TOMS RIVER REGIONAL SCHOOLS

1144 Hooper Avenue
Toms River, NJ 08753

Health Insurance Enrollment/Change Request Form

Name Phone Number

Address

Level of Coverage {Choose One)

[single Otmployee/Spouse COEmployee/Child(ren) OOFamily
List yourself and all eligible dependents to be covered under the plan(s):
Employee Sacial Security Number
Date of Birth OMmale OFemale
Add Removell
Spouse Social Security Number
Date of Birth OMale CFemale
Addd Removell
Child Social Security Number
Date of Birth OMale CFemale
AddO] Removell
Child Social Security Number,
Date of Birth OMale [OFemale
Addl] Removeld
Child Social Security Number
Date of Birth Omale OFemale

AddO Removed

Medical Coverage Election {Choose One)

Omedical PPO-A CImedical PPO-B CITRS EHP OTRrs Gsp

Please provide the following information if you and/or your eligible dependents are enrolled under Part A and/or Part B of Medicare, or if you have any other
health pfan coverage: [ONo DOOYes {if yes, you must fill out the following informatien)

Employee: partA0O Part8O Other CoveragelJ ID #
Dependent: PartAO PartgO Other Coveragel1 iD # Dependent Name,

Dental Coverage (Choose One)
[ standard Dental 3 Fixed Copay PPO

Prescription and Vision Coverage (Eligible Employees Automatically Enrolled)

| represent afl information supplied in this application is true and complete. | understand that including any false and misleading information on an Enrollment/Change
request form for a health benefit plan is subject to criminal and civil penalties. | authorize deductions from my earnings for any contributions required from me.

Employee Signature Date
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