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AETNA  BETTER  HEALTH
SM  PREMIER  PLAN  (Medicare-Medicaid  Plan)  

Member A dvisory  Committee  Application  

Aetna B etter H ealth
SM  Premier P lan h as  a  Member A dvisory  Committee ( MAC).  The  MAC  gives  you a   

place t o  talk  to  other  members  and  Aetna B etter H ealth
SM  Premier P lan s taff.   MAC  members  can a lso  

be f amily  members  or l egal  guardians  of  members,  advocates,  and c ommunity  stakeholders.  The  MAC  

gives  you th e  chance t o  tell  us  what  you  think  about  our p rograms  and o perations.  You  can t ell  us  

how  we  can  make things   better  for members.    If  you have   questions  call Member Services    at  

1-855-676-5772   (TTY:  711) . We are here 24 hours       a day,  seven days   a  week.

It’s  easy  to  join  the  MAC.  Just  fill  out  this  form  and s end i t  to:  

Aetna Better Health  SM  Premier Plan    

Attn:  Member Services   Dept.  

28588 Northwestern Hwy.   

Suite  380B 
Southfield, MI 48034   

Fax:  1-855-854-3245  

PLEASE P RINT  OR  TYPE C LEARLY:  

First  Name MI Last  Name 

Organization/Employer ( if  applicable)

Telephone  E-mail  Address:  

Physical Address:

City: MI   Zip C ode:  County: 

Please tell us about yourself. Please write about your background. Are you on any other advisory 

councils? Attach more pages if needed. 

MI-14-11-25 (11/20) H8026_15_055  Approved   
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AETNA  BETTER  HEALTH
SM 

 PREMIER  PLAN  (Medicare-Medicaid  Plan)  

Member A dvisory  Committee  Application  

Please t ell  us  why  you  want  to  be o n  this  Committee.   What  will  you o ffer t he  team?   Limit  to  1-2  

paragraphs  please.  

Are y ou a   member o f  other c ommittees  or c ouncils  at  this  time?  

No § Yes - Please list: 

Race/Ethnicity  (Optional):   

American I ndiana/Alaska N ative  

Asian/Pacific I slander 

Black  

Hispanic  

White  

Other  

Experience with Medicaid: 

§

§

§

§

§

§

None  

Less  than 1   year  

1-2  years 

3-5  years 

More t han 5   years 

More t han 1 0  years 

Check Your Membership Category (check all that apply): 

§

§

§

§

Member- you a re  enrolled i n A etna B etter H ealth
SM 

 Premier P lan  at  this  time  

Family  member o r  legal  guardian o f  a m ember – l  ist  member n ame:

Community  organization -  list  community  organization  here:  _______________________________  

Advocate  

Can y ou a ttend d aytime me etings?  

§ Yes- any  time § Yes- morning  only  § Yes- afternoon o nly  § No 

Would y ou n eed a ny  special  help t o  join  meetings?:   

 Transportation §

§

§

Interpretation 

Other,  please l ist:  _________________________________________________________________

MI-14-11-25 (11/20) 
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AETNA  BETTER  HEALTH
SM 

 PREMIER  PLAN  (Medicare-Medicaid  Plan) 

Member A dvisory  Committee  Application

I  certify  that  everything  on t his  form  is  true a nd  correct.  I  agree  to  be o n t he  Aetna  Better  Health
SM 

 

Premier P lan M ember  Advisory  Committee f or a t  least  one y ear.  I  will  attend a nd p articipate i n f our  

meetings  a  year.  I  will  join a ny  other  sub-committee  meetings  as  needed.  If  I  cannot  attend,  I  will  tell  

the M ember S ervices  Manager b efore t he  meeting.  

Signature o f  Applicant  Date  

Filing  out  this  form  does  not  make  someone  a C ommittee  Member.   Aetna B etter H ealth
SM  Premier  

Plan wi ll  choose  members  based o n  where t hey  live,  diversity,  and r epresentation o f  other m embers.  

You can speak    with  someone about   getting  this  information  in other languages.    Call  1-855-676-5772  

(TTY:  711),  24 hours   a day,   7 days   a week.   The  call  is  free.   

Puede hablar con alguien sobre cómo obtener esta información en otros idiomas. Llame al 

1-855-676-5772 (TTY: 711), las 24 horas del día, los 7 días de la semana. Esta llamada es gratuita. 

Aetna B etter H ealth
SM  

Premier P lan i s  a h ealth p lan t hat  contracts  with b oth  Medicare a nd  Michigan   
Medicaid t o  provide b enefits  of  both p rograms  to  enrollees. 
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