
 

 

 

HIPAA* Coverage Form – 
California 
*(Health Insurance Portability and Accountability Act) 

Please mail this form to: 
 Attn: Unit 212 
 Aetna 
 PO Box 730 
 Blue Bell, PA  19422 

Demographic Information 

Last Name, First Name, M.I. 

      

Home Address (P.O. Box not acceptable) 

      

City 

      

State 

      

Zip 

      

Billing Address (If different than above address) 

      

City 

      

State 

     

Zip 

      

County (Required) 

      

Gender  

 Male     Female 

Date of Birth 

      

Social Security Number 

      

Home Telephone Number 

      

Dependent Information 

1. Last Name, First Name, M.I. 

       

 Relationship 

  Spouse     Child 

Gender  

 Male     Female 

Date of Birth 

      

Social Security Number 

      

2. Last Name, First Name, M.I. 

       

 Relationship 

  Spouse     Child 

Gender  

 Male     Female 

Date of Birth 

      

Social Security Number 

      

3. Last Name, First Name, M.I. 

       

 Relationship 

  Spouse     Child 

Gender  

 Male     Female 

Date of Birth 

      

Social Security Number 

      

HIPAA Eligibility 

1. Have you had  at least18 months of prior creditable coverage most recently under an Employer sponsored group health plan, governmental plan, or 
church plan or an individual health plan purchased in California that terminated due to the insurer becoming insolvent or discontinuing coverage in 
this State, or you no longer live in the service area in the State of California of the insurer that provides coverage in this State and this coverage 
ended within the last 63 days of the end date of your previous plan for a reason other than fraud or non-payment of premium?   Yes   No 

 If Yes, please attach the Certificate of Coverage provided by your former employer or carrier OR letter from  
your employer giving us the start and end date of coverage. 

 Name of insurance carriers:        Telephone Number (     )         

 If No, you are not eligible for this guarantee issue plan. 

2. Were you eligible for COBRA? ......................................................................................................................................................   Yes   No 

  If Yes, Date coverage started (Mo/Day/Year):        
 Date coverage ended (Mo/Day/Year):        

  If No, please explain:        

3. Are you currently covered by or eligible for Medicaid, Medicare or any employer-sponsored Health  
insurance benefits or do you have other health coverage? ...........................................................................................................   Yes   No 

  If Yes, you are not eligible for this coverage. 

4. Were you cancelled for fraud or non-payment of premium? .........................................................................................................   Yes   No 

  If Yes, you are not eligible for this coverage. 

5. If you applied for the Aetna Advantage Plans for Individuals, Families and the Self-Employed, the following requirements must be met: 

 a.  You must have applied for the Aetna Advantage Plans for Individuals, Families and the Self-Employed within 63 days of the end date of 
your previous plan.   

  b. You must have inquired about enrollment as a HIPAA eligible individual within 30 days of the declination for enrollment in the Aetna 
Advantage Plans OR within 63 days of the previous plan.  
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PAYMENT OPTIONS 

Easy Pay (Electronic Funds Transfer –EFT) 

 Yes, I would like to use Easy Pay. 

 Checking Account Number:        Routing Number                    

 Name of Bank:        

 Names on Checking Account:        

 

 
 

 No, I do not want Easy Pay.  Please bill me each month. 

Terms of Agreement: My account(s) at the institution named has sufficient funds to pays all debts and charge credits.  Aetna shall initiate electronic 
debit, charge or credit entries to pay premiums/charges for authorized policies, and the entries are my transaction receipt.  There is no payment to 
Aetna until Aetna receives full and final credit for the payment.  I understand that corrections to the entries may involve an account adjustment, and that 
my direct electronic payment of Aetna’s premium will be debited/charged on or after the premium due date.  No bill will be issued.  I 
understand that by checking the “Yes” box above and my signature on page 2 I am accepting the terms of the Easy Pay Agreement. 

Note:  Aetna reserves the right to refuse/terminate electronic payment services at any time.  This agreement remains in effect until Aetna/member 
terminates it.  Joint accounts require the signature of ALL account authorized persons. 

Credit Card Payment Option 

Credit Card Type 

  VISA       MasterCard 

Cardholder’s Name (exactly as it appears on the card) 

      

Account Number Card Expiration Date 
  

        –         –         –               
  

Payment by Personal Check or Money Order 

Please include a personal check or money order made payable to “Aetna” and attach to this form. 

Statement of Accountability – to be completed if the individual to be covered cannot or has not completed this HIPAA Coverage Form. 

I,       , personally read and completed the HIPAA Coverage Form for 
the individual named below because: 

  Individual does not read English  Individual does not speak English  Individual does not write English 

  Other (explain):        

I translated the contents of this form and to the best of my knowledge obtained and listed all the requested information disclosed by:        

I also translated and fully explained the “Conditions and Agreement.“ 

Signature of Translator (Required):        Today’s Date (Required):        

Relationship to Individual        
 

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. 
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Steve if they check the monthly billing it says on the application that they must include a check for first
month premium and mail the application with the check.
 
If they sign up for credit card then they need to fill in  the credit card information and I can then get them
to go ahead and process the enrollment. 
 
Or they can sign up for easy pay electronic transfer from a checking account we would need the section
filled out with their banking information.
 
So if they do just want monthly billing they will need to mail the application with the check.
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Steve Shorr Insurance
1027 W. 11  Street # 3th

San Pedro, CA 90731

310.519.1335
310.519.1359 FAX
SteveS@SteveShorr.com

Aetna Advantage Plans

Attn: Unit 212

PO Box 730

Blue Bell, PA 19422

Dear Sir or Madam:

Thank you for your interest in the Aetna Advantage Plans for Individuals and Families.  The

enclosed materials have been designed to provide additional information on our HIPAA (Health

Insurance Portability and Accountability Act) plan.  The premium rates and plan designs are

provided in this package to assist in your decision.

Please check the plan of your choice and return this letter with your completed coverage form.

o MANAGED CHOICE OPEN ACCESS 3500 

o MANAGED CHOICE OPEN ACCESS VALUE 2500

Carefully read the instruction accompanying each payment option. One (1) form of payment must

be selected to avoid a delay in processing time.

Send your completed coverage form and cover letter with plan choice to:

Aetna Advantage Plans

Attn:  Unit 212

PO Box 730

Blue Bell, PA 19422

If you have any questions, please feel free to contact Aetna at 1-888-438-8581.

Sincerely,

Aetna Individual Billing

Enclosures

Aetna is the brand name used for products and services provided by one or more of the Aetna group of

subsidiary companies. The Aetna Advantage Plans for Individuals and Families are offered by Aetna Life

Insurance Company.

W hile this material is believed to be accurate as of the print date, it is subject to change.

For more details visit............http://www.steveshorr.com/HIPAA_after_COBRA/HIPAA.Rates_aetna.htm
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Fax or email application to Steve Shorr Insurance at the above address. 

There is NO CHARGE for Steve's services.  Aetna pays him, it saves them time and effort.
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Fillable Application

http://www.steveshorr.com/HIPAA_after_COBRA/Aetna/Application_Aetna_HIPAA_fillable.pdf
Steve Shorr Ins
Typewritten Text
Email to Steve@SteveShorr.com
Fax to 310.519.1359 (Press send immediately)
If all else fails, Fax direct to Aetna
860.975.1253
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	HIPAA Application

	Eligibility Questions

	Effective Date - Normally as long as you apply BEFORE your COBRA expires - there will not be ANY lapse in coverage.

	Payment Options

	Details on Payment Methods


	Select Plan Desired $3,500 or $2,500   THIS IS A REQUIRED PAGE !


	Contact us at Steve@SteveShorr.com 
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