Employee and Family Health Information

D ENROLLMENT Reason for Enrollment (mark ali that apply) DWA]VER

[JNew Group DDivorce' [[Jcourt Order*

[(]Jopen Enrcliment DLoss of Coverage* [Jadoption*

DNew Hire [Marriage? []Newborn*

*Date of Event
A. Employee Information
Last Name First Name M.
SSN Status [T]Single [TjLegally Married [ Separated [} Divorced

Street Address Unit # Home Ph#
City State Zip
Company Name Work Ph# # Hours /wk
Job Title *Full-Time hire date

* Full-Time Hire Date is the first day physically at work, working 30 hours or more per week consistently. Providing an incorrect hire date
could result in coverage being delayed or denled

B. EMPLOYEE AND DEPENDENT INFORMATION (List yourself and eligible dependent(s) to be covered below)

Relationship Name Social | Gender | Height Weight Other Ins | Name of Other
[FRIT, MIDOLE (oissal, LAST) Security # Faat, Inchas Paunds Ins Carrier
EMPLOYEE M/F Y/N
SPOUSE M/F Y/N
DEPENDENT M/F Y/N
DEPENDENT M/F Y/N
DEPENDENT M/F Y/N
DEPENDENT M/F Y/N
DEPENDENT M/F Y/N

C. PRIOR COVERAGE INFORMATION

If you have had health Insurance coverage within the last 63 days, your Pre-existing Condlition Waiting Period Limitation may be credited or
waived upon receipt of your Certlficate of Creditable Coverage from your prior healthcare provider. To determine If this applies to you,
enclose a copy of the Certificate of Creditable Coverage for each member to be covered and provide the information requested below.
Failure to provide this infoermation could result in claims being delayed or denled. {Note: A photocopy of your 1D Card from your current/Previous carrier is not
sufficlent.)

Policyholder's Name Name of Carrier

Policy Date Coverage Began Date
Submission of prior coverage Information does not automatically waive the Pre-existing Condition Waiting Period limitation. However,
fallure to provide prior coverage Information wlill result in Nmited or excluded benefits for a 12-month period {18 months for late enroliees).

E. EMPLOYEE SIGNATURE

Employee Signature Date




Employee and Family Medical Questionnaire

Section 1: Employef/Employee;Information

Employer Mame:

Names of Family Members Relatlonshlp Date of Birth Gender Height Weight
Applying for Coverage Male/Female {fest, inches} {pounds)

Employee
Spouse

Dependent

Dependent

Dependent

:Section 2; - :Family Health History

Within the past five () years has a physlcian or other licensed healthcare practitioner (“practitioner™ dlagnosed or trealed you or
anyene in your family applying for coverage, or is enyone currenlly gefling treatment? Use an “X" to mark "YES" or "NO" In the boxes
heading each category of condilions below and mark with an *X™ any of the following condltions {hat apply.

For all “YES" answers and conditions that you mark with an "X", provide detalls In the table on the next page.
A Hoart/Circulatory [[JIVES [[JND | &), CancerlTumors __{[3YES [JNO | . Bones/MusclosiJolnts JJ[YES LINO
O A1. Anemia O o1. Brain O HA. BulgingMemlated Disk
I A2. Angins {J D2, Breast O H2. Carpal Tunnel Syndrorme
O A3. Angioplasty/Stenl [J D3. Colon O H3, Fibromyalgia/CFS
] A4. Ansurysm O D4. Cyst [0 H4. Fractures {Open or Closed)
O AS. Blood Clots [0 D5. Hedgkin's Diseese [ Hs. Gout
[ Ae. Blood Disorder [0 D&. Leukemia O He. Joint Raplacamenl(Type )
T A7. Bypsss O D7. Liver O H7.
O As. Cardiac Amhythmia D De. Lung O Hs. Muscular Dystrophy
[ A9. Chest Pain [0 D9. Lymphoma [J He. Neck/Back
[0 A10. Congestive Heart Failure O D10. Melanoma D H10. Shoulder
O A11. Coronary Heart Disease O D11. Ovarian [ H11. Spina Blfida
O A12. Heari Murmur [ D12. Piluktery O H12. Sprain/Sirain
(O A13. Hemophllia O D13. Prostate [ H13. Other | )
O A14. Highl.ow Blood Pressure [ D14. Stomach | §, Psycholonical {YES ND
O A15. High Cholesterol O D15. Tesllculer 3 1. ADD/IADHD
O A16. Pacemaker [0 D16. Thyrold O 12, Alcoholism
O A17. Palpitations O D17. Other{ ) CJ 13, Anxiety
[C] A18. Sickle Call Anemia [] Dis. Stege of Cancer if known 0O 4. Autism
[0 A19. Stroke/TIA E. Maurclogical ]D,_l‘f_r:‘s Qﬂg J 5. Bipolar
[ A=20. Vericose Veins [0 E1. Alzheimer's Disease O 16. Depression
O A21. Venldoular Tachycardia [J E2. Cerebral Palsy O3 17. Drug Abuse
A22. Other { [0 E3. Epllepsy [ 8. Ealing Disorder
B. Eyes/Eara/Noss{Throst|[ J YESLJ) [0 EA. Head injury O 8. Schizophrenia
O B1. Acouslic Neuroma O E5. Migraines 3 110. Svicide Attempl
O B2. Cataracts O ES. Multiple Sclerosis [J 1. Other [
[ B3. Chronlc Sinusltis O E7. Neuritis J. DiabatesfEpdocring
O B4, Clefi Lip/Palate O] Ea. ParalysisHemiplegla O J41. Disbetes conlrolied by:
O bs. Datached Relina O Es. Perkinson's Disease O a. Diet
(0 B6. Devieted Septum [ E10. Selzures/Convulsions 3 b. Oral Medication
[0 87. Ear Infeclions | [ E11. Other ) O c. Insulin
1 Be. Glaucoma | F. Trapsplants IYES [[]NO O d. Other ( )
[ B9. Relinopathy 3 F1. Pending [J J2. Adrenal Glands
[J B10. Other ( } {0 F2. On Walting List O J3. Growth Hormones
| C. Immure [ves ([[no ] F3. Compleled Transplanl O J4. Hyperihyroldism/Hypothyroidism
O c1.ALS O F4. Bone Marrow [ J5. Other(
O c2, AlDS ] Fs. Stem Call | K. Reprodyctive. __ [LTWES Eﬁio
[ c3. Hiv+ [ F6. Organ (Type: ) | O Ki. Breas| Disorder
O c4. immuno Deficlency G, Aithilils YES_[JiNO [0 K2. Endomelriosis
O c5. Lupus ] G1. Anhrilis O Ka3. Flbroids
O cé. Psoriasis [ G2. Ostecarthrilis O k4. Menslnual Disorder
O c7. Scleroderma [0 G3. Rheumatold Arthrills [0 Ks5. Ovarian Cysts
[ c8. Other )] O G4. Other{ ) [] K6. Other( )




e = e — =

Lung/Respiratory I} YES JLIJNOG | M. Intastinal iYES_]LINO N. Liver/Kidney/Urina YES [[J NO

1.

[ L1. Allergies [ M. Acld Reflux/GERD O N1, Bladder Disorder

O L2. Asthma O M2, Coliis/BS [ N2. Cirrhosts

O L3. COPD (On Oxygen? ) [ w3. Colon Disorder [ N3. Gaucher's Disease

O L4. Cystic Fibrosis (O M4. Crohn's Disease ] N4, Hepatitis (Type: )]
O 5. Emphysema O W5, Diverticulitis/Diverticulum [0 N5. Jaundice

{0 L6. Lung Disorder O M. Gallbladder [0 N6. Kidney Disorder

[ L7. Pneumonia [ M?7. Gastric Bypass O N7. Kidney Slones

O L8. Sarcoldosis O Ma. Histal Hemnia/Reflux [J Ne. Liver Disorder

[ Lo. Sleep Apnea O Me. Pancreatills [ N, Polycystic Kidney

[ L10. Tubserculosis O M10. Ulcer O N10. Prosiate

O L11. valley Fever 1 M11. Ulcerative Colilis O HN11. Renal Failure

1 L12. Other ¢ ) (1 M12. Other ( ) [0 N12. Other { )

Please answer the fallowing questions for yourself and for anyone in your family applying for coverage:
1.[OYes [Ono ls anyone currently pregnanl or an expectant parent?
Due date:

No  b. Pregnancy complications?
No ¢ Mulliple births expecied?

Yes

Yes No  a. Has the pregnancy been conlirmed by a physician or praclitioner?
[

2. [CIves ENO Is anyone currenby, or in Lhe past five years has anyone been, a palient in a hospital, ¢linic,
surgi-center, urgenl care facllity, or other medical facility as an inpatiend or outpatienl?

3. IEYES NO Does anyone cumently use tobacco products, including clgarettes, pipes, cigars or chewing

{obacco?

4. [CIves NO Does anyone currently have, or In the pest 12 months has anyone had, any of lhe following?

[] abnormal tasl or physical results [ ] pending lest resulls
[J health condition, Niness or injury that may require treatment or surgary

[ tests, trealment or surgery advised [ unexplained weighl galnfloss or faligue

[J worker's Compensation injury or iiness [] condillon not mentloned above In Section 2

Number Datp

Please use this tabie lo explain any “YES” answers or llems that you marked in Sectlion 2. You may atiach addilional sheels. ‘
Question Name ~ Diagnosle/Treatmsnt Diagnosis Treatment Status

Section 3: % 1 rIFamily Medications
[IYES [L1NO Are you or anyone In your family applying for coverage currently taking any medications (including “over the
counier” or “OTC" medicine) prescribed or recommended by a physiclan or praciiiioner?

If you answer *YES" lo the gueslion above, please use this lable lo explaln. You may attach addlional shesls.

Frequency of Use Prescrbed or Ongolng

Name Mediclne Dosage & ~ Date Date [est Taken Ccndlﬂon(a) Belng
Teken For

PLEASE NOTE: If you leave oul or misrepresent any informaiion, tha premium fer your group coverage may chanpe retroaclive to the

date the policy became effaclive. You or your authorized agenl s entitled lo receive & copy of this form.

Employee Signature: Date Signed:




Employee Name

Additional Dependents

Date of Birth

Relationship Name Social Gender | Height Weight Other ins | Name of Other
IFIASY, MIDOLL iniad, LAST) Security # Fast, Inchas Pounds Ins Carrier

DEPENDENT M/F Y/N

DEPENDENT M/F Y/N

DEPENDENT M/F Y/N

DEPENDENT M/F Y/N

DEPENDENT M/F Y/N

DEPENDENT M/F Y/N

DEPENDENT M/F Y/N

Additional Health

Question # Name Diagnosls /Treatment Date Treatment Status

Additional Medication

Name

Medicine

Dosage & Frequency of

Use

Date Prescribed

Date Last Taken
Or Ongoing




