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AETNA BETTER HEALTH® 
PROVIDER NOMINATION FORM 
 
Aetna Better Health® of Illinois is interested in outreaching to providers you may like to see in our network. 
Please complete the information below, then fax or mail your nomination to our Member Services 
Department.  
 
Date: ____________________ 
 
Physician or Provider Name: _______________________________________________ 
 
Medical Group Name (if known):____________________________________________ 
 
Address/Telephone Number (required): ______________________________________ 
 
_______________________________________________________________________ 
 
Specialty of the provider: __________________________________________________ 
 
 
 
Information about you  
 
Your Name & ID#: _________________________________________________________ 
 
Daytime Telephone: ______________________________________________________ 
 
Evening Telephone: _______________________________________________________ 
 
Email Address: ___________________________________________________________ 

Fax to:  1- 855-802-4291 

     Or 

Mail to: Aetna Better Health of Illinois 
Attention: Member Services F646  

              333 West Wacker Drive 
  Chicago, IL 60606 

 
Please note that Aetna Better Health of Illinois cannot guarantee that any specific health care provider or medical group will 
participate in the network. 
 

Thank you for your nomination! 


