Oxford Health

Mailing Address: F.O. Box 7085, Bridgeport, CT 06601-7085 + 1-B03-444-6222 « www.oxfordhealth.com

Plans {NJ}, Inc.

Oxford Health Plans'

New Jersey Small Member Envollment/Change Request Form- OHP

Please do not weite in this area, for Oxford use only,

Employer Group Information- To be completed by employer

Group name

Graup number ICSP) Billing group

1}. Enroliment 2). Change-Check all that apply  Date of Event  Reason 31 Aemove ar Terminate-Check all that apply
Ol New emplayee | (3 Add spouse I, £i. Dote | Reason
Effective Dale 0 Add depandent child ;o O Remave spouse I
0 Name change I, 0O Remove dependent child I
Date of Hira 0 Change plan . &3 Employee withdrawal/termination
[ Oiher I, NOTE:; Employee must be enrolied for spouse/
dependenlis) to have toverage. *Please complele
0 Add/Changa PCP or OB/GYN  Ef. Date: /[ / Add/Change/Remove and Name ceiuinns in Section [.

4), Cantinuation of coverage. i.e., COBRA, State,
Total Disability (Mot all options are

availabls or applicable. Contact employer for
avaiable options)

Coverage for: 2 Employee T Dependant(s)

Length of continuation: 03 17 mas 118 mos
O29mos DO 36mos
01 Tota! Disability* *Atach proof of total disability
Date ol Loss of Covorage: /. [
Date of Oualilying Event: ___ /[

Your sefection must be offered by your Employer

Social Security No, Last Name, First Name, M.1. Home Telephone
{ |
Home Address Apt No. Gity, State Zip Cotle
Employer Name Date of Employment | Howrs Worked per Week | Work Telephona
/o [ }
Work Address City, State Zip Code

1. Indicate plan selected

2 Type of Contraet:
(1 Single  © Adult & Child{ren)
O Family 2 Hushand/Wife

Ad i

‘{:C]!rmngu . Sex Birthdate Social Security | Dther Health Current ) Curent | Pravious

{Rlemnve Last Name, First Name, M4, M OF| M oBD Y | Number Covarage PCPID # Patignt? | OB/GYNID# | Patiem? | Coverage
Employes I, 0 Yes 1 Yes OYes | OYes
Spouse a 2 Yes 1 Yas ClYes | FlVes
Child I, L1 Yes O Yos QVYes | OYes
Child ;o 0 Yes 0 Yes OYes | 0O Yes
Chitd I £ Yes 0 Yes DYes | QvYes

Mote: This information may caly be vsed to desermine if a condition is a pre-existing condition. You CANNDT be denied coverage under a health benefits plan on the basis of arcurate responses
to the fallowing questions. Carriers can only use the information ia expedite the processing of claims.

QYes ONo

0O &. Alcoholism or drug abuse
QO b. Arthritis
4 c. Blood disorder

1. During the past 6 months, have you or any dependent to be covered had or been diag-
nosed as having any of the fellowing? If “yes” check appropriate boxes helow:

O d. Back or neck disorder, injury or pain

23 e. Cancer or zmors
01 £ Diabetes

{ g. Gastro or intestinal disorder

Yes
Ut h. Heart disorder/condition o chest pain - |
0. High blood pressure
21 . Kidney or liver disorder a
2 k. Lung ar respiratory disorder
Q1 1. Mental or nervous disorder a
3 m. Paralysis, stroke or epilepsy

0

Na

2. During the past G months, have you or any dependent to be
covered:

a. been examined or treated by a physician or other
healthcare pravider for any condition, iliness, or injury, ather
than as stated ahove?

br. been advised te have ireatment or surgery or iesting that
has not yet been dong?

c. been admitted to a hospital or other healthcare facility as an
inpatient?

d. prescribed medications?

Piease give details for “yes” answers o any past of Questions 1 or 2 on a separate sheet of paper. This separate sheet should be signed and dated.

OHP NJ 5 MEF 7/04

‘WHITE COPY: OXFORD

PINK COPY: EMPLOYER

YELLOW COPY: MEMBER

6855



Js your spouse amployed? QO Yes [ No Does any dependent listed in Section D live at a difierant address than the employee? QYes DI No
If "yes", give name and address of your spouse’s employer:
if "yes”, who and at what address?

Explai i 5
If “yes” o Other Health Coverage (Section D), give name Explain tha circumstance

and policy number of insurance carriez, HMGO, or other
source. If enrolied in Medicare Paris A and/or B, identify
the coverage and provide the Medicare 195

1 any dependent’s iast name differs from yours, explain the circumstances,

If "yes” Lo previous coverage, ideatify names of persons,
give effective date and date coverage terminated, name of
previous carrier and plan rumber:

If you have guestions concerning e henefits and services provided By or exciuded under this contract, contaci & Customer Service representative at 1-800-444-6222 before signing this form,

| represent that all the infarmation supplied in this Enrcliment/Change Request Form is true and complete. [ hereby agree to the conditions of enraflmant on the employee capy of the
Enrollment/Change/Bequest Form. | authorize deducitons from my eamings for any required contributions.

Employee Signature — Required

X Date

E-mail Address

Emplayer Signaiure ~ Reguirad Title Date

X

Employee copy may be wsed a5 a temporary {0 cad for 30 days frum the effective date il authocized by employer. Coverage must be verified with Oxford Health Plans grior 1o visiting a spacialist or atmission o 2 hespital,
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