aetna

Aetna Vision™" Preferred

Enrollment/Change Request
Aetna Life Insurance Company

Aetna Life Insurance Company
151 Farmington Avenue
Hartford, CT 06156

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

Instructions: Refer to the instructions on the back before completing this form. You must complete this application in full or it will be returned to
you resulting in a delay in processing. You are solely responsible for its accuracy and completeness.

Control

Suffix

Account Plan Number

Employer Group Information (To Be Completed by Employer)

Employer Name — Full Name of Business or Organization

Employer Address (Street, City, State, ZIP Code) — Primary Location of Business or Organization

A. Type of Activity — Employee Completes Sections A-D.  Please Print Clearly.

Enrollment — Check one. Change - Check all that apply. Remove or Terminate — Continuation of Coverage, i.e., COBRA, Cal-
1 New Enrollee/Subscriber | [] Add Spouse Check all that apply. (E:OBIRA ';lﬂt all (')Iptki)(lms filtfe available. Contact
i _ . R S mployer for available options.
Effective Date: (] Add Dependent Child [ Remove Spouse . Coverage for: [ ] Employee [ ] Dependents
] Name Change ] Remove Dependent Child L
/ / _ Length of Continuation (months):
Date of Hire: [] Other ] Employee Withdrawal/ [118 [136 []Other
' [ ] Control/Suffix/Acct/Plan: Termination —
/ / [] Cancel Coverage []29- Attach cj|sab|||ty Qetermln§t|on from
[ Rehire/Reinstatement the Social Security Administration
Date of Rehire Dateof Event: ___ /| | EffectiveDate: | | Date of Loss of Coverage: ___[___ |
ale of kenire Date of Qualifying Event: |
Reinstatement Reason: Reason: N o i
Continuation of Coverage Expiration Date:
/ / /.
B. Employee Information
Social Security Number Last Name, First Name, M.I. Home Telephone Work Telephone
Employee Status Home Address Apt. No. (City, State ZIP Code
[ ] Active [ ] Retired

Subscriber Primary Language (other than English)
Primer Idioma del suscriptor (que no sea el Ingles)

What is your primary Language? ¢ Cudl es su primer idioma?

Subscriber Disability
Do you have a disability which affects your ability to communicate or read?
[JYes [INo IfYes, please indicate the nature of your disability.

C. Product Information

X Aetna Vision®" Preferred
Aetna Vision®" Preferred may not be available in all states.

D. Individuals Covered - List individuals for whom you are enrolling or adding/changing/removing coverage.
] Check this box if you are refusing coverage for your dependents. * Provide details for “Yes*” responses below.

(A)dd 1. Employee Name - Last, First, M.I. Relationship | Sex (M/F)
(C)hange Code
(R)emove Self
Birthdate (MM/DD/YYYY) | Social Security Number Other Vision Coverage |Currently Covered | Physically or Mentally | Student
/ / Yes* by Medicare Disabled
Yes* [] N/A N/A
(A)dd 2. Spouse Name - Last, First, M.l. (Explain difference in last name in Special Remarks.) Relationship | Sex (M/F)
(C)hange Code
(R)emove
Birthdate (MM/DD/YYYY) | Social Security Number (if dependent | Other Vision Coverage |Currently Covered  |Physically or Mentally | Student
has no SSN, write “None”) Yes* by Medicare Disabled Yes
/ /
Yes* [] Yes []
Continued on Page 2
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D. Individuals Covered - (continued) List individuals for whom you are enrolling or adding/changing/removing coverage.

* Provide details for “Yes*” responses below.

Attach sheet to list additional children.

(A)dd 3. Child Name - Last, First, M.I. (Explain difference in last name in Special Remarks.) Relationship | Sex (M/F)
(C)hange Code
(R)emove
Birthdate (MM/DD/YYYY) | Social Security Number (if dependent | Other Vision Coverage |Currently Covered |Physically or Mentally | Student
/ / has no SSN, write “None”) Yes* by Medicare Disabled Yes
Yes* [] Yes [] ]
(A)dd 4. Child Name - Last, First, M.I. (Explain difference in last name in Special Remarks.) Relationship | Sex (M/F)
(C)hange Code
(R)emove
Birthdate (MM/DD/YYYY) | Social Security Number (if dependent | Other Vision Coverage |Currently Covered  |Physically or Mentally | Student
/ / has no SSN, write “None”) Yes* by Medicare Disabled Yes
Yes* [] Yes []
(A)dd 5. Child Name - Last, First, M.I. (Explain difference in last name in Special Remarks.) Relationship | Sex (M/F)
(C)hange Code
(R)emove
Birthdate (MM/DD/YYYY) | Social Security Number (if dependent | Other Vision Coverage |Currently Covered  |Physically or Mentally | Student
/ / has no SSN, write “None”) Yes* by Medicare Disabled Yes
Yes* [] Yes [] ]
(A)dd 6. Child Name - Last, First, M.I. (Explain difference in last name in Special Remarks.) Relationship | Sex (M/F)
(C)hange Code
(R)emove
Birthdate (MM/DD/YYYY) | Social Security Number (if dependent | Other Vision Coverage |Currently Covered |Physically or Mentally | Student
/ / has no SSN, write “None”) Yes* by Medicare Disabled Yes
Yes* [] Yes [] ]

1. If“Yes” to Other Vision Coverage and/or Currently Covered by Medicare above, provide effective dates, name & policy number of insurance carrier,
vision plan or other source & your Member Identification Number.

2. Does any dependent listed above live at a different address than the employee? []Yes [ INo If“Yes,” who & what address?

Special Remarks:
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Conditions of Enrollment

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

Applicant Acknowledgments and Agreements

On behalf of myself and the dependents listed on Pages 1 and 2, | agree to or with the following:

1. lacknowledge that by enrolling in an Aetna Visions™ Preferred plan, coverage is underwritten by Aetna Life Insurance Company (referred to as “Aetna”) and
that certain claims adjudication and other administrative services are provided by First American Administrators, Inc. (an affiliate of EyeMed Vision Care,
LLC) and/or its affiliates.

2. lauthorize deductions from my earnings for any contributions required for coverage and | agree to make any necessary payments as required for coverage.

3. 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.

4. 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.

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.

[] By checking this box you agree to use Aetna Navigator®, Aetna’s member self-service website for all
Employee Signature future printed materials and understand you may choose to receive paper documents in the future.

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 Employee Enroliment/Change Request form.

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

X / /

Employer Verification (To Be Completed by Employer)

Employer Signature - Required Title Date (Month/Day/Year)
X I

Instructions
Employer

o Complete the Employer Group Information at the top of Page 1.
o Complete the Employer Verification below the Employee signature on Page 3 (above). Employer must sign & date the Enrollment/Change Request for
new enrollments or coverage changes to be processed.

Employee - Complete Sections A—D  Additional dependent and/or other information may be provided on a separate sheet. Al attachments must be
signed and dated.

Section A - Type of Activity:
o Check box(es) indicating reason(s) for submitting this Enrollment/Change Request.
o Provide Effective Date(s) & Date of Event(s) where requested.
Section B - Employee Information:
o Complete all information in order for your Enrollment/Change Request to be processed.
Section C - Product Information
Section D - Individuals Covered:
o Add/Change/Remove — Use “A”, “C”, or “R” to indicate whether you are adding, changing or removing coverage for an individual.
o Print your full name along with the names(s) of your dependent(s), if applicable. Indicate Sex, Birthdate, & Social Security Number for each individual.
o Relationship Code — Use ONLY: H=Husband, W=Wife, S=Son, D=Daughter, Y=Sponsored Male, X=Sponsored Female. If the dependent is
NOT your spouse or a biological or legally adopted child, please indicate relationship to employee in Special Remarks.
o [f you or your dependent(s) have Other Vision Coverage and/or are Currently Covered by Medicare, check the “Yes” box(es) and provide
beginning & ending effective dates, name & policy number of insurance carrier, vision plan or other source & your Member Identification Number for
the insurance plan in the space provided in Number 1.
o If adependent is Physically or Mentally Disabled & financially dependent, check “Yes” & provide proof of disability from the attending physician.
o If a dependentis a Student, check “Yes”. Refer to your Summary Coverage for plan definitions. Aetna may request that you provide proof from the
educational institution.
Conditions of Enrollment/Misrepresentation — Employee Signature: Employee must sign & date the Enrollment/Change Request for new enrollments
or coverage changes to be processed.
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DOI Written Notice of Availability of Language Assistance

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 y 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

FRGERIRMS - (CTEEOBARY © FPSUES AR - AUSHE - WEECATRIR RS BRSGANS - ST
1-877-287-0117 SR(FkAS o AU ELABIINY - FERIR1-800-927-435T SRS - Chinese

Céc Dich Vu Trg Gitip Ngdn Nglt Mi&n Phi. Quy vicd thé dudc nhin dich vu thdng dich va dudc nguii khic doc giip cdc tai

ligu bing ti€ng Viét. DE duge gitip d5, hily goicho chuing t6i tai s6"dién thoai ghi trén thé héi vién cia quy vihodc 1-877-287-0117
. BE dugc trg gitip thém, xin goi S§ Bio Hi€m California tai s6” 1-800-927-4357. Vietnamese.

fE =Y MUIA otz 5t=H SY HHIAS B2 = JUCOH smHE AFE 2=lF= AMHIAS B4
U_ZLICH =50 2Rotd 2= Aok2 1D 2H=0 L2 2= CHLE &8 1-877-287-0117TH2 E 22 =& A%, 20
ALHIBE ALEL % Dot 22 U LLIOF = 28 =, PHLK &3 1-800-927-43572H 2 2 M =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

Uin]dwp Lhquljub Turumpynbbbp: Gop lpopnn bp puapgiub dkop phipky b domumuopnptipp phphpgly i dkq
hundwip huybkpbi (kqUnd: Oqlnippub hunlup kg quiiquihwpkp dkp htplm ppoub (ID) tinduh Qo ipdud ol 1-877-287-
0117 hunfwipm]: Tpwugmghs oghneyub hundup 1-800-927-4357 hunfuipny quibquihuiptp Wuyhdnpithuyh
Unpuhm]wgpnippub Pudwinnibp: Armenian
BecmmarHee yoIiyI'M Hepesoga. Bbl MOKeTe BOCNONbI0BaThCA YCNYramMn NepeBogunka, v Ball 4oKYMeEHTbl NpadTyT
ANd Bac Ha pycckom Asbike. Ecnv Bam TpebyeTca nomMolb, 3BOHATE HaM NO HOMEPY, YKazaHHOMY Ha Bawel
WAeHTUhMKaUMOHHONW kapTe, unn 1-877-287-0117. Ecnn Bam TpebyeTca AononHUTENbHAA NOMOLWb, 3BOHUTE B
AenapTameHT cTpaxoeaHua wWtaTta KanudopHua (Department of Insurance) no Tenedony 1-800-927-4357. Russian
EHOER/Y X BFRBTEREIRMHL, BEEARAHLET. Y-ELAEZHLOAE . DI FEROBFSFI1-877-287-
OLI7TFETHEINEDEIEE N ERBBEINEDEIZ, D727 MERERFT ., 1-800-927-4357F TIEHEITEL, Japanese

o ol s adil B Bl e b ) 4 Sl 38 50 5 S oalBiual AL A e S edd 3 3l L3 L3 A bedsa ls Slads
@‘ng;‘_&én;él__ah)a‘_;\j ..\:1_)=|§_1un1._n:1 1-877-287-0117 aJLAﬁL'H|l__13Qm|nﬁ@é@éhmﬁjlsngﬁeﬂiaJM@}hj|Lnu“_KAS

Persian .28 i 1-800-927-4357 & 3Ladi 42 (L1530 den 0513 CA Dept. of Insurance

HES S ATt IHT EITHIE O AT IS 39 AFCE J W3 EAgE § A f£E T Ao J) 3% ©ASed I A
29 37 7 Ao I8! HTE B, 38 WEE (ID) 98 '3 T©8 &99 '3 77 1-877-287-0117'F 76 26 J| TUI HEE B8

FPigIdmr faurgene wg feshd A § 1-800-927-4357 '3 &6 F1 Punjabi

tshngmendefiedy 1 1 nnsegunsgnunipme Sinsanougs it meder 1 oEdtew megiBusmtndnuueitvgs
BN NGNS 166 1T §IRUE 1-877-287-0117 1 p{0RRLIUIE WIS epugiime] ficghmnssgmbiam
W2 1-800-927-4357 Khimer
S5l e Uy Joml e ladl o Jpanll S jall 2300 ol i) B0l 5 pnyie oo (Jemanll Sl ARISSH (398 Aaa i il
L 5allS A0 5l el 850l Juail cilo gladdl o 5l o Jpuanll | 1.877-287-0117 Al o s el pne Gy o
Arabic.1-800-927-4357 a8l e

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 Notice of Language Assistance-Trad
©2008 Aetna Life Insurance Company
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