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Oxford Health Plans (NJ), Inc./Oxford Health Insurance, Inc.

Temporary HINT Supplemental Enrollment Information Form Implementing P.L. 2005, c. 375

A. Group & Employee Information

Group Name:

Group Number: -
Employee Name: -

Employee ID Number:

B. Type of Activity (see Important Explanatory Information below)

Date of Event Change-Check all that apply
~ ~ - 0 Add dependent over the limiting age, but less than 30

_/ ~ - 0 Remove dependent over tbe limiting age, but less than
30
Reasons:

/ Continuation of Coverage pursuant to P.L. 2005, c. 375
Coverage is being effected:
0 During an Open Enrollment
DWithin 30 days prior to attainment of limiting age
DWithin 30 days after eligibility for other reasons
0 During special12-month enrollment

C. Over-age Dependent Information

Sex: n M n FName (last, first, MI): - -
Birthdate: (MM, DD, YY) / / SSN:
Other Health Coverage: Dfu ON~ Other Rx Drug Coverage: DYes D No
Primary Office ID Number: - _Current Patient: DYes D No
Ob/Gyn Office ID Number: Current Patient: DYes D No D N/ A
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'---

:: / /

Previous Coverage: D Yes D No
If yes, provide the following infonnation AND submit a copy of the certificate of Creditable

Coverage that was issued by the previous carrier, if available:
Effective date of prior coverage: - / /
Termination date of prior coverage
Name of prior carrier: -
Prior plan number: .

D. Signature

Employee
-

Dependent

Date
-
Date
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