KAetna  Aetna Affordable Health Choices® COMFORCE Corpotation

Enrollment/Change Request
Aetna Life Insurance Company - 151 Farmington Avenue, Hartford, CT 06156

insurange plans administered by Strategic Resource Company (SRC - An Aetna Company), 221 Dawson Road, Columbia, SC 20223,
Instructions: Read and fill out the EnrclimentiChange Request (all pages). Make a copy for yourself. Give the original to your employer.
{F YOU ARE NOT CHANGING YOUR EXISTING COVERAGE, YOU DO NOT NEED TO COMPLEFE THIS ENROLLMENTICHANGE REQUEST

_::INFORMATION ABOUT YOU - Cumplete all mfarmatson L R Sy
Print your name {first, middle initial, Iast} Social Security Numher Date of birth {MM/DDIYYYY)

Home address Apariment number City State Zip code
Home pheone Work phone Email address Sex [ Male Primary language spoken (ldioma principal)
{ ) { ) O Femate

'ACTION YOU WANT TO TAKE: - Checkthe box next o the action you want tofok
I am not currently enrolled and | want to... g g:g’iag:‘?: gs;g;rtau%?t; ';g'g:ftii;ﬁf:d below.

O Make changes to my current coverage choices (add, increase, drop, decrease) as selected below.
All of my other coverage choices will remain the same as previously elected. .

1 am currently enrolled and [ want to... . (If outside of an open enroliment, see “Making Changes Cutside of an Open Enroliment.’)

O Update my personal and/or my dependent information.

3 Drop all of my current coverage choices.

Your payrolt deductions will be taken after taxes are taken.

"YOUR COVERAGE CHOICES  Check () the box for thé level of coverage you wait @
Coverage type Coverage level Weekly Biweekly Semimonthly

cost cost cost

Medical O No Medical

3 YOUrSEH ONIY....o.cooevcrrvasivsmnmssecssessmsmsmessees s s s . $ 8372 § 58.20

O Yourself and famdly. $160.06......evervrerenr $ 173,40

Group limited benefit medical coverage is not available if you live and work in New Hampshire.

Dental O NoDental

O Yourself oniy..... OO ROOUPOOOOT - SR ¥ s FOORROOOOOONRE: R : =1

O Yourselfandfamtly ................................................................................................... $ 1275 . § 2550

I represent that all information supplied i this Enrollment/Change Request s true and complete fo the best of my knowledge andior belief, | have read and agree fo fhe
Conditions of Enrolfment on the reverse side of this Enroliment/Change Request.

Your signature . Today's date (MMIDDIYY'YY)
Signature of spouse Today's date {MM/DDAYYYY}
Signature of Competent Adult Dependent Today's date (MM/DDYYYY)
Signature of Competent Adult Dependent Today's date (MM/IDD/YYYY)
Signature of Competent Adult Dependent Today's date (MM/DD/YYYY)

:‘EMPLOYER GROUP. INFORMATION Thas sectmn islo be completed by your emp]oyer e o e
Employee ID Hire date (MMIDD!YYYY) Pay type Total deduction (§} Effective date (MMDD/YYYY)

Location or site code Authorized signature Title Today's date (MMDDYYYY)

12.08.306.1-NY COMFORCECo (02/10) This Enrollment/Change Request is not proof of coverage. 382300 DE




Social Security Number

“INFORMATION ABOUT, YOUR DEPENDENTS _List e depedénts for whom you ate adcing/changingemoving coverege..
i you have more dependents, write down their informaticn on a separate sheet and atlach it o this Enroiment/Change Request

O Add Print dependent's name (first, middle initial, last) Secial Security Number
O Change
O Remove | Sex Date of birth Enrolled in:
O Male ! 01 Female O Medicat / [ Dental
Relationship:
0 Spouse 0O Child [0 Qther {Specify):
Address {if different than yours) City State Zip code
0O Add Print dependent's name (first, middie initial, last) Social Security Number
O Change
O Remove | Sex Date of birth Enrolled in:
L1 Mzle | (I Female [ Medical / O Dental
Relatioaship:
3 Spouse 3 Child O Other (Specify):
Address (if different than yours) Cily State Zip code
O Add Print dependent's name (first, middle initial, fast} Social Security Number
O Change
O Remove | Sex Date of birth Enrolled In:
B Male I [J Female O Medical / O Dental
Relationship:
03 Spouse [ Child O Other (Specify):
Address (if different than yours) City State Zip code

"MAKING CHANGES OUTSIDE OF AN OPEN ENROLLMENT - 'Please read helow to see ifyoui aré able to make changes fo your covefage
You can add to or increase your coverage during the plan year only if you have a Qualifying Life Even
(QLE). If your deductions are taken after taxes, you may drop or decrease coverage atany fime, QLES 01 Divorce, legal separation or death
fall under one of these two categories: O Termination of employment of a dependent
Loss of Other Coverage (LOC): If you praviously declined health coverage because you ar your LI Redution of a dependent's hours
dependents were already covered under another health plan and you or your dependents have lost that O Termination of your or your dependents' COBRA rights
other coverage, you may be able to enroll yourself and your dependents. If you had a recent LOC, go to U Loss of employer's contribution to spouse’s coverage
the list on the right and check the box next to your LOC and supply the date of the LOC. O Dependent child losing eligibility as & dependent
Family Status Change (FSC): Whether you ae currently enrolled or previously declined coverage, you D Ottrer loss of coverage
may be able to add or increase, coverage when you experience certain FSC events. If you had a recent Family Status Change (FSC):
FSC, go to the list on the right and check the hox nexi to your FSC and supply the date of the FSC. O Divorce, legal separation or death

Next, complete thie rest of this Enroliment/Change Request. When finished, make a copy and submit it to g Mariage
your employer with your documentation attached. You must submit this EnrollmentiChange Request, O (B)*tﬁgr‘” adoption of a dependent

together with documentation, to your employer within 30 days of the LOG/FSC.
Date of LOC or FSC {mm/dd/yyyy)

‘CONDITIONS OF ENROLLMENT: . Applicant ac ments and agreements :

On behaif of myself and the dependenis listed on this Enroliment/Change Request, | agree to or with the following:

1. | acknowledge that by enrolling in an Aetna plan coverage is underwritten by Aetna Life Insurance Company {referred to as "Aetna”} 151 Farmington Avenue,
Hartford, CT 06156 and administered by Strategic Resource Companay {SRC, an Aetna company), 221 Dawson Read, Columbia, SC 29223.

2. [ authorize deductions from my eamings for any contributions required for coverage and | agree to make any necessary payments as required for coverage,

3. Funderstand and agree that this Enrofiment/Change Request may be transmitted to Aetna or its agent by my employer or its agent.

4. The plan certificate of coverage will determine the rights and responsibilities of member(s) and will govern in the event they conflict with any benefits comparison,

adgments a

summary of other description of the plan.

5. {understand and agree that with the exception of Aelna Rx Home Delivery®, all participating providers and vendors are independent confractors &nd are neither
agents nar employees of Astna. Aetna Rx Home Delivery, LLG, is a subsidiary of Aetna Inc. The availahility of any particular provider cannot be guaranteed and
pravider network composition is subject to change. Notice of the change shall be provided in accordance with applicable state law.

Misrepresentation: As to accident and healih insurance, any person who knowingly and with intent to defraud any insurance company or otfier person files an
application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information conceming any fact
material therelo, commits a fraudulent insurance act, which is a crime, and shall be subject to a civil penalty not to exceed five thousand dollars and the stated value
of the claim for each violation. This does not apply to application for life insurance in New York.
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SRC, AN AETNA COMPANY
2010 WEEKLY PAYROLL DEDUCTION FORM

This form must be filled out in its entirety and individually attached to each
Participant’s timecard for enroliment in the medical and/or dental program.

EMPLOYEE NAME:

FIRST LAsT

SociaL SECURITY NUMBER: - - JoBNumBer._/ [/ [/ | |

WEEKLY DEDUCTION AMOUNT:  (CHECK ONE BOX)}

Qa $26.86 OpPTION 1 MepIcAL COVERAGE FOR YOURSELF ONLY

a $80.03 OPTION2 MEDICAL COVERAGE FOR YOURSELF & YOUR DEPENDENTS

a $ 445 OPTION 3 DENTAL COVERAGE FOR YOURSELF ONLY

a $12.75 OpTiOoN4 DENTAL COVERAGE FOR YOURSELF & YOUR DEPENDENTS

Q $31.31 OPTION S MEeDICAL AND DENTAL COVERAGE FOR YQURSELF ONLY

[ $92.78 OPTIONG MEDICAL AND DENTAL COVERAGE FOR YOURSELF & YOUR DEPENDENTS

a $39.61 OPTIONT MEeDicaL COVERAGE FOR YOURSELF ONLY AND
DenTaL COVERAGE FOR YOU AND YOUR DEPENDENTS

Q $84.48 OPTION 8 MEDICAL COVERAGE FOR YOURSELF & YOUR DEPENDENTS AND
DENTAL COVERAGE FOR YOURSELF ONLY

Q $ 0.00 OPTIONS TERMINATE COVERAGE FOR ACTIVE EMPLOYEES

EMPLOYEE SIGNATURE: Date: /[

OFFICE LOCATION:

Rev: 03/08/2010




