"z . New York Small Group Business (2 - 50 Eligible Employees)
XAetna

Employee Enrollment/Change Form [Member Aoha D Nurer f aalt)
Effective Date ] " A o
[C] New Hire [ Late Enroliment | [[] Change of Coverage [] Employee Termination
[C] Rehire/Reinstatement  [] Other [ Add Spouse/Dependent Child [ Remove Spouse/Dependent Child
[] New Group Enroliment [C] Name Change [] Other | (] Cancel Coverage
~ = 1
I
2. Dental - Check one.
Standard Plans
[ Option 2: DMO ] Option 4: PPO Max
[] Option 3: [] Option 5: Active PPO
Freedom-of-Choice: [ Option 6: Passive PPO
DMO __or PPO ___ []] Option 7: Consumer Directed

[1 Out-of-State PPO Plan

Voluntary Plans

[1 Option 2: DMO

[] Option 3: Freedom-of-Choice: DMO ___or PPO ___
[] Option 4: PPO Max

[ Out-of-State PPO Plan
Before today, were you covered under this employer’s dental plan?
[JYes [INo
B. Employee Information - Must be completed by the employee.
Social Security Number Last Name, First Name, M., 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 [7] Part-time  |Marital Status 7] Married No. of Dependents Including Spouse
$ [J Hourly ] Weekly  [] Monthly | Per Week [ Full-time [ Single

C. Individuals Covered  Listindividuals for whom you are enroliing or adding/changing/removing coverage. Insert additional sheets if necessary. Height and weight information
nearod for | ifa Inciiranra a.n.nlicantc nnly

Name (Last, First, M.L.) Sex| Social Security No. Birthdate | = Coverage | _ | _ Primary Office g
S| & g Electon |2 £, |E, (55| 8 IDNumber | §
|z |3 2282|8523 | = | (fapplicable)
AR AR HEHIBHE §
MF MM/DD/YY | 2| = | E 58|88 |£8 8= 3 .
Employee Yes | [ Medical | Yes | Yes | Yes | Yes | Yes Yes
1. /] NA|Ooena | O (010 INATD o
[ Life |
Spouse [ Medical O
2. /| ] NA[{Ooental |00 |0 WA O
[ Life 4
;,mm ‘ ] Medical O
§ [ Dental
! 1 D_ e O | Oo|a
‘ [ Medical
4 | O|Ooenta | O [ ] o
i “10Ouwe | |

D. Declination/Waiver of Coverane - To he completed if medical eandior dental coverags is declined or refused by an eligible smployee andior their sligible family members,

1. Medical Coverage Declined for:

[J Mysall. ] Spouse ] Dependanis
2. Dental Coverage Declined for:

[ Myselt [ Spousa (] Depandenis

Reasan for Declining Coverage (If applicabils, pleass altach frontback of your health coverage 10 card, i
[ Covered by spouse’s group coverans - Carrier Nams and 1D _
] Ensolled in othar Inswrancs Plans - Insurance Company Mame ardd 1D —
[] Madicare  [] Covered by TRICARE or CHAMPVA [C1-Othar {Explain)

[} Spouss covered by smployer's group medical coverags [] Spouse covarad by ematoyer's oroup dentsl coverage

age | acknowledge that myseli and/or

| acknowladge | have been given the right to apply for this coverage, however, | am electing not to enroll. By declining this group cover-

my dependents may have to wait until the plan's next anniversary date to be enrolled for group

coverage. Pre-existing conditions, when enrolled in this plan, may not be covered for twelve months.

X Employae Signature

Please sign hera ONLY IE YOU ARE DECLINING coverage for yourself or dependentys). Date (Month / Day / Year)

GR-67834-16 (10-05)

1 NY-SGB (V2) R-POD



F Rananfhninify - np}innal (Thie infarmatinn ie dacianad far tha niirnnea nf data rnllanctinn and will nat ba 1iged far determinina eliaihilitv rating or claim navment )

L AfaUpwanY Vi awenassn v PRNUSUN —

oW

F. Dependent Information

Does any dependent fisted in Section C live at another address? If Yes, who and what address? If any dependent's last name differs from yours, explain the circumstances.

[1Yes [INo

G, Other Incurance

Canditinne af Enrallmant

4,

5.

| authorize any physician, other healthcare professional, hospital or any other healthcare organization (“Providers”) to give to Aetna
or its agent information concerning the medical history, services or treatment provided to anyone listed on this enroliment form,
including those involving mental health, substance abuse and HIV/AIDS. | further authorize Aetna to use such information and to
disclose such information to affiliates, providers, payors, other insurers, third party administrators, vendors, consuitants and
governmental authorities with jurisdiction when necessary for my care or treatment, payment for services, the operation of my
health plan, or to conduct related activities. | have discussed the terms of this authorization with my spouse and competent adult
dependents, and | have obtained their consent to those terms. This authorization will remain valid for the term of the coverage and
for so long thereafter as allowed by law. | understand that | am entitled to receive a copy of this authorization upon request and
that a photocopy is as valid as the original.

The plan documents will determine the rights and responsibilities of member(s) and will govern in the event they conflict with any
benefits comparison, summary or other description of the plan.

| understand and agree that, with the exception of Aetna Rx Home Delivery, all participating providers and vendors are



Conditions of Enroliment (continued)

independent contractors and are neither agents nor employees of Aetna. Aetna Ax Home Delivery, LLC, is a subsidiary of Aetna
Ine. The availability of any particular provider cannot be guaranteed and provider network composition is subject to change. MNotice
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 enly 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 net 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 staterment of claim containing any materially false information, or conceals, for the purpose of misleading, 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 viclation.

Employee Signature 7 Employee E-mail Address (optional)

X



