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SAINT MARY’S COLLEGE

NOTRE DAME + INDIANA




Aetna Dental Enrollment/Change Form
Company Name:  Saint Mary’s College

 Office use only

 Qualifying Event:

    

          Open Enrollment

          Marriage
    
          Change to Full Time Status

    

          New Hire


          Birth

          Loss of other coverage


          COBRA


          Retiree
 Effective Date:  




Entered on Banner:  
                  Enrolled with Aetna:   
                     

Dental  plan Options:
Coverage Type:



      Plan Type:
 

             Employee Only
            High Plan

        Medium Plan

   Low Plan
    

             Family

Employee Information:

Last Name  





First Name  





Social Security Number  




Date of Birth  





Phone Number  (         )




Date of full-time Hire  





Street Address  





City  


  State  

  Zip  



Gender:  
      Female
Male



Are you disabled or unable to perform normal work activities?       No      Yes    If yes, indicate reason:  




Dependent Information
Dependent Last Name  




First Name  






Social Security Number  




Date of Birth  






Gender:         Female           Male


Relationship:         Spouse
   Child
   Other:  



Dependent Status (if applicable):       Full-time Student (18 or older)        Disabled   If disabled, indicate reason:  



-------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Dependent Last Name  




First Name  






Social Security Number  




Date of Birth  






Gender:         Female           Male


Relationship:         Spouse
   Child
   Other:  



Dependent Status (if applicable):       Full-time Student (18 or older)        Disabled   If disabled, indicate reason:  



-------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Dependent Last Name  




First Name  






Social Security Number  




Date of Birth  






Gender:         Female           Male


Relationship:         Spouse
   Child
   Other:  



Dependent Status (if applicable):       Full-time Student (18 or older)        Disabled   If disabled, indicate reason:  



-------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Dependent Last Name  




First Name  






Social Security Number  




Date of Birth  






Gender:         Female           Male


Relationship:         Spouse
   Child
   Other:  



Dependent Status (if applicable):       Full-time Student (18 or older)        Disabled   If disabled, indicate reason:  



PRIOR Dental COVERAGE
Within the past 12 months, have you or any covered family member had any dental or orthodontia coverage, such as a spouse’s dental coverage?      Yes        No      If yes, list all:  (This section must be completed for Aetna to process any dental claims)

Current dental carrier name:  




  Orthodontia Coverage?      Yes      No   

Starting Date:  

   Ending Date:  

     Covered Members:      Employee      Spouse     Child(ren)
Prior dental carrier name:  




  Orthodontia Coverage?      Yes      No   

Starting Date:  

   Ending Date:  

     Covered Members:      Employee      Spouse     Child(ren)
WAIVER (refusal of coverage)
I acknowledge that I have been given the opportunity to apply for group coverage available to me and my dependents through my employer.  I proclaim that I was not pressured or forced by my employer, the writing agent, or Aetna into waiving (declining) coverage.  If I have waived any coverage offered to me or my dependents, my signature below is evidence of this action.
I hereby waive coverage for (check all that apply):

Dental for:       Myself          My Spouse       My dependent child(ren)

I decline to apply for group coverage because of:     Spousal coverage     Medicare supplement       Individual coverage






   Coverage under another carrier’s plan provided by my employer





                   Other

Applicant Acknowledgments and Agreements
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 underwritten or administered by the following entities (collectively referred to as “Aetna”):

· Aetna DMO, Aetna Dental PPO, Dental EPP, Aetna HealthFund/Aetna DentalFund, and Aetna Indemnity Dental: Aetna Life Insurance Company

· In the states of AZ, CA, GA, MD, MO, NC, NJ and TX, Aetna DMO, Advantage and Basic plans may also be provided by one of the following: Aetna Dental of California Inc., Aetna Dental Inc. (NJ), Aetna Dental Inc. (TX), Aetna Health Inc., or Aetna Health Inc. (AZ).

2. I authorize deductions from my earnings for any contributions required for coverage and I agree to make any necessary payments as required for coverage.

3. I understand and agree that this Enrollment/Change request may be transmitted to Aetna or its agent by my employer or its agent. I authorize any physician, other healthcare professional, hospital or any other healthcare organization (“Providers”) to give Aetna or its agent information concerning the medical history, services or treatment provided to anyone listed on this Enrollment/Change Request form, including those involving mental health, substance abuse and HIV/AIDS. I further authorize Aetna to use such information and to disclose such information to affiliates, providers, payors, other insurers, third party administrators, vendors, consultants and governmental authorities with jurisdiction when necessary for my care or treatment, payment for services, the operation of my health plan, or to conduct related activities. I have discussed the terms of this authorization with my spouse and competent adult dependents and I have obtained their consent to those terms. I understand that this authorization is provided under state law and that it is not an “authorization” within the meaning of the federal Health Insurance Portability and Accountability Act. This authorization will remain valid for the term of the coverage and so long thereafter as allowed by law. I understand that I am entitled to receive a copy of this authorization upon request and that a photocopy is as valid as the original.

4. 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.

5. I understand and agree that with the exception of Aetna Rx Home delivery, all participating providers (including all participating primary care dentists) 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.

Signature – please sign below if enrolling or waiving group coverage
I certify that all information supplied in this form is true and complete to the best of my knowledge and/or belief.  I have read and agree to the Conditions of Enrollment on the Enrollment/Change Request form.  I understand that in the event I fail to sign this form within 31 days after the above transaction request or that 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.
Employee or legal representative signature:  






  Date:  





Name and relationship of legal representative:  
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