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California Small Group Business (1 - 50 Eligible Employees) 
Employee Enrollment/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. 

Group Number 
         
Applicant Social Security Number  
         

                  
Company Name 
      

INSTRUCTIONS:  You, the employee, must complete this enrollment 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 
  Rehire/Reinstatement 
  New Group Enrollment 
  Late Enrollment 
  Other        

  Add Spouse/Dependent 
 Child 
  Change of Coverage 
  Name Change 
  Other        

  Employee  
 Termination 
  Remove Spouse/ 
 Dependent Child 
  Cancel Coverage 

 COBRA    Cal-COBRA   for: 
  Employee   Dependent 
Length of Continuation: 
  18    36   Other        
Original Qualifying Event Date 
        
Loss of Coverage Date        

Date of Hire 
      
 

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  AVN HMO  Basic HMO  
 Gold HMO 10  HMO  AVN HMO  Basic HMO  PrimeCare 
 Gold HMO 20  HMO  AVN HMO  Basic HMO  
 Gold HMO 30  HMO  AVN HMO  Basic HMO  PrimeCare 
 Gold HMO Copay Plan  HMO  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 Plan  Basic HMO  HMO DED   

 
 Bronze HMO Deductible 5500  Basic HMO  HMO DED  PrimeCare  
 Platinum MC Copay Plan  MC  Savings Plus   
 Gold MC 500 80/50  MC  Savings Plus   
 Gold MC Copay Plan  MC  Savings Plus   

 
 Silver MC 1000 75/50  MC  Savings Plus   
 Silver MC 1000 60/50  MC  Savings Plus  PrimeCare  
 Silver MC 1500 60/50  MC  Savings Plus  PrimeCare  
 Silver MC 2000 60/50  MC  Savings Plus   
 Silver MC Coinsurance Plan  MC  Savings Plus  ] 
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A. Coverage Selection (continued) 
[1. Medical - continued 

PLAN NAME Networks 
 Bronze MC 3500 50/50  MC  Savings Plus   
 Bronze MC 4000 Copay Plan  MC  Savings Plus   
 Bronze MC 6350 100/50  MC  Savings Plus  PrimeCare  
 Bronze MC Plan  MC  Savings Plus   
 Bronze MC HSA 2500 50/50  MC  Savings Plus   
 Bronze MC HSA 3500 70/50  MC  Savings Plus  PrimeCare  
 Bronze MC HSA 6300 100/50  MC  Savings Plus  PrimeCare  
 Gold PPO 750   PPO    
 Silver Indemnity ]     

 

Control/Group No. Suffix Account Plan No. 

[2. Dental - Check one (if applicable). 
 Standard Plans:  Aetna Dental® Plan - Plan Option:          For FOC, choose:    DMO®  or   PPO 
 Voluntary Plans:  Aetna Dental® Plan - Plan Option:          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/DD/YYYY) 
    /        /       

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 
(Optional) 

      

Number of Dependents enrolling 
for coverage including Spouse 

      
Salary  

$        

  Hourly 
  Monthly 
  Weekly 

Number of Hours 
Worked Per Week 

      

Check One: 
   Full-Time  1099  Seasonal  Union 
   Part-Time  Retiree  Temporary 

Job Title 
      

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. Disabled children may be covered if they are over age 26.  Some exceptions apply. Please refer to your 
plan documents or contact your benefits administrator. 

1 
Employee Name (Last, First, M.I.) Sex (M/F) 

  
Social Security Number  

      
Birthdate (MM/DD/YYYY) 

    /        /       
Status 

 Single  Married 
 Divorced  Legally Separated 
 Domestic Partnership 

Coverage Election 
  Medical       Dental 
  Life 

PCP Provider Office 
ID Number 

      

Current 
Patient 

 

Dental Office  
ID Number (if 
applicable) 

      

Current 
Patient 

 

 

2 
Name (Last, First, M.I.) Sex (M/F) 

  
Social Security Number  

      
Birthdate (MM/DD/YYYY) 

    /        /       
Relationship 

 Spouse  Domestic Partner 
 Other        

Coverage Election 
  Medical       Dental  
  Life 

PCP Provider Office  
ID Number 

      

Current 
Patient 

 

Dental Office ID  
Number (if 
applicable) 

      

Current 
Patient 

 

 continued on next page 
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C. Individuals Covered (continued) 

3 
Child Name (Last, First, M.I.) Sex (M/F) 

  
Social Security Number  

      
Birthdate (MM/DD/YYYY) 

    /        /       
Relationship 

 Child  Stepchild 
 Other        

Coverage Election 
  Medical       Dental  
  Life 

PCP Provider Office  
ID Number 

      

Current 
Patient 

 

Dental Office ID  
Number (if 
applicable) 

      

Current 
Patient 

 
 

4 
Child Name (Last, First, M.I.) Sex (M/F) 

  
Social Security Number  

      
Birthdate (MM/DD/YYYY) 

    /        /       
Relationship 

 Child  Stepchild 
 Other        

Coverage Election 
  Medical       Dental  
  Life 

PCP Provider Office  
ID Number 

      

Current 
Patient 

 

Dental Office ID  
Number (if 
applicable) 

      

Current 
Patient 

 
 

5 
Child Name (Last, First, M.I.) Sex (M/F) 

  
Social Security Number  

      
Birthdate (MM/DD/YYYY) 

    /        /       
Relationship 

 Child  Stepchild 
 Other        

Coverage Election 
  Medical       Dental  
  Life 

PCP Provider Office  
ID Number 

      

Current 
Patient 

 

Dental Office ID  
Number (if 
applicable) 

      

Current 
Patient 

 
 

6 
Child Name (Last, First, M.I.) Sex (M/F) 

  
Social Security Number 

      
Birthdate (MM/DD/YYYY) 

    /        /       
Relationship 

 Child  Stepchild 
 Other        

Coverage Election 
  Medical       Dental  
  Life 

PCP Provider Office  
ID Number 

      

Current 
Patient 

 

Dental Office ID  
Number (if 
applicable) 

      

Current 
Patient 

 

D. Dependent Information 
List any dependent in Section C living at another address. 

Name Address 
                
                
                
                
For Dependent Life:  If age 19 and over and 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) 4 CA   V4   D 

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. 
On behalf of myself and the dependents listed on the reverse side, I agree to or with the following: 
1. I acknowledge that by enrolling in the following plans, coverage is provided by the following entities (collectively referred to as “Aetna”): 
 ● Aetna HMO:  Aetna Health of California Inc.  
 ● Aetna Dental DMO:  Aetna Dental of California Inc.  
 ● Life, Accidental Death & Personal Loss, Dental and all other health coverages:  Aetna Life Insurance Company. 
2. I understand 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. If Aetna demonstrates that I have acted 
fraudulently or intentionally misrepresented material facts, Aetna may rescind the policy or may increase premiums after giving me at least 30 days 
prior notice by certified mail.  However, after 24 months following the issuance of the policy, Aetna will not rescind the policy for any reason and will 
not cancel the policy, limit the policy, or raise premiums due on the policy due to misrepresentation or inaccuracies in this form, whether willful or 
not. Aetna does not base its eligibility rules on any of the following factors: 

 (A) Health status. 
 (B) Medical condition, including physical and mental illnesses. 
 (C) Claims experience. 
 (D) Receipt of health care. 
 (E) Medical history. 
 (F) Genetic information. 
 (G) Evidence of insurability, including conditions arising out of acts of domestic violence. 
 (H) Disability. 

(I)   Any other health status-related factor as determined by any federal regulations, rules, or guidance issued pursuant to Section 2705 of the 
federal Public Health Service Act. 

 For life coverages:  I 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, I 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 19th birthday, or up to their 23rd 
birthday, if a full-time student. 

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. I understand 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. 

5. I understand 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. 

 
 

To the best of my knowledge, I represent that all information supplied in this form is true and complete. I have read and agree to the Conditions of 
Enrollment on this California Small Group Business (1 - 50 Eligible Employees) Employee Enrollment/Change Form. I understand in the event I 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. I am employed by the employer shown on Page 1, and I am 
working full time at least 30 hours per week (or 20-29 hours per week if elected by my employer) 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. 
I understand that I 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. I further understand that the agreement 
contains limitations on certain remedies and that there may be certain limitations to the recovery of punitive damages. 

  I AM ENROLLING FOR COVERAGE: 
Employee Signature 
X 

Employee E-mail Address (optional) Date (Month/Day/Year) 
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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 I am eligible to apply for this coverage through my employer; however, I am waiving coverage as noted below. 
 Employee:  Medical  Dental 

 Life 
Reason for declining coverage 

 Spousal group coverage 
 Parental group coverage 
 COBRA coverage 
 Medicare 
 Medi-Cal 
 Retiree coverage 
 Another group plan provided by my employer 

 
 Insurance through another job 
 TRICARE 
 VA coverage 
 Individual coverage - On or Off Exchange 
 Do not want 
 Other         

 Spouse  Medical  Dental 
 Life 

 Child(ren):  Medical  Dental 
 Life 

I certify I have been given the right to apply for this coverage; however, I am electing not to enroll. By declining this group coverage I acknowledge that I 
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). 

  I AM DECLINING COVERAGE:   Employee Signature   X 
Date (Month/Day/Year) 
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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: 

 
  ©2008 Aetna Life Insurance Company 
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