
HINT Group Enrollment 1013 - Policies effective 1/1/2019 and later 

GROUP ENROLLMENT/CHANGE REQUEST 
Group Information – to be completed by Employer:

Oscar Garden State Insurance Corporation Group Name: Group ID: Class:

A. Type of Activity – to be completed by Employer.  Refer to instructions on page 5 before completing this form.  Print clearly.
Activity – Check all that apply Effective Date/ 

Date of Event 
Date of Hire/Reason for Change 

1.
A

D
D

 Enrollment of a new member 
 Add Spouse
Add Civil Union Partner 

 Add Domestic Partner 
 Add Dependent Child 
 Add Over-Age Child as a Dependent Under 31(and complete 

section A 4) 

_____/_____/_____ 
_____/_____/_____ 
_____/_____/_____ 
_____/_____/_____ 
_____/_____/_____ 
_____/_____/_____ 

Date of Hire:  _____/_____/_____ 
________________________________________________________ 
_______________________________________________________ 
________________________________________________________ 
________________________________________________________ 
________________________________________________________ 

2.
R

EM
O

V
E

 Employee Withdrawal/Termination 
Remove Spouse 
Civil Union Partner 

 Remove Domestic Partner 
 Remove Dependent Child 
 Remove Over-Age Child as a Dependent Under 31 

_____/_____/_____ 
_____/_____/_____ 
_____/_____/_____
_____/_____/_____ 
_____/_____/_____ 
_____/_____/_____ 

________________________________________________________ 
________________________________________________________ 
_______________________________________________________ 
________________________________________________________ 
________________________________________________________ 
________________________________________________________ 

3.
O

T
H

E
R

C
H

A
N

G
E  Name Change 

 Change Plan 
 Other 

_____/_____/_____ 
_____/_____/_____ 
_____/_____/_____ 
_____/_____/_____ 

________________________________________________________ 
________________________________________________________ 
________________________________________________________ 
________________________________________________________ 

 For Employee 
 Total Disability* 
 COBRA/NJSGC 
 Length of Continuation (in months): 

 18  29  
   Date of Loss of Coverage: ___/___/___  

 Qualifying Event #:____________** 
 Date of Qualifying Event: ___/___/___ 

*Attach proof of disability

 For Spouse/Civil Union Partner* 
 Length of Continuation (in months): 

 18  36 
   Date of Loss of Coverage:  ___/___/___ 

 Qualifying Event #:_________________** 
 Date of Qualifying Event:  ___/___/___ 

*Civil union partners are eligible to make an
election pursuant to NJSGC, if applicable.

 For Dependent or Over-age Child 
 COBRA/NJSGC 
 Length of Continuation (in months): 

 18  36 
  Loss of Coverage: ___/___/___ 
 Qualifying Event #:__________________** 
 Date: ___/___/___ 

 Dependent Under 31 
 Qualifying Event #:__________________** 

4.
C

O
V

E
R

A
G

E
C

O
N

T
IN

U
A

T
IO

N
 

**Qualifying event #s:  see list in Instructions. 
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B. Employee Information – to
be completed by the Employee

Name (Last, First, MI): SSN: 

Birthdate (mm/dd/yyyy):  Male 
 Female 

H
om

e Street/Apt:________________________________________________________________________________________ 
Street/Apt:________________________________________________________________________________________ 
City:___________________________________________________   State:_____  Zip Code: _____________________ Phone: (_____)________________ 

Email: _______________________________

W
or

k 

Employer Name:__________________________________________________________________________________ 
Address:__________________________________________________________________________________________ 
City:___________________________________________________  State:_____  Zip Code: ______________________ 

Phone: (_____)__________________ 
Email: 
_________________________________ 
Employment Date: _____/_____/_____ 
Hours worked per week:_________ 

 Add  Remove  Continuation  Other Change  If a name change, indicate prior name: 

Other Health Coverage?   Yes   No  If yes: 
Payer Name: _____________________________________________ 
Policy #: ________________________________________ 
Medicare ID#, if any:        

C. Plan Option – to be completed by the Employee  Check one plan name.  Please note: all plans include pediatric dental.

Oscar Bronze $3,000 

Oscar Silver $0

Oscar Silver $1,500 

Oscar Silver $2,500 

Oscar Silver $2,500 PPO
Oscar Gold $1000 
Oscar Platinum $0



3

Social Security Number: 

Other Health Coverage 
 Yes   No 

If yes: 
Payer Name: 
___________________________________ 
Policy #: ___________________________ 
Medicare ID #: 

If last name is different from employee's, 
please explain: 

D. Other Individuals Covered – to be completed by the 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; Domestic or Civil Union
Partner 

2.Child 3. Child 4. Child

Add  Remove 
Other Continue Spouse 

 Add  Remove 
 Other  Continue 

 Add  Remove 
Other  Continue 

 Add  Remove 
Other  Continue 

Name (last, first, MI) 

L:_________________________________ 

F:_________________________________ 
MI: 

Name (last, first, MI) 

L:_______________________________ 

F:_______________________________ 
MI: 

Birthdate (mm/dd/yyyy): 

Name (last, first, MI) 

L:_________________________________ 

F:_________________________________ 
MI: 
Birthdate (mm/dd/yyyy): Birthdate (mm/dd/yyyy): 

 Male  Female  Male  Female  Male  Female 

Continue CU Partner (NJSGC) Continue 
CU Partner (COBRA/NJSGC) Name (last, 
first, MI) 

L:________________________________ 

F:________________________________ 
MI: 
Birthdate (mm/dd/yyyy): 

 Male    Female 

Social Security Number: 

Other Health Coverage 
 Yes   No 

If yes: 
Payer Name: 
_________________________________ 
Policy #: _________________________ 
Medicare ID #:

Employed?   Yes   No 
If yes, complete Section E1  

Home or billing address same 
 No as Employee?  Yes If 

NO, complete Section E2 

Living with Employee 
 Yes  No 

If NO, complete Section F 

Living with Employee 
 Yes  No 

If NO, complete Section F 

Living with Employee 
 Yes  No 

If NO, complete Section F 

HINT Group Enrollment 1013 - Policies effective 1/1/2019 and later 

Social Security Number: 

Other Health Coverage 
 Yes  No 

If yes: 
Payer Name: 
___________________________________ 
Policy #: ___________________________ 
Medicare ID #: 

If last name is different from employee's, 
please explain: 

Social Security Number: 

Other Health Coverage 
 Yes  No 

If yes: 
Payer Name: 
__________________________________ 
Policy #: _________________________  
Medicare ID #: 

If last name is different from employee's, 
please explain: 
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E. Additional Spouse/Civil Union
Partner/Domestic Partner Information – to be
completed by Employee. If not applicable, please
mark as “NA.”

1. Employer Name:________________________________________________________________________________
Employer Address:______________________________________________________________________________
City, State, Zip Code:____________________________________________________________________________
Employer Phone: (      )

2a. 
Street/Apt:______________________________________________________________________________________  
Street/Apt:______________________________________________________________________________________ 

  City, State, Zip Code:__________________________________________________________________________ 

2b. Please explain why the address is different: 
_____________________________________________ 
_____________________________________________ 

F. Additional Child Information – to be completed by Employee.  Provide information below about children listed in Section D, if they have a different address from the
employee. If multiple children are at an address, you may list them together.  Attach additional pages as necessary, signed and dated.

Name(s):________________________________________________________________ 
Street/Apt:_______________________________________________________________ 
Street/Apt:_______________________________________________________________ 
City, State, Zip Code: _____________________________________________________ 
Reason:_________________________________________________________________ 

Name(s):_______________________________________________________________ 
Street/Apt:_____________________________________________________________ 
Street/Apt:_____________________________________________________________ 
City, State, Zip Code:_____________________________________________________ 
Reason:________________________________________________________________ 

G. Race/Ethnicity – to be completed by the Employee, at his/
her option.  NOTE:  your response is appreciated but NOT
required!

Choose a category that most closely describes you: 
  American Indian or Alaskan Native     Black, not of Hispanic origin      Hispanic 
  Asian or Pacific Islander         White, not of Hispanic origin 

H. Employee Signature I represent that all the information supplied in this application is true and complete.  I hereby agree to the Conditions of Enrollment set forth in this 
Enrollment/Change Request form.  I authorize deductions from my earnings for any contributions required from me. 

Signature: _________________________________________________________________________  Date: ________________________________ 
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I. Over-Age Child’s
Signature

I represent that all the information supplied in this application regarding the Dependent Under 31 Continuation Election is true and complete.  I 
hereby agree to the Conditions of Enrollment set forth in this Enrollment/Change Request form.  I hereby agree to make contributions required from 
me for the Dependent Under 31 Continuation Election.

Signature: _________________________________________________________________________ Date: ________________________________ 
J. Employer Verification The requested activity is believed eligible and is approved by the Employer.

CONDITIONS OF ENROLLMENT  -- APPLICANT ACKNOWLEDGEMENTS AND AGREEMENTS 
On behalf of myself and the dependents listed in this Enrollment/Change Request form, I acknowledge that: 

1. I authorize any physician or medical professional, hospital, clinic or other medical care institution, carrier, consumer reporting agency, and any employer to give Oscar
Garden State Insurance Corporation, or any consumer reporting agency acting on behalf of Oscar Garden State Insurance Corporation, information pertaining to
employment, other health coverage, and medical advice, treatment or supplies for any physical or mental condition relevant to me or a minor dependent applying for
coverage.  I agree that this authorization shall be valid for 30 months from the date I sign this Enrollment/Change Request form, unless revoked at an earlier date.

2. I agree that, if I revoke this authorization before it expires, such revocation shall not affect any action that Oscar Garden State Insurance Corporation has taken in reliance
on the authorization.

3. I understand I may receive a copy of this authorization if I request one.
4. I agree Oscar Garden State Insurance Corporation will provide coverage in accordance with the terms of the contract for the group policy.
5. I agree that the provision of coverage and benefits is contingent upon payment of premiums and may be terminated in accordance with the terms of the group policy if

premiums are not paid timely. I authorize my Employer to withhold payments from my wages as contribution to the premium, as appropriate.

[policy] if premiums are not paid timely.  I authorize my Employer to withhold payments from my wages as contribution to the premium, as appropriate. INSTRUCTIONS 
Employers – You must complete the Employer Group Information and sections A and J in order for this 
application to be processed. 

Employees – You must complete sections B through H and submit the signature of each Over-Age Child for 
which a Dependent Under 31 Continuation Election is made in accordance with Section I  in order for this 
application to be processed. 
• Please PRINT except when a signature is requested.
• If a dependent is disabled and you want to continue his or her coverage beyond age 26, you do not have to

make a COBRA/NJSGC or Dependent Under 31 election.  Instead, select “Other” in Section A3, and
attach proof of disability.

Qualifying Events 
COBRA and NJSGC 
C1.  Termination of job or reduction in hours 
C2.  Employee enrollment in Medicare (COBRA only) 
C3.  Divorce (COBRA/NJSGC); civil union dissolution (NJSGC)  
C4.  Death of employee 
C5.  Loss of dependent child status under the plan 
C6.  Disability (occurring subsequent to another qualifying event) 
Dependent Under 31 
D1.  Loss of dependent status and otherwise eligible 
D2.  Reestablish eligibility:  residency 
D3.  Reestablish eligibility:  nonresident full-time student 
D4.  Reestablish eligibility:  change in marital status 
D5.  Reestablish eligibility:  change in parental status 
D6.  Reestablish eligibility:  termination of other coverage 

Employer Representative: _____________________________________________________  Date: _______________________________________ 

Representative’s Title: _________________________________________________________ 



Non-Discrimination

Notice of Non-Discrimination: 

Discrimination is Against the Law
Oscar complies with applicable Federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, age, disability, or 
sex, including sex stereotypes and gender identity. Coverage for 
medically necessary health services is made available on the same 
terms for all individuals, regardless of sex assigned at birth, gender 
identity, or recorded gender. Oscar will not deny or limit coverage to any 
health service based on the fact that an individual’s sex assigned at 
birth, gender identity, or recorded gender is different from the one to 
which such health service is ordinarily available. Oscar will not deny or 
limit coverage for a specific health service related to gender transition if 
such denial or limitation results in discriminating against a transgender 
individual.

Oscar: 
•	 Provides free aids and services to people with disabilities to 

communicate effectively with us, such as: 
•	 Qualified sign language interpreters 
•	 Written information in other formats (large print, audio, 

accessible electronic formats, other formats) 

•	 Provides free language services at all times to people whose 
primary language is not English, such as:
•	 Qualified interpreters 
•	 Information written in other languages 

If you need these services, contact Member Services at 
1-855-OSCAR-55 (TTY: 7-1-1).

If you believe that Oscar has failed to provide these services or 
discriminated in another way on the basis of race, color, national origin, 
age, disability, or sex, you can file a grievance with:

CA Members: Oscar Health Plan of California, Attention Grievances 
9942 Culver City Blvd., PO Box 1279,  Culver City, CA 90232

All other Members: Oscar Insurance, Attention: Grievances, PO Box 
52146, Phoenix, AZ 85072

1-855-OSCAR-55 (TTY: 7-1-1), Mon - Fri 8 am - 8 pm/ Sat - Sun 9 am - 5 
pm (EST), Fax: 1-888-977-2062, Email: help@hioscar.com. You can file a 
grievance in person or by mail, fax, or em ail. If you need help filing a 
grievance, Oscar’s Grievances Department is available to help you.

You can also file a civil rights complaint with the U.S. Department of 
Health and Human Services, Office for Civil Rights, electronically 
through the Office for Civil Rights Complaint Portal, available at  
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services 
200 Independence Avenue, SW Room 509F, 
HHH Building Washington, D.C. 20201 
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/
index.html.

Language Assistance Services for the Deaf or Hard of Hearing
ATTENTION: If you are deaf or hard of hearing, talk to text services, free 
of charge, are available to you. Call 1-855-Oscar-55 and dial 711 to 
receive TTY/TDD services.

hioscar.com

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
http://www.hhs.gov/ocr/office/file/index.html


Español (Spanish): ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-855-OSCAR-55.

Tagalog (Tagalog – Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-855-OSCAR-55.

λληνικά (Greek): ΠΡΟΣΟΧΗ: Αν μιλάτε ελληνικά, στη διάθεσή σας βρίσκονται υπηρεσίες γλωσσικής υποστήριξης, οι οποίες παρέχονται δωρεάν. Καλέστε 1-855-OSCAR-55.

Shqip (Albanian): KUJDES: Nëse flitni shqip, për ju ka në dispozicion shërbime të asistencës gjuhësore, pa pagesë. Telefononi në 1-855-OSCAR-55.

(Chinese)  1-855-OSCAR-55.

(Russian)

Kreyòl Ayisyen (French Creole): ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou. Rele  1-855-OSCAR-55.

한국어 (Korean): 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 1-855-OSCAR-55 번으로 전화해 주십시오.

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 1-855-OSCAR-55.

.OSCAR-55-1-855  טפור .לאצפא ןופ יירפ סעסיוורעס ףליה ךארפש ךייא ראפ ןאהראפ ןענעז ,שידיא טדער ריא ביוא :םאזקרעמפיוא :)Yiddish( שידיא

Polski (Polish): UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer 1-855-OSCAR-55.

Français (French): ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-855-OSCAR-55.

OSCAR-55-855-1 ںیرک لاک ۔ ںیہ بایتسد ںیم تفم تامدخ یک ددم یک نابز وک پآ وت ،ںیہ ےتلوب ودرا پآ رگا :رادربخ :)Urdu( وُدرُا

Tiếng Việt (Vietnamese): CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. Gọi số 1-855-OSCAR-55.

.OSCAR-55–855-1 ت دیریگب. امش یارب ناگیار تروصب ینابز تلایھست ،دینک یم وگتفگ یسراف نابز ھب رگا :ھجوت:)Farsi( یسراف

مقربلصتاناجلمابكلرفاوتتةیوغللاةدعاسلماتامدخنإف،ةغللاركذاثدحتتتنكاذإةظوحلم:)Arabic( ةيبرعلا

����� (Bengali): -855-OSCAR-55.

हि ं दी (Hindi): 1-855-OSCAR-55

Multi-language interpreter services

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 1-855-OSCAR-55.
ગuજરાતી (Gujarati): 1-855-OSCAR-55.

(Japanese) 1-855-OSCAR-55

ພາສາລາວ (Lao): ໂປດຊາບ: ຖ,າວ-າ ທ-ານເວ1າພາສາ ລາວ, ການບ3ລiການຊ-ວຍເ67ອດ,ານພາສາ, ໂດຍບ9ເສ:ຽຄ-າ, ແມ-ນມ?ພ,ອມໃຫ,ທ-ານ. ໂທຣ 1-855-OSCAR-55.

Português (Portuguese): ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis. Ligue para 1-855-OSCAR-55.

አማርኛ (Amharic): ማስታወሻ: የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 1-855-OSCAR-55.

Հայերեն (Armenian): ՈՒՇԱԴՐՈՒԹՅՈՒՆ՝ Եթե խոսում եք հայերեն, ապա ձեզ անվճար կարող են տրամադրվել լեզվական աջակցության ծառայություններ: Զանգահարեք 1-855-OSCAR-55.

ਪ"ਜਾਬੀ (Punjabi): 1-855-OSCAR-55.

æខ"រ
Hmoob (

 (Cambodian):
Hmong):

 
 LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-855-OSCAR-55.

1-855-OSCAR-55.

ภาษาไทย (Thai): ถ้ า คุ ณพู ดภา ษาไทย คุณสามารถใ ช้ บริการ ช่ วยเหลือท างภาษาไ ด้  ฟรี โทร 1-855-OSCAR-55.

(Pennsylvania Dutch)  

Oroomiffa (Oromo): XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-855-OSCAR-55.

Nederlands (Dutch): AANDACHT: Als u nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige diensten. Bel 1-855-OSCAR-55.

Українська (Ukrainian): УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки. Телефонуйте за номером 1-855-

OSCAR-55.

Română (Romanian): ATENȚIE: Dacă vorbiți limba română, vă stau la dispoziție servicii de asistență lingvistică, gratuit. Sunați la 1-855-OSCAR-55.

Srpsko-hrvatski (Serbo-Croatian): OBAVJEŠTENJE: Ako govorite srpsko-hrvatski, usluge jezičke pomoći dostupne su vam besplatno. Nazovite 1-855-OSCAR-55

Multi-language interpreter services
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