Y Aetna

New York Small Group Business (2 - 50 Eligible Employees)
Employee Enrollment/Change Form

[Member Aetna 1D Number (it available)

T

.

Effective Date

Date of Hire

] New Hire
[] Rehire/Reinstatement  [] Other
[J New Group Enroliment

[] Late Enroliment

[] Change of Coverage
[] Add Spouse/Dependent Child
[] Name Change [] Other

[] Employee Termination
[ Remove Spouse/Dependent Child
[ Cancel Coverage

; Control/Group No.-

1. Medical - Check one.

Managed Choice Open Access:
[J21a-07 [J21b-07 [J21c-07 [J22a-07 []22b-07

l Suffix lAcoount Plan No. lClass Code IControVGroup No.

2. Dental - Check one.
Standard Plans
[ Option 2: DMO

'[Suﬂix gAcooum IPIanNo.

[ Option 4: PPO Max

[22¢-07 [J24a-07 []24b-07 []24c-07 []26a-07 [ Option 3: [ Option 5: Active PPO
[26b-07 [J26¢c-07 [127-07 [129a-07 []29b-07 Freedom-of-Choice: [ Option 6: Passive PPO
[129c-07 [133a-07 [133b-07 []33¢c-07 DMO ___or PPO ___ [ Option 7: Consumer Directed
Out-of-State PPO Plan

Managed Choice Open Access (HSA Compatible): I\-I_—II tary Pi
3007 [13107 []34-07 D° ‘g‘ t."’ 2_?‘,;0
i el Opton 3:Frescom-ofChace: DMO PPO
1207 [O1b-07 [O1c07 [12a07 []2b07 g Op:!"" i; etk
O2c07 [J3a07 [J3b-07 [J3c-07 [J4a-07 P '°'f‘ il a”‘)l
[J4b07 [J4c-07 [ Out-of-State PPO Plan
Indemnity: Before today, were you covered under this employer’s dental plan?
[J20-07 [dYes [INo

B. Employee Information - Must be completed by the employee.

Social Security Number Last Name, First Name, M.1. Job Title Home Telephone Primary Language Spoken (Optional)

Home Address Apt. No. | City, State ZIP Code

Work Address City, State ZIP Code Work Telephone

Salary (required) No. of Hours Worked Check One ] Part-ime |Marital Status ] Married No. of Dependents Including Spouse

$ [ Houty [ Weekly  [] Monthly | Per Week [ Full-time [ Single
C. Individuals Covered - List individuals for whom you are enrolling or adding/changing/removing coverage. Insert additional sheets if necessary. Height and weight information
needed for Life Insurance applicants only.

Name (Last, First, M.l.) Sex| Social Security No. Birthdate € | = | o | Coverage s |4 : ! Primary Office g Dental Office | &
2| & | 8| Eection B, |2, |E, |25 | 8 IDNumber |5 | IDNumber |
=l z1% £L|82 |82 |25 | S | (fappicale) |z | (fapplicable) |z
2| 3|8 S EIHHE 5 g

M/ MM/DD/YYY | £ | = | E 33|88 &3 a2 | & 3 3
Employee Yes | [ Medical | Yes | Yes [ Yes | Yes | Yes Yes Yes
1. | NA|Coental | 0| O | O |NA | O O (W
: [ Life
Spouse [J Medical v O o
2, /] NA(Coentat ()10 |0 (WA O ;
[ Life
Child [J Medical
3. Il OfQeena | OO (OO |0 o o
[ Life
Child [] Medical :
. [ O|Dees |O| O (OO |0 m] m}
[ Life

D. Declination/Waiver of Coverage - Tn he comnleted if medical andlinr dental coverane ic declined or refused by an eligible amnlovea andior their eligihle family members.

[] Myself

[ Myself

1. Medical Coverage Declined for:
[] Spouse
2. Dental Coverage Declined for:
[ Spouse

[] Dependents

[] Dependents

X Employee Signature

Please sign here ONLY IF YOU ARE DECLINING coverage for yourself or dependent(s).
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E Dann/CHaninibs - Antinnal  (Thic infarmatinn ie dacianad far tha nimnea nf data rallaction and will not he nsed for determinina eliaibilitv. ratina or claim payment.)

13

1 __ I — _ [— 1 - — S —
spouse  [] White - 01 [] African American or Black - 02 : -

2. [J Hispanic or Latino - 03~ [J Asian-04 [JOther-05 —  [4 I

T e DN ;
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Conditions of Enroliment (continued)

I

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.

6. | understand and agree that, with certain exceptions described in the plan documents, HMO and DMO plans only provide coverage
for referred benefits, and that, in order to be covered, services must be performed either by a participating primary care physician,
primary care dentist, or by the participating specialist, hospital, pharmacy, dentist, or other provider as authorized by a referral from
a participating primary care physician.

7. lunderstand and agree that, as described in the plan documents and when enrolled for medical coverage, any pre-existing
conditions for my spouse, dependents or myself may not be covered for 12 months.

Misrepresentation

8. Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance
or statement of claim containing any materially false information, or conceals, for the purpose of misieading, information
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil
penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

I 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 New York Small Group Business (2 - 50 Eligible Employees) Employee Enroliment/Change Form. |
understand that, in the event | fail to sign this form within 31 days after the above transaction request or for any reason Aetna does not
receive notice of the above transaction request within a reasonable time following the event, my and my dependents’ eligibility may be
affected. | am employed by the employer shown on Page 1, and | am working full time at least 20 hours per week for this employer at
the regular place of business,

Employee Signature Employee E-mail Address (optional) Date (Mo./Day/ ¥r.)
X

Employer Signature Date {Mo/Day/ ¥r.)
X




