< . Dental Enrollment/Change Request
X Aetna ge el

Aetna Life Insurance Company *

TEmplayer Name - Full Name of Susingss of Organization Control 1Sui!ix |Ancoum IPlan Number
Employer Group Information:
{To Be Completed by Employer)  [Employer Address (Street, Gy, Stats, ZIP Code) - Primary Localion of Business or Organization
A. Type of Activity - Employee Completes Sections A - E.  Please Print Clearly.
Instructions: Refer lo the instructions |Enroliment - Check one, Change - Checkat that apply Remove or Terminate - Gheck afl iat appiy Continuation of Coverage, i.e., COBB{\, State - Not alf options
on the back belore completing this form. | ) New Enrollee/Subscriper (] Rehire/Reinstatement | [J Add Spouse Date of Event [ Remove Spouse . are availsble, Contact Employer for available opt
You, the employes, must complete this Eftective Date Date of Rehirefeinstatement | [ Add DependentChild ____/ /| [J Remove Dependent Eftective Date Coverage For: [ Employee  [J Dependants
application in full or it will be returned to / / / / [J Name Change Reason Child / / Length of Continuation (m?nlhs): [] 1.8 03s D Other' '
you resuiting in a delay in processing. [ Other 01 Employse Withdrawal/ Reson {729 - Attach disability determinalion {rom the Social Security Admin.
You are solely responsible for its Oate of Hire O] ControlSuffiAccyPlan Termination Date of Loss of Coverage Date of Gualitying Event
accuracy and completeness. I O Cancel Coverage / / / !
B. Employee Information _ C. Plan Options - Your selection must be offered by your employer.
Sociat Security Number Last Name, First Name, M.1. Primary Language Spoken Check One: -
|Employee Home Address Teepone NUmbers Ervioyee Siaw 3 indemnity Dental {3 Dental EPP ' O FOC/ndemnity
Nuniber, Street, Apt Home { ) O3 Aciive 1 DentalFund/HealthFund [ DMO¥Advantage/Basic [J FocPPO
O Retired [ Dental PPO [ Foc/omMo
City, State ZIP Code , Work ( ) . ‘
IIL Individuals Covered - List individuals for whom you are adding/changing/removing coverag/e(. Altach sheet 1o list additional children. * Provide deta_ils for "Yes® responses &Iow. [ Check this box if you are refusing coverage for your dependents.
{Ajed Name (First, Middle Initial, Last) Relalon| Sex Birthdate Social Security Number  [Léle FPrior [Other —[Currently |Hands |Student] " Primary Dentlst Race/Ethnicity - Optional y
‘;-?M!. (Explain diflerence in I'm names in Special Remarks.) Code woEl we DD vew {1 depandent has no SN, write ‘None) | EHant g’;‘: Dental | Covered by |capp Office ID Number g % "ﬁ;é': gﬁmﬁz&ﬁmﬁgﬁmgﬁaﬁaﬁ!m andwilnotbe
: Yes {VYes®| Yes® Yes* Yes | Yes Yes | Code Other Using the KEY below, please identify the
seif |00 I oo g O | NwA | wA [m] Race/Ethnicily code for each individual.
KEY:
oo ! oo o a alo a 01 - While
02- African American or Biack
oo I gjojo| g oo - 03- Hispanic or Lafino
04- Asian
i / / ojo|o o jg|o 0 05 - Other {Provide race/ethnicily in
) oo ]} alal o a ol . m] "Other” column at fefi)
1. t"Yes" to Prior Insurance Plan above, provide effective dates, name & policy number of insurance carrier, denial plan 3. Does any dependent fisted above live al a different address than the employee? it "Yes," who and whal address? [ Yes [1No
i or other source and your Member |dentification Number.
Special Remarks
2. 11 “Yes™ 1o Other Dental Coverage and/or Currently Covered by Medicare above, provide effeciive dales, name &
policy number of insurance carrier, dental plan or other source and your Member [dentification Number.
E. Employee Signature L] By checking this box you agree to use Aetnia Navigator, Aetna’s member self-service website, for all future printed materials.
| certify that all information supplied in this form is true and complete to the best of my knowledge andfor belief. | have read and agree to the Employee Signature - Required
Conditions of Enroliment on the reverse side of this Enroliment/Change Request form. | understand that in the event 1 fail to sign this form within 31 X
days after the above transaction request or that for any reason Aetna does not receive notice of the above transaction request within a reasonable  [Date E-Mail Address
. | time following the avent, my and my dependents' eligibility may be affected. / /

GR-67971{9-04) Please make a copy for your records,

\.

visit us at www.aetna.com
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