A — . . "
\f\/ A . Aetna Affordable Health Choices® Advanced Clinical Employment Staffing
etﬂa Enrollment/Change Request

Insurance plans are undsrwritien by Asina Life Inswrance Company and
adminislered by Stategic Resource Company {SRC - An Aetna Company).

Instructions: Read and fill out the Enroliment/Change Request (all pages). Make a copy for yourself, Give the original to your employer.
IF YOU ARE NOT CHANGING YOUR EXlSTiNG COVERAGE YOU DO NOT NEED TO COMPLETE THIS ENROLLMENTICHANGE REQUEST

“INFORMATION ABOUT YOU

Print your name (first, middle initial, last) - Social Security Number Dale of birth (MMODYYYY)
Home address Apartment number City State Zip code

Home phone Work phone Email address Sex [ Male Primary language spoken (idioma principal)
( ) ( ) [] Female

O Enrollin the coverage chcrces selected below

| am not currently enrolled and f want fo... D Decline this opportunity to participate,

{1 Make changes to my current coverage choices (add, increase, drop, decrease) as selecied below.
All of my cther coverage choices will remain the same as previously elected.

{ am currently enrolled and | want to... (If outside of an open enrollment, see "Making Changes Oulfside of an Open Enroliment.”}

O Update my personal andfor my dependent and/or beneficiary information.

03 Drop all of my current coverage cheices.

Your payroll deductions will be taken after taxes are taken.

_Coverage type _ . Coveragelevel - Weekly cost _

Medicai O3 No Medical
D3 YOUISEIF ONIY ...ttt ettt res s srsrsseessesssesssesssne e sreenns 8 61,20
1 Yourself plus one............ $150.18
0 Yourself and family .. 522328
Group limited benefit medical coverage is not available if you live and work in New Hampshire.
Hospital Indemnity [ No Hospital Indemnity
0 Yourself only .3 448
[0 Yourself plus one.. $ 897
O Yourself and famn%y w1348
Coverage is not avarfable if you vae and work in New Hampshrre
Vision O No Vision )
O3 YOUSEIF OMIY oo sttt s sttt s st st eeeeseerene e B 1.00)
3 Yourself plus one.......... 1.70
T} Yourself and family.... 240
Coverage is not ava:tabfe if you lrve and work in New Hampsh:re
Dental 0 No Dental
LI YOUISBH Q1Y vvosererne e e csce s s ss s 54t s st 28 58880 et a0 4.45
0 Yourself plus one...... §.80
O3 Yourself angG family. ..o e eni s eenss e reresenreerernnnene 3 150
Short Term Disability (8TD) |0 No Short Term Disability
O Yourself only.... .9 350
Coverage is not avar!ab!e Jf you work in Cam’arma, Hawan, New Jersey, New York Rhode Is!and and Puerto Rico.
Term Life Insurance O No Term Life
L3 YOUMSEIF ONY..coooe e v s s b st st b1 st bt s st s s nnenn s 15
D0 Yourself and family.. ... s s st ssesssses s ssnesssos s 3 1.88
Please name your beneficiary. | Beneficiary Relaticnship: Social Security Number

“YOUR AUTHORIZ:

I represent that alf information supplied in this Enroﬂment/Change Request s true and complete to rhe best of my knowledge andior befief. | have read and agree to the
Conditions of Enroliment on the reverse side of this Enrollment/Change Request
Your signalure Today's date (MMDD/YYYY)

Employee 1D

otal deduction (%)

Location or site code Authonized signature Tile Today's dale (MMDDAYYYY)

12.08.303.1 This Enzollment/Change Request is not proof of coverage. 800834 LE



Print your name {first, middle inita!, las)

Social Security Numbsr

if you have more dependents wrlte down Ihesr |nformahon ona separate sheel and attaoh #

tothis EnrolEmenUChange Request o

0O Add Print dependent's name (first, middle initial, last) Social Secusity Number
£ Change
8 Remove | Sex Dale of birth Enrolied in;
O Male / O Female 0 Medical { [3 Hospital indemnity / O Vision / O Dental / E1 Term Life
Relationship:
I Spouse 1 Child O Other {Specify):
Address {if different than yours) City State Zip code
O Add Print dependent's name (first, middie initial, last) Social Security Number
LJ Change
0O Remove | Sex Date of birth Enrolfed in:
[ Male / {0 Female [ Medical / 3 Hospital indemnity / 3 Vision / O Dental / O Term Life
Relationship:
£ Spouse [ Child [ Other {Specify):
Address (if different than yours} City State Zip code
3 Add Print dependent's name (first, middle inifial, last} Social Secutity Number
T Change
L1 Remove Sex Date of birth Enrolled in:
O Male { [ Female ) Medical / 13 Hospital indemnity / O Vision / O Dental / 3 Tem Life
Relationship:
3 Spouse [J Child [ Other (Specify):
Address (if different than yours) City State Zip code
j"MAKING CHANGES OUTSIDE ' 'AN OPEN ENROLLMENT

You can add to o increase your coverage durang the plan year only if you have a Quahfy:ng Life Event
(QLE). #f your deductions are taken after faxes, you may drop or decrease coverage at any ime. QLEs
fail under one of these two categories:

Loss of Cther Coverage (LOC): If you previously declined health coverage because you or your
dependents were already covered under another health plan and you or your dependents have lost that
other coverage, you may be able to enroll yourselfl and your dependents. if you had a recent LOC, go io
the list on the right and check the box next 1o your LOC and supply the date of the LOC.

Family Status Change {FSC}): Whether you are currently enrolled or previously deciined coverage, you
may be able to add or increase coverage when you experience certain FSC events. If you had a recent
F8C, go to the list on the right and check the box next to yous FSC and supply the date of the FSC.

'Loss of Other Coverage (LOC}

1 Divorce, legal separation or death

LI Termination of employment of a dependent

00 Reduction of a dependent's hours

{J Termination of your or your dependenis’ COBRA rights
{1 Loss of employer's contribution to spouse’s coverage
{1 Dependent child losing eligibility as a dependent

0 Other loss of coverage

Next, complete the rest of this Enrollmen{/Change Request. When finished, make a copy and submit it to
your employer with your documentation attached. You must submit this Enroilment/Change Request,
together with decumentation, to your employer within 30 days of the LOC/FSC.

Family Status Change (FSC):

T Divorce, legat separation or death
8 Marriage

£] Birth or adoption of a dependent
£ Cther

Date of LOC or FSC (mm/ddfyyyy)
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