
County of Monmouth Medical

Enrollment/Change Form
A. Employee Information Please read and complete the entire form. If you are making changes, please check box in part B. Even if you have no changes, read, complete and sign the form.

Last Name First Name and Middle Initial Social Security # Date of Birth Marital Status (select one) 

 Single     Married  Civil Union  Divorced/Separated 

Street Address Apt # City State ZIP Code Email address (if available) Union Name (if applicable) 

Home Telephone 

(      ) 

Work Telephone 

(      ) 

Full-Time Hire Date Hrs Worked 

Per Week 
Effective 

Date 
B. Coverage or Enrollment Change-Important!

Check this box if you are making any enrollment or plan changes since your last enrollment. 

C. Individuals Covered - List individuals for whom you are requesting coverage. Attach a sheet to list additional children.

Last Name, First Name, M.I. Relationship

to employee 

(A)dd

(C)hange 

(R)emove 

(K)eep 

Date of Birth

(MM/DD/YY)

Social Security Number Gender 

M   F

Other 

Health 

Coverage

(   if Yes) 

Employee 

Spouse/Civil 

Union  Partner 

Child 

Child 

Child 

Child 

*For Horizon BCBS PCP information, visit www.Horizonblue.com, quick physician search; choose the Direct Access network for NJ Providers.

D. Plan Option & Coverage Level Selection

Coverage  Level Selection 

Carrier and Plan Selection 

Check Box 

(select one) From To 

Horizon Direct Access POS Horizon Value Plan 

Horfsdfsdf

Employee Only Employee Only 

QualCare HMO Employee + 1 (Spouse or CU Partner) Employee + 1 (spouse or CU Partner) 

Employee and Child(ren) Employee and Child(ren) 

Family Family 

E. Other Insurance  F. Dependent Information

1. Is your Spouse/Civil Union Partner Employed?   Yes    No   If Yes, provide name & address of  his or her employer.

2. If “Yes” to Other Health Coverage (Section C), provide name & policy number of insurance carrier, HMO, or other source. Explain the

circumstances.

3. If anyone listed on this enrollment form are enrolled in Medicare Parts A, B and/or D identify the coverage and provide the Medicare ID#.

1. Does any dependent listed in Section C live at a different

address than the employee?  Yes    No

If “Yes,” who and what address? Explain the circumstances.

2. If any dependent’s last name differs from yours, explain the

circumstances.

G. Employee Signature  I represent that all the information

supplied in this application is true and complete. I hereby agree to

the conditions on the reverse side/page 2 of this enrollment form.

Employee Signature – Required 

X  Date:  /  /

Employer Verification 

X     

Date:       /       /

Horizon Enrollments Only 

Group Number-86260     

Sub-Group number________ 

Horizon Value Plan

Horizon OMNIA
Waive Benefits 

Horizon Direct Access PPO

/    / 

/     / 

/     / 

/     / 

/     / 

/     / 

halvorsa
Stamp
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