
Thank you for choosing... 

 

 

Enrolling is Simple. 
Just Follow These 3 Easy Steps… 

 
Step 1 

COMPLETE THE APPLICATION IN BLUE OR BLACK INK. Be sure you 
follow the instructions on the application carefully. Please make sure to sign and date 
the application where applicable. We have tried to make 
the instructions easy to follow. If you have any questions, or you are not sure 
how to answer a question, simply contact your agent at: (630) 930-9364. 
 

Step 2 
 
SELECT THE TYPE OF BILLING YOU WANT – monthly (by using Easy Pay to deduct 
the monthly premium from a checking account). 
 
If you do not want to use the convenience of Easy Pay, you can choose to have your bill 
be mailed to you each month, but you most use a credit card in section G for your initial 
payment. Subsequent bills will be sent to your house and will not be charged to your 
card. 
 

Step 3 
 
FAX THE COMPLETED APPLICATION TO: 
 
Fax: (847) 847-220-9280 

 

We will be in contact with you upon receipt of your completed application. Do Not Cancel your current 
coverage until a new policy is approved and you have received written confirmation of the policy's rates 
and benefits from the insurance company. 

 
 
 



 
 
 
 
FAX COVER LETTER 
 
(Please ignore this form if you do not have access to a fax machine.) 
 
     **Please FAX this cover letter with the completed application to: 
 

FAX#: (847) 220-9280 
 

 
Please accept my completed application for submittal and contact me to confirm receipt of this application 
 

Name ____________________________________________________________ 
 
E-mail ____________________________________________________________ 
 
Date ____________________________________________________________ 
 
Time ____________________________________________________________ 
 
 

 Please contact me at this phone number after you have reviewed my application for 
completeness and accuracy _______________________________________. 
 

 Please contact me at this email after you have reviewed my application for 
completeness and accuracy _______________________________________. 

 
 
 



Aetna Individual Advantage(SM) for IndividualsandFamilies

Instructions:
! Enrollment formmust becompletedbythesubscriber inblueorblack ink. PleasePRINTclearly.
(Aphotocopyof thisenrollment formwill notbeaccepted.)

! Enrollment formmustbecompletedinitsentiretyandone(1) formofpaymentselectedor
processingtimewill bedelayed.

! Signatureanddate isrequired.

[ Sendcompletedenrollment formto:
AetnaAdvantageDental Plans, U22N
P.O. Box730
BlueBell, PA 19422

FaxFormto:
Individual billingandEnrollment 1-860-975-1620 ]

A. Subscriber Information
Last Name(Last, First, Middle Initial First Name Middle Initial

Address City State ZIPCode

HomeTelephoneNumber (IncludeAreaCode) Cell PhoneNumber (IncludeAreaCode) E-Mail Address (Optional)

B. [ ElectionofDental Coverage

AetnaIndividual AdvantageDental PPOPlan Aetna Individual AdvantageDental PPOPlusPlan ]

C. IndividualsCovered (Complete thissectionif youareenrollingyour spouseand/or familymember(s). Youmayenroll anyorall eligible familymembers.
Family
Code* LastName FirstName M.I.

Social Security
Number

DateofBirth
(MM/DD/YYYY)

APP

SP

DEP1

DEP2

DEP3

D. EffectiveDate

If Aetnaapprovesmyenrollment form, I amrequestinganeffectivedatebeginning the1st of the (month).

E. Signature
Applicant sSignature Date

PAYMENTOPTIONS
F. EasyPay (Byselectingthisoptionyouareapprovingtheautomaticwithdrawal of your initial premiumandall subsequent premiumpayments.)

Yes, I would like touseEasyPay.

CheckingAccount Number:

RoutingNumber:

Nameof Bank:

Name(s) onCheckingAccount:

No, I donot want touseEasyPay. Pleasebill meeachmonth.

TermsofAgreement: Myaccount(s) at the institutionnamedhassufficient funds topayall debitsandchargecredits. Aetnashall initiateelectronicdebit,
charge, or credit entries topaypremiums/charges for authorizedpolicies, andtheentriesaremy transaction receipt. There isnopayment toAetnauntil
Aetnareceives full and final credit for thepayment. I understandthat corrections to theentriesmay involveanaccount adjustment, and thatmydirect
electronicpayment ofAetna'spremiumwill bedebited/chargedonorafter thepremiumduedateeachmonth. Nobill will be issued. I understand
that bychecking the"Yes" boxaboveandwithmyenrollment formsignatureonPage1, SectionE, I amaccepting the termsof theEasyPayAgreement.

Anyrateadjustmentmadeinaccordancewiththeunderwritingprocesswill beautomaticallychargedtoyouraccount.

NOTE:Theinitial premiumpaymentwill bededucteduponapproval of yourenrollment form. Aetnareserves theright to refuse/terminateelectronic
payment servicesat any time. Thisagreement remains ineffect until Aetna/member terminates it. Joint accounts require thesignatureof ALL
account authorizedpersons (Page1, SectionE) even if not applying.
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PAYMENTOPTIONS(continued)
G. CreditCardPaymentOption

Credit CardType

Visa MasterCard
Cardholder'sName(exactlyas it appearson thecard)

AccountNumber CardExpirationDate CardVerificationCode*

- - -

Credit cardpayment is for your initial premiumpayment onlyandwill bechargeduponapproval of yourenrollment form. Youwill receiveabill on
yournext billingstatement.

Any rateadjustmentmade inaccordancewith theunderwritingprocesswill beautomatically charged toyour account.

*TheVerificationCodecanbe foundon thebackof your credit card. This3-digit code isusually the last threedigits located in thesignaturepanel.

H. Payment byPersonal CheckorMoneyOrder

Please includeapersonal checkormoneyordermadepayable to Aetna andattach toyour completedenrollment form.

I. InsuranceProducer Information (Pleasecomplete the informationbelowinfull)

1. Areyouawareof any informationnot disclosedon thisenrollment formrelating to thehealth, habitsor reputationof any
person listedon thisenrollment formwhichmight haveabearingon therisk? If Yes, pleaseattachexplanation. Yes No

2. Didyousee theproposedapplicant at the time thisapplicationwasexecuted?
If youanswered No toeither questionabove, pleaseexplain:

Yes No

Signatureof InsuranceBroker (Required if soldbyanagent/broker) NameofGeneral Agent (print name)

Date E-mail Address E-mail Address

Nameof InsuranceBroker (print name) General Agent TINNumber

TINof Broker or Agency Address (Street, Suite#, POB,City, State, ZIPCode)

Address (Street, Suite#, POB,City, State, ZIPCode) TelephoneNumber

( )
TelephoneNumber

( )
FaxNumber

( )
FaxNumber

( )

J. AetnaSalesRepresentative (if applicable)
Last Nameof SalesRepresentative (print name) First Nameof SalesRepresentative (print name)

K.Authorization

I haveread the informationcontain in thisapplicationandchoose toenroll. I understand thatmyenrollment is subject to receipt of payment andverificationof
funds. Eligibilitywill beginon the first dayof themonth followingreceipt of theenrollment form. I understand that theElectronicFundsTransfer (EFT) for the
monthlypremiumpayment will beautomaticallydeducted frommybankaccount.

I herebycertify that the informationcontained in thisapplication is trueandcomplete.

Applicant sSignature Date
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