
XAetna New Yark SmaII Group Rusiness (2 -
trmployee Enrollment/Change Form

50 Eligible Employces)

I 
Menrb':r Aetna lD Number {it avai atrle)

Emplovel Name I INSTnUCTIoNS: YoLr, the employee, must comple te lhis enrol ment brm in tull or il will be rel! med 10 you resulting in a delay in prccessing
I You afe solely fesponsible lor ils ac,cuDcy and compleleness. ll Br;ving alverage, please compleb Seciions B and D

fffective Date

D.fr rt H".

[J New Hire I tate fnrollment

I RehireiReinstalement [__] Other

l__l New Grcup [niailment

f*l Change of Coverage

i-l Ar,d $pouseiDepencient Child
i " -1  r \ ' . \H^  ah^^^^  f - - l  n+ f
Lj i\anre unange L-J urner.............

f] Employee Terminatir:n

i-] Renove SpoiisaDepencient Child

t] Cancel Crverage

C0Bfl AStale Continuation for:
[l [mplcvee l-l Denendenl

LeniiF oi Coniini:atliln :
f l 1 8  [ 3 6  f O r n e r

0riginal Oualiiying Event Date
ReasonA. Coverage Selection - F|ease print cbarty, using black ink. (Shaded secfions tor Employer/Aetna Use Anly)

ConrruiGrn;p l"lo. 
i 
suttrx 

lAcccurt I 
rtan tlri. 

I 
Class Cade C0ntn:[,Group Nc. S#iix lAccoLrirt I Plan No. Controll6irirp No. lSufirx I Arxount I Ptan No.

1.  Medica l  -  check one.
Managed Choice Open Access:
[-.]zra-Oi n 21b-07 l:]21c-07 if zza-at [J zab"07
[] zrc-02 [] z+a-oz [f 24b-07 f] 24c-07 LJ 26a-07
[-l 26b-07 [--l 26c-07 i-:] 27-07 i--l zga-02 [J 2eb-07
il zsc-cz Ll 3sa-07 [J ssb-07 il sgc-ol

Managed Choice 0pen Access {HSA Compatible):
u 30,07 [J 31-07 [] 34,07
EP0 0pen Access:
[-l 1a-07 n 1b-07 i--] 1c-07 [_.] 2a'07 [: 2lr-07
I zc-o; []:a-0; [] 3b,07 fl 3c-07 fl4a-07
n 4b.07 [] 4c-07
lndemnity:
Llzo-oz

2. Dental  -  Check one.
Standard Plans
[-,: Opt]on 2: DMO l-i Option 4: PPO Max
[ Option 3: [] Option 5: Aciive PPO

Freedom-cf-Choice: fj Opticn 6: Passive PPO
Dt'/O _ or PPO _ f Option 7: Consumer Direcied

[l 0ut"ot-State PPO Plan

Voluntary Plans
[ j  Opt ion 2:DIJO

[_] Optian 3:Freedom-of'Choice: DMO . or PPO
[l Option 4: PPO liax
fl Out"otState PPO Plan

Eefore today, were you covered under this empiover's denlal ptan?

l Y e s  f N o

3 .  L i fe
f] Basic Life i AD&D Ultra}r
[ Optinnal Dependent Life
[_] Life & Disability Packaged Pian

il;iliilD;;6;ii';;rF;ifffiil iF;;si iliiJi;.-il;i"

ae.er"*l Srsareb.'.ty I'lt

-n-i,ii,i-iniiii. 
il,i;ilfi, 

---

Social Security Number I Last Narne, First Name, h4.l Jcb Tit le |  ,- ione Telephone Fritnary Language SpoAen (Optlonai)

Home Address I Alt .  No Cily, Stakr ZiP Corjr

\rVnrrt Addresi; City. Sralc 
I 
zrr coue \iJor( Teiephone

Salary {required)

$ [_.] Hourly [l Weekly [-; Monthly
No. rrf Houi's Wcrked I Check One f] parl-1me I l,,4arital Staius f] Marriedt : :*111 I rrul-t i rnu | ;singre

Nc. crf Dependerits lricluding Spouse

B. Employee Information - Must be campleted by the employss,

c.|ndividua|scove'ed.Lj'tindiidu']8|ot9honWa|eenNlIi||go|a(!(ting/changingkenov1ngcove6ge.lnsa|td(!ditjona!sh*|si|n*es3ety,|teIghtand$tjnbfahn
,9'.aled lot Llle lnswanc. apqicenls only.

Reason for Declining Coverage (lf appiicable, please attach fronVhack o{ your healih clverage lD card,):

[J Covered by spouse's group coverage - Carrrer Name and lD
[J Enrolled in other lnsurance Plans - Insurance Company Name and lD
[-] Meciicare [-.1 Covered by TRICARE or CHAIvIPVA
f Spouse covered by employer's group medical coverage

1.....J uiner (bxplarnl:

f Spouse coverod by empioyer's group ciental coverage

I  acknowledge I have been given the r ight to apply for this coverage. however, I  am electing not to enrol l .  By
age I acknowledge that myself and/or my dependents may have to wait unti l  the plan's next anniversary date
coverage^ Pre-exist i t tg condit ions, when enrol led in this plan, may not be covered for twelve months.

dec l in ing th is  group cover-
to  be enro l led for  group

Date (Month I Day I Year)

Name (Last, Firsl, M.l.i Sex

t:r1lF

Social $ecurity No. Birlhdate
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s ffi
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Primary Otfice
iD Number

( l tappi icable i
o

Dental Otfice
lD Number

{lt appliciibiet

q

O

Employee

1
t .

Yes

l.llA
il Medicai
I  Dental
[ ]  l i ie

Yes

u
Yes

n
Yes

u
Yes

I'UA
Yes

I
Yes

f
Yes

u
9pouse

2. tl/A
l] l"4edical
[J Dental
[] Life

n n il I'liA il i t l u
chitd

J . ! t n
[] h,'ledicai
fl Dental
ll Life

n n n n fl {-:l t : l

chi td

L IJ
[l tvledi'::rl
I  Dental
ll Lilo

l-l LI i_l r-j n n t_l

D. Decfinalion/Waivef Of COVefage . fo r co nplele.l il ne.licd andlor d6nb't cavenge is.ledined ot Nueed by an eligiblo lnplol€e dndto! theh eligibte tzfiy n{,nbe
1. Medical  Coverage Decl ined for :

[_.1 Myself I Spouse I Dependents

2. Dental Coverage Declined for:

f] t'nty-*g11 f] Spouse il Dependents

Please sign here ONLY lF YOU AnE DECLINING coverage for yourselt or dependentfsl.

X rmployee $ignature

Cl{-6' i i i . l .X- l6 r 10-i}5 ) NY,SGB (Vzi  F.POD



E, Race/Ethnicity - Optional (This inlorflaiion is desqned ior the purpose cf data coliection and will not be used lor dotemining eligibi ily, rai ng or clain paymenl.)
Emplovee ll trrhirc - 01 [ Aliican Arnerican or"I]lack - 02

1. fl Hispanir or Lll inlr - 03 [] Asian - 04 il Other- 05

chitd

J .

spouse [ \Vhit*: - 01 [ .tlrican Anr*:rican tx t]lai:k - 02
2 , l - J l l i s p a n i c c r r l ' , a t i n o . 0 3 l - - . l A s i a n - 0 4 i l C l t h * ' 0 5 -

F. Dependent Information

child l] rVtrite " 01 [ Afri<;an American iu l]lirr;k - 02
4. I Hispani., or l.atiuo - 03 f] A-*irn ,04 il Ottt.r nq

I Does any dependenl l istec in Section C live at another address? lf Yes, vrho and what address? I lf any dependenl's last name differs from yours, exnlain the circunrstances.
i[l Yes [-.1Nc

G. Other Insurance
| | lyouhavechecked'Yes.toothelHea|lhcoveage(sectonc),pr0Videnameandpo|irnumb€|ofinsU€n.ecad€HMo,oroheisou@;aN

j ls your Spouse Ernpioyed? it'Yes," prr:vid* name and address of spouse's ernpioyer.
i

:-l Yes [J Nc

It you have chedcd 'Yes" to o

i rno0r 0F pRtoR covERAcE - IMp0RTANT (Eequirer{
i  Does anyone enrol l ing on this enrol lment forrn have prior coverage?

[ \ 'es [1 No lf you anslered "yes", provide applicant narne$, start and end
cJates of nrior coverace.

Acceptable forms ol proof are:
1.  Cert i f icate of  Credi table Cr:verage f  rom pr ior  carr ier ,  or
2. Copy o[ lD card or most receilt payroll stuhr showing rnedical coveri]ge

deduct ion.  or
3.  Copy of  rnost  recent  r redical  prenr ium bi l l  f rorn pr ior  carr ier .

Fai lure to provide Proof  of  Pr ior  Coverage may subject  you or  a farni ly
member to the fu l l  pre-exist inc condi t ions l imi tat ion wi th no credi t  lor  pr ior
covefage. You nray request a Cerlif icate o{ Creditable Cove rage fronr your
pr ior  carr ier ,

Proof of coverage must acconpany tltis enrollment form for pre-existing condition
credit or waiver of dental waiting period.

On behalf of myselt and lhe dependents listed on the reverse side, I agree to or with the following:
1 . I acknowledge that by enrolling in the following plans, coverage is provided by the following entities (collectively referred lo as'Aelna"):

. Aelna Primary Care Plan HMO and Aetna Choice Plan POS and Dental HMO Rider: Aetna Health lnc. ancyor Aetna Health
Insurance Company of New York

. Aetna Managed Choice Plan PPO: Aetna Life Insurance Company

. Life, Accidental Death & Dismemberment, DMO, Dental PPO and all other healih coverages: Aetna Life Insurance Company
2. I understand and agree that my employeas application will determine coverage and that there is no coverage unless and until both

the eligible employee enrollment form and employer application have been accepled and approved by Aetna. Even if this
enrollmenl form is approved, any misstalements or omissions may result in future claims being denied and the policy or my
coverage under the policy being rescinded or reevaluated, as of the etfective date, {or eligibility and rating purposes.
For life covercges: I undersland that the eftective date of insurance for myselt or for any of my dependents is subject to my
being actively at work on that date and that the etfective date of insurance for any of my dependents is also subject to the
dependent health condition requirements of the benefit plan. Furlher, I understand that any insurance subject to evidence of good
heallh or medical information will not become etfective untilAetna gives its written consent.

3. I understand and agree that this enrollment lorm may be transmitted to Aetna or its agent by my employer or its agent.
I aulhorize any physician, other healthcare prolessional, hospital or any other healthcare organization ("Providers") to give to Aetna
or its agenl inlormation concernjng lhe medical history, services or treatment provided to anyone listed on this enrollment form,
including those involving mental health, substance abuse and HIV/AlDS. Iturther authorize Aetna to use such information and to
disclose such information to atfiliates, providers, payors, other insurers, third party administrators, vendors, consullants and
governmenlal authorities with jurisdiction when necessary for my care or trealment, payment for services, the operation of my
health plan, or to conduct related activities. I have discussed the terms of this authorization with my spouse and competent adult
dependentrs, and I have obtained their consent io those terms. This authorization will remain valid for the term o{ the coverage and
for so long thereafter as allowed by law. I understand that I am enlitled to receive a copy of this authorization upon request and
that a phoiocopy is as valid as the original.

4. The plan documents will determine the rights and responsibilities of membe(s) and will govern in the evenl they conflict with any
benelits comparison, summary or other description of the plan.

5. I undersiand and agree that, with the exception ofAetna Rx Home Delivery, all participating providers and vendors are

Conditions of Enrollment



Cunditions of Enrollment (continued)
independent contractors and are neither agents nor employees ofAetna. Aetna Rx Home Delivery LLC, is a subsidiary of Aetna
Inc. The availability ot any particular provider cannot be guaranteed and provider neiwork composition is subject to change. Notice
of the change shall be provided in accordance with applicable state law.

6. I understand and agre€ lhat, with certain exceptions described in the plan documents, HMO and DMO plans only provide coverage
tor referred benefits, and that, in order to be covered, services must be perlormed either by a participating primary care physician,
primary care dentist, or by the participating specialisl, hospital, pharmacy, dentist, or other provider as authorized by a referral from
a pa icipating primary care physician.

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

Misrepresentation

L Any person who knowingly and with intenl to detraud 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 misleading, information
concerning any fact malerial thereto, commits a fraudulent insurance acl, which is a crime, and shall also be subject to a civil
penalty not to exceed five lhousand 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. I have read and agree to the Conditions of Enrollment and
l\4isrepresentation on this New York Small Group Business (2 - 50 Eligible Employees) Employee EnrollmenVChange Form. I
understand thal, in the event I fail to sign this lorm within 31 days atter the above transaction request or for any reason Aetna does nol
receive notice of the above transaction request wilhin a reasonable time following the event, my and my dependents, eligibility may be
atlected. I am employed by the employer shown on Page 1, and I am working full time at least 20 hours per week for this emDlover at
the regular place of business.

: Entployee Signature

t . v

A

Employee E-mail Address (optianal) Date (Mo./Day/ Yr-)

Oate {Mo./Day/ Yr.)


