
    

     

  

Small Employer Cover Sheet & Checklist 
New Business Case Information 
Aetna Small Group Underwriting 
4300 Centreway Place, Arlington, TX 76018 
P.O. Box 91507 ● Arlington, TX 76015-0007 
Phone (866) 899-4379 ● Fax (877) 362-0870 

Case Name Date Submitted (MM/DD/YY) 
Broker Name Broker Phone Number ( ) 
Broker Physical Address 
City State Zip Code 
Broker Email Address Broker Fax Number ( ) 
Proposed Effective Date (MM/DD/YY) 

SUBMISSION DATE 
All new cases with 2 to 50 employees are preferred to be received by Aetna on or before the 5th business day prior to the requested effective date. Cases 
will be accepted until the last day of the month prior to the effective date. If a cutoff deadline occurs on a weekend, all new cases sold need to be received 
on the preceding Friday. If incomplete information is provided or if the submission is not complete until after the cut-off date, the case could be assigned a 
later effective date. 

REQUIRED FOR NEW BUSINESS 
� Employer Master Application Must be completed, signed and dated by employer 
� Copy of Sold Rates Must be signed by the employer and attached to the new case submission 
� Employer Disclosure Appropriate Disclosure Form based on plan selected for TX must be signed 

and dated by the employer 
� 50/50 Benefit Description Form 50/50 Benefit Description form signed and dated by the employer 
� Enrollment/Change Form/ Original copy completed & signed byeach employee enrolling for coverage 

Medical Questionnaire & any continuees.* 
*If a spouse is enrolling, a signature must be included on the enrollment form & medical questionnaire 

� Employees waiving/declining coverage must complete the waiver section of the Enrollment/Change form. If coverage is being waived due to 
other coverage, the carrier name, telephone number and group number must be listed. 

� Copy of most recent Quarterly Wage and Tax Statement (QWTS) containing the names, salaries, etc. of all employees of the employer 
group. 

¾ The QWTS must be signed and dated by the owner or officer of the company unless filed electronically. If filed electronically, please provide  
a copy of the electronic validation. 

¾ Employees who have terminated or work part-time must be noted accordingly on the QWTS. Terminated employees must have the date of 
termination listed on the QWTS. 

¾ Newly-hired employees not listed on the QWTS must provide the first and last month’s payroll stub and registry/summary for each employee. 

� Sole Proprietor, Partners or Corporate Officers not reported on the Quarterly Wage and Tax form must submit a completed Small Employer 
(2-50) Proof of Eligibility Form. Also, as identified on the form, additional supporting documentation must be submitted. 

� If group coverage currently exists, a copy of the most recent prior carrier bill must be provided. Individuals contained on the bill should 
match those listed on the wage and tax statement. If not, please indicate on the bill why they are not on the wage and tax. 

� A check on company check stock for 100% of the first month’s medical, dental, STD and life premiums payable to “Aetna Health 
Management, L.L.C.” (Aetna’s receipt of the check does not guarantee acceptance of the group) 

� Copy of the sold proposal including rates and plan design(s). 

� Verify contribution and participation requirements by product. 

GENERAL INFORMATION 
c If applying for PPO or Indemnity medical, please list the prior carrier individual deductible $ 
d If applying for dental, does dental coverage currently exist? � YES � NO 
e If yes and prior plan includes Orthodontia, please provide the prior plan Ortho Max $ 
f Please note that additional documentation may be required (Common ownership, newly formed business, etc.) 

BROKER / GENERAL AGENT COMMENTS 

Broker Signature Date (MM/DD/YY) 

GA Signature Date (MM/DD/YY) 

All paperwork is enclosed and my submission is complete. I understand incomplete paperwork could delay the effective date of coverage. 

Plan Sponsor Signature Date (MM/DD/YY) 

This submission does not constitute approval. Please do not cancel or change your existing health coverage until you receive formal approval from Aetna. 
14.03.947.1-SW (3/06) 



 

  

  
 
   

 
  

  

  

 

 
 

 
 

  

   

   

   
 

   

   
 

 

 
 

   
 

  
 

 
  

 
 

   
 

   
 

 
 

 
 

   
 
 
 

    
 
 

 

Proof of Eligibility Form 
Small Employers with 50 or fewer eligible employees 

Sole Proprietors, Partners or Corporate Officers 
(To be used for eligible individuals that are not reported on a quarterly wage and tax form) 

Full Name (First, MI, Last) Phone No. 

Title Percentage of Ownership in Firm 

Date of Hire Number of hours worked per week 

Company Name 

In order to satisfy the Small Employer Requirements for Proof of Eligibility, the following most recent IRS Tax 
documents are required. (Anyone eligible must appear on the below documents .) 

Please check one of the following: Must submit one of the following identified documents : 

� C-Corporation ? W2 

� S-Corporation ? IRS Form 1120 S Schedule K-1 along with Schedule E (Form1040) 

� Partnership ? IRS Form 1065 schedule K-1; or 
? IRS Form 1120S Schedule K1 along with Schedule E (Form1040) 

� Limited Liability Company (LLC) ? May file as either C Corporation or Partnership 

� Sole Proprietor ? IRS Schedule SE and Schedule C filed with Form 1040; or 
? IRS Form 1040 Schedule F or K1 

I attest that while I am not listed on the state quarterly wage and tax statement for this company, the following are true (check 
applicable boxes): 

1. I am a sole proprietor, partner or corporation officer of the company indicated above. �

2. I am actively at work at this company on a full time, permanent basis working no less than the minimum number of�
hours required by the applicable State Laws. 

3. I draw wages, compensation, dividends or other distributions from this company on a regular basis and do not derive �
substantial earned income from any other employment. 

4. I have satisfied the designated waiting period before health insurance coverage is to become effective.�

5. I am a retiree of the above company and qualify for benefits under their guidelines.  �
(Retiree coverage is only available in states where mandated. Maine and New Hampshire - all groups.  Florida and Illinois 
municipalities only.) 

I understand this information may be subject to audit and agree to provide Aetna and/or its affiliates, with any and all information and 
documentation necessary to validate the above statements. I also understand that any misrepresentation by me of my true 
circumstances may result in the termination of group health coverage from Aetna and/or its affiliates, for me, my enrolled dependents 
and or this company as Aetna and/or its affiliates may choose. Aetna and/or its affiliates also expressly reserve any other rights and 
remedies. 

It is unlawful to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding 
the company. Penalties include imprisonment, fines, and denial of insurance benefits. 

Signature Date 

05/19/06 













Form CCP Figure 1 

TEXAS DEPARTMENT OF INSURANCE REQUIRED DISCLOSURE NOTICE 
 FOR ALL EMPLOYER GROUP INDEMNITY CONSUMER CHOICE BENEFIT PLANS ISSUED IN TEXAS 

 
As required by 28 TAC §21.3530, I have been informed that the Consumer Choice Standard Benefit Plan that I am purchasing 
does not include all state mandated health insurance benefits.  I understand that purchase of this plan may limit future coverage 
options in the event that plan participant's health changes and needed benefits are not covered under the consumer choice health 
benefit plan.  I understand that the following benefits are provided at a reduced level from what is mandated, or are excluded 
completely from the plan: 
 

Mandated Benefit Description 
Benefit Reduced  Benefit 

Excluded  
IN VITRO FERTILIZATION Article 3.51-6, Section 3A, Texas Insurance 
Code  Unless rejected in writing by the group policyholder, benefits for in-vitro 
fertilization must be provided to the same extent as benefits provided for other 
pregnancy-related procedures subject to certain requirements.   
 

 Not offered; 
not covered.  

MENTAL HEALTH  Article 3.70-2(F), Texas Insurance Code   
The insurer must offer and the group policyholder shall have the right to reject 
benefits for mental or emotional illness.  
 

The base medical plan (for 
groups 2-50) provides 
coverage for both serious 
and non-serious mental 
illness, limited to 14 days 
inpatient and 20 visits 
outpatient per member per 
year.  Full benefit per 
mandate included in 
medical plans for groups 
over 50 lives. 

 

SERIOUS MENTAL ILLNESS Article 3.51-14, Texas Insurance Code  
Small employer carriers must offer to small employers coverage for serious mental 
illness that complies with the following: (a) coverage for 45 days of inpatient 
treatment, and 60 visits for outpatient treatment, including group and individual 
outpatient treatment in each calendar year; (b) the coverage may NOT include a 
lifetime limit on the number of days of inpatient treatment or the number of 
outpatient visits covered under the policy; and (c) the coverage must include the 
same amount limits, and deductibles and coinsurance factors for serious mental 
illness as for physical illness. 

The base medical plan (for 
groups 2-50) provides 
coverage for both serious 
and non-serious mental 
illness, limited to 14 days 
inpatient and 20 visits 
outpatient per member per 
year.  Full benefit per 
mandate included in 
medical plans for groups 
over 50 lives.   

Additional 
benefits not 
offered or 
covered 

SPEECH AND HEARING - Article 3.70-2(G), Texas Insurance Code 
Unless rejected by the group policyholder or an alternative level of benefits is 
negotiated, benefits must be provided for the necessary care and treatment of loss 
or impairment of speech or hearing that are not less favorable than for physical 
illness generally.  (See also “Hearing Screening for Children” under section for 
Mandated Benefits). 

Outpatient Speech therapy 
limited to 20 visits per 
year.  

Additional 
benefits not 
covered or 
offered. 

 
 
* Note: if additional space is needed, the carrier may add additional lines, or may continue the list on a subsequent page, but must clearly 
note that an additional page is attached. 

 
 
 
 
 
 
 
 

SMER Lite Disclosure (5/08)   
 
For use with Aetna OAMC E1000 and E1500,  B500-11, B1000-11, B1500-11, B2000-11, B2500 -11, B2000 100%-11, B3000 100%-11, B5000 
100%-11,  Preferred Plans B2000-11, B3000-11, B5000-11,  HSA’s 1500 80%, 3000 90%, 5000 100%, and PPO’s B1000-11, B3000 100% eff 

 

12/1/11                                  LHL 254 Rev.05/04 



Form CCP Figure 1 

SMER Lite Disclosure (5/08)   
 
For use with Aetna OAMC E1000 and E1500,  B500-11, B1000-11, B1500-11, B2000-11, B2500 -11, B2000 100%-11, B3000 100%-11, B5000 
100%-11,  Preferred Plans B2000-11, B3000-11, B5000-11,  HSA’s 1500 80%, 3000 90%, 5000 100%, and PPO’s B1000-11, B3000 100% eff 
12/1/11                                  LHL 254 Rev.05/04 

 

 
** Pursuant to the Federal Patient Protection and Access to Care Act (PPACA), the following are covered at 100% with no Copayments, Deductibles 
or dollar maximum benefits: 
 

• Evidence-based items or services that have in effect a rating of "A" or "B" in the current recommendations of the United States 
Preventative Service Task Force (USPSTF); 

• Routine Adult Physical Examinations (including immunizations, routine vision and hearing screenings); 
• Routine Well Child Care (including immunizations); 
• Routine Cancer Screenings (which include Screening Mammograms; Prostate Specific Antigen (PSA) Tests; Digital-Rectal Exams 

(DRE); Fecal Occult Blood Tests (FOBT); Sigmoidoscopies; Double Contrast Barium Enemas (DCBE) and Colonoscopies); 
• Routine Eye Examinations, including refraction; 
• Pediatric Preventive Dental; and 
• Routine Gynecological Exams, including routine Pap smears. 

 
 
I understand that I may obtain from the Department of Insurance a consumer brochure with more information on Consumer 
Choice Health Benefit Plans, either by visiting the TDI website at   www.tdi.state.tx.us/consumer/indexc.html, or by calling 1-
800-252-3439. 
 
By signing this document I affirm that I was offered a benefit plan that contains the state mandated health insurance benefits 
and that I have elected to purchase this Consumer Choice Benefit Plan. 
 

   

Signature of Applicant  Name of Applicant 

   

Name of Business (if applicable)  Date 

       

Address  City  State  Zip 

 
Note: This form must be retained by the carrier issuing the policy and must be provided to the Commissioner of Insurance upon 
request. You have the right to a copy of this written disclosure statement free of charge.  A new form must be completed upon 
each subsequent renewal of this policy.  
 

http://www.tdi.state.tx.us/consumer/indexc.html


 

 

 

Addendum to New Business Input Documents 

Mandatory Requirement for Health Care Reform 

 
Aetna is collecting employee count information to comply with the health care reform law. 

We are asking you to provide the average number of people you employed in the prior calendar year.  We need this 
information so we can accurately report your data and calculate any potential rebates to which you and your covered 
subscribers may be entitled under the new medical loss ratio requirements set forth in the Affordable Care Act (ACA). 

The law defines the number of employees as "the average number of employees employed by the employer's company 
during the preceding calendar year."  An employee is defined as any person for whom the company issues a W-2, including 
full-time, part-time, and seasonal workers, and regardless of insurance eligibility (sample calculation below).  We need the 
average number of total employees for your company in 2010 to support the 2011 calculations and reports and the payment 
of any rebates due in 2012. 
 
How to calculate the average number of total employees* 

To calculate average number of employees for the year, determine the average number of employees for each month in 
2010, add them together and then divide the total by twelve.  In the example below, 253 / 12 = 21.  Round up or down to the 
nearest whole number. 
 

 
Month 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec Average

Full Time 15 14 14 15 14 15 16 16 15 14 14 14 

Part Time 5 6 5 5 6 6 7 7 5 5 5 5 

Seasonal 0 0 0 0 0 2 3 3 2 0 0 0 

 

Total 20 20 19 20 20 23 26 26 22 19 19 19 21 
 

*Subject to change based on future regulatory guidance 
 
Please enter your calculated average number of employees in the box below. 
 
 Average Employees in 2010 (whole numbers only; please print legibly) 

 
 
 

By signing below I certify that: 
 • I am an authorized representative of the plan(s) for which this information is being provided. 
 • The information I have provided is true and correct. 
 • Aetna may rely on the responses I have provided. 
 
First Name (Please Print): Last Name (Please Print): Title: 
 
             

       
 
Company Name: Email Address (optional): 

 

 
 
Signature: Today’s Date: 

 

 
 
Aetna reserves the right to audit all information provided.  Providing false, incomplete, or misleading facts or information to an insurance 
company for the purpose of defrauding or attempting to defraud the company, may violate applicable insurance statutes. 

 
 
 
 

GR-68720 (7-11) 
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