
 Aetna Medical Insurance Election Form 
 Effective July 1, 2008 
 Must be received by June 10, 2008 

R e t u r n  c o m p l e t e d  a n d  s i g n e d  f o r m  t o  S B C E R S  o f f i c e  n o  l a t e r  t h a n  J u n e  1 0 ,  2 0 0 8 .  
 

G:\RETIRE\BENEFITS\Forms\Under Review & Revision\Aetna Med Insur Election Form- 2008-05-08.dot Rev:  05/08/08 

Return Completed, Signed Forms to: 
 SBCERS 
 2400 Professional Pkwy, Suite 150, Santa Maria, CA  93455 
 Fax (805) 739-8689                      Telephone (877) 568-2940 

INSTRUCTIONS: 
To enroll in equivalent medical coverage with no changes , complete Sections A, B & E, then sign and return form.  You & your dependents 
will be transferred to the Aetna Plan that is equivalent or most similar to current plan and assigned your current Primary Care Physician (PCP). 
To cancel medical coverage for yourself and all covered dependents, thereby canceling all County sponsored health insurances, complete 
Sections A & C, then sign and return form. 
To change medical plans, change PCP or to add/change/remove dependents, complete Sections A, D, E & F, then sign and return form. 
 

Section A (Must be completed by All retirees) 
 

Subscriber’s Last Name:  Subscriber First Name:  Social Security Number:  Home Phone:  Cell Phone: 
         
         

Section B (Enroll, No Changes) Section C (Cancel) 
    

  
 

I wish to enroll myself and covered dependents in Aetna’s 
equivalent medical coverage and have no changes.  

I wish to cancel medical coverage for myself and all covered depen-
dents, thereby canceling all County sponsored health insurances. 

    
Signature  Date Signature  Date 
      

 

Section D (Plan Selection, complete only if changing) 
 

 HMO - Low Option Plan  HMO - High Option Plan  Managed Choice Point of Service Plan (POS) 
      

 Open Access Plan (PPO$500 Ded)  High Deductible Health Plan (HDHP$1,500 Ded)  Out of Area Plan (OOA PPO, $500 Ded) 
      

Section E - Medicare List Medicare information for ALL Medicare covered 
individuals. 

Section F–Individuals Covered  List individuals to be add-
ed, changed or removed. Attach sheet for additional children. 

Sex Birth Date 
Last Name First Name Medicare Number 

Part A 
Eff Date 

Part B 
Eff Date 

(A)dd 
(C)hange 
(R)emove M F MM DD YYYY 

Primary Care 
Physician 

Subscriber: 

            
Spouse/Partner: 

            
Child (Under age 23): 

            
Child (Under age 23): 

            

         
Signature     Date       

 


