Y Aetna Enroilment/Change Request

Aetna Life Insurance Company

Empioyer Nama - Fult Name of Business or Orgenization ICmtrof ISufhx l.l\eouunl Plan Number
Employer Group information:
(To Be Completed by Employer) Employer Address {Street, City, Sate, ZIP Gode) - Primary Location of Business or Organization leup Number {iMO Cniy) |Cimcmer Cada (Optional)
A. Type of Activity - Employee Complates Sections A-E.  Plesse Prini Cleariy.,
Instructions: Redor 1o the instructions | Enroliment - Chackme, Change - Check alt that apply oate of & Remove or Terminate - Crod al that apply Cantinuation of Czow?rag?, i.e., COBRA, State - Not aif options
on e back before completing this form. | O New Enrollee/Subscriber [ Rehire/Reinstatement O Add Spouse e of Event {71 Remove Spouse _ are Contact yer for
You, the empioyee, must complete this Effecive Date Date of RehireMeinstatement] [ Acd Dependent Child [ [ Remove Dependent Etfective Date Coverage For: [ Employes [ Dependents
application in full or it will be refumed fo Py J / LT Name Change Reason Child I Length of Contmuathn (months): (] 18 [136 T Other rym—.
you resulling in a delay in processing. - O Other [ Employee Withdrawal/ Reasen [ 29 - Attach disabiity defermiration from ﬁ“’j SIOCIal Security Admin.
You are solely responsible for its Date of Hire O ControliSufAcetPian Terminaion Dale of Loss of Coverage Date of Qualifying Event
accuracy and complefenass. ! ! [ Canel Coverage / / / /
B. Employee Information C. Plan Ogtions - Your selection must be offered by your employer.
Social Security Number lLast Narme, First Name, M.3. Home Telephona |w;m< Talaphc;m Check One: 1 Mana ged Choice® POS
, ‘ ' (3 Astna Choice™ POS 1 . [ Open Choice® PPO
Emp ”D"“Amuf 3 Refied Home Adiress |“lpL Nulcny. Sale FP Code [ Astna HeaithFung™ [0 Traditional Choige®
. — - - - - — : [} Aetna Open Access™ Elect Cheice [ Aexcels
B Desigriation - Full Beneficiary Name (First, Miode, Lasl) ¥ more than | Socke! Sacariy Nmbar of Relationshp (o £ Ea .
e Do Bonef (S'g’mﬁ'n"‘[;ﬁ st ) i maors than Baneiary ey Nu F S 0 Etloyee g"%imua"y 5 E {surnce A"."‘I’_‘.:{e" :_*—“ﬁ"— [J Aetna Open Access™ Managed Choice [ Aexcel™ Plus
DOlweeky $_ O ADID amout  $._ || [ Elect Choice® EPO [ Other
D. individuals Covered - List individuals for whom you are addingichanging/removin coverage. Attach sheet to list additional children. * Provide details for "Yos* resg_anses beiow. L] Check this box it you are refusing coverage for your dependents.
At Name {First, Middte initiaf, Last) Relaton.] Sex Birthdate Soclal Security Number |Prior |Gier . [Other [Fanefr | Suaderd Primary Medical | caent| RACR/EthTICHY - Oplional ‘ _
i di i n Soec insur, | Medical (R B is information is designedtforthe of dlati codlection and willnot be used
(Citange {Explain diference in iast names in Special Remarks,) Coce | WD vy i depersdent has o SSN, wrte MNons' o o rim:!? capped Office ID Number | Parent grh:a er?m mu;;my% gmhm;m ]m fon
Yes* Vest Tl VesT | Yes | ¥es Yes [ Codo Cther Using the KEY beiow, please iferty the
Seff 17 I Ol 0| 0O |wal wa [} RacefEthnicly code for each individual,
- KEY:
co I O 0 O;010 0 o1 . White
o ! ! Ol O O 0 0 02- African Ametican or Black
03 - Hispanic of Latino
oo I ool ocialo | 04- Asian
05- Other {Provide racelethnicity in
0oag !/ ol a O(ot 3 O "Qther” column at lef)
1. ¥ *Yes" 1o Prior Insurance Plan andor Other Medical Caverage above, provide effective dales, name & paficy rumber 13. Does any dependert listed abave Ive a1 a dfferent agdress Tan the emphoyee? f Yes," who and what address? | ] Yes [ JNo
of insurance carrier, HMO or other source and yeur Member identification Number.
Special Remarks
2. If "Yes" to Other Rx Drug Coverage above, provide effective dates, name & poficy number of insurance carrier, HMO or
oiher source and your Member idantification Number.
E. Employee Sigrature [ By checking this bax you agree to use Aetna Navigator, Aeina’s member self-service website, for afl future printed materials.
I certify that all information supplied in this form s true and complete to the best of my knowledge | EmPiapee Signatina - Requied Primary Language Spoken
and/or betief. | have read and agree to the Conditions of Enrollment on the reverse side of this X '
Envallment/Change Request farm. ate / / E-Mad Address
GR-68000 (3-04) Please make a copy tor your records, visit us at www.aetna.com

V1 A-POD



