NOTE: Before submitting this completed form to your employer, you may wish to protect the confidentiality of your
health information by taping or stapling the form so that health information is not visible.

aetna

Employee Enroliment/Change Form

TO COMPLY WITH CALIFORNIA LAW WHEREVER THE TERM “SPOUSE” APPEARS IT SHALL BE
CONSTRUED TO INCLUDE DOMESTIC PARTNER.

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 coverages.

California Small Group Business (2 - 50 Eligible Employees)

Group Number

Applicant Social Security Number

Company Name

INSTRUCTIONS: You, the employee, must complete this enroliment form in full or it will be returned to
you resulting in a delay in processing. You are solely responsible for its accuracy and completeness.

If enrolling, please be sure to sign and date Employee Signature on Page 4. If waiving
coverage, please complete Section B and Declination/Waiver of Coverage on Page 5 only.

Effective Date ] New Hire [] Add Spouse/Dependent | [_] Employee
[] Rehire/Reinstatement Child Termination
- 1 New Group Enrollment | [_] Change of Coverage ] Remove Spouse/
Date of Hire [ Late Enroliment [J Name Change Dependent Child
[] Other [] Other [_] Cancel Coverage

[ ] COBRA []Cal-COBRA for:
[] Employee [ ] Dependent
Length of Continuation:

[ 118 [136 []Other
Original Qualifying Event Date

Loss of Coverage Date

A. Coverage Selection — Please print clearly, using black ink. (Shaded sections for Employer/Aetna Use Only)

Control/Group No. Suffix Account Plan No. Class Code
1. Medical
PLAN NAME Networks
Select Plan Option(s) and then check the box(es) for the Networks you choose for each Plan.
] Platinum Vitalidad HMO 25 ] Vitalidad HMO
[ Platinum HMO Copay Plan [ ] HMO
] Gold HMO 10 ] HMO ] AVN HMO [] Basic HMO ] PrimeCare
] Gold HMO 20 [ 1HMO ] AVN HMO ] Basic HMO
] Gold HMO 30 ] HMO ] AVN HMO [] Basic HMO ] PrimeCare
[ 1 Gold HMO Copay Plan [ 1HMO [ ] AVN HMO [ ] Basic HMO
[] Silver HMO Deductible 1000 [] Basic HMO ] HMO DED [_] PrimeCare
[] Silver HMO Deductible 1500 [] Basic HMO ] HMO DED
[] Silver HMO Deductible 2000 [] Basic HMO ] HMO DED [_] PrimeCare
[] Silver HMO Deductible Copay [] HMO DED
[] Bronze HMO Deductible 5500 [] Basic HMO ] HMO DED [_] PrimeCare
] Platinum MC Copay Plan C1mC
] Gold MC 500 80/50 CIMC [] Savings Plus
[] Gold MC Copay Plan [IMC
[] Silver MC Coinsurance Plan [IMC
[] Silver MC 1000 75/50 [IMC [] Savings Plus
[] Silver MC 1000 60/50 [IMC [] Savings Plus [] PrimeCare
] Silver MC 1500 60/50 LImMC [] Savings Plus ] PrimeCare
[ Silver MC 2000 60/50 LIMC [] Savings Plus
[] Silver MC Coinsurance Plan [ImMC
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A. Coverage Selection (continued)

1. Medical - continued

PLAN NAME Networks
] Bronze MC 3500 50/50 LImC [] Savings Plus
] Bronze MC 4000 Copay Plan LIMC [] Savings Plus
] Bronze MC 6350 100/50 LImC [] Savings Plus ] PrimeCare
[] Bronze MC Plan [IMC
] Bronze MC HSA 2500 50/50 [ ImC [] Savings Plus
(] Bronze MC HSA 3500 70/50 L1MC [] Savings Plus [] PrimeCare
[ Bronze MC HSA 6300 100/50 L1MC [] Savings Plus [] PrimeCare
] Gold PPO 750 L1PPO
] Silver Indemnity
Control/Group No. Suffix Account Plan No.

2. Dental - Check one (if applicable).
Standard Plans:

[_] Aetna Dental® Plan - Plan Option:
Voluntary Plans: [_] Aetna Dental® Plan - Plan Option:

For FOC, choose: [_] DMO® or [_] PPO
For FOC, choose: [_] DMO® or [_] PPO

Before today, were you covered under this employer’s dental plan? [ ]Yes []No
Control/Group No. Suffix Account Plan No.
3. Life (if applicable)
[] Basic Life/AD&D Ultra® [] Optional Dependent Life

Full Beneficiary Name (First, Middle, Last)

Beneficiary Social Security Number

Birthdate (MM/DDYYYY)

/ /

Beneficiary Address (Number, Street, Apt. No., City, State, ZIP Code)

Telephone Number

()

Relationship to Employee

B. Employee Information — Must be completed by the employee.

Member Aetna ID Number (if available)

Last Name, First Name, M.I.

Home Address (PO Box not acceptable) Apt. No. | City, State ZIP Code
Work Address (PO Box not acceptable) City, State ZIP Code
Home Telephone Work Telephone Primary Language Spoken Number of Dependents enrolling
(Optional) for coverage including Spouse
Salary ] Hourly Number of Hours |Check One: Job Title
s ] Monthly |Worked Per Week | []Full-Time []1099 []Seasonal [] Union
—— | [[] Weekly [] Part-Time [ ] Retiree [] Temporary

C. Individuals Covered - List individuals for whom you are enrolling or adding/changing/removing coverage. Insert additional sheets if
necessary. For dependents with different last names or living at another address, complete Section D below. NOTE FOR MEDICAL AND
DENTAL COVERAGE: While the Federal Patient Protection and Affordable Care Act mandates coverage of dependent children up to age 26, your
plan may allow coverage beyond age 26. Some exceptions apply. Please refer to your plan documents or contact your benefits administrator.

: Employee Name (Last, First, M.1.) Sex (M/F) | Social Security Number Birthdate (MM/DD/YYYY)
/ /
Status Coverage Election PCP Provider Office | Current Dental Office Current
(] Divorced [] Legally Separated [ Life [] |applicable) Ll
. Name (Last, First, M.1.) Sex (M/F) | Social Security Number Birthdate (MM/DD/YYYY)
/ /
Relationship Coverage Election PCP Provider Office  |Current | Dental Office ID | Current
[ Spouse [ ]Medical []Dental ID Number Patient | Number (if Patient
(] Other [ Life [] |applicable) H
continued on next page
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C. Individuals Covered (continued)

3 Child Name (Last, First, M.l.) Sex (MF) | Social Security Number Birthdate (MM/DD/YYYY)
/ /
Relationship Coverage Election PCP Provider Office  |Current  |Dental Office ID | Current
] Child [ Stepchild [ ]Medical [ ] Dental ID Number Patient Number (if Patient
[ Other [ Life ] applicable) ]
s Child Name (Last, First, M..) Sex (M/F) | Social Security Number Birthdate (MM/DD/YYYY)
/ /
Relationship Coverage Election PCP Provider Office  |Current  |Dental Office ID | Current
[] Child [ Stepchild []Medical [ ] Dental ID Number Patient Number (if Patient
[ Other [] Life [] |applicable) [
5 Child Name (Last, First, M.1.) Sex (M/F) | Social Security Number Birthdate (MM/DD/YYYY)
/ /
Relationship Coverage Election PCP Provider Office Current | Dental Office ID Cur_rent
] Child [] Stepchild []Medical [] Dental ID Number Patient | Number (if Patient
(] Other [ Life [] |applicable) n
6 Child Name (Last, First, M.l.) Sex (M/F) | Social Security Number Birthdate (MM/DD/YYYY)
/ /
Relationship Coverage Election PCP Provider Office  |Current  |Dental Office ID | Current
] Child [ Stepchild [ IMedical [ ] Dental ID Number Patient Number (if Patient
[ Other [] Life [] |applicable) []
D. Dependent Information
List any dependent in Section C living at another address.
Name Address

For Dependent Life: If age 19 and over a

nd a full-time student, provide information below.

Child Name

School

Name

Expected Graduation Date

Number of Credit Hours

E. Coordination of Benefits

Will you have other health insurance at the same time as this coverage? []Yes []No

Name of Person

Carrier Name

Name of Person

Carrier Name

GR-68900-12 (7-13)

CA V1 A




Conditions of Enroliment

NOTICE: California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health

insurance coverage.

On behalf of myself and the dependents listed on the reverse side, | agree to or with the following:

1. lacknowledge that by enrolling in the following plans, coverage is provided by the following entities (collectively referred to as “Aetna”):

e Aetna HMO: Aetna Health of California Inc.
o Aetna Dental DMO: Aetna Dental of California Inc.
e Life, Accidental Death & Personal Loss, Dental and all other health coverages: Aetna Life Insurance Company.

2. lunderstand and agree that my employer’s application will determine coverage and that there is no coverage unless and until both the eligible
employee enrollment form and employer applications have been accepted and approved by Aetna. Even if this enroliment form is approved, any
misstatements or omissions may result in future claims being denied and the policy or my coverage under the policy being reevaluated, as of the
effective date, for eligibility and rating purposes. For life coverages: | understand that the effective date of insurance for myself or for any of my
dependents is subject to my being actively at work on that date and that the effective date of insurance for any of my dependents is also subject to
the dependent health condition requirements of the benefit plan. Further, | understand that any insurance subject to evidence of good health or
medical information will not become effective until Aetna gives its written consent. For Dependent Life, dependents are eligible from 14 days of age
up to their 19t birthday, or up to their 23 birthday, if a full-time student.

3. lunderstand and agree that this enrollment form may be transmitted to Aetna or its agent by my employer or its agent. | authorize any physician,
other healthcare professional, hospital or any other healthcare organization (“Providers”), including pharmacies or pharmacy database benefit
managers to give to Aetna or its agent information concerning the medical history, prescription utilization history, services or treatment provided to
anyone listed on this Enroliment/Change Form, including those involving mental health, substance abuse and AIDS. | further authorize Aetna to
use such information and to disclose such information to affiliates, Providers, payors, other insurers, third party administrators, vendors, consultants
and governmental authorities with jurisdiction when necessary for my care or treatment, payment for services, the operation of my health plan, or to
conduct related activities. | have discussed the terms of this authorization with my spouse and competent adult dependents, and | have obtained
their consent to those terms. | 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 is valid for term of the coverage and so long thereafter as
allowed by law. | understand that | am entitled to receive a copy of this authorization upon request and that a photocopy is as valid as the original.

4, The plan documents will determine the rights and responsibilities of member(s) and will govern in the event they conflict with any benefits
comparison, summary or other description of the plan.

5. lunderstand and agree that, with the exception of Aetna Rx Home Delivery®, all participating providers and vendors are independent contractors
and are neither agents nor employees of Aetna. Aetna Rx Home Delivery, LLC, is a subsidiary of Aetna Inc. The availability of any particular
provider cannot be guaranteed and provider network composition is subject to change. Notice of the change shall be provided in accordance with
applicable state law.

6. lunderstand and agree that, with certain exceptions described in the plan documents, HMO and DMO® plans only provide coverage for referred
benefits, and that, in order to be covered, services must be performed either by a participating primary care physician, primary care dentist, or by
the participating specialist, hospital, pharmacy, dentist, or other provider as authorized by a referral from a participating primary care physician.

Misrepresentation

7. 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.

To the best of my knowledge, | represent that all information supplied in this form is true and complete. | have read and agree to the Conditions of
Enrollment and Misrepresentation on this California Small Group Business (2 - 50 Eligible Employees) Employee Enrollment/Change Form. |
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.

[] 1AM ENROLLING FOR COVERAGE: Employee E-mail Address (optional) Date (Month/Day/Year)
Employee Signature

X
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Declination/Waiver of Coverage - To be completed if medical and/or dental coverage is declined or refused by an eligible employee and/or their eligible
family members.

I understand | am eligible to apply for this coverage through my employer; however, | am waiving coverage as noted below.

[ 1Employee: [ ] Medical [] Dental Reason for declining coverage

[] Life [ Spousal group coverage (] Insurance through another job

: [ Parental group coverage [] TRICARE

[ISpouse [ Medical [] Dental ] COBRA coverage ] VA coverage

[ Life [] Medicare [ Individual coverage - On or Off Exchange
[IChild(ren): [ ] Medical  [] Dental [] Medi-Cal [[] Do not want

[] Life [] Retiree coverage ] Other

] Another group plan provided by my employer

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

Please sign here ONLY if you are declining coverage for yourself and/or your dependent(s). Date (Month/Day/Year)
] | AM DECLINING COVERAGE: Employee Signature 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 documents 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 ¥ que le envien algunos en espariol.
Para obtener ayuda, llamenos al mimero que figura en su tarjeta de identificacidn o al 1-877-287-0117. Para obtener més ayuda,
llame al Departamento de Seguros de CA al 1-800-927-4357. 8panish

RS R - CREENEERS J%EF'BUEK#H%“ME? BHGSTRED - AR AR RATS (R ETRIRNGS - U8
1-877-287-0117 AP FIRf#E - AHSHAIFIED - FHEE1-800-927-4357 SN HIRER AT  Chinese

Céc Dich ¥y Trg Gifip Ngén Ngit Mi&n Phi. Quy vicd thé€ dudc nhin dich vy théng dich va dudc ngui khdc doc givip cdc tai

liéu bing ti€ng Viét. D€ dugc givip d&, hiy goicho chiing 16i tai s dién thoai ghi trén thé hdivién cia quy vi hodc 1-877-287-0117

. B€ dugc trg gitip thém, xin goi S& Bio Hi€m California tai s6 1-800-927-4357. Vietnamese.

f5 B9 MHlA. FHote =0 Y AHIAE 224 £ AUCH 20 E ARE 2S5ilF== MEIAE 224 5

UsLICH =50 BRcts 2= Aokl ID 0 L= L ® 3t 1-877-287-0117H 2= 22ofl =4 AR, &
THst MEEE ECota 22 AXELIOH S 28, CHH ® 3 1-800-927-4357H 2 =2 HEMH F=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 ivong ID card o sa 1-877-287-0117. Para sa
karagdagang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

Uinjawp LEquljub Turwumpoibbbp: Qnp pupng bp pumnguiub dkep phpky b thunumuapnebpp plpbpghy tnm dkq
hunfun huygbpkh {Eqym]: Oqimippub hunfup dkq quubiquibuptp dkp htptm prouab (ID) timiuh oo oy ol 1-877-287-
0117 hulwpm]: Tpugmghs oqlnypyuab hunlwp 1-800-927-4357 hunlwipm] qubquihwipbp Guhdnpbhuyh
Uunjuihnduwgpnipruib Pudwindnibyp: Armenian

Ct

BecrmarHue yoiIyr nepesona. Bbl MOXKETe BOCNONb3OBATHCA YCNYramu NepeBojyika, U Ball JoKYMEHTbl NPpodTyT
ANs Bac Ha pycckoM s3bike. Ecnu Bam TpebyeTca noMoLb, 3BOHUTE HaM NO HOMEPY, YKa3aHHOMY Ha Ball e
WAEHTUDUKAUNMOHHOW KapTe, unn 1-877-287-0117. Ecnu Bam TpebyeTca AoNONHATENBHAA NOMOLWb, 3BOHUTE B
AenapTameHT cTpaxoBaHna wtaTta KanudopHua (Department of Insurance) no Tenecony 1-800-927-4357. Russian
MO EY R BRETEREIREL, BHEERH LET, TLREIFLEOHE, IDI—FEHOBESEE1-877-287-
01 7FETHENEHEEEN, Fh3BRNEHEE, D24 LM RIEF ., 1-800-927-435TF TIEMRITEL, Japanese

Gl ol g adil a5 o )8 () 40 S5l0e 28 550 5 S ealiuel oaLES am e S lada Slailghe L gLy 4y baysa ile Olads
@sh)ﬁﬂ:;l:!s_ﬂas(;élg)d‘_;t):! ..\;I_>=\§_Iunl_n:! 1-877-287-0117 DJLA.J:L'HH__I}(LI;Maﬂdﬁm&hﬁﬂ(&)&g})dseﬂia)hﬁ:@)bj|upss_suas

Persian .38 )i 1-800-927-4357 & led 43 (L1 40 dem 05131 CA Dept. of Insurance

HES I et IAT gITHIE © TS IS 3 A I W3 THIRH § Urt €9 3F Ao J1 9% ©AgeH g U
29 37 7 AT Ia| HEE &8, 398 WHE (ID) 793 '3 f©3 §99 '3 71 1-877-287-0117'3 7S 26 &J| TUI HEE &5
FFlegdr fargene W fesidA § 1-800-927-4357 '3 & FJ| Punjabi

rshngmensefnig 1 ninsssumannonipmen Samennenigannt menar 1 o nitew gygiinsmtingmmneitums
BHNENT N MRS 2R 1660 1T U2 1-877-287-0117 4 0¥ i8tyuiguig]n ewgimel jrcstimmmumgmemian
UIUE 1-800-927-4357 Khmer
Al e W Jeml e bl o Jpemall B 5all G310 Gl S0 B0l jig ma yie o Jpemal] Sy AEIS o0 Asa i il
L sl A o) el 850k Juai] eile gladdl (e 2 3l e Jpmall 1.877.287-0117 28001 (o ol iy siae 48Uy o Gl
Arabic.1-800-927-4357 &2 5l

Cov Kev Pab Txhais Lus Tsis Them Nqi. 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 Motice of Language Assistance-Trad

©2008 Aetna Life Insurance Company
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