Coverage is provided by the following entities: Aetna Health of California Inc. for HMO, Aetna Dental of California Inc. for
Dental (DMO only) and Aetna Life Insurance Company for all other coverage.

“,‘( Aetna‘“’ Small Group Employee Change of Coverage Application — CA

(For Existing Enrollments Only)

TO COMPLY WITH CALIFORNIA LAW: WHEREVER THE TERM "SPOUSE" APPEARS, IT
SHALL BE CONSTRUED TO INCLUDE DOMESTIC PARTNER.

Instructions:

Before requesting a different plan, please read the Aetna brochure describing the plan you are thinking of choosing.

Be sure you are acquainted with the benefits, co-payments, annual deductibles and the limitations and exclusions of the plan you choose. The
plan you choose must be part of your employer's Small Group benefit coverage.

1. You, the employee, must complete this application. You are solely responsible for its accuracy and completeness.

2. All questions must be answered in full and all signatures and dates must be included where noted, otherwise, the application may be returned to you,
resulting in a delay in processing and possibly a delay in the effective date of coverage.

3. Type or print clearly using blue or black ink.

1. Choice of Coverage — Please change my coverage to:

Control/Group No. [Suffix |Account [Plan No. |Class Code| Control/Group No. |Suffix |Account [Plan No. |Control/Group No. |Suffix |Account [Plan No.
1. Medical - Check one. 2.Dental - Check one. (if applicable) 3.Life
Hvo: [J 10 (015 [J20 (O30 [ 40 Standard Plans: [] Basic Life/AD&D Ultra™
L] HRA750 L] HRA 1500 [] 1-DMO® Access ] Optional Dependent Life
] Deductible 1000 [] 2-DMO® Plus (Plan 58)
Aetna Value Network®™ HMO: [] 3 - Freedom-of-Choice Basic: Beneficiar ro——r
y Designation -
[J10 [J20 [J30 740 [1 omo® or [] PPO Full Name (First, Middle, Last)
Vitalidad Mexico HMO: [15 [ 10 [] 4 - Freedom-of-Choice Plus:
EPO: [] EPO 8O L] bMos or [] PPO E— :
MC: [ 250 90170 [ 250 80/60 E ZF;I;g ig%%Actwe Beneficiary Social Security Number
[ 500 80/60 [ 750 80/50/50 [] 7- PPO 1500 Active
(] 1000 80/50/50  [] 1000 70/50 ] 8- PPO 2000 Relationship to Employee
1 2000 80/50/50  [] 2500 75/50 [] Out-of-State PPO
[ 10'900 100/50 Voluntary Plans:
[] Basic ] Option V1 - DMO® Access
[ HRA HDHP 3000 80/50 ] Option V2 - DMO® Plus (Plan 58)
[ HSA HDHP 2300 80/50 ] Option V3 - PPO 1000 Active
] HSA HDHP 3000 100/50 ] Option V4 - PPO 1500
[] HSA HDHP 3300 80/50 ] Option V5 - PPO 1500 Active
PPO: [] 500 90/70 [] 750 80/60 [] Out-of-State PPO
[] Aetna Indemnity Before today, were you covered under this
[] Out-of-State employer’s dental plan? []Yes []No
2. Subscriber Information — Please complete portion ONLY if a recent change.
Last Name, First Name, M.I. Social Security or ID Number
Address (P.O. Box not acceptable) Apt. No.  |City, State ZIP Code
Home Telephone Work Telephone No. of Dependents Spouse’s Social Security or ID Number
Including Spouse

Job Title Employer Name No. of Hours Worked Per
Week
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3. Subscriber/Family Information — List individuals for whom you are enrolling or adding/changing/removing coverage. Insert additional sheets
if necessary. If spouse’s last name is different from yours, is he/she a domestic partner? [ ]Yes [ ]No

1. Self Name (Last, First, M.l.) Sex (MIF) Social Security Number
Birthdate (MM/DD/YYYY) |Height Weight  |Status [] Single [ Married PCP Provider Current | Dental Office ID | Current
(ft, in) (Ibs) [] Divorced [] widowed Office ID Number Pa\t{ient Nunl]_bekr) l(if) Pati?nt
es |applicable es
[ Legally Separated ] pp 0
2. Spouse Name (Last, First, M.1.) Sex_ | Social Security Number Relationship
(M/F) [] Spouse
[] Other
Birthdate (MM/DD/YYYY) |Height Weight Status [ ] Different Last Name PCP Provider Current |Dental Office ID | Current
(ft, in) (Ibs) Office ID Number|Patient |Number (if Patient
Yes |applicable) Yes
Ll []
3. Child Name (Last, First, M.1.) Sex | Social Security Number Relationship
(M/F) [CJchild [ Stepchild
] Other
Birthdate (MM/DD/YYYY) |Height Weight  |Status [ ] Different Last Name PCP Provider Current | Dental Office ID | Current
(ft, in) (Ibs) [ ] Lives at another address Office ID Number|Patient |Number (if Patient
[ ] Full-Time Student (19+) Yes |applicable) Yes
[] Disabled (19+) ]
4. Child Name (Last, First, M.1.) Sex | Social Security Number Relationship
(M/IF) [CJchild [ Stepchild
[] Other
Birthdate (MM/DD/YYYY) |Height Weight Status [_] Different Last Name PCP Provider Current |Dental Office ID | Current
(ft, in) (Ibs) [ Lives at another address Office 1D Number |Patient | Number (if Patient
[_] Full-Time Student (19+) Yes |applicable) Yes
[] Disabled (19+) ] O]

4. Health History of Members Currently Enrolled - Provide the required medical information if any enrolled family member has been hospitalized,
seen a physician or other health care provider or taken prescription medication within the last 6 months.
NOTICE: California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health
insurance coverage.

Still Taking
Name of Individual Condition Medication Prescribed Dosage Medication

[1Yes [INo
[1Yes [INo
[1Yes [INo
[1Yes [INo
[1Yes [INo

5. Misrepresentation

Attention California Residents: For your protection, California law requires notice of the following to appear on this form: Any person who knowingly
presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.
6. Authorization

To the best of my knowledge, | represent that all information supplied in this form is true and complete. | have read and agree to the Authorization
Conditions of Enroliment and Misrepresentation on this California Small Group Employee Change of Coverage Application Form.

I understand in the event | fail to sign and return this form within 31 days of my eligibility date or for any reason Aetna does not receive notice of the above
transaction request within a reasonable time following the event, my and my dependents’ eligibility may be affected.

| am employed by the employer shown on Page 1, and | am working full time at least 30 hours per week for this employer at the regular place of business.
CA HMO ENROLLEES - NOTICE OF BINDING ARBITRATION: ANY DISPUTE ARISING FROM OR RELATED TO HEALTH PLAN MEMBERSHIP WILL
BE DETERMINED BY SUBMISSION TO BINDING ARBITRATION AND NOT BY A LAWSUIT OR RESORT TO COURT PROCESS EXCEPT AS
CALIFORNIA LAW PROVIDES FOR JUDICIAL REVIEW OF ARBITRATION PROCEEDINGS. THE AGREEMENT TO ARBITRATE INCLUDES, BUT IS
NOT LIMITED TO, DISPUTES INVOLVING ALLEGED PROFESSIONAL LIABILITY OR MEDICAL MALPRACTICE, THAT IS, WHETHER ANY MEDICAL
SERVICES COVERED BY THIS AGREEMENT WERE UNNECESSARY OR WERE UNAUTHORIZED OR WERE IMPROPERLY, NEGLIGENTLY OR
INCOMPETENTLY RENDERED. THE HEALTH PLAN AGREEMENT ALSO LIMITS CERTAIN REMEDIES AND MAY LIMIT THE AWARD OF PUNITIVE
DAMAGES. SEE THE EVIDENCE OF COVERAGE FOR FURTHER INFORMATION.

| understand that | am giving up the constitutional right to have disputes decided in a court of law before a jury, and instead am accepting the use
of binding arbitration. This means that members will not be able to try their case in court. | further understand that the agreement contains
limitations on certain remedies and that there may be certain limitations to the recovery of punitive damages.

Employee Signature Employee E-mail Address (optional) Date (Month/Day/Year)

X
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DMHC Written Notice of Availability of Language Assistance

HMO and DMO-based plans - IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You
may also be able to get this letter written in your language. For free help, please call right away at 1-877-287-0117.

Planes basados en DMO y HMO - IMPORTANTE: ¢ Puede leer esta carta? En caso de no poder leerla, le brindamos nuestra
ayuda. También puede obtener esta carta escrita en su idioma. Para obtener ayuda gratuita, por favor llame de inmediato al
1-877-287-0117.

Traditional Plans:

No Cost Language Services. You can get an interpreter. You can get documnents read to you and some sent to you in your language.

For help, call us at the number listed on your ID card or 1-877-287-0117. For more help call the CA Dept. of Insurance at 1-800-927-4357
English

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos v que le envien algunos en espafiol.
Para obtener ayuda, llamenos al mimero que figura en su tarjeta de identificacién o al 1-877-287-0117. Para obtener mas ayuda,
llame al Departamento de Seguros de CA al 1-800-927-4357. Spanish

ZREETRE o OIS OE AR - A orm A Tl - SUNSHED - SRE YR RATY IR BEIRNES - BT
1-877-287-0117 SR {FIkAS - AUEEMEED - FEEE1-800-927-4357 BN I{FERBEMS - Chinese

Cic Dich Vu Trg Giip Npfn Ngft Mi€n Phi. Quy vicd thé dugc nhin dich vy théng dich va dudc ngudi khdc doc gip cdc tai

liéu bing tiéng Viét. BE dudc gitip d8, hiy goicho chiing t6i tai s§ dién thoai ghi trén thé hdi vién ciia quy vi hodc 1-877-287-0117

. b€ dugc trg gitip thém, xin goi S& Bao Hiém California tai s¢” 1-800-927-4357. Vietnamese.

FE Y MUlA ASh= = ES AMHAS HCA £~ JACH BF=UHE MFRE SS5ilF= MHIAS 2Hos 5

sLIcH =20 “'EEOHL =2 Hot2l 1D =0 Li2 = G & 3 1-877-287-0117TH2 =2 E2a =8 A2, BC
ALHIE AHEEES Bllotael 2= L0 = BE8=, 2 &3 1-800-927-4357TH2 F HEG =4 Al 2. Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at maipababasa mo sa Tagalog ang mga

dokumento. Para makakuha ng tulong, tawagan kami sa numerong nakalista sa iyong ID card o sa 1-877-287-0117. Para sa
karagdagang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

Uin]dwp LEgyulpmb Tumuympoibbbp: dnp jupnn bp puapglwb dknp phpky b houunmapnetnp phpbpgly unag dkq
hunfup hugbpbt (kqm]: Ogtmipeyub hunfup dhq qubquibmpbp dkp hiphm et (ID) nimbuh 4pu b Jual 1-877-287-
0117 huniwpm]: Tpugmghs oginipyub hunlwp 1-800-927-4357 hunbvwipm] quibiquihuipbp BWwhdnplthuyh
Uupuihmjuwgpnipub Pudwininibp: Armenian
BecmmiarHie youyrM Iepesoma. Dbl MOKETE BOCNONb30BATLCA YCNYraMU Nepesoaunka, U Balln AOKYMEHTbI NpodTyT
ANSA BAC Ha pYCCKOM A3bike. Ecnv Bam TpebyeTcH NoMoLb, SBOHUTE HAM N0 HOMEPY, YKa3aHHOMY Ha Ballei
WAEHTUUKAUMOHHOW KapTe, unn 1-877-287-0117. Ecnn Bam TpebyeTca AonoNHATENBEHAA NOMOLb, 3BOHUTE B
HdenapTameHT cTpaxoBaHna wWtata KanwdgopHna (Department of Insurance) no TenacoHy 1-800-927-4357. Russian
SEHOEEY X BRETHEREIRMEL, BEEHRHILET, Y-LREIHFLZOFE. DH—FRIAOHESFII1-877-287-
OLL7ETHEINEhETEEN, FAZBMLEHEE, D247 MRIEFT, 1-800-927-4357F TIEMCIEELY, Japanese

ol ol e ail a5 a8 ) 40 Sl 2 By g 0K ool aLaS am e S cilerd Sl il gLy 4 bgsse OLe aladts
@&MMC@QJJL;L):I ..\=|_>=\§_qul.43 1-877-287-0117 bJLA.\:‘u‘:blllaj(;l\.u‘DM@MQ@MQJE&}Jﬁ@&EQJM&Q_}LJ'hQu_sH\;S

Persian w8 5871 1-800-927-4357 & Led 40 (L 80 4an o513 CA Dept. of Insurance

HES I Aeret IA eI € AT ORS 39 AT J WS EAgeT § UAd €9 BE A9T J| 3% eAged Jag A
29 37 77 Ao T6| HEE B9, 3T WES (ID) 798 '3 i£3 $99 '3 7 1-877-287-0117'F  H'G 6 &d| TUd HEE Ut

FGIdSH Taurgede wWg fBshdA § 1-800-927-4357 ' & Fd| Punjabi

tshngmensefingg 1:ninssgamagninigimen fumennangegnt manigs 4 o Enitgn augiEpsmEESmmaeitmme
UHNNHUTNES M ZRIUE Hi YIS 1-877-287-0117 4 {wiiguuigwiain v gisdens] ey imndagmeiim
IS 1-800-927-4357 Khmer
2550 e Uy Geatl edac bl o (Jgemall Gy ol 220U Gl 50501 86l 58 g amsie o ) pmnll Sy FRIEE 0y g Fan b ek
Ly 8IS 359 o1 el 8ol o] cile gladl e 3y 3adl o Jpanll . 1.877-287-0117 a8 o sl ey guac A8y Lo Gl
Arabic.1-800-927-4357 a8 il o

Cov Kev Pab Txhais Lus Tsis Them Ngi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom neeg nyeem cov ntawv
ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj ny ob hauv koj daim yuaj ID los sis 1-877-287-0117. Yog xav
tau kev pab ntxiv hu rau CA lub Caj Meem Fai Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357 Hmong

CDI Maotice of Language Assistance-Trad

©2008 Aetna Life Insurance Company
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