a.etna® Dental Enroliment/Change Request  Actnatife nsurance Company

151 Farmington Avenue

Aetna Life Insurance Company Hartford, CT 06156
Aetna Dental of California Inc. Aetna Dental of California Inc.
Aetna Health of California Inc. 23(.13 g%ensmouth Avenue

uite

Woodland Hills, CA 91367

Aetna Health of California Inc.
6303 Owensmouth Avenue
Suite 900
Woodland Hills, CA 91367
TO COMPLY WITH CALIFORNIA LAW WHEREVER THE TERM "SPOUSE" APPEARS IT SHALL BE CONSTRUED TO
INCLUDE A 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-
] New Enrollee/Subscriber | [] Add Spouse Check all that apply. COBRA - Not all options are available. Contact
. Employer for available options.
Effective Date: L] Add Dependent Child L] Remave Spouse Coeergge for: [] Emrﬁoyee [ Dependents
[_] Name Change [] Remove Dependent Child N
: Length of Continuation (months):
Date of Hire: L Other [] Employee Withdrawal [ 118 [136 []Other
' [ Control/Suffix/Acct/Plan: Termination T
[]29 - Attach disability determination from
[_] Cancel Coverage ) ) o
[ Rehire/Reinstatement ) the Social Security Administration
Date of Event: Effective Date: Date of Loss of Coverage:
gaFe of Rehire/ Date of Qualifying Event:
einstatement Reason: Reason: Continuation of Coverage Expiration Date:
B. Employee Information
Social Security Number Last Name, First Name, M.1. Home Telephone Work Telephone
Employee Status Home Address Apt. No. [City, State ZIP Code
[ ] Active [ ] Retired

C. Plan Options - Your selection must be offered by your employer.

Check One: ] Indemnity Dental ] Dental PPO [] Advantage/Basic/Preventive ] FOC/PPO
] DentalFund/HealthFund ] DmO® ] FOC/Indemnity ] FOC/DMO®

DMO is not an available option if you reside in any of the following states: AK, AL, AR, GU, LA, ME, MS, MT, ND, NE, NH, PR, SC, VI, VT, WV and WY.

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.
] Employer Group allows dependent coverage to age 26 [ | Not applicable
(A)dd 1. Employee Name - Last, First, M.I. Relation|Sex | Birthdate (MM/DD/YYYY)
(C)hange Code |(M/F)
(R)emove Self
Social Security Number Late Entrant | Prior Other Dental | Currently Physically or | Primary Dentist Office ID | Current
Yes Insurance Coverage Covered by | Mentally Number Patient
[] Plan Yes* Medicare Disabled Yes
Yes* [] ] Yes* [] N/A

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 2. Spouse Name - Last, First, M.I. (Explain difference in last name in Special Relation | Sex |Birthdate (MM/DD/YYYY)

(C)hange ___ |Remarks.) Code |(M/F)

(R)emove

Social Security Number (if Late Entrant | Prior Other Dental | Currently Physically or | Primary Dentist Office ID | Current

dependent has no SSN, write Yes Insurance Coverage Covered by | Mentally Number Patient

“‘None”) [ Plan Yes* Medicare Disabled Yes
Yes* [] O Yes* [] Yes []

(A)dd 3. Child Name - Last, First, M.I. (Explain difference in last name in Special Relation [ Sex |Birthdate (MM/DD/YYYY)

(C)hange ___ |Remarks.) Code |(M/F)

(R)emove

Social Security Number (if Late Entrant | Prior Other Dental | Currently Physically or | Primary Dentist Office ID | Current

dependent has no SSN, write Y Insurance Coverage Covered by | Mentally Number Patient

“None”) |f|s Plan Yes* Medicare Disabled Yes
Yes* [] O] Yes* [] Yes [] ]

(A)ad 4. Child Name - Last, First, M.I. (Explain difference in last name in Special Relation|Sex |Birthdate (MM/DD/YYYY)

(C)hange ____ |Remarks.) Code |(M/F)

(R)emove

Social Security Number (if Late Entrant | Prior Other Dental | Currently Physically or | Primary Dentist Office ID | Current

dependent has no SSN, write Y Insurance Coverage Covered by  |Mentally Number Patient

“None”) |f|s Plan Yes* Medicare Disabled Yes
Yes* [] L] Yes* [] Yes [] ]

(A)dd 5. Child Name - Last, First, M.I. (Explain difference in last name in Special Relation | Sex |Birthdate (MM/DD/YYYY)

(C)hange __ |Remarks.) Code |(M/F)

(R)emove

Social Security Number (if Late Entrant | Prior Other Dental | Currently Physically or | Primary Dentist Office ID | Current

dependent has no SSN, write Y Insurance Coverage Covered by  |Mentally Number Patient

“None”) es Plan Yes*  |Medicare Disabled Yes
Yes* [] Ll Yes* [] Yes [] ]

(A)dd 6. Child Name - Last, First, M.I. (Explain difference in last name in Special Relation [ Sex |Birthdate (MM/DD/YYYY)

(C)hange Remarks.) Code |(M/F)

(R)emove

Social Security Number (if Late Entrant | Prior Other Dental | Currently Physically or | Primary Dentist Office ID | Current

dependent has no SSN, write Y Insurance Coverage Covered by | Mentally Number Patient

“None”) Iﬁs Plan Yes*  |Medicare Disabled Yes
Yes* [] Yes* [ ] Yes []

1. If"Yes to Prior Insurance Plan and/or Other Dental Coverage above, provide effective dates, name & policy number of insurance carrier, HMO,
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

GR-67971-6 (6-10)
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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 the following plans, coverage is underwritten or administered by the following entities (collectively referred to as “Aetna’):
o Aetna Dental PPO, Aetna HealthFund/Aetna DentalFund and Aetna Indemnity Dental: Aetna Life Insurance Company.

o Aetna Dental DMO®: Aetna Dental of California Inc.
o Aetna Dental Advantage, Preventive and Basic: Aetna Health of California Inc.

2. | authorize 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 (Schedule of Benefits, Group Agreement, Evidence of Coverage, amendments, riders or endorsements) will determine the
rights and responsibilities of the employee and dependents and will govern in the event they conflict with any benefits comparison, summary or
other description of the plan.

4. | 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. lunderstand and agree that, with certain exceptions described in the plan documents, 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 dentist, or by the participating specialist, hospital,
pharmacy, physician, or other provider as authorized by a referral from a participating primary care dentist.

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

Employee Signature

IT IS IMPORTANT THAT YOU READ AND UNDERSTAND THE FOLLOWING BEFORE YOU SIGN.

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 California Employee Enroliment/Change Request form.

Applicable to DMO and HVO Enrollees only: NOTICE OF BINDING ARBITRATION: ANY DISPUTE ARISING FROM OR RELATED TO HEALTH
PLAN MEMBERSHIP MAY 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.

| understand that | 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. | further understand that the Health Plan
agreement contains limitations on certain remedies and that there may be certain limitations to the recovery of punitive damages.

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

X

Employer Verification (To Be Completed by Employer)

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

X
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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. 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. All attachments must be
signed & 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 Enroliment/Change Request to be processed.
Section C - Plan Options: Your selection must be 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.

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) were covered under your employer’s or other Prior Insurance Plan or currently have Other Dental Coverage,
check the “Yes” box(es) and provide beginning & ending effective dates, name & policy number of insurance carrier, HMO or other source & your
Member Identification Number for the insurance plan in the space provided in Number 1.

o |f adependent is Physically or Mentally Disabled & financially dependent, check “Yes” & provide proof of physical or mental disabled status from
the attending physician.

e Primary Dental Office ID Number: Locate the office ID number for the primary care dentist from the appropriate provider directory or from
DocFind®, Aetna’s online provider directory at “www.aetna.com”.

¢ If you are a current patient, please check the “Yes” box under Current Patient.

.Conditions of Enroliment/Misrepresentation — Employee Signature: Employee must sign & date the Enroliment/Change Request for new
enrollments or coverage changes to be processed.

GR-67971-6 (6-10) 4 CA (V2)



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.

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 ndmero 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

RRGEEIRE - CEESE R - A ain e 08 - S HE - SREE N REFATY (VBRSNS - AT
1-877-287-0117 BATL(FIRAE - ACDHSEMRE) » FFEEL-800-927-4357 BN {RI% ETE#RE - Chinese

Ctc Dich Vu Trg Gifip Npdn Ngit Mi&n Phi. Quy vicd thé duge nhéin dich vy théng dich va dude ngui khdc doc givip cdc tai

liéu bing tiéng Viét. PE dude givip d, hily goicho chiing 161 tai s6 dién theai ghi trén thé hdi vién cia quy vi hodc 1-877-287-0117
. BE dugc trg gitip thém, xin goi S§ Bio Hi€m California tai s6” 1-800-927-4357. Vietnamese.

fE =9 MUIA Aotz st=0H Y AMHIA S B2 = JUCH smHE AFE E=lF= MHIAS H2A
AUELICH =20 ERotd 2= A ofol D ZHE0 L2t 2= CHE &3 1-877-287-0117TH 2 2 —E—QI of =&AZ2. 20

AbAl et MD*S oot =2 A LLIOF 3= E&l=, Pt &3 1-800-927-4357H 2 2 P =& Al 2. Korean

Walang Gastos namga 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

Utdwp LEgywljumh Tuwumypym bbkp: dmp lpupnn bp pupgdub dknp phpky b qoonunuopnehpn pletpgty g dkq
hunlwip hugbpb (kqdny: Ogimipyui hunlump Jkq quibquihwiptp dkp hlplneub (ID) vimiuh Jpou bpduwd uud 1-877-287-
0117 hunfwipm]: Tpwgmghs ogimipyub hunduip 1-800-927-4357 hunfuipn] quibigquihuiptp Guyhbnptthuyh
Unpuihm]wgpnipiub Pudwinin bp: Armenian
BecrmaTHee yoIyrM HepsBoga. Bbl MOKETE BOCNONB3IOBATECH YCNYraMy NEPEBOAYMKa, M BalWN AOKYMEHTEI NPOUTYT
AnNA Bac Ha pycckoM a3blke. Ecnu Bam TpebyeTca nomoLlb, 3BOHUTE HAM N0 HOMEPY, YKasaHHOMY Ha Ball el
waeHTUbMKauMoHHoW KapTe, unu 1-877-287-0117. Ecnn Bam TpebyeTca AoNONHATENBHAA NOMOLb, 3BOHUTE B
HAenapTameHT cTpaxoBaHua wtaTa KanndopHna (Department of Insurance) no Tenedony 1-800-927-4357. Russian
EHMOSEY R BFRETAREIRML. BEEHRHLET. YLRAECHEZOF L. IDI—FRFOESFLIL1-877-287-
OLI7TETERMNEDHEEEL, B3 EMNEDEE., DII7 LTI REEFT . 1-800-927-4357TF TIEAAIEELY, Japanese

oy gl g addl i Rl e s 5 4 Kol 28 E 5 S palBiual (alEG an e S lada Sl L gL 4 beye Il alads
4 Ohy Sl Gl gl asfa el 1-877-287-0117  esbed cul by 5l sad o Lad i )l (595 48 Al o jlad Byl )l Le b oSS

Persian .28 i3 1-800-927-4357 o sledi 43 (LiaNE 4an »3131) CA Dept. of Insurance

HES g ATet IH TIHIE € ATTE ITHS 39 AFC J W3 SRR § U Y 3 AR J1 g% ©Ag=d gJg Urret
29 37 7T Ao I&| HEE B, g3 WEE (ID) 993 '3 &3 §9d '3 71 1-877-287-0117'3  H'S 26 od| T0d HEE Bt

FlgIS faurgee g fesHdA § 1-800-927-4357 '3 &6 JJ| Punjabi

tohngmantafinig 1 4ninvegunagnonipmen Samsnaigsgnt menigl 1o ENtsw gygiEpsmEngnveitvee
NN A M 2R IUEIHIT YIS 1-877-287-0117 1 o{MUguuigwigfn egugiime] egmnvmagmiiya
W2 1-800-927-4357 Khimer
w5l e Uy Gl ctacladdl o pmnld S pall G300 6l 50 B0l 35 p s oo (Jemanll iy ARISS (398 A cilarh
Ly s8llS 45 o el 5 )bl duail el sladl (o 3 3all o Jpeanll | 1.877-287-0117 280 o 5l @l puiae 48y o Gl
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 hurau 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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