I:é:l

PROFESSIONAL GROUP PLANS, INC.
Specializing in Employee Benefits

Aetna Healthcare
New Jersey
New Business Submission

ChecKklist

____Installation Checklist

____Employer Application Form- NJ

____ Certification Form
____Employee Enrollment Form(s)
____Waiver Form(s)
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New Business Case Submission Checklist

Northern New Jersey

Broker Name:

For questions on this submission, please contact:

Agency Name:

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

Phone: ( ) -

Email address:

Prospect/Client Name:

Step 1
Complete/review Employer Application

Q 1. HMO/QPOS Application:

www.aetna.com/producer/data/sbc/nj_employer application.pdf

Q 2. Dental/Life Application:

www.aetna.com/producer/data/sbc/nj_er life prod.pdf

O 3. NJ Small Group Verification Certificate

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

O 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

O 5. Premium check made payable to Aetna, Inc.

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

Step 2

Complete/review Employee Information

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

www.aetna.com/producer/data/sbc/EE_Enrollment form Newdersey.pdf

Group Insurance (Life & Packaged Life/Disability Product)

www.aetna.com/producer/data/sbc/NJGrp Ins Enr Form.pdf

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

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

Fax#: (

) -

GA contact (if applicable):

Prospect email address:

Step 3
Complete/review Broker Information

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

Q 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

We want you to know™

X Aetna


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

Employer Information
v 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

v 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.

Employer Information Cont...

v Premium check made payable
to Aetna, Inc.

a. Company check required

v Copy of current/prior medical
carrier’s latest bill

a. Include employee roster &
premium summary page

Employee Information

v 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

Dental Submissions*
a. Employer Master Application
b. Employee Enroliment 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

Avoid potential delays
in getting your client
enrolled.

Make sure your new
case submissions are
complete!

Group Insurance Submissions*

a.
b.

C.

Employer Master Application
Employee Enroliment Form

First Month Premium Check
Required (on company check
stock)

Group insurance & dental may be
submitted on one check

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

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

* 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..

We want you to know™

X Aetna



X Aetna

APPLICATION FOR A SMALL GROUP

HEALTH BENEFITS POLICY

Please Print or Type For Aetna Use Only

I New Policy [] Change in Policy
Requested Effective Date
NOTE: The Effective Date will be on or after the date Aetna approves the application.

Policy Number

Section |: POLICYHOLDER INFORMATION

1. Policyholder (Full Legal Name of Company) 2. Tax Identification Number
3. Main Address City State  |Zip
Mailing Address City State  |Zip
Telephone Number Facsimile Number
( ) ( )
4. Name of Correspondent Telephone
5. Type of Organization
[] Corporation [ Partnership  [] Proprietorship  [] Other {explain):
6. Nature of Business (specify) SIC Code
7. Number of eligible employees in your company
Refer to the New Jersey Small Employer Certification for the definition of an eligible employee
8. Number eligible employees to be insured 9. Class or classes to be excluded
10. Insurance requested for
[1 Employees Only [1 Employees and Dependents
Should the plan provide coverage for domestic partners as permitted by P.L. 2003, c.2467 [IYes [No
If "Yes", should the plan provide coverage for coverage of children of covered domestic partners? []Yes []No
11. Is the Employer subject to the requirements of COBRA?
[OdYes [ONo
12. Is the employer subject to the requirements of Medicare as Secondary Payor Rules for eligibility due to
age? OYes [ No
disability? OYes [ No
13. Waiting period before employees become insured (may not exceed 6 months):
Present Employees:
New or Rehired Employees:
14. What percentage of the premium will the emplayer pay?
15. Deposit Premium will be due as of the effective date.
b Premium Paid: Manthly The premium for the first month of coverage must be attached.

Affiliates, subsidiaries or branches (Must be included for the purposes of participation)

No. Eligible Employees No. Eligible Employees
Legal Name and Location In This Company to Be Insured

NB9Q3 Employer Application — N|  rev: 4-6-00 GR-96241-N] (8-04)

R-POD



Section II: SPECIFICATIONS FOR COVERAGE

Health Benefits: Plan number (1, 2, etc.) and suffix (N or 5) must be completed below.

] NJ HMO: Plan Option - [0 Cut-of-Region PPO:  [] $250 (High) [ $500 (Medium)
Suffix (please circle one): N or § ] $1000 (Low)
] NJ HMC No-Referral:  Plan Option - [J State Mandated Plans:
Suffix (please circle one): N or § — NJ HMO: [O0%5Plan [J3%10Plan [] 315 Plan
[1 NJ Cost-Sharing HMO: Plan Option - [1$20 Plan [J $30 Plan
Suffix (please circleone): N or § - NJ Indemnity: [ Plan A1 [ Plan A2 [JPlan B
(] NJ POS No-Referral:  Plan Option - O g:an §2 [ Plan D [ Plan E1
Suffix (please circle one): N or § [ Plan
[ Other Plan

Section Ill: ALL QUESTIONS MUST BE ANSWERED

1. Is there any Group Health Plan:
¢ now in force and to be continued? O Yes [ No
* currently being applied for? OYes [No
If "Yes", identify the name of the Group Health Plan, give a description of the plan{s) and the name of insurance carrier{s):

2. Name of present or prior group carrier

Effective date of prior coverage Cancellation/Termination Date
Is the coverage applied for in this application replacing other group insurance? OYes [ONo
If "Yes" give reason
Plan being replaced Oa OB QOC @OD O QOHMO [OHMO/POS [ Dual Contract POS
] Other
3. Has your firm been uninsured for 3 or more months prior to application? [1Yes [No
4. What forms of Insurance are now or were in force? [] Health Benefits [ Prescription Drugs
(Attach copies of Booklet/Certificate and most recent Billing Statement.)
5. Are extended benefits provided in case of termination of health benefits? OYes [ No

6. To the best of your knowledge, are there any current or former employees or their eligible dependents whose health insurance is
being continued? OYes [ONo

Please provide the following infermation for each current/former employee or dependent on health continuations.
If additional space is needed, attach a separate sheet, signed and dated.

Name of Employee/ Date of Birth Type of Continuation | Reason for Termination Continuation Dates

Dependent State/Federal/ Disability/Other Start End
Extended Benefits

7. To the best of your knowledge:
a. Are any employees or dependents presently incapacitated? [JYes [JNo

b. Are any dependent children incapable of self-support due to a physical or mental disability? (] Yes [ No

Additional space to explain if items 1, 2 or 3 were answered "Yes". Refer to the question number, and give details, including
names, where appropriate.

8. Does the employer participate in an arrangement with a Professional Employer Organization? []Yes [ No
(Refer to Advisory bulletin 00-SEH-02 if you need information concerning what constitutes a Professional Employer Organization.)




Section IV: AGENT/PRODUCER INFORMATION

Agent/Broker Name:

Agency Name:

Phone Number: ( )

Address: City:

Signature: Date:

Aetna Agent Number/Tax ID/SSN:
% of Credit:

Fax Number: ( )

State: Zip:

E-Mail Address:

Agent/Broker Name:

Agency Name:

Phone Number: ( )]

Address: City:

Signature: Date:

Aetna Agent Number/Tax ID/SSN:
% of Credit:
Fax Number: { )

State: Zip:

E-Mail Address:

General Agent Name:

Phone Number: ( )

Address: City:

Signature: Date:

Aetna Agent Number/ID Number:

Fax Number: ( )

State: Zip:

E-Mail Address:

Section V: SIGNATURE

It is understood that, except as provided under applicable regulations, no individual shall become insured while not actively at work
on a full time basis, and only full-time employees are eligible. A full-time employee is one who regularly works at least 25 hours per

week at his employer's place of business.

It is further understood that no agent has power on behalf of Aetna Health Inc. and Aetna Life Insurance Company to make or
modify any request or application for insurance or to bind Aetna Health Inc. and Aetna Life Insurance Company by making any
promise or representation or by giving or receiving any information.

It is further understood that no insurance will be effective unless and until the application is accepted in writing by Aetna Health
Inc. and Aetna Life Insurance Company. Final rates will be based on enrollment data as of the Policy effective date. No contract
of insurance is to be implied in any way on the basis of the completion and/or submission of this application.

Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil

penalties.

Date at

on

Print Name of Officer, Partner or Proprietor

Signature of Officer, Partner or Proprietor

Witness to Signature

Note: If there are any modifications to the statements and answers given in this application (i.e., crossed out, whited-out, erased
information}, the applicant must attest to the modifications by giving a complete signature in the margin near the modification.




EMPLOYER CERTIFICATION

X Aetna:

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

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

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 # Employeesin an ineligible class or classes

Isyour 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 weeksin 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
T



CERTIFICATION ASA 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

(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 Y ear and a Plan Y ear, any person, firm,
corporation, partnership, or political subdivision that is actively engaged in business that:
® employed an average of at least two, but not more than 50, eligible Employees on business days during the preceding Calendar
Y ear, and
® employs at least two Employees on the first day of the Plan Y ear, and
® the mgjority of the Employees are employed in New Jersey.

All persons treated as a single employer under subsection (b), (c), (m) or (0) 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 Y ear, the
determination of whether the employer isasmall or large employer shall be based on the average number of Employeesthat it is
expected that the employer will employ on business daysin the current Calendar Y ear.

I:ll certify that | qualify asa Small Employer in the State of New Jer sey.
AND

| certify that the information provided to Aetnaistrue and complete. | understand that if the above information is not
complete or is not provided to Aetnain atimely manner, then health benefits coverage does not have to be offered or continued.
| further understand that incompl ete or untrue information may void health benefits coverage.

I understand that | and my employees may be subject to fines if an employee who is aresident 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

DI certify that | 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
T




*EMPLOYEE CENSUSINFORMATION

Please include the following personsin the following list:

a employees, owners, partners, officers, and independent contractors who are actively working for the employer on aregular basis, and are paid
by the employer on aregular 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:

cow~-A4wTm

Full-time employee who works 25 or more hours per week

Part-time employee who works less than 25 hours per week

Temporary employee

Independent Contractor

Totally Disabled employee

Continuee under state or federal law

Employee participating in an employee welfare arrangement established pursuant to a collective bargaining agreement.

Work Location
(State)

Name

Job Title

Date of
Employment

Hours
worked
per

Status

Gender

Date of Birth
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*|f additional spaceis needed, attach a separate sheet.

Employer Certification Form - NJ

rev: 8-16-01
1T




YAetna New Jersey Small Group Enrollment/Change Request
14 etﬂa Hea]th I“ €. Emplayer Group information - To Be Completed by Employer
Aetna Life Insurance Company Grosp Name

Medical - Oondrol Suffix Account Plan o,

A. 'E‘ype of Activity - To Be Gompleted by Emplover  Refer to insiruciions on buck before completing ihis form. Print clearly.

1. Enroliment 2. Change - Check o that appiy Date of Event Raason
[ New Parolles/Subsetiber 1 Add Spouss / /
Eftectlve Date I Add Dependent Child ; /
; [ Name Change ; /
/ / * : /
[ Changs Plan i /
Dates of Hire C Onher / /
; ,
d ! [ Add/Change Ofvice 1D Nambers: Primary / Dentist
3. Remove or Terminate Cheot afl hal apply 4. Continuation of Goverags, i.e., COBRA, Slate, Tolal
Eifactive Data Reason Disabliity - nvorall oprions are svailable or appiicabls. Cantact Employer for
. e / / avallable spilons.
[ Remove Spoust . ] ; Coverage Forr - [ Hmployes CiDependants
[ Remove Dependent Child® d Length of Comtinnanion:  Lli2maos D8 wmos 129 mos
O Employes Withdrawal/Termination /1 i . 136 fHos Ll Torul Disabiliry™
NOTE: Employee must be enrolled Tor spouse/dependent{s) 1o huve coverage. gaif Di EDS?? _L:D\"Eﬁf'ﬁfifi L i
ate talitying Event: /
* Please complete Add/Change/Remaove and Name columnsg in Section D, . ate of Lua - E.n“ m.‘s o
*Attach proof of tolal disahihity,
B. Employee Information - Complate Sections B-H.
Social Sscurity Number Last Mams, Firgd Name, M1 Home Telaghans
{ ]
Home Address Apl. Mo | Gity, Stats 2P Gode
Employar Name Wak Tele:h-*;ﬁ.a‘
Work Address City, Slale 4P Code
Diate of Empinyment Halirs Worked Par Waek
C. Plan Option - Your seleciion must be offered by your emplover.
1. Medical ~ Check Ona:
0 NITIMO: L1 State Mandated Plans:
Opant OPan2 OPlan3 [JPland - NTHMO:
1 NIHMO No-Relerral: C1sspian DIst0Pan D515 Plan
Ll Pran | Cd Pran 2 Cran 3y [ Pan 4 L1820 Plan [J $30 Plag
[ NI Cose-Sharing TTMO: N Indemnity:
CiPtan 1 DlPaz [Plan 3 [ Plan Al [ Plan a2 [Plan B
{71 NI POS No-Referval: e TOPum D 3 Plan B
O pan | ClPlan 2 L1 Pran 3 (IPian E2
Cfand  [Pans [JPlané ] Oher Plan
O ¢me-of-Region PRPO Plan:
L5250 aiehy T $500 (Medimmy [ $1000 (Low)
D. individuals Covered - Lig individusls for whom you are adding/changingiremaoving coverage. Attach shest to list additional children, Attach proof if fulltime college student,
Lasl Name, First Name, M.L Sex Birthdate Social g | B. | Primary Office | _
Security & |& |&fF 15 Nuimber 5
{Aydd Number R{E §
{Clhangs E2ipg2s g
Fjemove M Pl owv oop vy EEEE a
Yez | Yez | Ves Yas
Cmployoe Ood /A oo [
Spouse ool /o oo o u
Child oo 7 oo =
Child oo /o Ojona O
Chile
] I oo o (]
M- HINT

MENL (302 SGB CR-67834-27 (8-04)  R-POD



E. Pre-Existing Conditions Statement

NOTE: This information may ONLY be used to defermine if a condition is a pre-existing condition. You CANNOT be denied coverage under a health benefils plan
on the basis of acourate responses 1o the following guestions. Carders can only use the information o oxpedite the processing of daims.

Yes Ho
i 1) 1. Dwring the past & months, have you or any dependent to be covered had or been diagnosed as having any of the
following? If "Yes," check appropriate box{es) below.

[Ca. Alcoholism or Drug Abuse [1h. Heart Disorder or Condition or Chest Pain
Ob. Arthritis 0i. High Blood Pressure

[c. Bload Disordar [} Kidnoy or Liver Disorder

Cd. Back or Neck Disorder, Injury or Pain Ok Lung or Respiratory Disorder

Ce. Gancer or Tumars b Menial or Nervous Disarder

i Diabeles 1 m. Paralysis, Siroke or Epilepsy

O g. Gastro or intestinal Disorder

Yes Ne | 2. During the past & months, have you or any dependent to be covered:

[ 11 a.been oxamined or treated by a physician or othar hoalth care provider for any condition, iliness, or injury, other than as
stated above?

[0 i b.been advised to have irealment or surgery or tesling that has not been done?

0 O} c been admitied to a hospital or other health care facility as an inpatient?

1030 diaken prescribed medications?

Please give delails for "Yes" answers to any part of Questions 1 or 2 on a separaie shesl of paper. This separalte shesl
should be signed and dated.

F. Other/Previous Insurance

lsyour Spouse Emploved? [ Yos [ No ['ves” give name & address of spouse’s employer.

[T *Yes" to Gther Health Coverage (Section D), give name & policy number of insurance carmier, HMO, or other source, I envolied in Medicare Parts A andfor B, identify the coverags and
provide the Medicare |D number,

i "Yes" to Gther Ry Drug Coverage {Saction D), give name & policy number of insurance carrier, HMO, or other source.

if "Yes"to Previous Coverage, idontify nama(s) of nersons, give offective date and date coverage torminated, name of previous carrier and plan number.

. Dependent Information

Boes any dependent listed in Section D live at a differant address than the Employea? JYes 1 No
i "Yas," who and al whal address?

Explain the decimslances, I any dependent's last name differs from yours, explaln the drcumstanses,

If you have questions concerning the benefits and services provided by or excludad under this Agreement, contact a
H. Empioyee Signature Mamber Sarvicas reprasentalive al 1-800-323-9930 befora signing this form.

| represent that all the information supplied in this application is true and complete. | hereby agree to the conditions of
gnroliment on the reverse side of the employee copy of this Enroliment/Change Regquest Form. | authorize deductions from my
earnings for any required contributions.

Emplayes Signature - Reguired E-fdall Address Dale J _
/ /
I. Emplover Verification - To Be Compleied by Employer
Emplover Bignature - Heguired Tilla Date )
/

Employee copy may be used as a lemporary 1D card for 30 days from the effective dafe if authorized by employer. Coverage must be verified
with Aelna Health Inc. and/or Aetna Life Insurance Company prior to visiting a specialist or admission to a hosapital.



instructions

Employer
= Complete the Emplover Group Information in the upper right corner of the form.
+ Bection A -Type of Activity: Check box{es} indicating reason(s) for submitiing application.
= Complete Section |- Employer Verification in the lower right corner of the form.
= Employer must complete this section for all new enroliments, coverage changes and terminations.
= Employer must sign and date the Enrollment/Change Request Form in order for it 1o be processed.

Employee - Complete Sactions B - H.

Section B - Employee Information:
Complete all information in order for your application to be processed.

Section C - Plan Option:
= Check one Plan Option box for Medical coverage(s) (where applicable).
= Select only an option offered by your employer.

Section D - Individuals Covered:

= Add/Change/Remove - Use "A", "C', or "R’ to indicate whether you are adding, changing or removing coverage for an individual,

= Print your full name along with the name(s} of your dependent{s), if applicable. Indicale Sex, Birthdate, and Social Security
Number for each individual listed.

= |f a dependent is a fulliime college student, you must attach a current course schedule or a letter from the school confirming Tull-
time student status {12 or more credits). I a dependent is disabled and being continued beyond the limiting age, attach proof of
disability.

= |t you or your dependenti(s) have other Health or Rx drug coverage, check off the "Yes" box{es) and complete Section F - Gther/
Previous Insurance.

+ From the approprisie provider direciory, locate the 6-digit office |D number for the primary care physician and/or dentist (if
applicable}. Indicate office 1D number selection{s) on the form.

= |f you are a current patient, please check the "Current Patient” box.

Section E - Pre-Existing Conditions Statement:
Complete this section for all new enroliments. Exceptions for Small Employer Group coverage, this section must be completed only
by persons enrolling for coverage in a group of 2 - 5 employees, and by late entrants.

Section F - Other/Previous Insurance:
Complete this section for all new enroliments or coverage changes. Coverage includes group coverage, governmental coverage, a
church plan or Medicare.

Section G - Dependent Information:
Complete this section for all new enrollments or coverage changes.

Section H - Employee Signature:
» Complete this section for all new enrcliments, coverage changes and terminations.
» Employee must sign and date the Enrollment/Change Request Form in order for it to be processed.

Section | - Emplover Verification:
« Emplover must complete this section for all new enroliments, coverage changes and terminalions.
+ Employer must sign and date the Enrcliment/Change Heguest Form in order for i 1o be processed.

Conditions of Enroliment

Applicant Acknowledgments and Agreements

On behalf of myself and the dependents listed on the reverse side, | agres 1o or with the following:

1. a) |authorize the sources stated below io give to Aetna Health Inc. and/or Aetna Life Insurance Company, or any consumer
reporting agency acting on its behalf, information about me and my minor children, if applying for coverage. Such information
will pertain to employment, other health coverage, and medical advice, treatment or supplies for any physical or mental
condition. Authorized sources are any physician or medical professional; any hospital, clinic or other medical care institution; any
carrier; any consumer reporting agency; any employer.

b} understand that | may revoke this authorization at any time. 1 agree that such revocation will not affect any action which Aetha
Health Inc. and/or Aetna Life Insurance Company has taken in reliance on the authorization. | understand this authorization will
not be valid after 30 months, if not revoked earlier.

¢} tknow that | have a right to receive a copy of the authorization if | request one.

d} Pagree that a photocopy of this authorization is as valid as the original.

2. I acknowledge by enrolling in an Aetna plan, coverage is provided by Aetna Health Inc. and/or Aetna Life Insurance Company in

accordance with the contract.

3. Enrollment of myself and of the listed dependents into the plan is effective on acceptance by Astna Health Inc. and/or Aetna Life

insurance Company.

4, Coverage and benefits are contingent on timely payment of premiums and may be ferminated as provided in the plan documents.

My employer is hereby authorized to withhold payments from my wages, as appropriate.

Misrepresentation

5. Any person who includes any false or misleading information on an Ervollment/Changes Request Form for 2 health berefils plan is

subject to oriminal and oivil penallies, MENT. (N1 FHNTS

GR-67834-27 (8-04)



SMALL EMPLOYER (2-50)

A —
PROOF OF ELIGIBILITY FORM
etnau 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)
Please Print:
Full Name (First, MI, Last) Phone No.
Title Percentage of Ownership in Firm
%

Company Name

Address

City / State / ZIP Code

Please check one of the following: ~ Small Employer Requirements for Proof of Eligibility:
(Anyone enrolling must appear on the following documents)

[ ISOLE PROPRIETOR ......ccvvvereenannn. 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.

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

[JCORPORATE OFFICER ................... 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)

| attest that while | am not listed on the state’s quarterly wage and tax form for this company, all of the following
are true:

1. lam a sole proprietor, partner, or corporate officer of the company indicated above; and

2. | am actively at work at this company on a full time, permanent basis; and

3. | draw wages, dividends, or other distributions from this company on a regular basis and

4. | have satisfied the designated waiting period before health insurance coverage is to become effective.

| understand this information may be subject to audit and agree to provide Aetna US Healthcare® (Aetna), and/or
it's affiliates, with any and all information and documentation necessary to validate the above statements. | also
understand that any misrepresentation by me of my true circumstances may result in the termination of group
health coverage from Aetna, and/or its affiliates, for myself, my enrolled dependents, and/or this company as
Aetna, and/or its affiliates, may choose. Aetna, and/or its affiliates, also expressly reserves any other rights and
remedies.

Employee
Signature: X Date:

Rev. 10/14/2002



AETNA LIFE INSURANCE COMPANY
NEW JERSEY SMALL EMPLOYER HEALTH BENEFITS WAIVER OF COVERAGE

Group Policy No.

Policyholder Name:

Employee Name: Social Security #

Last First Ml
Marital Status: Single Married Widowed Divorced

Date of Employment: Date of Birth

I was given the opportunity to enroll in this plan of group health benefits offered by my
employer and insured by Aetna Life Insurance Company. I refuse the following:

Employee, Spouse and Child(ren) coverage
Spouse coverage
Child(ren) coverage

Reason for Refusal (Please check all appropriate boxes.)
other group coverage sponsored by my employer
other group coverage sponsored by my spouse's employer
other group coverage by another organization

other reasons (please explain}

Please provide name of carrier and policy number:

I understand that if I later wish to enroll for any of the coverage(s) refused, [ will be
required to submit an Enrollment Form and Health Statement, and coverage may be
subject to a preexisting conditions exclusion.

Signature of Employee Date

Signature of Witness Date

FORM - NIWAIVER - 1/94
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