.a'e tna Aetna Small Group (2-100)

IMQ Elite Request Form

Which product would you like to quote?
[1AFA [] 51-100 Fully-Insured

Group Legal Name Effective Date(s)
Address City, State Zip Code
Taip ey e2piARIRYEESE) Eligible Employees Enrolling Employees

Current Carrier and Years With Carrier | Currently Self-Funded or Level-Funded | SIC

[Jves [ No

Quote Ancillary?

[] pental []vision []Both []No

Affinity Organization Name (if applicable)

Number of early retirees eligible for coverage | Number of COBRA continuees enrolled in current plan
<age 65 > age 65

Has the group been insured with Aetna? Does the group fund any portion of the deductible?

I No [ Yes, group #: O No [ Yes, amount:

Group TIN Group HR Contact

Group HR Contact Email Address

Broker Information

Broker Name Agency Name
Broker/Agency TIN or NPN Phone Number Fax Number
Email Address Broker Fee

General Agent Information (if applicable)

Contact Name General Agency Name

General Agency TIN Phone Number Fax Number Email Address

Have you run an illustrative quote for this group?
[1Yes, Quote ID [INo

Submit to Aetna: AFAHealthAppSupport@AETNA.com

Please include the following:
o Member Level Census
o Current carrier renewal offer (for currently self-insured and/or 51-100)

o Claims experience for last 12 months and large claims report (if currently self-funded in any state
or 51-100 fully-insured in Arkansas, Maine, Texas or Nevada)

o Benefits summary (for currently self-insured and/or 51-100)
o Proof of Affinity Organization membership (if part of a participating Affinity Organization)
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