
H.  Em
ployee Signature

I represent that all the inform
ation supplied in this application is true and

com
plete.  I hereby agree to the conditions of enrollm

ent on the reverse side of
the em

ployee copy of this application.

Em
ployee Signature  -  Required

X
E-M

ail Address

Em
ployer Signature  -  Required

I.  Em
ployer Verification - To Be Com

pleted by Em
ployer

Title
D

ate

X

If  "Yes" to O
ther H

ealth C
overage (Section D

), give nam
e & policy num

ber of insurance carrier, H
M

O
, or other source.

D
oes any dependent listed in Section D

 live at a different address than the
Em

ployee? If "Yes," w
ho and w

hat address?

G
.  Dependent Inform

ation

Explain the circum
stances.

If any dependent's last nam
e differs from

 yours, explain the circum
stances.

Is your Spouse Em
ployed?

If "Yes," give nam
e & address of spouse's em

ployer.

Em
ployee

Child

Child

(A)dd
(C)hange
(R)em

ove

Spouse

Child

D
ate

F.  O
ther Insurance

Y
es

N
o

Y
es

N
o

Last Nam
e, First Nam

e, M
.I.

Sex
B

irthdate
Social Security Num

ber

 M
M

      D
D

       YYYY

Yes

M
      F

NO
TE:  This inform

ation m
ay O

NLY be used to determ
ine if a condition is a pre-existing condition.  You

CANNO
T be denied coverage under a health benefits plan on the basis of accurate responses to the

follow
ing questions.  C

arriers can only use the inform
ation to expedite the processing of claim

s.

O
ther

Health
Coverage

/     /

/     /

/     /

/     /

/     /

A.  Type of Activity - To Be Com
pleted by Em

ployer
    R

efer to instructions on back before com
pleting this form

.  P
rint clearly.

1. E
n

ro
llm

en
t

Effective Date

Date of Hire

N
J - H

IN
T

Last N
am

e, First N
am

e, M
.I.

Social Security Num
ber

H
om

e Address

Em
ployer N

am
e

W
ork Address

Apt. N
o.

C
ity, State

ZIP C
ode

H
om

e Telephone

W
ork TelephoneZIP C

ode

(                    )

(                    )

C
ity, State

2. C
h

an
g

e

C.  Plan O
ption - Your selection m

ust be offered by your em
ployer.

M
edical - Check O

ne:

N
am

e C
hange

C
hange P

lan
O

ther

A
dd S

pouse
A

dd D
ependent C

hild

 /         /

 /         /

-  C
heck all that apply.

 /          /
 /          /

Date of Event
Reason

3. R
em

o
ve o

r Term
in

ate
4. C

o
n

tin
u

atio
n

 o
f C

o
verag

e, i.e., C
O

B
R

A
, S

tate
- N

ot all
options are available.  C

ontact E
m

ployer for available options.

-  C
heck all that apply.

 /         /

 /         /
 /         /
 /         /
 /         /

Effective Date
Reason

R
em

ove S
pouse*

R
em

ove D
ependent C

hild*

E
m

ployee W
ithdraw

al/Term
ination

N
O

T
E

:  E
m

ployee m
ust be enrolled for spouse/dependent(s) to have coverage.

 /         /

 /         /

Dentist O
ffice

ID Num
ber

(If applicable)

C
urrent

Patient

Yes

C
urrent

Patient

Yes
Yes

N
o

1.
D

uring the past 6 m
onths, have you or any dependent covered had or

been diagnosed as having any of the follow
ing?  If "Y

es," check
appropriate box(es) below

.
a.

A
lcoholism

 or D
rug A

buse
b.

A
rthritis

c.
B

lood D
isorder

d.
B

ack or N
eck D

isorder, Injury
or Pain

e.
C

ancer or T
um

ors
f.

D
iabetes

g.
G

astro or Intestinal D
isorder

h.
H

eart D
isorder or C

ondition or
C

hest Pain
i.

H
igh B

lood Pressure
k.

K
idney or L

iver D
isorder

l.
L

ung or R
espiratory D

isorder
m

.M
ental or N

ervous D
isorder

n.
Paralysis, Stroke or E

pilepsy

P
lease give details for "Y

es" answ
ers to any part of Q

uestions 1 or 2 on a
separate sheet of paper.  T

his separate sheet should be signed and dated.

2.
D

uring the past 6 m
onths, have you or any dependent to be covered:

a.
been exam

ined or treated by a physician or other health care
provider for any condition, illness or injury, other than as stated
above?

b.
been advised to have treatm

ent or surgery or testing that has not
been done?

c.
been adm

itted to a hospital or other health care facility as an
inpatient?

d.
taken prescribed m

edications?

Yes
N

o

N
ew

 Jersey Sm
all G

roup E
nrollm

ent/C
hange R

equest
A

etna H
ealth Inc.

N
ew

 E
nrollee/Subscriber

A
dd/C

hange O
ffice ID

 N
um

bers:  Prim
ary / D

entist

B.  Em
ployee Inform

ation - Com
plete Sections B - H.

D.  Individuals Covered -  List individuals for w
hom

 you are adding/changing/rem
oving coverage.         Attach sheet to list additional children.  Attach proof if full-tim

e college student.

Prim
ary O

ffice
ID Num

ber

E.  Pre-Existing Conditions Statem
ent

M
B

N
L

 (9-02)

C
overage For:

E
m

ployee
D

ependents

If you have questions concerning the benefits and services provided by or excluded under this E
vidence of C

overage, contact a
M

em
ber Services representative at 1-800-323-9930 before signing this form

.

* Please com
plete A

dd/C
hange/R

em
ove and N

am
e colum

ns in Section D
.

 /         /
L

ength of C
ontinuation:

12 m
os

29 m
os

18 m
os

36 m
os

D
ate of L

oss of C
overage:

 /         /

D
ate of Q

ualifying E
vent:

 /         /

E
m

ployee copy m
ay be used as a tem

porary ID
 card for 30 days from

 the effective date if authorized by em
ployer.  C

overage m
ust be verified w

ith A
etna H

ealth Inc. prior to visiting a specialist or adm
ission to a hospital.

Dental - Check O
ne:

SG
B    G

R-67879  (5-03)        R-PO
D

A
etna Prim

ary C
are

T
M Plan H

M
O

A
etna C

hoice
T

M Plan PO
S

A
etna Prim

ary C
are

T
M Plan H

M
O

 (w
ith N

o R
eferrals)

A
etna C

hoice
T

M Plan PO
S (w

ith N
o R

eferrals)
M

andated Plan O
ption  (H

M
O

 $15 C
opay O

ption)

G
roup Nam

e

Em
ployer G

roup Inform
ation - To Be Com

pleted by Em
ployer

Dental - Control
Suffix

Account
Plan N

o.

M
edical  - Control

Suffix
Account

Plan N
o.

S
tandard:D

M
O

   or
PPO

P
rem

ier:D
M

O
   or

PPO

Prim
ary C

opay (C
heck O

ne):
$10

$15
$20

$30



Instructions

�
C

om
plete the E

m
ployer G

roup Inform
ation in the upper right corner of the form

.
�

Section A
 - T

ype of A
ctivity:  C

heck box(es) indicating reason(s) for subm
itting application.

�
C

om
plete

Section I - E
m

ployer V
erification

 in the low
er right corner of the form

.
�

E
m

ployer m
ust com

plete this section for all new
 enrollm

ents, coverage changes and term
inations.

�
E

m
ployer m

ust sign and date the application in order for it to be processed.

E
m

p
lo

yer

E
m

p
lo

yee - C
o

m
p

lete S
ectio

n
s B

 - H
.

Conditions of Enrollm
ent

Applicant Acknow
ledgm

ents and Agreem
ents

5.
A

ny person w
ho includes any false or m

isleading inform
ation on an application or enrollm

ent form
for a health benefits plan is subject to crim

inal and civil penalties.

M
isrepresentation

O
n behalf of m

yself and the dependents listed on the reverse side, I agree to or w
ith the follow

ing:
1.

a) I authorize the sources stated below
 to give to A

etna H
ealth Inc., or any consum

er reporting agency
acting on its behalf, inform

ation about m
e and m

y m
inor children, if applying for coverage.  Such

inform
ation w

ill pertain to em
ploym

ent, other health coverage, and m
edical advice, treatm

ent or
supplies for any physical or m

ental condition.  A
uthorized sources are:  any physician or m

edical
professional; any hospital, clinic or other m

edical care institution; any carrier; any consum
er

reporting agency; any em
ployer.

b) I understand that I m
ay revoke this authorization at any tim

e.  I agree that such revocation w
ill not

affect any action w
hich A

etna H
ealth Inc.

has taken in reliance on the authorization.  I understand
this authorization w

ill not be valid after 30 m
onths, if not revoked earlier.

c) I know
 that I have a right to receive a copy of this authorization if I request one.

d) I agree that a photocopy of this authorization is as valid as the original.

2.
I acknow

ledge by enrolling in an A
etna H

ealth Inc. plan, coverage is provided by A
etna H

ealth Inc. in
accordance w

ith the contract.

3.
E

nrollm
ent of m

yself and of the listed dependents into the plan is effective on acceptance by A
etna

H
ealth Inc.

4.
C

overage and benefits are contingent on tim
ely paym

ent of prem
ium

s and m
ay be term

inated as
provided in the plan docum

ents.  M
y em

ployer is hereby authorized to w
ithhold paym

ents from
 m

y
w

ages, as appropriate.

S
ectio

n
 B

 -
E

m
p

lo
yee In

fo
rm

atio
n

:
C

om
plete

all
inform

ation in order for your application to be processed.

S
ectio

n
 C

 -
P

lan
 O

p
tio

n
:

�
C

heck one Plan O
ption box for M

edical and/or D
ental coverage(s) (if applicable).

�
Select only an option offered by your em

ployer.

S
ectio

n
 D

 -
In

d
ivid

u
als C

o
vered

:
�

A
dd/C

hange/R
em

ove
- U

se "A
", "C

", or "R
" to indicate w

hether you are adding, changing or rem
oving coverage for

an individual.
�

Print your full nam
e along w

ith the nam
e(s) of your dependent(s), if applicable.  Indicate Sex, B

irthdate, and Social
Security N

um
ber for each individual listed.

�
If a dependent is a full-tim

e college student, you m
ust attach a current course schedule or a letter from

 the school
confirm

ing full-tim
e student status (12 or m

ore credits).
�

If you or your dependent(s) have other H
ealth coverage, check off the "Y

es" box(es) and com
plete Section F - O

ther
Insurance.

�
From

 the appropriate provider directory, locate the 6-digit
office ID

 num
ber for the prim

ary care physician and/or
dentist (if applicable).  Indicate office ID

 num
ber selection(s) on the form

.
�

If you are a current patient, please check the "C
urrent Patient" box.

S
ectio

n
 E

 - P
re-E

xistin
g

 C
o

n
d

itio
n

s S
tatem

en
t:

C
om

plete this section for all new
 enrollm

ents.
E

xception
:  For Sm

all E
m

ployer G
roup coverage, this section m

ust be
com

pleted only by persons enrolling for coverage in a group of 2 - 5 em
ployees, and to late entrants.

S
ectio

n
 F

 - O
th

er In
su

ran
ce:

C
om

plete this section for all new
 enrollm

ents or coverage changes.

S
ectio

n
 G

 - D
ep

en
d

en
t In

fo
rm

atio
n

:
C

om
plete this section for all new

 enrollm
ents or coverage changes.

S
ectio

n
 H

 - E
m

p
lo

yee S
ig

n
atu

re:
�

C
om

plete this section for all new
 enrollm

ents, coverage changes and term
inations.

�
E

m
ployee m

ust sign and date the application in order for it to be processed.

S
ectio

n
 I - E

m
p

lo
yer V

erificatio
n

:
�

E
m

ployer m
ust com

plete this section for all new
 enrollm

ents, coverage changes and term
inations.

�
E

m
ployer m

ust sign and date the application in order for it to be processed.

M
B

N
L

  (N
J H

IN
T

)
G

R-67879 (5-03)


