XAetna

Enrollment/Change Request
Aetna Life Insurance Company

TO COMPLY WITH CALIFORNIA LAW, WHEREVER THE TERM “SPOUSE” APPEARS IT SHALL BE CONSTRUED

TO INCLUDE DOMESTIC PARTNER.

Instructions: Refer to the instructions on the back before completing this

form. You must complete this application in full or it will be returned to you

resulting in a delay in processing. You are solely responsible for its
accuracy and completeness.

Employer Group Information (To Be Completed by Employer)

Control Suffix

Account

Plan Number

Group Number (IMO Only)

Customer Code (Optional)

Employer Name - Full Name of Business or Organization

A. Type of Activity - Employee Completes Sections A - D.

Employer Address (Street, City, State, ZIP Code) — Primary Location of Business or Organization

Please Print Clearly.

Enroliment — Check one.

Remove or Terminate —

Change — Check all that apply.

Continuation of Coverage, i.e., COBRA, Cal-

] New Enrollee/Subscriber | [] Add Spouse Check all that apply. COBRA - Not all options are available. Contact
Effective Date: [ Add Dependent Child L] Remove Spouse gr:\ll)el:%eg?gra-vallﬂabéen? plgogse. [] Dependents
] Name Change ] Remove Dependent Child gelor: LJEMpIOy P
/ / : Length of Continuation (months):
Date of Hire: (] Other ] Employee Withdrawal/ C148 [136 [Joh
' [] Control/Suffix/Acct/Plan: Termination — e
] ] [] Cancel Covera [] 29 - Attach disability determination from
ge ) ) o
. . the Social Security Administration
[] Rehire/Reinstatement Date of f .
Date of Rehire/ Date of Event: / Effective Date: / / ate 0 Loss.o.Coverage. / /
ate of Rehire Date of Qualifying Event: 1
Reinstatement Reason: Reason: N L
Continuation of Coverage Expiration Date:
/ / | |
B. Employee Information
Social Security Number Last Name, First Name, M.I. Home Telephone Work Telephone
Employee Status Home Address Apt. No. (City, State ZIP Code

[] Active [] Retired

Beneficiary information - Complete only if Aetna Life Insurance coverage is offered by your Employer.

Special Remarks (Section D).

Beneficiary Designation — Full Beneficiary Name (First, Middle, Last) If more than one beneficiary, use

Social Security Number of Beneficiary

Relationship to Employee

Earnings Information

L] Annually
[ ] Weekly

[ Insurance Amount  $
[] Supplemental Life ~ $
] AD&D Amount $

$
$

C. Plan Options - Your selection must be offered by your employer.

[_] Aetna Open Access® Managed Choice

] Traditional Choice®

Check One:
] Aetna Choice® POS I [] Elect Choice® EPO [] Aexcel®
[] Aetna HealthFund® [] Managed Choice® POS [] Aexcel® Plus
[] Aetna Open Access® Elect Choice ] Open Choice® PPO ] Other:

While the Federal Patient Protection and Affordable Care Act generally mandates coverage of dependent children up to age 26, your plan may allow coverage
beyond age 26. Please refer to your plan documents or contact your benefits administrator.

D. Individuals Covered - List individuals for whom you are enrolling or adding/changing/removing coverage.

[] Check this box if you are refusing coverage for your dependents.

* Provide details for “Yes*” responses below.

(A)dd 1. Employee Name - Last, First, M.I. Relation. |Sex Birthdate (MM/DD/YYYY)
(C)hange Code (MIF) / /
(R)emove Self
Social Security Number Prior Insurance | Other Medical |Other Rx Drug |Physically or Primary Medical Office ID | Current
Plan Coverage Coverage Mentally Disabled |Number Patient
Yes* Yes* Yes* N/A Yes
[ []
Continued on Page 2
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D. Individuals Covered - (continued) List individuals for whom you are enrolling or adding/changing/removing coverage.

* Provide details for “Yes*” responses below.

(A)ad 2. Spouse Name - Last, First, M.l. (Explain difference in last name in Special Relation. |Sex Birthdate (MM/DD/YYYY)
(Change __ | Remarks.) Code (M/F) / /
(R)emove
Social Security Number Prior Insurance |Other Medical |Other Rx Drug |Physically or Primary Medical Office ID | Current
(if dependent has no SSN, write “None”) |Plan Coverage Coverage Mentally Disabled |Number Patient
Yes* Yes* Yes* Yes Yes
Ll [] Ll [] Ll
(A)ad 3. Child Name - Last, First, M.I. (Explain difference in last name in Special Relation. |Sex Birthdate (MM/DD/YYYY)
(Change _ | Remarks.) Code (MIF) / /
(R)emove
Social Security Number Prior Insurance |Other Medical |Other Rx Drug |Physically or Primary Medical Office ID | Current
(if dependent has no SSN, write “None”) |Plan Coverage Coverage Mentally Disabled | Number Patient
Yes* Yes* Yes* Yes Yes
[] [ [] [ []
(A)dd 4. Child Name - Last, First, M.I. (Explain difference in last name in Special Relation. |Sex Birthdate (MM/DD/YYYY)
(C)hange Remarks.) Code (MIF) / /
(R)emove
Social Security Number Prior Insurance |Other Medical |Other Rx Drug |Physically or Primary Medical Office ID | Current
(if dependent has no SSN, write “None”) |Plan Coverage Coverage Mentally Disabled |Number Patient
Yes* Yes* Yes* Yes Yes
[] [ [] [ []
(A)dd 5. Child Name - Last, First, M.I. (Explain difference in last name in Special Relation. | Sex Birthdate (MM/DD/YYYY)
(C)hange Remarks.) Code (M/F) / /
(R)emove
Social Security Number Prior Insurance |Other Medical |Other Rx Drug |Physically or Primary Medical Office ID | Current
(if dependent has no SSN, write “None”) |Plan Coverage Coverage Mentally Disabled | Number Patient
Yes* Yes* Yes* Yes Yes
[] [ [] [ []
(A)ad 6. Child Name - Last, First, M.I. (Explain difference in last name in Special Relation. |Sex Birthdate (MM/DD/YYYY)
(Change __ | Remarks.) Code (M/F) / /
(R)emove
Social Security Number Prior Insurance |Other Medical |Other Rx Drug |Physically or Primary Medical Office ID | Current
(if dependent has no SSN, write “None”) |Plan Coverage Coverage Mentally Disabled | Number Patient
Yes* Yes* Yes* Yes Yes
Ll [] Ll [] Ll

1. If"Yes’ to Prior Insurance Plan and/or Other Medical Coverage above, provide effective dates, name & policy number of insurance carrier, HMO, or

other source & your Membership Number.

2. If“Yes” to Other Rx Drug Coverage above, provide effective dates, name & policy number of insurance carrier, HMO, or other source & your

Membership Number.

3. Does any dependent listed above live at a different address than the employee? [ ]Yes [ ]No If“Yes,” who & what address?

Special Remarks:

GR-68000-1 (8-10) 2
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Conditions of Enrollment

NOTICE: California law prohibits an HIV test from being required or used by health insurance companies as a
condition of obtaining health insurance coverage.

Applicant Acknowledgments and Agreements

On behalf of myself and the dependents listed on Page 2, | agree to or with the following:

1. lacknowledge that by enrolling in the following plans, coverage is underwritten or administered by Aetna Life Insurance Company (referred to as “Aetna”).

2. lauthorize deductions from my earnings for any contributions required for coverage and | agree to make any necessary payments as required for coverage.

3. The plan documents will determine the rights and responsibilities of the employee and dependents and will govern in the event they conflict with any
benefits comparison, summary or other description of the plan.

4. | understand and agree that, with the exception of Aetna Rx Home Delivery®, all participating providers and vendors are independent contractors and are
neither agents nor employees of Aetna. Aetna Rx Home Delivery, LLC, is a subsidiary of Aetna Inc. The availability of any particular provider cannot be
guaranteed and provider network composition is subject to change. Notice of the change shall be provided in accordance with applicable state law.

Misrepresentation
Attention California Residents: For your protection, California law requires notice of the following to appear on this form: Any person who knowingly
presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

To the best of my knowledge, | represent that all information supplied in this form is true and complete. | have read and agree to the Conditions of
Enrollment and Misrepresentation on this California Employee Enroliment/Change Request form.

Employee Signature - Required Date (Month/Day/Year) | Employee E-mail Address | Primary Language Spoken
(optional)

X

Employer Verification (To Be Completed by Employer)

Employer Signature - Required Title Date (Month/Day/Year)
X

Instructions
Employer

o Complete the Employer Group Information at the top of Page 1.
o Complete the Employer Verification below the Employee signature on Page 3. Employer must sign & date the Enroliment/Change Request for new
enrollments or coverage changes to be processed.

Employee - Complete Sections A - D.
Section A - Type of Activity:
o Check box(es) indicating reason(s) for submitting this Enrollment/Change Request.
o Provide Effective Date(s) & Date of Event(s) where requested.
Section B — Employee Information:
o Complete all information in order for your Enroliment/Change Request to be processed.
o Beneficiary Designation — Complete only if your employer is offering Aetna Life Insurance coverage.
Section C — Plan Options: Your selection must be offered by your employer.
Section D - Individuals Covered:
o Add/Change/Remove — Use “A”, “C”, or “R” to indicate whether you are adding, changing or removing coverage for an individual.
 Print your full name along with the names(s) of your dependent(s), if applicable. Indicate Sex, Birthdate, & Social Security Number for each individual.
o Relationship Code — Use ONLY: H=Husband, W=Wife, S=Son, D=Daughter, Y=Sponsored Male, X=Sponsored Female. If the dependent is
NOT your spouse or a biological or legally adopted child, please indicate relationship to employee in Special Remarks.

o |f you or your dependent(s) were covered under your employer's or other Prior Insurance Plan or currently have Other Medical Coverage, check the
“Yes” box(es) and provide beginning & ending effective dates, name & policy number of insurance carrier, HMO or other source & your Membership
Number for the insurance plan in the space provided in Number 1.

o |f you or your dependent(s) have Other Rx Drug Coverage, check the “Yes” box and provide beginning & ending effective dates, name & policy
number of insurance carrier, HMO or other source & your Membership Number for the insurance plan in the space provided in Number 2.

o NOTE: In some instances your medical carrier will differ from your Rx drug carrier.

o If a dependent is Physically or Mentally Disabled & financially dependent, check “Yes” & provide proof of physical or mental disability status from the
attending physician.

o Primary Medical Office ID Number: Locate the office ID number for the primary care physician from the appropriate provider directory or from
DocFind®, Aetna’s online provider directory at “www.aetna.com”. If you are a current patient, please check the “Yes” box under Current Patient.
Conditions of Enroliment/Misrepresentation - Employee Signature: Employee must sign & date the Enroliment/Change Request for new enroliments

or coverage changes to be processed.
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DOI Written Notice of Availability of Language Assistance

No Cost Language Services. You can get an interpreter. You can get documnents read to you and some sent to you in your language.

For help, call us at the number listed on vour ID card or 1-877-287-0117. For more help call the CA Dept. of Insurance at 1-800-927-4357
English

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos y que le envien algunos en espariol.
Para obtener ayuda, llamenos al ndmero que figura en su tarjeta de identificacién o al 1-877-287-0117. Para obtener mas ayuda,
llame al Departamento de Seguros de CA al 1-800-927-4357. Spanish

RWEERE - CrIEEOZEERR - Aol Heia 08 - AE LD - RS TR RATY BV BRSNS - BB
1-877-287-0117 BRI IHRRE - BXAUSEARRED - AHEIEE1-800- 92743573@?][1”H%ﬁﬁ%ﬁﬂ?&%§ Chinese

Céc Dijch Vu Trg Gidp Nedn Ngit Mién Phi. Quy vicd thé duge nhan dich vy thdng dich va duge ngudi khdc doc gitip cdc tai

liéu bing ti€ng Viét. PE dude gitip d8, hiy goi cho chiing t6i tai sé dién thoai ghi trén thé hdi vién cia quy vi hodc 1-877-287-0117
. Bé dugc trg gitip thém, xin goi $§ Bio Hiém California tai s6” 1-800-927-4357. Vietnamese.

FE Y /€|U|"* Hot= 8t=0H =X MHIAS WM 4= ULH GH=20HE MRS S50l MHIAE 24 -
USFLICL =F0| Z EEOHL‘ =2 FHotel 1D =0 Li2tQl= CH ® & 1-877-287-0117H 2 2 20/ =& A2, 2T

AT =y M%% 2lote 22 EILZELIOH = 2=, Pt &3t 1-800-927-4357H 2 £ Mg F=4/ A 2. Korean

Walang Gastos namga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at maipababasa mo sa Tagalog ang mga

dokumento. Para makakuha ng tulong, tawagan kami sa numerong nakalista sa ivong ID card o sa 1-877-287-0117. Para sa
karagdagang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

Uin]dwp LEqyulpmb Tumampm bbkp: Fmp lupnn bp pupglmb dknp phipky b humnuapnpbpp phiptpgb) tnn dtq
hunluip hugkpki (kqdny: Oglnipyub hunfump Jhq quibquihuiptp dkp hlpln gt (ID) tnnduh Jpur pJws Yund 1-877-287-
0117 hunlwipm]: Lpwgmghs oglmyeruab hunbup 1-800-927-4357 huniupm] quibquibwpkp Wuyhdoptthuyh
Unpuihm]wgpnippub Pudwininibp: Armenian
BecmmarTHee yoIIyI'M IepeBoma. Bbl MOKeTe BOCNONbIoBATECA YCNYramMu NepeBoAYMKka, U Balln A0KYMEHTbI NPoJTyT
AnA Bac Ha pycckomM Asblke. Ecnv Bam TpebyeTca noMolb, 3BOHWTE HaM NO HOMEPY, YKa3aHHOMY Ha Ballew
WAEHTUhMKaUMOHHOW KapTe, unn 1-877-287-0117. Ecnn Bam TpebyeTca AoON0NHATENBHAS NOMOLWb, 3BOHUTE B
HenaptameHT cTpaxoBaHua wTaTta KanndopHua (Department of Insurance) no Tenedony 1-800-927-4357. Russian
EROERY X BRBETAREIIRMHEL, BEEPMHLET. Y-EAECHEDOHIL, IDH—FREHOBESFII1-877-287-
0L7FTERNEDHEEE L, ELZ3ERNEDER. D77 ZFHIREE T, 1-800-027-4357F TIEMRIZELY, Japanese
ol g el B Sl o b ) A0 Sl 48 K0 5 S ookl ALES am e S Cledd 3l 30lgie L 3Ly 4 boedia Ils Gladts
‘L_I(‘_):IJ::\:IMQQQJJL;\J:I ..\:I_)=\§_qu1._n3 1-877-287-0117 b)meuiH|l._Ij(le|aﬁJﬁMéLmU&QJISL;de\S‘F'ﬁEDJM@)LJ\LaQu_guas
Persian .28 i3 1-800-927-4357 o sled 43 (L 80 4an 5 3lal) CA Dept. of Insurance
HEZ 9 ATt I TIHIE O AT IS X9 ASE J WE THFRS § UA Y BT 9T J) I% eAged Fag WAt
f£9 37 77 Ao I6| HEE B, 3T= »EiEt (ID) 998 '3 f£3 §99 '3 71 1-877-287-0117'3  A'® 26 dJ| T0d HT< Bt

RIS "I g eshdA § 1-800-927-4357 '3 25 Fd| Punjabi

tohngmansafingg 1 :ninsssunanonipmen Simsnoigennt meotzl 1 o{olsw gugisesmBhsmeweitvys
BHEMEE M SR ITE T §iE 1-877-287-0117 1 w{otgwuigwiefi yugidmeljeghmmndmgmdulicn
U2 1-800-927-4357 Khimer
sl e Uy (el i ladl e (Jgamall Ty jall 200 ol G0 S Bel ji 5 ma se gl (Jgumad| By ARIE (400 it et
Ly sallS 45 o cpelill 5 bl duil el sladl (e a3l o Jpemnll . 1.877.287-0117 A8 o ol ey piae 48ay o gl
Arabic.1-800-927-4357 a8 1l e

Cov Kev Pab Txhais Lus Tsis Them Ngi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom neeg nyeem cov ntawv
ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj ny ob hauv koj daim yuaj ID los sis 1-877-287-0117. Yog xav
tau kev pab ntxiv hurau CA lub Caj Meem Fai Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357 Hmong

CDI Notice of Language Assistance-Trad
©2008 Aetna Life Insurance Company
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