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Level Funded plan participant

enrollment application form

UnitedHealthcare Level Funded
Send correspondence to: P.O. Box 31394, Salt Lake City, UT 84131 - Phone: 1-877-797-8812

Fill out the entire enrollment application form to avoid processing delay. Please clearly print all information.

Enrollee Social
Security Number

Group No.

Enrollee Information

Plan Sponsor Name

Plan Sponsor Address (If more than one location)

Last Name First Name Initial
OSingle  Address Apt #

OMarried

City State ZIP County

Phone # Email Address

Cell Occupation

Phone #

Date Employed Full Time  Average Hours Are you an independent contractor? [lYes [INo

Worked Per Week
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Enrollee and Dependent Information (only for those applying)

If you need to list additional dependents, please use lined paper, sign and date it, and check this box: []

Enrollee Spouse Child1 Child 2 Child 3

First Name

Last Name

Gender OM OF OM OF OM OF OM OF OM OF

Date of Birth

Height

Weight

Tobacco or nicotine

use including

e-cigarette or similar OYes [ONo OYes [ONo OYes [ONo [OYes [INo OYes [INo
devices in the past

12 months?

Social Security
Number

Primary Care
Physician’s Name

Eligibility and Other Insurance (insurance that will be kept in addition to this coverage)

Currently Working [Ves [JYes OYes [OYes OYes

Full Time

Plan to Keep Other [JVes 1VYes OYes OVYes OYes

Insurance Coverage

Other Insurance
Policy Number

Name of Other
Insurance
Company(ies)

Covered by
Medicare/Medicaid Yes Yes OYes OYes OYes
Medicare/Medicaid

Coverage Effective
Date

Coverage and Change Request Information

Medical: &I Plan Participant ElFamily EPlan Participant/Spouse [ Plan Participant/Dependent Child(ren)

Name of Medical Plan You Have Selected:

Change Request: ] Marriage [0 Divorce [ Adoption EJReturning to School Full Time [ Court Order

Date of Event: (you may be required to provide proof of event)

Attach a written and signed statement by the plan sponsor for a requested coverage effective date other than plan participant
effective date. Effective date may not be guaranteed.
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Medical History

Please answer the following questions for yourself and each person listed on the Enrollee and Dependent Information
Section on page 2 of this form. Please answer completely and truthfully. Please note that, if you fraudulently leave out or
fraudulently misrepresent information, we may terminate or not renew your coverage, or we may change your monthly
payment retroactive to the date your coverage became effective.

All statements contained in this entire form must be true and correct and no material information can be withheld or omitted.

1. Inthelast5years, has anyone on this application been diagnosed with, or been examined/treated by a health care
professional for any illness, injury, or health condition in any of the categories listed below?

a. Cancer/Tumor (indicate type of cancer and location of tumor below) CYes CNo
b. Mental Health/Substance Abuse CYes [CNo
c. Blood Disorders/Hemophilia CYes D No
d. Congenital Disorder/Disability OYes CNo
e. Heart/High Blood Pressure/Circulatory Disease/Stroke CYes CNo
f.  Kidney/Bladder/Urinary Disorders/ESRD OYes CNo
g. Transplant - prior, pending or recommended (indicate organ) COYes [CNo
h. Digestive Disorder/Crohns Disease/Ulcerative Colitis OYes D No
i. Liver Disease/Cirrhosis/Hepatitis (indicate type below) CYes [CNo
j. Endocrine/Diabetes/Growth Hormone/Thyroid OYes CNo
k. Immune System/Lupus/Psoriasis/HIV/AIDS OYes [CNo
[. Nervous System Disorder/Multiple Sclerosis/Seizure/Epilepsy/Paralysis CYes [T No
m. Lung/Respiratory/Cystic Fibrosis/COPD OYes [CNo
n. Back/Bones/Joints/Muscles/Arthritis CYes D No
o. Reproductive/Infertility/Breast Disorders/PCOS CYes [CNo

If your answer to any of the above categories is “yes” please provide detailed information below for each person involved.

2. Isanyone on this application currently pregnant? If “yes,” please provide detailed information including IYes [INo
anticipated delivery date, any pregnancy complications, anticipation of multiple births, and/or
Cesarean Section.

3. Inthe past12 months, has anyone on this application been hospitalized (inpatient or outpatient) or OYes [ONo
had surgery? If your answer is “yes,” please provide detailed information below including surgery (if
applicable), diagnosis, current and future treatment recommended for each person involved.

4. Inthe past12 months, has anyone on this application been recommended or prescribed medications, [OYes [INo
oris anyone currently taking prescription medications? If your answer is “yes,” please provide detailed
information below for each person involved.

5. Inthe past5years, has anyone on this application been tested for or diagnosed with, received medical [IYes [INo
treatment, or had medical treatment recommended, or been hospitalized for any illness, injury or health
condition not previously mentioned? If your answer is “yes,” please provide detailed information below
for each person involved.

Pgeas%give)details of all “yes” answers above. (If additional space is required, please attach a separate sheet and date and sign
that sheet.

Dates

Question # Person Condition/Diagnosis Treatment/Meds Treated

Prognosis
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Prior Medical Coverage Information

[Yes [INo Have you or any dependents applying for coverage been covered by this plan sponsor’s prior group medical plan?

OYes CONo Have you or any dependents applying for coverage been covered by any medical plan other than this plan sponsor’s
prior group plan?

If yes:
Insurance Company Name Phone # Policy/Group #
Termination Date Effective Date Reason for Termination

Who was covered?

Type of Plan: JPrior Plan Sponsor Group Plan [JSpouse’s Plan Sponsor Group Plan [JIndividual Policy
JOther

Ideclare that all statements and responses contained in this entire form, and in any other health insurance administration and/or
coverage application form that I completed within the last 120 days that was provided to UnitedHealthcare, are true and correct and
that no material information has been withheld or omitted. I also understand that the information provided on this form is used to
make decisions regarding eligibility and pricing. I understand that misrepresentation, concealment or omission of fact, or a mistake

of fact (whether or not a mutual mistake), could materially affect the underwriting, premium, rating or terms and conditions of my

plan sponsor’s Excess Loss Insurance Policy (“Policy”) which could result in changes to the terms and conditions of my plan sponsor’s
Excess Loss Insurance Policy, including retroactive increased premium rates and attachment points, or termination of that Policy.Ialso
understand that willful or intentional misrepresentation, concealment or omission of any material fact affecting terms, conditions, or
underwriting of my plan sponsor’s Excess Loss Insurance Policy could result in that Policy being null and void in its inception.

Tunderstand and I agree that the Plan Sponsor is not bound by any statement made by or to any agent unless written herein.I agree that
no medical benefits will be effective until the date specified in the Summary Plan Description. If Iam now waiving medical coverage for
myself and/or for my dependents, I have read the entire Waiver provision and understand the enrollment requirements if I make a request
for such coverage at a later date.

Coverage is effective only after approval and satisfaction of any probationary period.

In some states, any person who, knowingly and with intent to defraud an insurance company or plan administrator, submits an
enrollment application form or files a claim containing any materially false information may be guilty of fraud, which is a crime.

All pages must be attached and complete, including this authorization, for the enrollment application form to be considered complete.
Incomplete enrollment application forms may be rejected.

I(we) understand that UnitedHealthcare and Affiliates is not bound by any statements I (we) have made to any agent or to any other
persons, if those statements are not written or printed on this application and any attachments. I have a continuing obligation to
report changesin health status (e.g. received medical advice, diagnosis, care or treatment) after Isign the enrollment form and before
receipt of my identification card. Please maintain a copy of this authorization for your records.

Authorization to Disclose Medical Information for Enroliment

I hereby authorize those physicians, medical practitioners, hospitals, clinics, veterans administration facilities, pharmacy benefit
managers, medical information services, urgent care facilities, and other medical or medically related entities, insurance or
reinsurance companies, and consumer reporting agencies that have information available as to the present or former physical
health condition, including drug or alcohol abuse, and/or treatment of me or my dependents proposed for coverage to release

any and all such information, including, but not limited to, medical records, health care provider notes, laboratory tests and results,
diagnoses, treatment, and prognoses. I understand the information obtained by use of this authorization may be used to determine
eligibility for issuance of health coverage for me and my dependents. This authorization is not applicable to psychotherapy notes.

I agree that a photographic copy of this authorization shall be as valid as the original and that this authorization shall expire 15 months
after the termination of any coverage I obtain.I understand that I may request a copy of this authorization.I understand that I may
revoke this authorization at any time in writing unless action has been taken in reliance on my authorization. Any information obtained
will not be released to any person or organization, except to reinsuring companies or other persons or organizations performing
business or legal services in connection with my enrollment for the coverage, for any claim, for medical management purposes, or as
may be otherwise lawfully required or as I may further authorize.

Enrollee Signature X

Date

If signed by a representative of enrollee, please indicate the representative’s legal authority to act on behalf of enrollee.
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Waiver (please complete if you are waiving medical coverage)

I waive medical coverage for: [1Self (and dependents) Please state reason for waiving coverage:

[Spouse [JDependent Children

Qualifying Coverage: Other:

If I have waived coverage for myself and/or my dependents (including my spouse) because of other health insurance coverage,
Imay in the future be able to enroll myself and/or my dependents in the plan, provided that I request enrollment within 31

days after my other coverage ends because of involuntary loss of other coverage (divorce, death, legal separation, termination
of employment, reduction in number of hours of employment). In addition, if I have a new dependent as a result of marriage,
birth, adoption, or placement for adoption, I may be able to enroll my dependents, provided that I request enrollment within 31
days after the date of the event.

Applicant Signature X Date

YOUR RIGHTS REGARDING THE RELEASE AND USE OF GENETIC INFORMATION - The results of any genetic test, including
genetic test information, shall not be used as the basis to: (1) terminate, restrict, limit or otherwise apply conditions to the
coverage of an individual or family member under the plan, or restrict the sale of the plan to an individual or family member;
(2) cancel or refuse to renew the coverage of an individual or family member under the plan; (3) deny coverage or exclude an
individual or family member from coverage under the plan; (4) impose a rider that excludes coverage for certain benefits or
services under the plan; (5) establish differentials in monthly costs or cost-sharing for coverage under the plan; (6) otherwise
discriminate against an individual or family member in the provision of insurance.




ATTENTION: Free language assistance services and free communications in other formats,
such as large print, are available to you. Call the toll-free number on your member
identification card. (TTY 711).

FARLE:- A7ICT (Amharic) f91.57% hwrr: 19 0%7% W AAIETF 2GS 19 00T A28 FAP AE° O AbeT
PCOPT ARCOP L1650 NAANTT PFOLe NCLP AL LADT 19 PO £TC LLD A=

o a i Lilaall Ol a5 ilaall Gy il saclusall cilens Gll i g ((Arabic) Al Al st s 13) Akadla
sbiala pumall iy e A8y e @ saal) laall o8l Jusil, 5 58 il e Lkl Jie

ry: S 3 s (Bengali-Bangala) 21 30e, S1ate RAre ¥l w2is! AR «32 I8 J40R 7091 Sy
FEICH CAACIS T SR Gy Ry Soer| SRR e ARGIATR 06 (G- 7903 1 Fom

gams UEasIOgmSunwManigs (Cambodian-Mon-Khmer) 1N S S WM ansSsSSAH1G
SHMISIMSSENAANIYHRSHHINNIS]S SUMNUHMIS SuEUHSY
SINUMIUERAARIZISTTUW R U RMRIURESY

ATENSHUN: Gare kapetal Faluwasch (Carolinian), ye toore paliuwal kapetal Faluwasch lane
bwe me sew format, ta tipel lane, bwe bwale tepangiyom. Kol yegili nampa la ye toore
paliuwal woal kard la laumw.

ATENSYON: Yanggen fifino’ hao CHamoru (Chamorro), guaha setbisio siha para hdgu ni’
fatto, i setbision fino’ pat lengguahi yan fina’'uma’espiha gi otro na manera siha taiguihi i

para mana’dangkolo i inemprenta. Agang i dibatdi na numiru gi kattd-mu aidentifikasion
membro.

FEHYER © A REER W 3C (Chinese - Traditional), /287] U560 20 5 = 17580 AR okl 4% Hfdy
R st BRI BB R RS AR R,

ATTENTION: Si vous parlez frangais (French), des services d’assistance linguistique et des
communications dans d’autres formats, notamment en gros caractéres, sont mis a votre
disposition gratuitement. Appelez le numéro gratuit figurant sur votre carte de membre.

ATANSYON: Si w pale Kreyol Ayisyen (French Creole-Haitian Creole), gen sévis lang gratis
ak kominikasyon nan lot foma lo disponib, tankou sa ki enprime ak gwo lét. Rele nimewo
gratis ki sou kat idantifikasyon manm ou an.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste und kostenlose Kommunikation in anderen Formaten, wie zum
Beispiel groRRe Schrift, zur Verfligung. Rufen Sie die gebiihrenfreie Nummer auf Ihrer
Mitgliedskarte an.

MPOZOXH: Edv pihdte eNAnVIKA (Greek), UTIApYOUV SLABECLUEG SWPEAV UTINPEDTES
YAWOOLKIG BorBeLag kat Swpedv emikowvwvia oe ANeG HOPPOTIOLATELG, OTIWE HeydAa
ypappata. Kahéote tov aplBud xwpig Xpéwaon otnv Kapta péAoug oag.

el W B X YAl (Gujarati) Gletctt &l Al Qotl YA etriglal HEeZU AR U
Ao Gileul [@Qotl 4 AUR, BH 3 MW Doz, dAMIRL HER GUAcH B, dMIRL Hel A 51§
URell 2le-4l oloR UR slet 8.

e &: afy o @Y (Hindi) sterd €, &Y simuds forg ot e Feraar Sard ofk o et & ud 9,
SR R 912 fife, Iucteys &1 U e U UF WR Y 7Y e-1hY FeR R dhiel Rl

LUS TSEEM CEEB: Yog tias koj hais lus Hmoob (Hmong), muaj cov kev pab cuam txhais lus
thiab muaj kev sib txuas lus pab dawb ua lwm hom ntawv, xws li luam ua ntawv loj rau koj.
Thov hu rau tus xov tooj hu dawb ntawm koj daim npav ID.

ATENSION: No agsasaoka iti Ilocano (Ilocano), magun-odmo dagiti libre a serbisio ti tulong
iti pagsasao ken libre a komunikasion iti dadduma a pormat, kas iti dadakkel a letra. Tawagan
tiawan-bayadna a numero a masarakan iti kard a pakabigbigam kas miembro.

ATTENZIONE: se parla italiano (Italian), puo usufruire di servizi di assistenza linguistica
gratuiti e comunicazioni gratuite in altri formati, come ad esempio la stampa a caratteri
grandi. Chiami il numero verde riportato sul Suo tesserino identificativo.

SEEHE . BAFE (Japanese) £ S5
DA TOMER DI 2=l — g vk
FATMBERH S,

DEFHEIRY — B A0, JERICF 72 Eh
Z\ﬂiu\f_twim REGECRESNLTND 7 ) —

L A BT 0{(Korean)E AHESHAI = B2 R A0 X2 MH[ 20t ThY ﬁWXﬂ s Ef%
FHO 2 F oA 28 OjHE 0|83t 4= AFLICE 2| ID 7H=0f Liot A= F= Tt
et FHAI2

Administrative services provided by United HealthCare Services, Inc. or their affiliates, and UnitedHealthcare Service LLC in NY. Stop loss insurance
is underwritten by UnitedHealthcare Insurance Company or their affiliates, including UnitedHealthcare Life Insurance Company in NJ, and

UnitedHealthcare Insurance Company of New York in NY.
B2C EI2052762.1 5/25 © 2025 United HealthCare Services, Inc. All Rights Reserved. 25-4196436

DWIVCOA: 790909V SWIFIR90 (Lao), Hawa9n9I0lEdSnavgonciadouwInns «ay
nouzanlugoucoodugus, du: nowBudosnsenzronialmd. mBiuuSdiivatydfosrnrdnzesow.

BAA'AKONINIZIN: Diné (Navajo) saad bee yanitti'go, t'4a jilkeh saad bee 4ka'e’eyeed bee
aka'anida'wo'i d66 naana tahgo at'éego bee hadadilyaa bee ahxit hane'i, dii nitsaago bee
ak'eda’ashchinigii, nahél¢. Bee atah nil'ini ninaaltsoos nitfizi bee nééhozini baah t'aa hiik'eh
bee hane’i ndmboo bee hodiilnih.

A g A TS AT (Nepali) Seefgeor 811, e $1T9T T Jale® T 3
SAGEHAT e HANGE, STE ol O, AISH AT T Bef|. AT Heed dfgernes
FTERT W AT B AT ol TR

WICHDICH: Wann du Deitsch (Pennsylvania Dutch) schwetzscht, kannscht du Schprooch-
Hilf un differnti Sadde Schreiwes griege, so wie Gross-Druck

(large print), unni as es dich ennich eppes koschde zellt. Call die Toll-Free-Nummer as uff dei
Member Identification Card is.

B sl s g8l i) 5 Sl SwS ) st (i€ e Cuaa (Persian-Farsi) <o o4 S
8 e iy e (i OIS (55 e Ol 0 el 2t L (S 52 085 il e

UWAGA: Dla 0sé6b méwigcych po polsku (Polish) dostepne sg bezptatne ustugi pomocy
jezykowej i bezptatne komunikaty w innych formatach, takich jak duzy druk. Prosimy
zadzwoni¢ pod bezptatny numer podany na karcie identyfikacyjnej.

ATENGAO: se vocé fala portugués (Portuguese), tem a sua disposicdo servicos gratuitos de
assisténcia linguistica e comunicagdes gratuitas em outros formatos, como caracteres
grandes. Ligue para o nimero gratuito que se encontra no seu cartédo de identificacdo de
membro.

forrs a6 71 37l YAt (Punjabi) 8% J, 31 3973 B
HE3 I AITEST A w3 I grana, fie fa &3 fije, e ve3 Hod Sumau 781 »ud Heg
USTE 193 '3 28-4 99 '3 I 3|

BHUMAHME! Ecnv Bbl roBoprTe Ha pyccKoM a3bike (Russian), Bam focTynHbl 6ecnnaTtHble
YCNYru 93bIKOBOW NOAAEPKKM 1 BecnnaTHble MaTepuassl B Apyrux popmatax, Hanpumep
HaneyaTaHHble KPyMnHbIM WpUhToM. 3BOHUTE No becnnatHoMy HoMepy TenedoHa, yKasaHHoOMY
Ha Ballel MAEHTU(UKALMOHHON KapTe y4acTHUKa.

FA'AALIGA: Afai e te tautala i le Faa-Samoa (Samoan-Fa’asamoa), o lo‘o avanoa mo oe
‘au‘aunaga fesoasoani tau gagana e leai se totogi ma feso‘ota‘iga e leai se totogi i isi faiga,
e pei o lomiga e lapopo‘a mata‘itusi. Valaau i le numera e leai se totogi i lau kata faailo o le
sui auai (ID).

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas y
comunicaciones en otros formatos como letra grande, sin cargo, a su disposicion. Llame al
numero gratuito que figura en su tarjeta de identificacion de miembro. (TTY 711).

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng
serbisyo ng tulong sa wika at libreng komunikasyon sa ibang mga format, tulad ng
malalaking print. Tawagan ang walang bayad na numero na nasa iyong ID card ng miyembro.

Tlsansiu mnaawanin na (Thai) ‘e
aaaunsalauinshamdasmunmnwiuaznisdasslugluuudy q Wi waiu
AsANWmamMansauIa g TnslddsanaaInswidniusgundaauiinsdseindiuasna

3BEPHITb YBATY! kw0 B/ po3MoB/sieTe yKkpaiHcbkoto (Ukrainian), Bu MoxeTe 6esonnatHo
KOPUCTYyBaTUCS MOCyraMy MOBHOI MiATPUMKH, & Takox 6e30nnaTHo OTpUMyBaTK iHhopMaLinHi
MmaTepianu B iHWKX thopMmaTtax, Sk oT HabpaHi Benukum wpudTom. TenedoHyinTe Ha
6e3KOLITOBHMI HOMep TenethoHy, 3a3HaueHN Ha BaLii ineHTUdIKaLiiHIN KapTLui yyacHuKa.

B8 2 5 s (0l g e e i B sl e (sl (S O o s G (Urdu) s 8 o A s

eSS i s A JS K e 5 38 RIS e 3 Gp Ol Cde S
LU'U Y: Néu quy vi néi Tiéng Viét (Vietnamese), quy vi sé dugc cung cap cac dich vu hd trg
ngdén nglr mién phi va cic phuong tién trao déi lién lac mién phi & cac dinh dang khac,
ch&ng han nhu ban in chi¥ 16n. Goi dén s6 dién thoai mién phi cé trén thé dinh danh thanh vién
cdia quy vi.

United
Healthcare



	Level Funded plan participant enrollment application form
	UnitedHealthcare Level Funded
	Enrollee Information
	Enrollee and Dependent Information (only for those applying)
	Coverage and Change Request Information
	Medical History
	Prior Medical Coverage Information
	Signature
	Authorization to Disclose Medical Information for Enrollment

	Waiver (please complete if you are waiving medical coverage)


	Group No: 
	Prior Medical Coverage Information: Off
	Insurance Company Name: 
	Phone_3: 
	PolicyGroup: 
	Termination Date: 
	Effective Date: 
	Reason for Termination: 
	Who was covered: 
	Prior Plan Sponsor Group Plan: Off
	Spouses Plan Sponsor Group Plan: Off
	Individual Policy: Off
	Type of Plan: 
	Other: Off
	Spouse: Off
	Dependent Children: Off
	Self and dependents: Off
	Please state reason for waiving coverage: 
	Qualifying Coverage: 
	Other_2: 
	Plan Sponsor Name: 
	Plan sponsor Address: 
	Last Name: 
	First Name: 
	Initial: 
	Single: Off
	Married: Off
	Address: 
	Apt #: 
	City: 
	State: 
	ZIP: 
	County: 
	Phone: 
	Email Address: 
	Cell Phone: 
	Occupation: 
	Date Employed Full Time: 
	Worked Per Week: 
	Are you an independent contractor: Off
	If you need to list additional dependents, please use lined paper, sign and date it, and check this box: Off
	Enrollee First Name: 
	Spouse First Name: 
	Child 1 First Name: 
	Child 2 First Name: 
	Child 3 First Name: 
	Enrollee Middle Initial: 
	Spouse Middle Initial: 
	Child 1 Middle Initial: 
	Child 2 Middle Initial: 
	Child 3 Middle Initial: 
	Enrollee Gender: Off
	Spouse Gender: Off
	Child 1 Gender: Off
	Child 2 Gender: Off
	Child 3 Gender: Off
	Enrollee Date of Birth: 
	Spouse Date of Birth: 
	Child 1 Date of Birth: 
	Child 2 Date of Birth: 
	Child 3 Date of Birth: 
	Enrollee Height: 
	Spouse Height: 
	Child 1 Height: 
	Child 2 Height: 
	Child 3 Height: 
	Enrollee Weight: 
	Spouse Weight: 
	Child 1 Weight: 
	Child 2 Weight: 
	Child 3 Weight: 
	Spouse Social Security Number: 
	Child 1 Social Security Number: 
	Child 2 Social Security Number: 
	Child 3 Social Security Number: 
	Enrollee Primary Care Physician’s Name: 
	Spouse Primary Care Physician’s Name: 
	Child 1 Primary Care Physician’s Name: 
	Child 2 Primary Care Physician’s Name: 
	Child 3 Primary Care Physician’s Name: 
	Enrollee Currently Working Full Time: Off
	Spouse Currently Working Full Time: Off
	Child 1 Currently Working Full Time: Off
	Child 2 Currently Working Full Time: Off
	Child 3 Currently Working Full Time: Off
	Enrollee Plan to Keep Other Insurance Coverage: Off
	Spouse Plan to Keep Other Insurance Coverage: Off
	Child 1 Plan to Keep Other Insurance Coverage: Off
	Child 2 Plan to Keep Other Insurance Coverage: Off
	Child 3 Plan to Keep Other Insurance Coverage: Off
	Enrollee Other Insurance Policy Number: 
	Spouse Other Insurance Policy Number: 
	Child 1 Other Insurance Policy Number: 
	Child 2 Other Insurance Policy Number: 
	Child 3 Other Insurance Policy Number: 
	Enrollee Name of Other Insurance Company: 
	Spouse Name of Other Insurance Company: 
	Child 1 Name of Other Insurance Company: 
	Child 2 Name of Other Insurance Company: 
	Child 3 Name of Other Insurance Company: 
	Enrollee Covered by Medicare/Medicaid: Off
	Spouse Covered By Medicare/Medicaid: Off
	Child 1 Covered By Medicare/Medicaid: Off
	Child 2 Covered By Medicare/Medicaid: Off
	Child 3 Covered By Medicare/Medicaid: Off
	Enrollee Medicare/Medicaid Coverage Effective Date: 
	Spouse Medicare/Medicaid Coverage Effective Date: 
	Child 1 Medicare/Medicaid Coverage Effective Date: 
	Child 2 Medicare Medicaid Effective Date: 
	Child 3 Medicare/Medicaid Coverage Effective Date: 
	Medical:: Off
	Name of Medical Plan You Have Selected: 
	Change Request:: Off
	Date of Event: 
	ecigarette or similar: Off
	ecigarette or similar 1: Off
	ecigarette or similar 2: Off
	ecigarette or similar 3: Off
	ecigarette or similar 4: Off
	Is anyone on this application currently pregnant If yes please provide detailed information including anticipated: Off
	In the past 12 months has anyone on this application been hospitalized inpatient or outpatient or had surgery: Off
	In the past 12 months has anyone on this application been recommended or prescribed medications or is anyone: Off
	In the past 5 years has anyone on this application been tested for or diagnosed with received medical treatment: Off
	Question: 
	Person_5: 
	Condition/Diagnosis: 
	Treatment/Meds: 
	Dates Treated: 
	Prognosis: 
	Question_1: 
	Person_6: 
	Condition/Diagnosis_1: 
	Treatment/Meds_1: 
	Dates Treated_1: 
	Prognosis_1: 
	Question_2: 
	Person_7: 
	Condition/Diagnosis_2: 
	Treatment/Meds_2: 
	Dates Treated_2: 
	Prognosis_2: 
	Question_3: 
	Person_8: 
	Condition/Diagnosi_3: 
	Treatment/Meds_3: 
	Dates Treated_3: 
	Prognosis_3: 
	Question_4: 
	Person_9: 
	Condition/Diagnosis_4: 
	Treatment/Meds_4: 
	Dates Treated_4: 
	Prognosis_4: 
	Question_5: 
	Person_10: 
	Condition/Diagnosis_5: 
	Treatment/Meds_5: 
	Dates Treated_5: 
	Prognosis_5: 
	Enrollee Social Security Number: 
	Enrollee Social Security Number_1: 
	Enrollee Social Security Number_2: 
	Cancer/Tumor (indicate type of cancer and location of tumor below): Off
	Mental Health/Substance Abuse: Off
	Blood Disorders/Hemophilia: Off
	Congenital Disorder/Disability: Off
	Heart/High Blood Pressure/Circulatory Disease/Stroke: Off
	Kidney/Bladder/Urinary Disorders/ESRD: Off
	Transplant – prior, pending or recommended (indicate organ): Off
	Digestive Disorder/Crohns Disease/Ulcerative Colitis: Off
	Liver Disease/Cirrhosis/Hepatitis (indicate type below): Off
	Endocrine/Diabetes/Growth Hormone/Thyroid: Off
	Immune System/Lupus/Psoriasis/HIV/AIDS: Off
	Nervous System Disorder/Multiple Sclerosis/Seizure/Epilepsy/Paralysis: Off
	Lung/Respiratory/Cystic Fibrosis/COPD: Off
	Back/Bones/Joints/Muscles/Arthritis: Off
	Reproductive/Infertility/Breast Disorders/PCOS: Off
	If signed by a representative of enrollee, please indicate the representative’s legal authority to act on behalf of enrollee: 
	Prior Medical Coverage Information_1: Off


