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	Employer Specifications for Group Insurance
	Aetna International

Coverage underwritten by Aetna Life Insurance Company & Aetna Life & Casualty (Bermuda) Ltd.
Visit us at www.aetnainternational.com.


To apply for coverage, please complete these forms along with the Request for Participation and Joinder Agreement and submit them to your local Aetna International Representative.

	
	Internal Use Only:

	
	
     
 /

Control
	
     
 /

Suffix
	
     

Account


INSTRUCTIONS:  Employers please complete items 1-8 below.

	1.
Employer’s Group Insurance Contact Information


Employer Name      


Street      


City      

State/Country      

ZIP/Postal Code      


Contact Name      

Contact Title      


Telephone Number*      

Fax Number*      

E-mail Address      



Employer’s Bank Name      

Account Number      


	2.
Type of Business      


Number of Years in Business       

SIC/NAICS Code       


	3.
Plan Design/Provisions Selected 
(Please select one choice from each category A-I below – Inclusion of a Medical and a Life Plan is required.)

	A.
Medical Plan


 FORMCHECKBOX 

Indemnity *
 FORMCHECKBOX 

PPO *
(*Include plan design of current benefits for alignment with Trust plan option.)
	B.
Dental Plan


 FORMCHECKBOX 

Without orthodontia *
 FORMCHECKBOX 

With orthodontia *
 FORMCHECKBOX 

None

(*Include plan design of current benefits for alignment with Trust plan option.)
	C.
Life Plan


Flat Amount or Earnings Related


 FORMCHECKBOX 

$10,000
 FORMCHECKBOX 
 1 x salary
 FORMCHECKBOX 

$25,000
 FORMCHECKBOX 
 2 x salary
 FORMCHECKBOX 

$50,000
 FORMCHECKBOX 
 3 x salary
 FORMCHECKBOX 

$100,000
 FORMCHECKBOX 
 Other *
(*Include plan design of current benefits)
	D.
AD&D Plan


(Same as life benefits)


 FORMCHECKBOX 

Include
 FORMCHECKBOX 

None

	E.
LTD Plan


 FORMCHECKBOX 

Coverage as follows:

 FORMCHECKBOX 

% Benefit

 FORMCHECKBOX 

Maximum Monthly 


Benefit

 FORMCHECKBOX 

Elimination Period
 FORMCHECKBOX 

None
	F.
Vision Plan


 FORMCHECKBOX 

Include *
 FORMCHECKBOX 

None

(*Include plan design of current benefits for alignment with Trust plan option.)
	G.
Informed Healthline (IHL)


 FORMCHECKBOX 

Include 
 FORMCHECKBOX 

None
	H.
International Employee Assistance Program  (IEAP)


 FORMCHECKBOX 

Include
 FORMCHECKBOX 

None

	
	
	I.
Customized Care

 FORMCHECKBOX 

Include
 FORMCHECKBOX 

None (include Basic HTH only)
	J.
Domestic Partners


 FORMCHECKBOX 

Include 
 FORMCHECKBOX 

None

	4.
Requested effective date of plan      


	5.
Number of Aetna International eligible employees      


	6.
Number of Aetna International eligible dependents      


	7.
Broker Contact Information


Broker Company Name      



Broker U.S. Tax Identification Number (TIN)      


Broker Contact Name      


Telephone Number*      

Fax Number*      

E-mail Address      


	8.
Your Signature 

Date      



* Include area, city, and country code(s), as applicable.

To be completed by Aetna International
	9.
Submitting Aetna Representative 

Date 


	10.
Commissions (Aetna Financial Underwriter – please select one.)



For Aetna Use Only


 FORMCHECKBOX 
 Standard
 FORMCHECKBOX 
 0%
 FORMCHECKBOX 
 10%

 FORMCHECKBOX 
 Enhanced, please enter the percentage in the space provided.      %
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INSTRUCTIONS:  Please complete ALL questions on this form

	General Information

1.
Carrier/Plan Information:


A.
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
Has group been previously insured by Aetna for coverage?





If Yes, provide Control Number       
.

	
B.
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
Has group been previously insured by any other carriers?





If Yes, provide three (3) year history.

	
	Carrier Name(s)
	Type(s) of Coverage
	Period(s) Insured

	
	     
	     
	     

	
	     
	     
	     

	
	     
	     
	     

	
C.
Reason for transfer:



     



     


	
D.
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
Does your current medical plan includes an extension of benefits provision for disabled employees and dependents upon cancellation?





If Yes, provide months of extension      

All Causes or      

Per Cause

	
E.
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
Has group previously been declined for coverage?  If Yes, please state reason. 


     


     


	2.
Billing/Contribution:


A.
Renewal monthly medical billing rates
EE: $     

SP: $     

C: $     

SP&C: $     


B.
Pre-renewal monthly medical billing rates
EE: $     

SP: $     

C: $     

SP&C: $     



C.
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
Is experience available?



If Yes, provide medical pooling point       




If Yes, include copy of documented experience information for most recent three years.


	3.
Member Identification (ID) Cards:


A.
Name of Company to appear on ID Card:      


B1.
Distribution/Recipient for ID Cards:


 FORMCHECKBOX 
 In Bulk/To Policyholder – see B2 below    FORMCHECKBOX 
 Individually/Directly to Members*


B2.
Should this method/recipient be used for the initial delivery only?
 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes




If Yes, please describe:      

*If delivered directly to members, we utilize the address given to us on the member’s eligibility record (form/spreadsheet/reporting).

	4.
Eligibility/Participation:


A.
     

Total number of employees employed by your company

B.
     

Total number of eligible employees

C.
     

Total number of eligible employees applying for coverage 

D.
     

Total number of eligible dependents

E.
     

Total number of eligible dependents applying for coverage

F.
     

Total number of employees insured one year ago

G.
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
Do you currently know of any future resignations or pending lay-offs?





If Yes, how many?      

When?      



NOTE:  A copy of this form will be returned to the employer if coverage is issued.
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