XAetna

Demographic Information

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

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 Date of Birth Social Security Number Home Telephone Number

[ 1 Male []Female

Dependent Information

1. Last Name, First Name, M.I.
Relationship Gender Date of Birth Social Security Number
[] Spouse [] Child [IMale []Female

2. Last Name, First Name, M.I.
Relationship Gender Date of Birth Social Security Number
] Spouse [] Child [IMale []Female

3. Last Name, First Name, M.1.
Relationship Gender Date of Birth Social Security Number
[] Spouse [] Child [IMale []Female

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?

[1Yes [INo

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.
Were YOu Eligible fOr COBRA? .........vvvririiiieiisssises s [1Yes [INo

If Yes,

If No, please explain:

Date coverage started (Mo/Day/Year):
Date coverage ended (Mo/Day/Year):

Are you currently covered by or eligible for Medicaid, Medicare or any employer-sponsored Health
insurance benefits or do you have other NEaIth COVEIAGE? ............ocvurveereeieeeeeeeeeveeeeeeevee e [ ]Yes [ INo

If Yes, you are not eligible for this coverage.

Were you cancelled for fraud or non-payment of PreMIUM? ..ottt []Yes []1No
If Yes, you are not eligible for this coverage.

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

a.

b.

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.

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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Effective Date

Aetna may assign an effective date of the 1st or the 15th of the month following the approval date. Effective date must be within 63 days of the prior
coverage termination date. Aetna may allow a retroactive effective date of the 1st or 15th of the month following the prior coverage termination date.

Conditions and Agreement
It is important that you read and understand the following before you sign.

Agreement

[, the undersigned, agree to the following:
1. No coverage will come into effect until Aetna notifies me in writing.

2. Coverage and benefits once they come to effect are contingent on timely and accurate payment of premiums and any other contribution provided in the plan
documents. If payment of premiums or any cther contribution is not paid in time and accurately your coverage will be terminated immediately. If you are
terminated for nonpayment of premium, you may no longer be eligible to enroll in any of Aetna’s Plans. | agree to make co-payments and any other
contributions, as provided for in my plan documents, directly to providers of health care.

3. lunderstand and agree that, with the exception of Aetna Rx Home Delivery, all participating providers 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.

4. Any person who knowingly and with intent o defraud any insurance company or cther person files an application for insurance or statement of claim
containing any material false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent
insurance act, which is a crime and subjects such person to criminal and civil penalties.

Authorization

| authorize any physician, other healthcare professional, hospital, pharmacy, pharmacy benefit manager or any other healthcare organizations {"Providers”) to
give Aetna or its agents information concerning the medical history, prescription history, services or treatment provided to the applicant listed on this HIPAA
coverage form, including those involving mental health, substance abuse and AIDS/ARC. | further authorize Aetna to use such information and disclose 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. |
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 ("HIPAA™). This authorization will remain valid for the term of the coverage and if so long thereafter as allowed by law. | understand that
Aetna will comply with the HIPAA Privacy Rules and that disclosure of information will be done under the rules of such Federal law. | understand and agree that
Aetna will use any information supplied in this HIPAA coverage form prior to the effective date in considering my application. | understand that| am entitled to
receive a copy of this authorization upon request, and that a photocopy is as valid as the original.

Signature Required

| represent that all information supplied in this form is true and correctly recorded by me. | have myself read, understand and agree to the Conditions and
Agreement. | understand that any misrepresentation andfor mistake in such information supplied, will be reason for cancellationtermination of coverage.

| UNDERSTAND THAT IF MY SIGNATURE/DATE DO NOT APPEAR AND/OR ARE NOT CURRENT AND/OR MY ANSWERS ARE INCOMPLETE,
COVERAGE MAY BE AFFECTED.

Signature Date
Aetna Sales Agent
Last Name of Sales Representative {print name) First Name of Sales Representative (print name)
Shorr Steve
Agent's Signature Date

Steve Shorr Insurance
1027 W. 11th Street # 3
San Pedro, CA 90731
Voice 310.519.1335

Fax 310.519.1359
www.SteveShorr.com

Email Steve@SteveShorr.com
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PAYMENT OPTIONS
Easy Pay (Electronic Funds Transfer —EFT)

[ Yes, | would like to use Easy Pay.
Checking Account Number: Routing Number ‘ ‘ ‘ ‘ ‘ ‘ | | | ‘

Name of Bank:
Names on Checking Account;

|| 4amie. oos

b
| »203000000%000C000000« 0000 +I

—
Account Humber

] 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. | 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. |
understand that by checking the “Yes” box above and my signature on page 2 | am accepting the terms of the Easy Pay Agreement.

Aetna reserves the right to refuse/terminate electronic payment services at any time. This agreement remains in effect until Aetna/member

Note:
terminates it. Joint accounts require the signature of ALL account authorized persons.

Credit Card Payment Option

Credit Card Type
[JVISA  [] 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.
, personally read and completed the HIPAA Coverage Form for

Iy
the individual named below because:

[ Individual does not read English

] Other (explain):
| translated the contents of this form and to the best of my knowledge obtained and listed all the requested information disclosed by:

(] Individual does not speak English [ Individual does not write English

| also translated and fully explained the “Conditions and Agreement.”
Signature of Translator (Required):
Relationship to Individual

Today's Date (Required):

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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Traditional Plans

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your language.

For help, call us at the number listed on your ID card or 1-877-287-0117. For more help call the CA Dept. of Insurance at 1-800-927-4357
English

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos ¥ que le envien algunos en espafiol.
Para obtener ayuda, llamenos al mimero que figura en su tarjeta de identificacion o al 1-877-287-0117. Para obtener mads ayuda,
llame al Departamento de Seguros de CA al 1-800-927-4357. Spanish

RREBERE - CRIBELEERS - B0l Hzia R - SR - FFREREVRE R RYERRES - T
1-877-287-0117 EAFRIRAS - AUEHSEMIGRT - FHEIEE1-800-927-4357 EﬁiHDJIH%Eﬁ%EH%ﬁﬁ% Chinese

Céc Dich Vu Trg Gifip Npdn Ngit Mi&n Phi. Quy vico thé€ dudc nhin dich vu théng dich va duge ngudi khdc doc givip cdc tai

liéu bang ti€ng Viét. PE dudc gitip d&, hiy goicho chning t6i tai sé dién thoai ghi trén thé hdivién clia quy vi hodc 1-877-287-0117
. b€ dudc trg gitip thém, xin goi S& Bao Hiém California tai s¢” 1-800-927-4357. Vietnamese.

5 Y MHlA. Fot= 8= SY MHIAS LS 4 U S=20E ARE S5tlFe A4 % HOA
AUSLICH =30 H2ots! 22 Hot2 1D =M LISt Ql= CHLE A 3 1-877-287-0117H 2 = E2l6 =& A2, BEC

AHAE MEE Boota 22 B2 ZLI0 = FE=, O M3t 1-800-927-4357TH 2 F HEGH =& Al 2. Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at maipababasa mo sa Tagalog ang mga

dokumento. Para makakuha ng tulong, tawagan kami sa numerong nakalista sa iyong ID card o sa 1-877-287-0117. Para sa
karagdagang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

Uin]dwp LEqmljmb Guruaympmbbbp: dmp lwpnn bp pupgiub dkop phipky b thonomapnebpp plipbpngby ity dkq
huniup hugbpti (kqdnyg: Ogqlmieyub hunlup Uhq qubguinaptp dtp htpbhm erub (ID) vmduh o bpdud Juad 1-877-287-
0117 hunlupm]: Tpugmghs oqlntpiub hunbup 1-800-927-4357 hunlwpm] quiiquibwpbp Guhdnpthuyh
Unpuhm]ugpnippub Pudwibinnibp: Armenian
BecrmarHme yoIIyrH Depesoga. Bbl MOXeTe BOCNONb30BATLCA YCNYraMy NepeBoguika, Y Ballv JOoKYMEHTHI NpouTyT
AN Bac Ha pycckom Asbike. Ecnv Bam TpebyeTcA NoMoLlb, 3BOHMTE HaM NO HOMEpY, yKkadaHHOMY Ha Bawei
MAEHTUMKAUMOHHOW KapTe, nnun 1-877-287-0117. Ecnu Bam TpebyeTca AONONHWTENEHANA NOMOLWbL, 3BOHUTE B
HenapTameHT cTpaxoBaHua wtata KanudgopHusa (Department of Insurance) no TenechoHy 1-800-927-4357. Russian
FHMOEEY-ER BFRETARTIIRML, BEEHHS LET Y-LAETHELOHL, IDH—FEHROESF131-877-287-
0117FTHIEAVEDLEEE N, EHZBMVEDEL, DUIALZFHRIRFT | 1-800-927-4357F TIEMRSEEL, Japanese

a0 gl e gk ol gh (R 5 (a3 S 4o Sl 8 5 5 S sl ALS an e So ledd Slailghe L3 Lyh 4y beyye ols Slads
4 e Sl il @l a0 B 1-877-287-0117  sokeli ol b g ol 535 38 Lol (Halith SIS (59548 A5 o 5led Byl 5l L oSS

Persian .35 (i3 1-800-927-4357 & jled 43 (Lo 3308 dep 5 ,30) CA Dept. of Insurance

HES I8 Aeet. A1 ©3HIE En AT IS 39 AT J W3 EAge § U Y B AT JI 3% eAged 3Jg st
290 37 T AeR I8 HEE S, 3T38 WS (ID) 995 '3 f£3 §99 '3 71 1-877-287-0117'F 7' 26 &J| T0I HEE Bt
dleda faugede we BSHdH § 1-800-927-4357 '3 26 | Punjabi

tohnymensefiety 1 :ininsegmnasnviipmen Bnnennenigasnt menial 1o ols wugiSasmbndnvmeiinmns
UINENEE AN M R IVEI A YIS 1-877-287-0117 1 e{witigtouigwigio ey gime]{eghmmvasiigmeion
TS 1-800-927-4357 Khner
w350 e Uy Gl caclindl o (Jpemnl] Doy sall 2300 @l G0l 801355 pn yie o pemnl] Loy AR g Aan i cciland
15 8l A0 5l el 8ol Joml ecile ghaddl (e 2 3l Ao Jpumall 18772870117 &30 o 5l oy puae A8lay e ]
Arabic.1-800-927-4357 a3 Jll e

Cov Kev Pab Txhais Lus Tsis Them Ngqi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom neeg nyeem cov ntawv
ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj ny ob hauv koj daim yuaj ID los sis 1-877-287-0117. Yog xav
tau kev pab ntxiv hu rau CA lub Caj Meem Fai Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357 Hmong

CDI Matice of Language Assistance-Trad
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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 | 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 apptication with the eheck.


Steve Shorr
Line

Steve Shorr
Line

Steve Shorr
Line

Steve Shorr
Line


For more details visit............ http://www.steveshorr.com/HIPAA_after COBRA/HIPAA.Rates_aetna.htm

Steve Shorr Insurance @
1027 W. 11*® Street # 3
San Pedro, CA 90731

310.519.1335
310.519.1359 FAX

SteveS@SteveShorr.com

Aetna Advantage Plans

Fillable  Application

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 apdcover letter with plan choice to:
ans EMail  to Steve@SteveShorr.com

Fax to 310.519.1359 (Press send immediately)
If all else fails, Fax direct to Aetha

860.975.1253
If you have any questions, please feel free to contact Aetna at 1-888-438-8581.

Sincerely,

Acetna 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.
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Steve Shorr
Sticky Note
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.

Steve Shorr
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Typewritten Text
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

Steve Shorr Ins
Typewritten Text


	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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