XAetna

Dental Enrollment/Change Request

Aetna Life Insurance Company*

Employer Group Information - To Be Completed by Employer

Group Name Conliok ' Suliix I Account lPlan No,
A, Type of Activity - To Be Compleled by Employer  Refer to insiructions on hack before complefing this form, Print clearly.
1. Enrollment 2. Change - Check allthal apply. Date of Event Reason 3. Remove or Terminate- Check a/that apply 4, Continuation of Coverage, i.e. COBRA, State, Total
[ New Enrollee/Subscriber {1 Add Spouse / / ) Eifeclive Date Disabilily - Not all oplions are avaitabls or applicable. Conlact Emplayer
] Add Domestic Partner 7 [0 Remove Spouse* / / for avaifable options.
Effective Date 3 Add Dependent Child 7 7 [ Remove Domeslic Partner* { ! Coverage For: O3 Employee L] Dependents
/ / ] Name Change / / ] Remove Dependent Child* I S S Length of Continnation: [ 12mos [318mes [ 29moes [T 36mos
Date of Hire {7] Change Plan / / ] Employee Withdrawal/Termination Y SR A [} Total Disabitity - Attach proof of total disability
/ / T} Other / / NOTE: Employee must be enrolled for spouse/dependent(s) to have coverage. Date of Loss of Coverage: ! /
[ Add/Change Dental Office ID Number * Please complete Add/Change/Remove and Nante columns in Section D. Date of Qualifying Event: / /

B. Employee Information - Complete Sections B - G.

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

Last Name, Fitst Name, M.L | Soclal Security Number I Ho(meTeiephon]e Check One:
Home Address [Api_No. lcuy, Stale Iz'pme O Indemnity Dental ] DMO® Advantage/Basic
[ DentalFond/HealthFund O FOC/Indemnity
Employer Name Emnali Address |W€ifk1elephont3 !Date of Empleymen: lHouzs Worked Per Wesk: [ Dental PPO [] FOC/PPO
Work Address lcny,s;a[e lz|p Code 1 Dental EPP 1 FOCDMO
D. Individuals Covered - List individuals for whom you are adding/changing/removing coverage.  Attach sheet to Hst additional children. Attach proof if full-time post secondary student.
(Mdd | Last Name, Flrst Name, M.L. Sex Birthdate Soclal Security Number Late Other Dentist Office Current | Previous
{Clhange Entrant Dental D Number Patient Coveraga
{H)emove M F MM oD YYYY Coverage (if appicabis) Checkif yes
Yes Yes Yes Yes
Employee L d / / 0O 0 O g
Spouse 0o o / / 0 O {1 a
Domestic
poes oo I O O o| 0O
Child 0o / / 0 0 O 0
Child r o / / | O | a
Child 0 d / / O O O O

E. Other/Previous Insurance

F. Dependent Information

Is your Spouse Employed?

O Yes [] No I "Yes," give name & address of your spouse’s employer.

It *Yes" to Other Dental Coverage {Seclion DY, give names & policy numbers of insusance carrier, HMO, or other
source. If enrolizd in Medicare Parts A and/or B identify the coverage and provide the Medicare ID numbar.

If *Yes" lo Previous Coverage, identify name(s) of persons, give effective date and date coverage termiaated, name
of previous carrier and plan number and submil a copy of the Cerlificate of Creditable Coverage that was Issued by

the previous carrier, if avaiiable.

Doss any dependent fisted in Section D ive at a different address than He Employee?
{1 Yes [J Nolf*Yes," who and what address?

Explain the ¢ireumstances.

if any dependent’s fast nams differs from yours, explain the circumstances.

G. Employee Signalure

If you have questions concerning the benefits and servic

es provided by or excluded under this Agreement, contact @ Member

Services representative at 1-800-323-9930 before or after signing this form.

H. Employer Verification - To Be Completed by Employer

contributions.

I represent that all the information supplied in this application is true and complete.
I hereby agree to the conditions of enrollment on the reverse side of this Enroll-
ment/Change Request. T authorize deductions from my earnings for any required

Employee Signalure - Requlred

Employer Slgnature - Required

X

Date E-Mall Address
/ {

Titla ’ Date

MBNL{1-03)

Please make a copy for your records.

visit us at www.aeina.com
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Instructions

Empiloyer

¢ Complete the Employer Group Information in the upper right comer of the forn.

* Section A - Type of Activity:
* Check boxes indicating reason(s) for submilling Enrollment/Change Request.

* Complete Section H - Employer Verification in the lower right corner of the form.
* Employer must complete this section for all new enrollments, coverage changes and terminations.
* Employer nutst sign and date the Enrollment/Change Request in order for it 1o be processed.

Employee - Complete Sections B - G.

Section B - Employee Information:
Complete all information in order for your Enrollment/Change Request to be processed.

Section C - Plan Option:
* Check one Plan Option,
* Sclect only an option offered by your employer.

Section D - Individuals Coverad:

* Add/Change/Remove - Use "A™, "C", or "R" to indicale whether you are adding, changing or removing coverage for an

individual,

* Print your fudl name along with the name(s) of your dependents, iF applicable. Indicate Sex, Birthdate, and Sociai
Security Number for each individual listed,

* Late Entvant - IT you are pot enrolling within your employer's eligibie enrollment period, check “Yes",

* If a dependent is a full-time post secondary student, you must altach a current course schedule or a letter from the school
or its authorized representative confirming full-time stadent status if dependent is disabled and being continued beyond

the limiting age, allach proof of disability.
* If you or your dependent{s) have other Dental coverage, check off the " Yes" box{es) and complete Section E -
Other/Previous Insurance.

¢ From the appropriate provider directory, locate the office 6 digit ID nnmber for the primary care dentist. Indicate office

ID number selection(s) on the form.
* 11 you are a current patient, please check the "Current Patient” box,

Section E - Other/Previous Insurance:

Complete this section for all new enrollments or coverage changes. Coverage includes group coverage, governmental

coverage, a church plan or Medicare,

Section F - Dependent information:
Complete this section for all new enrollments or coverage changes.

Section G - Employee Signature:
* Complete this section for all new enrollments, coverage changes and terminations.
* Employee must sign and date the Enrolhment/Change Request in order for it to be processed.

Section H - Employer Verlfication:
¢ Employer must complete this section for all new enroltments, coverage changes and terminations.
* EBmployer must sign and date the Enrollment/Change Request in order for it to be processed.

Conditions of Enroliment

Applicant Acknowledgments and Agreements
On behalf of miyself and the dependents listed on the reverse side, | agree to or with the following:

1. a) [ authorize the sources stated below to give lo Aetna Life Insurance Company*, Aetna Dental Inc. (NJ)
or any consumer reporting agency acting on their behatf, information about me and my minor
children, it applying for coverage. Such information will pertain {0 employment, other heaith
coverage, and medical advice, {reatment or supplies for any physical or mental condition. Authorized
sources are any physician or medical professional; any hospital, clinic or other medical care
institation; any carrier; any consumer reporting agency; any employer.

* Aetna Indemmity Dental, Dental PPQ, HealthFund/DentalFund and/or Dental EPP are provided or
administered by Aetna Life Insurance Company. Aetna DMO, Basic or Advantage Dental are
provided by Actna Dental Inc. {NI).

b) I understand that I may revoke this authorization at any time. T agree that such revecation will not
affcet any action which Aetna Life Insurance Company or Aetna Dental Inc. (NJ) has taken in reliance
on the authorization. 1 understand this authorization will not be vatid after 30 months, if not revoked
earlier.

¢} L know that T have a right to receive o copy of the authorization if I request one.

d} lagree that a photocopy of this authorization is as valid as the original.

2. @acknowtledge by enrolling in an Actna Life Insurance Company or Aetaa Dental Inc. (NJ) plan,
coverage is provided by Aetna Life Insurance Company or Aetna Dental Inc, (NJ) in aceordance with the
contract,

3. Enrollment of myself and of the listed dependents inlo the plan is effective on accepiance by Aetna Life
Insurance Company or Aetna Dental Inc. (NJ).

4. Coverage and benefits are contingent on timely payment of premivms and may be terminated as provided
in the plan documents. My employer is hereby authorized to withhold payments from my wages, as
appropriate,

Misrepresentation

5. Any person who includes any false or mislending information on an Enrollment/Change Request form
for a health benefits plan is subject to criminal and civil penaliies.
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