
 

Enrollment/Change Request 
Aetna Life Insurance Company 

Aetna Life Insurance Company 
151 Farmington Avenue 
Hartford, CT  06156 

TO COMPLY WITH NEW HAMPSHIRE LAW, WHEREVER THE TERM “SPOUSE” APPEARS, 
IT WILL BE CONSTRUED TO INCLUDE CIVIL UNION PARTNER. 

Instructions: Refer to the instructions on the back before completing 
this form. You must complete this application in full or it will be returned 
to you resulting in a delay in processing. You are solely responsible for 
its accuracy and completeness. 

Control Suffix Account Plan number 

Customer code (optional) 

Employer group information – To be completed by employer 

Employer name – Full name of business or organization 

Employer address (street, city, state, ZIP code) – primary location of business or organization 

A. Type of activity – Employee completes sections A – E.       Please print clearly.

Enrollment – Check one. 

 New enrollee/subscriber 

Effective date: 

 /  /   

Date of hire: 

 /  /   

 Rehire/reinstatement 

Date of rehire/ 
reinstatement 

 /  /   

Change – Check all that apply. 

 Add spouse 

 Add dependent child 

 Name change 

 Other   

 Control/suffix/acct/plan: 

 Date of event:   

 Reason: 

Remove or terminate – 
Check all that apply.  

 Remove spouse 

 Remove dependent child 

 Employee withdrawal/ 
termination  

 Cancel coverage 

 Effective date:   

 Reason: 

Continuation of coverage, i.e., COBRA, state 
Not all options are available. Contact employer 
for available options. 
Coverage for:    Employee    Dependents 

Length of continuation (months): 

 18  36  Other 

 29 – Attach disability determination from 
the Social Security Administration 

Date of loss of coverage:  

Date of qualifying event:   

Continuation of coverage 
Expiration date: 

B. Employee information
Social Security number Last name, first name, middle initial Home telephone  Work telephone 

Employee status 

 Active     Retired 

Home address Apt. Number City, state ZIP code 

Employee email address 

C. Plan options – Your selection must be offered by your employer.

Check one: 

 Aetna Choice® POS II 

 Aetna HealthFund®  

 Aetna Open Access® Elect Choice 

 Aetna Open Access® Managed Choice 

 Open Choice® PPO 

 Traditional Choice® 

 Other: 

While the Federal Patient Protection and Affordable Care Act generally mandates coverage of dependent children up to age 26, your plan may 
allow coverage beyond age 26. Please refer to your plan documents or contact your benefits administrator. This policy does not include pediatric 
dental services. Pediatric dental coverage may be purchased as a standalone product. Please seek assistance through Healthcare.gov for 
pediatric dental plans.   

D. Individuals covered – List individuals for whom you are enrolling or adding/changing/removing coverage.
 Check this box if you are refusing coverage for your dependents. * Provide details for “Yes*” responses below.

1 

 Add 

 Change 

 Remove 

Employee name - Last, first, middle initial Relation. 
code 

Self 

Sex 
(M/F) 

Birthdate (MM/DD/YYYY)  

    /        /   

Social Security number Other medical coverage 

Yes*   

Other Rx drug coverage 

Yes*   

Handicapped 

N/A 

Primary medical office ID 
number  

Current patient 

Yes  

Continued on Page 2 
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D. Individuals covered (Continued) – List individuals for whom you are enrolling or adding/changing/removing coverage.  

    /        /       

 

      
   

      
 

 . 

    

    /        /       

 

      
   

      
 

       
    

    /        /       

 

      
 

 

  
      

 

 
       

    
    /        /       

2 

      
   

      
 

         
  

    /        /       

* Provide details for “Yes*” responses below. 

2 
 Add 

 Change 

 Remove 

Spouse name - Last, first, middle initial (Explain difference in last name in 
Special remarks.) 

       

Relation. 
code 

  

Sex 
(M/F) 

Birthdate (MM/DD/YYYY)  

Social Security number 
(if dependent has no SSN, write “None”) 

Other medical coverage 

Yes*   

Other Rx drug coverage 

Yes*   

Handicapped 

Yes  

Primary medical office ID 
number  

Current patient 

Yes  

3 
 Add

 Change 

 Remove 

Child name - Last, first, middle initial (Explain difference in last name in  
Special remarks.) 

       

Relation
code 

Sex 
(M/F) 

Birthdate (MM/DD/YYYY)  

Social Security number 
(if dependent has no SSN, write “None”) 

Other medical coverage 

Yes*   

Other Rx drug coverage 

Yes*   

Handicapped 

Yes  

Primary medical office ID 
number  

Current patient 

Yes  

4 
 Add 

 Change 

 Remove 

Child name - Last, first, middle initial (Explain difference in last name in  
Special remarks.) 

Relation 
code 

Sex 
(M/F) 

Birthdate (MM/DD/YYYY)  

Social Security number 
(if dependent has no SSN, write “None”) 

Other medical coverage 

Yes*   

Other Rx drug coverage

Yes*   

Handicapped 

Yes  

Primary medical office ID 
number  

Current patient 

Yes  

5 
 Add 

 Change

 Remove 

Child name - Last, first, middle initial (Explain difference in last name in  
Special remarks.) 

Relation. 
code 

Sex 
(M/F) 

Birthdate (MM/DD/YYYY)  

Social Security number 
(if dependent has no SSN, write “None”) 

Other medical coverage 

Yes*   

Other Rx drug coverage 

Yes*   

Handicapped 

Yes  

Primary medical office ID 
number  

Current patient 

Yes  

6 
 Add 

 Change 

 Remove 

Child name - Last, first, middle initial (Explain difference in last name in  
Special remarks.) 

Relation. 
code 

Sex 
(M/F) 

Birthdate (MM/DD/YYYY)  

Social Security number 
(if dependent has no SSN, write “None”) 

      

Other medical coverage 

Yes*    

Other Rx drug coverage 

Yes*    

Handicapped 

Yes   

Primary medical office ID 
number  

      

Current patient 

Yes   
 

1. If yes to Other medical coverage above, provide effective dates, name and policy number of insurance carrier, HMO, or other source and your member 
identification number.           

2. If yes to Other Rx drug coverage above, provide effective dates, name and policy number of insurance carrier, HMO, or other source and your member 
identification number.           

3. Does any dependent listed above live at a different address than the employee?    Yes     No    If yes, who and what address? 

       
 

Special remarks:           
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Conditions of enrollment  

Applicant acknowledgments and agreements 
On behalf of myself and the dependents listed on pages 1 and 2, I agree to or with the following: 

1. 

 

 

 

 

 

 

 

 

 

I acknowledge that by enrolling in an Aetna plan coverage is underwritten or administered by Aetna Life Insurance Company (referred to as “Aetna”). 

2. I authorize deductions from my earnings for any contributions required for coverage and I agree to make any necessary payments as required for coverage. 

3. To support the coverages listed on this enrollment form, Aetna may need information about medical history, services or treatment provided to anyone 
listed on this form. This may include minimally necessary information about mental health, substance use disorder and HIV/AIDS. In accordance with 
HIPAA regulations, I authorize that the following entities can provide this information to Aetna or its agents: 

 Physicians 

 

 

 

 

 

 

 

 

 

Other healthcare professionals 

 Hospitals 

 Other healthcare organizations (“providers”), including 

 Pharmacies 

 Pharmacy database benefit managers 

4. In accordance with HIPAA regulations, I authorize Aetna to use and disclose such minimally necessary information to: 

 Affiliates 

 Providers 

 Other insurers 

 Third party administration 

 Vendors 

 Consultants 

 Governmental authorities with jurisdiction when necessary for: 



 

 

Care or treatment 

 Payment for services 

 Operation of my health plan 

 Conduct related activities 

5. I have discussed the terms of this authorization with my spouse and competent adult dependents and I have obtained their consent to those terms. I 
understand that this authorization is provided under state law and that it is not an “authorization” within the meaning of the federal Health Insurance 
Portability and Accountability Act. This authorization will remain valid for the term of the coverage and so long thereafter as allowed by law. I understand 
I am entitled to a copy of this authorization upon request and that a photocopy is as valid as the original. 

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

7. I understand and agree that all our participating providers and vendors are independent contractors. They are not agents or employees of Aetna. We 
cannot guarantee the availability of any particular provider and the providers in our network may change. Notice of the change shall be provided in 
accordance with applicable state law. 

Misrepresentation 

Any person who knowingly and with intent to injure, defraud or deceive 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 material thereto 
commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 

Employee signature To receive documents online, please visit your secure member account at aetna.com. 

To the best of my knowledge and belief, all information supplied in this form is true and complete. I have read and agree to the Conditions of enrollment and 
Misrepresentation on this Employee Enrollment/Change Request form. 

Employee signature - required Date (Month/Day/Year) Primary language spoken 

http://aetna.com
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Instructions 

Employer – Complete the Employer group information at the top of page 1. 
 

Employee – Complete sections A – E. Additional dependent and/or other information may be provided on a separate sheet. All attachments must be signed 
and dated. 

Section A – Type of activity: 

 Check box indicating reason for submitting this Enrollment/Change Request. 

 Provide Effective date and Date of event where requested. 

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

Section C – Plan options: Your selection must be offered by your employer. 

Section D – Individuals covered: 

 Check box to indicate whether you are adding, changing or removing coverage for an individual. 

 Print your full name along with the names of your dependents, if applicable. Indicate Sex, Birthdate, and Social Security number for each individual. 

 Relationship code – Use ONLY:  H=Husband, W=Wife, S=Son, D=Daughter, Y=Sponsored male, X=Sponsored female. If the dependent is 
NOT your spouse or a biological or legally adopted child, please indicate relationship to employee in Special remarks. 

 If you or your dependents currently have Other medical coverage, check the Yes box and provide beginning and ending effective dates, name and 
policy number of insurance carrier, HMO or other source and your member identification number for the insurance plan in the space provided in 
number 1. 

 If you or your dependents have Other Rx drug coverage, check the Yes box and provide beginning and ending effective dates, name and policy 
number of insurance carrier, HMO or other source and your member identification number for the insurance plan in the space provided in number 2. 

 NOTE: In some instances your medical carrier will differ from your Rx drug carrier. 

 If a dependent is handicapped and financially dependent, check Yes and provide proof of handicapped status from the attending physician. 

 Primary medical office ID number: Locate the office ID number for the primary care physician from the appropriate provider directory or from the online 
provider directory at aetna.com.  

 If you are a current patient, please check the Yes box under Current patient. 

Conditions of enrollment/Misrepresentation – Employee signature: Employee must sign and date the Enrollment/Change Request for new 
enrollments or coverage changes to be processed. 

GR-68000-2 (4-19) NH   F 

http://aetna.com

	Enrollment/Change Request
	Employer group information
	A. Type of activity
	B. Employee information
	C. Plan options
	D. Individuals covered
	Conditions of enrollment
	Misrepresentation
	Employee signature
	Instructions


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 2.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 2.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 800
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<


    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>



    /HUN <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 6.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200036002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 6.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>


    /SKY <>

    /SUO <>
    /SVE <>
    /TUR <>

    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 6.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


	Text2: 
	Text1: 
	Text E: 
	Text D: 
	Text C: 
	Text B: 
	Text A: 
	Check Box3: Off
	Check Box6: Off
	Check Box8: Off
	Text16: 
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Text12: 
	Check Box13: Off
	Text14: 
	Text15: 
	Check Box18: Off
	Text23: 
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Text22: 
	Check Box24: Off
	Check Box25: Off
	Check Box30: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Text29: 
	Text33: 
	Text31: 
	Text32: 
	Text34: 
	Text35: 
	Text43: 
	Check Box38: Off
	Check Box39: Off
	Text40: 
	Text41: 
	Text42: 
	Text44: 
	Text36: 
	Text37: 
	Check Box57: Off
	Check Box59: Off
	Check Box58: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box67: Off
	Check Box69: Off
	Text68: 
	Check Box70a: Off
	Check Box70c: Off
	Check Box70b: Off
	Text73b: 
	Text73: 
	Text73a: 
	Text71: 
	Text72: 
	Check Box78: Off
	Text74: 
	Check Box75: Off
	Check Box76: Off
	Text77: 
	Check Box79: Off
	Check Box81: Off
	Check Box80: Off
	Text85b: 
	Text82: 
	Text85: 
	Text85a: 
	Text83: 
	Text84: 
	Check Box91: Off
	Text86: 
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Text90: 
	Check Box92: Off
	Check Box94: Off
	Check Box93: Off
	Text98b: 
	Text98: 
	Text98a: 
	Text95: 
	Text96: 
	Text97: 
	Check Box104: Off
	Text99: 
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Text103: 
	Check Box105: Off
	Check Box107: Off
	Check Box106: Off
	Text111b: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text111a: 
	Check Box117: Off
	Text112: 
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Text116: 
	Check Box118: Off
	Check Box120: Off
	Check Box119: Off
	Text124b: 
	Text121: 
	Text122: 
	Text124: 
	Text124a: 
	Text123: 
	Check Box130: Off
	Text125: 
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Text129: 
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text137a: 
	Text137b: 
	Text138: 
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Text142: 
	Check Box143: Off
	Text144: 
	Text145: 
	Check Box146: Off
	Check Box147: Off
	Text148: 
	Text149: 
	Text4a: 
	Text4b: 
	Text4: 
	Text5b: 
	Text5a: 
	Text5: 
	Text7b: 
	Text7a: 
	Text7: 
	Text152: 
	Text151: 


