CUP/DP □ADD □REMOVE O CONTINUE SPOUSE (COBRA/NJSGC)
0 CONTINUE CU PARTNER (NJSGC) 0 CONTINUE DP (COBRA/NJSGC) 0 OTHER CHANGE

Last Name, First Name, M.I._.,------_________________ _________________ _ 
Social Security# ____________________ Date of Birth __ �/ __ __,/ ___ Sex _____ _ 
Primary Care Provider Name __________________________ Current Patient 0Yes 0No 

NPl# ______________________ LocCode __________________ _ 
Other Health Coverage 0Yes 0No, If Yes, Payer Name_ ·---------------------------

Policy # _________________ __ Medicare ID#, If any _________________ _ 

Home or billing address same as Employee? 0Yes D No If No, Complete Section F2

2. Child □ ADD □REMOVE □CONTINUATION □OTHER CHANGE

Last Name, First Name, M.I. ____________________________________ _
Social Security# ____________________ Date of Birth __ �/ __ �/. ___ Sex _____ _
Primary Care Provider Name Current Patient O Yes 0No

NPl# _ __ ___________________ LocCode __________________ _
Other Health Coverage 0Yes 0No, If Yes, Payer Name _____________ __ ___________ _

Policy# ___________________ Medicare ID#, If any _________________ _
If last name is different from Employee's, please explain: ___________________________ _
Living with Employee? D Yes 0No If No, Complete Section G

3.Child □ ADD □REMOVE □CONTINUATION □OTHER CHANGE

Last Name, First Name, M.1._· ___________________________________ _
Social Security# ____________________ Date of Birth __ �! __ �/ ___ Sex _____ _
Primary Care Provider Name Current Patient D Yes 0No

NPl# ______________________ LocCode ___________________
Other Health Coverage OVes 0No, If Yes, Payer Name __________________________ _

Policy# ___________________ Medicare ID#, If any _________________ _
If last name is different from Employee's, please explain: ___________________________ _
Livin with Em lo ee? D Yes D No If No, Com /ete Section G

6859 (11 /15) Page2 

___ 15 ___ Zero --NJEHP   --GSHP




