Attestation:

- Specified Disease Buyer’s Guide
- Additional Beneficiaries
AdventHealth 802628

INFORMATION ABOUT YOU. Fax completed form(s) to: (407) 599-0550
Mail completed forms to: CustomerserviceWP@usenrollments.com
Print your name (first, middle initial, Social Security Date of birth

last) Number (MM/DD/YYYY)

Read This Page Carefully

As the employee, you must complete, sign and submit this form to your employer.

1. Utah, Maine and New Hampshire Policy Members & Residents: Have O Yes
you received a copy of the Specified Disease Buyer's Guide? O No

If your beneficiaries are the same for each product (Accident, Critical lllness O Yes
and Hospital Indemnity), please check here and only enter your beneficiary O No

information once.
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2. Please list Beneficiaries for the Accident plan(s). You can list up to five beneficiaries per product.
The percent grand total must equal 100% and cannot be greater than or less than 100%.

a. Beneficiary (please print): % amount for Beneficiary:

b. Beneficiary (please print): % amount for Beneficiary:
Beneficiary Type: Address:
Relationship: Social Security Number:
Date of birth: Gender:

c. Beneficiary (please print): % amount for Beneficiary:
Beneficiary Type: Address:
Relationship: Social Security Number:
Date of birth: Gender:

d. Beneficiary (please print): % amount for Beneficiary:
Beneficiary Type: Address:
Relationship: Social Security Number:
Date of birth: Gender:

e. Beneficiary (please print): % amount for Beneficiary:
Beneficiary Type: Address:
Relationship: Social Security Number:

Beneficiary Type:

Address:

Relationship:

Social Security Number:

Date of birth:

Gender:

Date of birth:

Gender:
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3. Please list Beneficiaries for the Critical lliness plan(s). You can list up to five beneficiaries per product.
The percent grand total must equal 100% and cannot be greater than or less than 100%.

a. Beneficiary (please print):

% amount for Beneficiary:

Beneficiary Type:

Address:

Relationship:

Social Security Number:

Date of birth:

Gender:

b. Beneficiary (please print):

% amount for Beneficiary:

Beneficiary Type:

Address:

Relationship:

Social Security Number:

Date of birth:

Gender:

c. Beneficiary (please print):

% amount for Beneficiary:

Beneficiary Type:

Address:

Relationship:

Social Security Number:

Date of birth:

Gender:

d. Beneficiary (please print):

% amount for Beneficiary:

Beneficiary Type:

Address:

Relationship:

Social Security Number:

Date of birth:

Gender:

e. Beneficiary (please print):

% amount for Beneficiary:

Beneficiary Type:

Address:

Relationship:

Social Security Number:

Date of birth:

Gender:
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4. Please list Beneficiaries for the Hospital Indemnity plan(s). You can list up to five beneficiaries per product.
The percent grand total must equal 100% and cannot be greater than or less than 100%.

a. Beneficiary (please print):

% amount for Beneficiary:

Beneficiary Type:

Address:

Relationship:

Social Security Number:

Date of birth:

Gender:

b. Beneficiary (please print):

% amount for Beneficiary:

Beneficiary Type:

Address:

Relationship:

Social Security Number:

Date of birth:

Gender:

c. Beneficiary (please print):

% amount for Beneficiary:

Beneficiary Type:

Address:

Relationship:

Social Security Number:

Date of birth:

Gender:

d. Beneficiary (please print):

% amount for Beneficiary:

Beneficiary Type:

Address:

Relationship:

Social Security Number:

Date of birth:

Gender:

e. Beneficiary (please print):

% amount for Beneficiary:

Beneficiary Type:

Address:

Relationship:

Social Security Number:

Date of birth:

Gender:
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AdventHealth 802628

INFORMATION ABOUT YOU. Fax completed form(s) to: (407) 599-0550

Mail completed forms to: CustomerserviceWP@usenrollments.com

Print your name (first, middle initial, Social Security Date of birth
last) Number (MM/DD/YYYY)

Attestation: | understand that, to the extent permitted by state law, false statements may
result in the denial of claims or in my insurance coverage being void as of is effective date
with no benefits payable. | understand conditions disclosed on this form may be subject to
all conditions of my employer’s plan. My signature indicates that | have reviewed all
information and statements on this form for completeness and accuracy. | acknowledge
that | have read the Privacy Notice and Misrepresentation Section during the
enroliment process and know that | have a right to receive a copy of this
authorization upon request. | agree that a copy of this authorization is as valid as the
original.

Employee name (please print)

Employee signature Today's date (MM/DD/YYYY)
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Non-Discrimination Notice

Aetna complies with applicable Federal civil rights laws and does not discriminate, exclude or treat
people differently based on their race, color, national origin, sex, age, or disability.

Aetna provides free aids/services to people with disabilities and to people who need language assistance.
If you need a qualified interpreter, written information in other formats, translation or other services, call
1-888-772-9682.

If you believe we have failed to provide these services or otherwise discriminated based on a protected
class noted above, you can also file a grievance with the Civil Rights Coordinator by contacting:

Civil Rights Coordinator, P.O. Box 14462, Lexington, KY 40512
1-800-648-7817, TTY: 711, Fax: 859-425-3379, CRCoordinator@aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S.
Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

Availability of Language Assistance Services
TTY: 711

For language assistance in your language call 1-888-772-9682 at no cost. (English)

Para obtener asistencia linguistica en su idioma, llame sin cargo al 1-888-772-9682. (Spanish)

AHG UG RE SHEMt VSR S ) - 555871-888-772-9682 » {7 (% - (Chinese)

Pour une assistance linguistique dans votre langue, appeler le 1-888-772-9682 sans frais. (French)

Para sa tulong sa inyong wika, tumawag sa 1-888-772-9682 nang walang bayad. (Tagalog)

Hilfe oder Informationen in deutscher Sprache erhalten Sie kostenlos unter der Nummer
1-888-772-9682. (German)

(Arabic) .1-888-772-9682 aall sl e JLai¥) sla 1) clial, iy salll 3ac Lusall

Pou jwenn asistans nan lang pa w, rele nimewo 1-888-772-9682 gratis. (French Creole)

Per ricevere assistenza nella sua lingua, pud chiamare gratuitamente il numero 1-888-772-9682. (Italian)

HAGECEE /LD 71T 1-888-772-9682 (7 U —X A 7)) £TREIELZE\V, (Japanese)

=2 U ZE SE MHIASE 2 A 2AIH HIE 25 210] 1-888-772-96822H 2= &M 3lolf =& Al 2. (Korean)

(Persian) . Se Glai s 438 b 3% 1-888-772-9682 s e L Lotk (1) 43 ainl (51

Aby uzyska¢ pomoc w swoim jezyku, zadzwonh bezptatnie pod numer 1-888-772-9682. (Polish)

Para obter assisténcia no seu idioma, ligue gratuitamente para o 1-888-772-9682. (Portuguese)

YT06bI NONYYNTL MOMOLLL C MepPeBoAOM Ha Ball Si3blK, MO3BOHMWTE NO 6ecrniaTHOMY HOMepy
1-888-772-9682. (Russian)

Pé dugc ho trg ngdn nglr bang ngén ngtr clia ban, hady goi mién phi dén s6 1-888-772-9682. (Vietnamese)
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