We want you to know™  We would like to walk you through some common areas of confusion when filling out the Enrollment/Change form.

Y A t = During this presentation, we are using the form shown below on the left. The forms you use may look different. The information shown here
e na will generaly be the same from one form to another.

Let'slook at the Employer Name first.

gible Employees) The Employer Name is used to indicate the name of the company that the employee

., California Small Group Business
{ Employee Enr ange Form ol SocaSecthy N worksfor.
I I A o
Employer Name INS\f?UCTIONS: You, the employee, must complete this enrollment form in full or it will be returned to you resulting in a delay in The a’npl Oy%'S narne d0$ not bd Ong | n th| S fld d, On moﬁ forms, the empl Oyeels name
processing. You are solely responsible for its accuracy and completeness. If waiving coverage, please complete Sections B and D. . . . .
clive Date pEnroliment [] Late Enroliment [ Add Spouse/Dependent Chiki [ Employee Termination COBRA/Cal-COBRA for: IS nOt pl a:aj In the fl ra m' on'
[ Employee  [] Dependent
< Date of Hire New Hire [ Other [ Change of Coverage [ Remove Spouse/Dapendent Child Lengihof Continuation:
Bl NameChange [ Other [ Cancel Coverage [J18 [136 []Other -
Next let's look at the Date of Hire.

Original Qualifying Event Date

A. Coverage Selection - Please print clearly, using black ink. Shaded sections for Emy Use Only) Reason —————
ContiolGIop No. W Contiolaioup Ho. B |Ancwm Pian VW\W "Accont | Plan Ho.

The Date of Hire isimportant because it is used to determine the effective date of the

1. 2. Dental - Check one (if applicable). 3. Life . . . . . '
Gia HNO Pln - Pn Opton ] Opton " Dlasio L/ ADAD U™ employee. A missing or incorrect date can have a negative impact on the employee's
[ Aetna MC Plan - Plan Option ~_ [OOption2 [JDMO or [JPPO [] Optional Dependent Life

[ Aetna High Deductible MC Plan tion 3 [J Option 4
Aetna EPO Plan [J Optiony Option 6
a PPO Plan - Plan Option [ Out-of-State

o Before today, were you covered under
employer's dental plan? [J Yes CINo

coverage or the premiums.

Beneficiary Designation - Full Naw Last)
Beneficiary Social PRelationship to Employee

Primary LanguaY en Optional

If the Date of Hire is missing, the form may be returned, thereby causing adelay in the
enrollment process.
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B. Employee Information - Must be completed by the employee.
LastName, Fist Narme, M.

Member Aetna ID Number (if available) Job Title Home Telephone
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Foma R e v T \wother important part of the enrollment form is the plan/cover age selection.
Work Address City, State ZIP Code WorkTelephone % . . . . . .
_ _ | There are three common categories within this section of the form: Medical, Dental, and
Salary (required) No. of Hours Worked CheckOne [] Part-time  [MartalStatus [ Married No. of Dependents Including Spouse . . -
$ [ Hourly [0 Weekly [ Monthly | peryeek [ Full-time [ Single L|fe & D| %b' I |ty
C. Individuals Cover_ed - List inclivi:{uals for whoy e enrolling opadding/changi ing ge. Insert additional sheets if necessary. o . . . .
NOTE: Etr Dot P ONL fyour ompfer s o e It is important for the proper plan choices to be made. If the correct information is not

Name (Last, First, M.l) Sex| focial Security No. Birthdate Primary Office Dental Office
Number ID Number

Coverage H
(ifapplicable) | & | {lfapplicable)
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Election

provided here, it may result in incorrect premiums or benefits, or it may result in a delay
of services, such as a Doctor visit.
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4. O ental

D. Declination/Waiver of Coverage - Npleted if medica

1. Medical Coverage Declined for: R "
ClMyseli []Spouse L1 Dependents | [ Coveekiyz s o

2. Dental Coverage Declined for: [ Enrolled in other Insurance Carrier Plans - Carrier Name and ID Number:

Cuysef [ Spouse [ Dependents ;
3. Life Coverage Declined for: ] Spouse covered by employer's group medical coverage [ Spouse covered by employer's grolsgntal coverage

COmyself [ Spouse [ Dependents [] Medicare [ Covered by Champus or Champva [ Other (Explain):

Employee

‘SpouserDomestc Parher

Ancther important part of the form isthe birthdate.

child
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The Birthdate is a very important field that must be completed on the enrollment form.
This includes the dates of hirth for the employee and for any dependents.

If the date of hirth is missing, the employee and/or dependents cannot be entered into the
system. If anincorrect date of birth is provided, it can affect premiums, dligibility,
and/or claims payments.

| acknowledge | have been given the right to apply for this coverage, however, | am electing not to enroll. By declining this group coverag
| acknowledge that myself and/or my dependents may have to wait until the plan's next anniversary date to be enrolled for group coverage
Heek

Pre-existing conditions, whan-en+ol this-ptarT TTay TIOT 58 COVETed ToT 51X Months.
<m here ONLY if you are declining coverage for yourself or dependent(s). Date (Month / Day / Year]
X

e —— he employee's Social Security Number goes here.

—
Does any dependent listed in Section C live at another address’ s, who and what
address? [ Yes [No \N\

If it is missing, a phone call will be made or the enrollment form will be returned. Both
G ! ch-saBtvy will cause adelay in the enrollment process.

»afojdwag/inoA o) yuqns pue ‘Jeas oj ssaid pue pasojo pjoy ‘sabed

If any dependent's last name @iters from yours, explain the circumstances.

A member must have a Social Security Number to be enrolled in the system.

If this box is signed, the employee will not receive benefits.



Condifiors of Envoliment  (conlisued from Pags 3)

msurance for ary ol my dependents is plko sjes o the deperdect healt condfion requremenis of the berefl plan
Further, | undarsland Tl amy iNBFRNS: Baiac 1o mddancs of good health oF madical inkemation will niol Becoms
atlacthve undl Aatna guas it writtan coreent
3. | unciorsiand and agrea that ths evoimant orm may be Tansmiiod fo Aoina or Bs agent by my emploger o is agant.
authorize ary physician, ofher hosthoare professional, hospial or any other heatthcars ceganization {Providess’),
inchiding pharmacess or pharmacy berefl managers o ghve lo Asira or ile agen| infermafion corceming Fe meckzal
Figlary, presciphion history, services o treatmant proviced 1o anyees l@led on thia Ercoliment torm, indudieg ten
imiziving mantal heatth, subslancs abusa and AIDE or AIDS-reated complag. | lurthar aulhenza Asina 1o uss such
intormation and o cieolosa such inlormation 1o atblates, providars, payors, othar insurars, thied party adminisinabos,
wandors, corsuliants and gowemmental suwhonties wih prisdiction when necesssry for my came or eadme, payment
for mervices, e operalion ol my health plan, o 1o conduc! related actvitins. | have discussed $a terms of ths
aihorizalion will iy Spdaces and Sxpgetant adill depeicenls, sl | hives chlainad IS cordail 1 Bums laims
undarstand fhad this suinonization js provided uncer stais e aeed thel it s nel an “poiharization” witin $= meaning of
e faderal Healh Irsurance Portablily and Accountatdiy Aot This sufhorzation & sabid for thirty (300 months trom tha
data it is =gnac. | understand that | am entified fa receive @ copy of this aulhorization upen request and thal a photccogy
= as vaiid a= tha onginal. The plan may reguest sdddions suthorizations as may be required by applicabls (o
The plan documerts wil deternines the rights and resporaibifties of membsis) and =il govern in the evert they conliz)
with any berefils companiscn, summany o alfe description of the plan
| uncarstand and agrea that with the acaplon of Aena Ae Homa Dabvery, all parliciating providers and vandoms am
incepondent confractors and oro nather agents nor employoss of Aotno. Aaina Fx Homo Dofvery, LLC, i a subsidiary
of Matna Ina. The mwailabifty of amy partioulsr prmvider cannal be guarantesed and prowider retwaork compostion is 5
%o changs. Makce of he changs dwll be grovided i accondarcs with spphcable St law
B 1 uncemiand and agres tall with cansn ecaphions descibed in ihe plan domants, HAD and DO plare o
covaraga for redemad hanalids, and that, in order 10 be covarnad, servoes must ba parerad sithar by a par
primary cara physiclan, primary cane dentisd, or oy tha: parkcpating specialist, hospial, pharmacy, danis)
peonder as authorized by a refemal fom a participaiing primary care physoen
undersiand ard agres thal, as descrbed in the pan doasments: and when anmiied lor medical covp@ags, any
e -exbling condiions for iy soouss, depandanis or mysall may nol be covamd Tor § manths
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8. Attanbon Caldornia P For your protection, Calfornia law requres nohics of the Wlicwng o appear on this
ferm: finy parson who kncwingly presents & falss or foudulent gaim for the paymaglol & loss i= guiky ol 2 cime
ang may be sulect o lirss and canlinamant i slale praon

[ repeesant thal all information supplied in this famm & Inse and complesa to the bagtod my knowledoe or bedial. | hava raad
ard agrae fo T Conditons al Enrolmant and Misreprsgenlaficn on hie Salforpf Small Group Business (2 - 50 Elghle
Employoas) Employae EnrclimantChanga Ferm. | understand that in fha 11 tail by sign and retum this term % ey
smployer within sither B opsn enrolment penod o 31 days a¥sr sigibly lor errobmend or rsquast for covserags changs,
of it for any roason Asina doss not receiva rotoa of the above Irarsackdn roquast wihn o reascnabla fima fellwing
alighilty 10 anmsll it of changs covemges, iy &hd iy dapsndenis’ abgbilly oy ba allaclied

| am amployed by the employar shown an Page 1, and | am worgip ful tme at seast 30 hours par woek o peemaren part
fime &1 leasl 2 haura par wesk tor ihis amployar a1 B8 regulsy placs of busiress

CA HWO ENAOLLEES - NOTICE OF BIMDING ARBITAATION: ANY DISPUTE ARESING FROM OR RELATED Td
HEALTH PLAN MEMBERSHIF WILL BE DETERMINER BY SUSMISSION TO BENDING ARSITRATION, AND HOT BY A
LAWSUIT OR RESOAT TO COURT PROCESS EXCEPT AS CALIFOBNIA LAW PROVIDES FOR JUDICIAL REVIEW OF

ARBITRATION PROCEEDINGS, THE AGRE TO ARBITRATE INCLUDES, BUT IS NOT LIMITED TO, DISPUTES
BVOLVING ALLEGED PROFESSIONAL LIABHITY OR MEDICAL MALPRACTICE, THAT I5, WHETHER ANY MEDICAL
SERVICES COVERED BY THIS AOREEMENT WERE UNNECESSARY OR WERE LWALTHORIZED OR WERE
IMPADPERLY, NEGLIGENTLY OF NCOMPETENTLY RENDERED. THE HEALTH PLAN AGREEMENT ALSC LIMITS
CERTAIN REMEDNES AND M&Y LIMI/THE AWARD OF FUNITIVE DAMAGES, SEE THE EVIDENCE OF COVERAGE

FOR FURTHER INFORMATION.

I understand that | am giving y the constiutional right to have disputes decided in o court of kaw befare a jury, and
imslead am accepling he ugd of binding arbitration, This means thal members will nol be abée to iry thelr case in
court. | further understapd that the  cortaing

gr ns on certaln remedios and that these may be
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There are two places on the form wher e the employee signature can go.

The first signature box (usually located on the first page) should only be signed if the
employee is declining coverage. (See Page 1 —circled in red)

The other signature box is usualy located on the last page of the form. A signatureis
required on this page.

If the signature is missing, the enrollment form may be returned, causing adelay in
the enrollment process.

Certain states require acompleted Health Statement; please refer to your state form.

This concludes our review of some of the commonly misunderstood parts of the
Enrollment/Change form. We hope that this will help you in assisting your
employees in filling this form out correctly.

Thank you for taking the time to view this presentation.

Presented by: Aetna Consumer Markets



