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8. Insurance Producer information (If applicable)

Applicant's Social Security Number

Ll

Application 1D Number

I N

If "Yes” please atlach explanation,

General Agent Insurance Broker

1. Are you aware of any information not disclosed on this application refating to the heaith, habits, or reputation of [iYes [TINo [IYes [ONo
any person listed on this application which might have a bearing on the risk?

if "No,” please explain:

3. tacknowledge the applicant has received an "Outline of Coverage”.
i "No,” please explain:

2. Did you see the proposed applicant at the time this application was executed?

flYes [[INo CiYes [TINo
[]Yes INo ClYes [CINo

Signature of Insurance Producer (Required)

Signature of General Agent {(Required, if applicable)

Dale E-mail Address

Date £-mait Address

Name of Insurance Producer or Agency {0 be assigned as Broker or Record
(print name)

Name of General Agent (print name}

TIN of Produrer or Acency to he assinned a3 Broker of Record

Agem TIN Mimher

Street Address {Strest, Suite No/Personal Mail Box (PMB) No./City/StatefZIP Code)

Streetf Address (Street, Suite No./Personal Mail Box (PMB} No/Citv/State/ZIP Code)

Telephone Number Fax Number

(__} ()

Telephone Numbar Fax Number

(S ()

T. Aetna Sales Representative

Last Name of Sales Renreseniative {nrin name)

First Name of Sales Representative {orint name)

U. Instructions

Please review these instructions.

Print clearly using biue or black ink. No pencil or correction fluid, please.

e o & ¢ B

has not resided in the ULS. for the fasi six (6} consecutive months.

and your Aetna coverage is effective,

The applicant must complete the application. You are responsibie to ensure that the information on the application is correct, complete and truthiul.

This application must be received by Aefna’s Medical Underwriting team within thirty (30) days from the signalure dafe.

Any intentional misrepresentation of material fact on the application may result in cancellation of coverage.

Your insurance will become effective only if this application is approved as applied for and the appropriate premium is enclosed.

You are ineligible for coverage i applicant is currently pregnant {whether or not fisted on the application) or in the process of adoption, or any non-cifizen applivant

Coverage is not guaranteed until approved by Aetna. Do not cancel your current insurance coverage until you have been notified of approval by Aetna

V. Effective Date

To avoid delays in underwriting, please review for;
s Missing or incomplete information such as:
» Weight AND Height
+ Date of birth
o Physician address and phone number
« incomplete mailing address information including city, state, and ZIP Code.

Dates are assigned o the 1# and 15" of the manth. if not selected, underwriting wilt assign the first available date.

» incomplete answers to alt application sections. If a Health Question does not apply to you, the answer should be “No.”
e if additional information or explanation is necessary attach extra sheets. All attachments must be signed and dated.

W. Payment Options

Carefully read the instructions accompanying each payment option (Page 8, Sections O, P, Q).

X. Contact information

Flease return this application to the agent or submit to the address listed below.

Aetna Advantage Plans

Mail Stop U22N
P. 0. Box 3013 Fax #: 866-223-2041
Blue Beil, PA 19422-0763 www.aeina.com/members/individuals
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