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___ Installation Checklist 
 
___ Employer Application Form- NJ 
 
___ Certification Form 
 
___ Employee Enrollment Form(s) 
 
___ Waiver Form(s) 
 
___ Signed Quote or Rate Sheet 
 
___ WR-30 Form 
 
___ First Month’s Premium Check Payable to : 
       Aetna  
 
___ Forms Must Be Submitted to PGP Office  
          *6 days prior to the effective date. 
 

 
If you have any questions, please contact your PGP representative. 

 

Aetna Healthcare 
New Jersey 

New Business Submission  
Checklist 



New Business Case Submission Checklist
Northern New Jersey

For assistance with your 
new case submissions, 
contact our broker sales 
support center at 
1-888-277-1053, 
prompt #5

Broker Name:  __________________________________ Agency Name:  ________________________

For questions on this submission, please contact:  ____________________________________________

Phone:  (_____) _________ - _________________ Fax#: (_____) _________ - ______________

Email address:  ______________________________    GA contact (if applicable): __________________

Prospect/Client Name:  __________________________   Prospect email address: ___________________

Step 1
Complete/review Employer Application

1. HMO/QPOS Application:
www.aetna.com/producer/data/sbc/nj_employer_application.pdf

2. Dental/Life Application:
www.aetna.com/producer/data/sbc/nj_er_life_prod.pdf

3. NJ Small Group Verification Certificate
www.aetna.com/producer/data/sbc/nj_er.pdf

4. WR-30 or other applicable tax documents
(Proof of Eligibility Form, if owner/officer/partner not on tax form)

www.aetna.com/producer/data/sbc/Proof_of_Eligibility.pdf

5. Premium check made payable to Aetna, Inc.

6. Copy of current/prior medical carrier’s latest bill with
employee roster & premium summary page

Step 2
Complete/review Employee Information

1. Employee Enrollment Form for each employee
HMO/QPOS/Dental-

www.aetna.com/producer/data/sbc/EE_Enrollment_form_NewJersey.pdf

Group Insurance (Life & Packaged Life/Disability Product)

www.aetna.com/producer/data/sbc/NJGrp_Ins_Enr_Form.pdf

2. Individual Waiver Form filled out completely for each 
employee waiving coverage

www.aetna.com/producer/data/sbc/nj_eew.pdf

Step 3
Complete/review Broker Information

1. Illustrative rates & copy of census 
(Employee Listing Report) from 
Aetna rating tool

2. Agent/broker must be licensed in 
state & appointed by Aetna

Detailed Submission Guidelines Attached.

Effective dates may be the first or fifteenth
of the month only.  All required paperwork 
must be received by Aetna at least three
business days prior to the requested 
effective date.

Send all information to

Aetna Small Group
New Case Submissions
One Farr View
Cranbury, NJ  08512

www.aetna.com/producer/data/sbc/nj_employer_application.pdf
www.aetna.com/producer/data/sbc/nj_er_life_prod.pdf
www.aetna.com/producer/data/sbc/nj_er.pdf
www.aetna.com/producer/data/sbc/Proof_of_Eligibility.pdf
www.aetna.com/producer/data/sbc/nj_eew.pdf
www.aetna.com/producer/data/sbc/NJGrp_Ins_Enr_Form.pdf
www.aetna.com/producer/data/sbc/EE_Enrollment_form_NewJersey.pdf


Submission Details & Guidelines
Northern New Jersey

Avoid potential delays 
in getting your client 
enrolled.

Make sure your new 
case submissions are 
complete!

Employee Information
Employee applications filled 
out by each employee

a. Any alterations must be initialed 
and dated by employee.

b. Individual Waiver Form 
completely filled out for each 
employee waiving coverage

Employer Information
Employer Application

a. Employer signature must be an 
owner or corporate officer

b. Number of eligible and enrolled 
employees

c.  Premium percentage paid by 
employer

d. Indicate selected products in 
Section II- Specifications for 
Coverage

e. Complete grid for any 
employee/dependent health 
continuations (COBRA, state 
continuation)

f. Applications will not be accepted 
more than 60 days from date 
signed

WR-30 or other applicable 
tax documents

a. Out-of-state employees require 
proof of employment if not 
identified on WR-30

b. If owner, partner, or corporate 
officer not listed on WR-30, 
submit the Small Group Proof of 
Eligibility Form signed by 
employees & with requested 
documents     

c. If newly hired employees are not 
identified on the WR-30, submit 
payroll report indicating 
compensation & taxes withheld.

Group Insurance Submissions*
a. Employer Master Application

b. Employee Enrollment Form

c. First Month Premium Check 
Required (on company check 
stock)

Group insurance & dental may be 
submitted on one check

d. Copy of illustrative life rates & 
census if term life selected

e. Individual Health Statement 
required if selecting life amount in 
excess of Guaranteed Issue 
amount

Dental Submissions*
a. Employer Master Application

b. Employee Enrollment Form

c. First Month Premium Check 
Required (on company check 
stock)

Group insurance & dental may be 
submitted on one check

d. Copy of illustrative dental 
rates & census

Employer Information Cont…
Premium check made payable 
to Aetna, Inc.

a. Company check required

Copy of current/prior medical 
carrier’s latest bill

a.  Include employee roster & 
premium summary page

* If submitting standalone dental or life 
submission, tax documents and copy 
of prior carrier’s bill are also required

“Aetna” is the brand name used for 
products and services provided by one or 
more of the Aetna group of subsidiary 
companies.

This material is for informational purposes 
only and is subject to change..  









Legal Name and Address of Company Group Policy Number or Group Number
(if a current customer)

An Eligible Employee is one who works on a full-time basis with a normal work week of 25 or more hours for compensation.  An
employee who works less than 25 hours per week on a temporary or substitute basis, or an employee participating in an employee
welfare arrangement established pursuant to a collective bargaining agreement is not an eligible employee.

Total # Eligible Employees

Total # Eligible Employees applying/enrolling for health benefits coverage

Total # Employees waiving health benefits coverage under the policy with coverage under
their spouse's coverage, other than individual coverage, or any other Health Benefits Plan offered by
the employer.

Total # Eligible employees waiving health benefits coverage under the policy without coverage under
a spouse's coverage, other than individual coverage; or any other Health Benefits Plan offered by
the employer.

Total # Employees in an ineligible class or classes

Is your firm subject to Working Aged Provisions of federal law (TEFRA/DEFRA)? Yes No
(You may  be subject to the law if you employed 20 or more employees for 20 weeks in the current or prior calendar year)

Is your firm subject to the requirements of the federal COBRA law? Yes No
(You may  be subject to the law if you employed 20 or more employees during 50% or more of the working days during the previous
calendar year.)

Employer Certification Form - NJ 1 rev:  8-16-01
1T

(For Existing Small Employer Groups in the State of New Jersey OR New Applicants)

EMPLOYER CERTIFICATION



(Please sign and date appropriate section indicating whether or not you meet the definition of a small employer)

"Small Employer" means, in connection with a Group Health Plan with respect to a Calendar Year and a Plan Year, any person, firm,
corporation, partnership, or political subdivision that is actively engaged in business that:
l employed an average of at least two, but not more than 50, eligible Employees on business days during the preceding Calendar

Year, and
l employs at least two Employees on the first day of the Plan Year, and
l the majority of the Employees are employed in New Jersey.

All persons treated as a single employer under subsection (b), (c), (m) or (o) of section 414 of the Internal Revenue Code of 1986 shall
be treated as one employer.  In the case of an employer that was not in existence during the preceding Calendar Year, the
determination of whether the employer is a small or large employer shall be based on the average number of Employees that it is
expected that the employer will employ on business days in the current Calendar Year.

I certify that I qualify as a Small Employer in the State of New Jersey.

AND

I certify that the information provided to Aetna is true and complete.  I understand that if the above information is not
complete or is not provided to Aetna in a timely manner, then health benefits coverage does not have to be offered or continued.
I further understand that incomplete or untrue information may void health benefits coverage.

I understand that I and my employees may be subject to fines if an employee who is a resident of New Jersey and is eligible for
coverage under this group health benefits plan is enrolled in an individual health benefits plan issued on or after August 1, 1993.

Signature of Officer, Partner or Owner Title Date

Print Name of Officer, Partner or Owner

Signature of Witness Date

I certify that I am NOT a Small Employer in the State of New Jersey as defined above.

Signature of Officer, Partner or Owner Title Date

Print Name of Officer, Partner or Owner

Signature of Witness Date

Any person who includes any false or misleading information on an application or enrollment form or certification for a
health benefits plan is subject to criminal and civil penalties.

Employer Certification Form - NJ 2 rev:  8-16-01
1T

CERTIFICATION AS A SMALL EMPLOYER IN THE STATE OF NEW JERSEY
IN ACCORDANCE WITH NEW JERSEY STATUTE, CHAPTER 27A OF TITLE 17B

For a policy of Group Health Benefits Insurance



*EMPLOYEE CENSUS INFORMATION

Please include the following persons in the following list:

a employees, owners, partners, officers, and independent contractors who are actively working for the employer on a regular basis, and are paid
by the employer on a regular basis, whether or not they are eligible to be covered under the policy.

b employees, owners, partners, officers, and independent contractors who are not working, but who are currently covered under the employer's
health benefits plan for reasons such as continuation of coverage or total disability.

Please use the following letters to indicate Status:

F: Full-time employee who works 25 or more hours per week
P: Part-time employee who works less than 25 hours per week
T: Temporary employee
I: Independent Contractor
D: Totally Disabled employee
C: Continuee under state or federal law
U: Employee participating in an employee welfare arrangement established pursuant to a collective bargaining agreement.

Name Job Title Date of
Employment

Hours
worked 

per
week1

2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30

*If additional space is needed, attach a separate sheet.

Employer Certification Form - NJ 3 rev:  8-16-01
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Gender Date of BirthStatusWork Location
(State)









 

Rev. 10/14/2002 

 
 
 
 
 
 
 
 
 
Please Print: 
Full Name  (First, MI, Last) 

  

Title 

  

Company Name 

  

Address 

  

City / State / ZIP Code 

  

 
 
Please check one of the foll
    
 
���� SOLE PROPRIETOR .......

���� PARTNER ........................

 
���� CORPORATE OFFICER ..

 
I attest that while I am not liste
are true: 

1. I am a sole proprietor
2. I am actively at work a
3. I draw wages, dividen
4. I have satisfied the de

 
I understand this information m
it’s affiliates, with any and all i
understand that any misrepres
health coverage from Aetna, a
Aetna, and/or its affiliates, ma
remedies. 
 
 
 
 
Employee 
Signature: X_____________

 

SMALL  EMPLOYER (2SMALL  EMPLOYER (2SMALL  EMPLOYER (2SMALL  EMPLOYER (2----50)50)50)50)    
PROOF  OF  ELIGIBILITY  FORMPROOF  OF  ELIGIBILITY  FORMPROOF  OF  ELIGIBILITY  FORMPROOF  OF  ELIGIBILITY  FORM    
For Sole Proprietors, Partners, or Corporate Officers 
(To be used for eligible employees enrolling that are not reported on a quarterly wage and tax
 form)  
Phone No. 

 (              ) 
Percentage of Ownership in Firm 

                                  % 

owing: Small Employer Requirements for Proof of Eligibility: 
 (Anyone enrolling must appear on the following documents) 

................. Submit one of the following documents: 
Latest Filed Schedule C. A Business License, or 
Fictitious Business Name Filing may be accepted if Schedule C not filed 
yet filed.  

................. Submit one of the following documents: 
Latest Filed Schedule K or Partnership Agreement may be accepted if 
Schedule K not filed yet. 
 

................. Submit one of the following documents: 
Statement by Domestic Stock Corporation or Articles of Incorporation 
may be accepted if all officers are listed and a 
Certification of Qualification (if incorporated in a different state) 

d on the state’s quarterly wage and tax form for this company, all of the following 

, partner, or corporate officer of the company indicated above; and 
t this company on a full time, permanent basis; and 

ds, or other distributions from this company on a regular basis and 
signated waiting period before health insurance coverage is to become effective. 

ay be subject to audit and agree to provide Aetna US Healthcare® (Aetna), and/or 
nformation and documentation necessary to validate the above statements.  I also 
entation by me of my true circumstances may result in the termination of group 
nd/or its affiliates, for myself, my enrolled dependents, and/or this company as 
y choose.  Aetna, and/or its affiliates, also expressly reserves any other rights and 

_______________________________________  Date: ____________________ 
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