
Group No.			   Employer:

Employee Name (Last, First, Middle)

If enrolling for coverage, please complete this section

I am enrolling for Vision Perfect coverage as indicated: 			 
      Employee only       Employee/Child       Employee/Spouse       Family               
 
Employee Statement - Enrolling for Coverage
	 I understand that on the effective date of my insurance coverage, I must meet each of the following conditions: 
(a) I must be actively at work and able to perform all duties of my occupation;(b) I must be regularly working at my 
employer’s business establishment or at some other location to which my employer’s business requires me to 
travel, and (c) I have completed any applicable waiting period.

	 I certify that I meet each of the above conditions and understand that I will not be covered otherwise. I authorize 
my employer to make deductions from my earnings, if contributions are required. I further understand that if I do not make 
the required written application within thirty one (31) days of my eligibility date, the Vision Perfect benefits will be subject 
to a one-year waiting period which begins on the date I make written application.

Employee Signature 	        Date		
Certified

	 Employer Representative		  Date

Dependent Insurance
	
	 Effective	 Name of Eligible Dependents to be Covered*	  Date of Birth		 Relationship

*The term “dependent” is limited to the employee’s spouse, unmarried child to age 19, and unmarried children from 19 to 25 who are registered full-time 
students, principally dependent on the employee for maintenance and support, residing in the United States or Canada.

If waiving coverage, please complete this section
I decline to enroll for Vision Perfect insurance for the reason(s) indicated. Please check appropriate box(es)
					     Covered under spouse	    Other
          Myself
          My spouse
          My dependent child(ren)

EMPLOYEE STATEMENT - Waiving Coverage
I hereby certify that I have been given an opportunity to request Vision Perfect coverage available to me and my dependents through my employer. I 
further understand that if I desire to participate in the Plan and do not make the required written application within thirty-one days of my eligibility date, 
the Vision Perfect benefits will be subject to a one-year waiting period which begins on the date I make written application.
 
 
 
 
 
12/4/09 

Employee Signature 	         Date		
Certified

	 Employer Representative		  Date

Vision Perfect Enrollment Form
(or waiver)

Date Hired

Social Security #Date of BirthGender
M      F      Month         Day          Year

Month         Day          Year

 
 
 
     

 
2008 Commission/Bonus Program 
For Life and Disability Insurance 

For the period January 1 through December 31, 2008 
         

 
New Business Council/Aetna Sales with 2008 Effective Dates 

The following commission schedules will apply for new Business Council/Aetna  
Life, STD, LTD and NY-DBL accounts with 2008 effective dates: 

 
 For Groups of 50 or Fewer Employees - 15% flat 
 For Groups of 51 or More Employees: 

 
   Annual Premium         % Premium 
   Of the First $15,000  15.0% 
   Of the Next $10,000  10.0% 
   Of the Next $25,000  5.0% 
   Of the Next $100,000  1.0% 
   Of the Next $150,000  0.5% 
 

            The Business Council/Aetna 2008 ••Group New Business Bonus••  
For new Business Council/Aetna Basic Life, Supplemental Life, STD, ••stand-alone•• NY-DBL and 
LTD products (excluding AD&D, Dependent life and NY-DBL written with STD) for groups of 51 

or more employees with 2008 effective dates, the ••Group New Business Bonus•• will apply: 
  
      Coverages Sold       %  Premium  Maximum Payment per Product 
  5 - 10   3%   $3,000 
  11 - 15   4%   $5,000 
  16+   5%   $7,500 
 

The Business Council/Aetna 2008 ••Group Insurance Retention Bonus•• 
Producers who qualify for the ••Group New Business Bonus•• are also eligible for the Retention 

Bonus. The Retention Bonus is calculated by applying the incentive percent to the total premium 
received during 2008 on all Basic Life, Supplemental Life, STD,••stand-alone•• NY-DBL and LTD 
coverages for groups of 51 or more employees in force on 12/31/07 and still in force on 12/31/08. 

 
                Number of Group Insurance Coverages In force On 12/31/08 

     Retention Percent  Less than 10     10 – 19     20 - 29  30 or more 
90.0% - 94.99%   0.5%  0.75%  1.0%  1.5% 
95.0% or more   1.0%  1.25%  1.5%  2.0% 

 
         The Business Council/Aetna 2008 ••Cross-Sell•• Bonus 

For new Business Council/Aetna Life, Supplemental Life, STD (excluding NY-DBL) and  
LTD products for groups of 51 or more employees with 2008 effective dates sold as a supplement 

to new or existing Aetna medical or dental business, a one-time bonus of 1% of first-year 
estimated annualized premium will apply for each qualifying coverage sold up to a maximum of 

$5,000 per coverage. 
 

For purposes of your bonuses, your Business Council/Aetna sales will be combined  
with your non-Business Council/Aetna sales. 
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