Indiana University SAA/Fellowship Recipients
2009-2010 Student Health Insurance Plan
Spring Continuation Enrollment Form

In order to enroll steps 1 though 5 must be completed.

1. Complete all Student information. Incomplete information will delay processing!

Student Name:
Last Name First Name M

Social Security#: Email Address:

Mailing Address:

Apt.#

City: State: Zip Code:

Phone Number: Date of Birth: Sex: [J Male [ Female

mm/dd/yy

2. List Dependents to be insured. Dependent coverage is only available if the student is covered.

Dependents Last Name First Name DOB Social Security Number M/F

Spouse/Same Sex
Domestic Partner*

Child

Child

Child

*Please note: If you are enrolling your same-sex domestic partner, please contact the Campus Student Insurance Coordinator at
(812) 856-4650 to complete the domestic partner statement.

3. Select Plan and Enrollment Period.

Deadline to enroll is January 31, 2010

812849-CSSAA12

Period 1

Period 2

Period 3

Continuation Plan

1/1/10-1/31/10

1/1/10-2/28/10

1/1/10-3/31/10

1. Student $227 $455 $682
2.Spouse/Same Sex $542 $1,083 $1,625
Domestic Partner*
3. Child(ren) $413 $826 $1,237
812849-CSSAA12
Period 4 Period 5 Period 6

Continuation Plan

1/1/10-4/30/10

1/1/10-5/31/10

1/1/10-6/30/10

1. Student $908 $1,136 $1,363
2.Spouse/Same Sex $2,165 $2,708 $3,249
Domestic Partner*
3. Child(ren) $1,649 $2,063 $2,475
812849-CSSAA12
Period 7
Continuation Plan 1/1/10-8/14/10
1. Student $1,705
2.Spouse/Same Sex $4,065
Domestic Partner*
3. Child(ren) $3,093

PLEASE READ AND SIGN THE SECOND PAGE OF THIS FORM.
YOUR ENROLLMENT APPLICATION. >

WITHOUT YOUR SIGNATURE, WE WILL NOT ACCEPT




4. Designate Payment Method.
Make check or money order payable to Aetna Student Health or refer to the charge card authorization to charge premium to Visa
or MasterCard (Please note Visa and MasterCard are the only credit cards accepted). CASH WILL NOT BE ACCEPTED.

CREDIT CARD AUTHORIZATION-PLEASE PRINT CLEARLY. (VISA OR MASTERCARD ARE THE ONLY ACCEPTED CREDIT CARDS)

crarge tanamaune sL_|L 1L L]
S —v———— | | ] I S |

Signature of Cardholder:
Printed Name and Address(if different from student):

5. Notice to Student (Signature required)

All Insured Persons who have been continuously insured under the school’s regular Student Health Insurance Policy for the entire Fall
Semester for the 2009-2010 policy year and are no longer eligible for the Plan, are eligible to continue their coverage at a higher premium
rate for a period of not more than (7) seven months under the school’s Policy in effect. You may add these additional months, up to 6
months of continuous coverage, as long as the premium is received by Aetna Student Health by January 31, 2010.

Continuation Coverage is only available to insured students who lose their eligibility under the 1U SAA/Fellowship Recipient Student
Health Insurance Plan due to graduation or otherwise determined not to be eligible. In addition, eligible dependents may enroll as long as
they were enrolled during the Fall semester of 2009-2010 year. Newborn children born after the termination date of the 12/31/09 are not
eligible for Continuation Coverage.

To enroll, complete the enrollment form and remit the appropriate premium prior to the enrollment deadline date of
January 31, 2010. Application and premium received after January 31, 2010 will not be accepted and premium will be refunded.

Continuation Coverage is in effect from the date coverage under the IU SAA/Fellowship Recipient Student Health Insurance Plan expires
(if the completed Enrollment Form and applicable premium is received prior to the deadline date), and continues until the end of the period
for which premium is paid. If a break in continuous coverage occurs, the definition of a pre-existing Injury or Sickness will apply in
determining coverage of any conditions that existed during such break. Coverage may be purchased for a one, two, three, four, five or six
month period of coverage. In no event will Continuation Coverage extend beyond August 14, 2010. The Coverage option must be
selected up front and the total premium paid, at the time of enrollment. Additional periods of coverage may not be purchased after
the initial enrollment. Premiums paid will be considered to be non-refundable. Coverage will not extend beyond the coverage option
selected.

DESCRIPTION OF BENEFITS

The Indiana University Continuation Coverage is the same as the 2009-2010 1U SAA/Fellowship Recipient Student Health Insurance Plan.
Please see the IU SAA/Fellowship Recipient Student Health Insurance Plan Brochure online at www.aetnastudenthealth.com. Click on
“Find Your School” and enter Indiana University for a description of benefits, definitions, limitations and exclusions for 2009-2010. For a
complete description, please refer to the Master Policy.

The payment of the balance of any Copays, Deductibles, Coinsurance amounts, any charges beyond the allowed Reasonable Charges and
any medical expenses not covered are the responsibility of the Covered Person.

I have carefully read the IU SAA/Fellowship Recipient Continuation Information and elect to enroll as indicated. | permit Indiana
University to provide Aetna Student Health with my enrollment status for purpose of eligibility under this Plan. | warrant that the
information | have provided on this application form is true and | am aware that if | provide false information, my coverage and my
dependent(s) coverage can be made void. | understand that if it is later determined that the student is not eligible; the premium will be
refunded, unless a claim has been filed, but the premium is not refundable for reasons other than eligibility.

Signature: Date:
PLEASE RETURN THIS FORM TO:
Aetna Student Health, P.O. Box 15706, Boston, MA 02215-0014




