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To Be Compileted by the COBRA Applicant For addiional dependents, check here [ and use additional application form,
Name Sex |Birthdate Denial Office Number
Last Name First itial W F Mo. Day Year |Social Security Number Primary Office Number {Commplete if Applicable)
iy O o /o
il O 0O !
kst ol 00 f 4 )
i Og [
o e, I
o O 0 I
Homa Address Apartrmen Nurrber Chy State Zp Cods Telephons Numbet
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Do any o e parsors Nlsted sbove ve & {H yes, who and ai wha address? Expian droumstances,
wober kot
ClYes [ONo i
f lesl neme: of any depanden! & dzrent from yours, explai o rcumstances:
Spouse's Employer Do ery of the persons isted above hava any Il yes, what reumnce? Namz of bnsurer
othar graup medical health msurance? [1 Medicare A [ Medicare B
Ovyee [ONo ] Other Poiicy Numbar

[ hereby agree {0 the conditions of enrollmen! on the reverse side of the employes copy of this apphcation. Until 1 pay {he full premiam for the period since Lhe latter of my quoalifying event or my [oss of coverage, 1 will be
responsible (o the costs of the health care for the persons listed above. 1 will be reimbursed [or the health care delivered in accordance with my HMO coverage afler 1 pay tbe full retroactive premium which (s due within 45 days
from the dale of this elecion. ] understand (hat all non-emergeacy services, in order (o be covered by Aetna U.S, Heallhcare™ amst be pecformed by eilber my participating primary care physician or aulharized by 2 prior refemal
from my participaling prrmary care physician.

Aetna U.S. Healthcare Mamber Nurbar Sigrature ol COBRA Appicar Elacan Date

To Be Completad by the Administrator

Nama of Empicyar Submitied by (prinl) A=tna U.S. Heathrare Customer Group Number

Telephone Number COBRA Appiicant's Cumen! Mermber Numbzr Date of QuaFying Event Date of Nofioe Dake of Loss of Coverage. (i ciferent)

Is Bn&i_us.mﬂm).:&mﬂm:ﬂﬂ aliernafve group heak plan? For transfers, pleese spacfy former heath plan and member number

[ Yes (Must be during open enrollment period.) [ No
A. Election of Payment Procedure (Check one bax) Employer muost choose same billing procedure for all COBRA eurollees

(] Home Billed: Please mail completed COBRA application to your designated regional office. (See reverse side for mailing addresses,)

[ Group Billed: For those employers on group billing for COBRA participants, relroaclive premium charges will appear on the group bill. Please mail completed COBRA sapplication to your

_ designated regional office. (See reverse side for mailing addresses.)

B, Qualifying Evenl (Please chteck one) Appliceni is eligible for COBRA coverage due (o the qualifying evenl identified below

[J Employee's termination of employment - 18 manthe [T Loss of dependent statis - 36 months ) FEmploves's redurfion in hmino - 12 mantho I Dinnees ordoont pommtt 26 oot
| [ Death of employee - 36 momths [ Disability - Must be accompanied by a disability determination of the Social Security Administration - 18-29 months [ ] Medicare entiliement - 36 months
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