INDIVIDUAL UNIFORM APPLICATION
FOR INDIVIDUAL MAJOR MEDICAL

HEALTH INSURANCE FORM

Ref: Section Ins 3.33, Wis. Adm. Code,
and s. 601.41 (10), Wis. Stat.

State of Wisconsin
Office of the Commissioner of

P.

Insurance
O. Box 7873

Madison, W1 53707-7873
(608) 266-3585
Web Address: oci.wi.gov

This form is designed for an individual’s initial application for coverage. Please contact the insurer
with questions regarding this form.

Instructions: Please complete the entire application for each person for whom coverage is being
sought. If a person is currently enrolled in Medicare, this application should not be completed for
that enrolled individual. If additional pages are needed to fully complete this application, please

attach, sign and date each page.

I. INFORMATION

Primary Applicant/Insured Information:

First, Middle and Last Name

Social Security No.* Place of Birth Birth Date Gender Height
Weight

Residential Address

City County State Zip Code

Mailing Address, if different from residential address

City County State Zip Code

Home Phone Alternative Phone Email (Optional)

*If you have a Social Security Number.

The Primary Applicant is:
[ 1Single [ ] Married [ ] Under the age of 18**

**|f primary applicant is under the age of 18, please complete sections — II. C. and V.

Primary job duties:

Employment Information:

Self-Employed: [ ] Yes [ ] No

Il. ADDITIONAL APPLICANTS

A. Please complete ONLY if your spouse and/or children under the age of 27 are applying for coverage.
If there is not enough space provided, please attach additional family information. Please sign and
date the additional sheet.

Spouse Name
(First; M.1.; Last)

Gender

Social Security
Number*/
Place of Birth

Birth Date
(Mo/Day/Yr)

Height
Weight

Primary Job Duties
(if applicable)

* If you have a Social Security number.




Child Name Social Security Birth Date Height Primary Job Duties
(First; M.1.; Last) | Gender Number* (Mo/Day/Yr) Weight (if applicable)

* If you have a Social Security number.

B. Does the child(ren) named within this application live with you at the address shown above?

[ 1Yes [ ]No If “No,” please list the child(ren)’'s name and mailing address(es):

Mailing Address Named Applicant

City County State Zip Code

Home Phone Alternative Phone

Name of the Legal Guardian or Parent responsible for carrying health insurance for the minor child.

C. Ifthe primary applicant is under the age of 18, provide the name and mailing address of the legal
guardian or custodial parent:

Mailing Address Legal Guardian or Custodial Parent

City County State Zip Code

Home Phone Alternative Phone

Name of the Legal Guardian or Parent responsible for carrying health insurance for the minor child

Ill. CURRENT AND PREVIOUS COVERAGE

Please provide information about you or your dependent’s individual or group health insurance coverage
or other health coverage (either prior or current). It will help us determine whether you will have any
waiting periods for preexisting conditions for the health insurance you are applying for. By providing this
information you are not reducing your health insurance.

Does anyone applying for coverage have current health coverage?
[ 1Yes [ ]No If“Yes,” please indicate insurer and applicant




Has any applicant had health insurance coverage within the last 18 months?
[ 1Yes [ ]No If“Yes,” please indicate insurer and applicant

If any applicant has current health coverage, will that applicant cancel current coverage if this
applicant is accepted?
[ 1Yes [ ]No

Is any applicant enrolled in Medicare?
[ 1Yes [ ]No If“Yes,” name of applicant . For this applicant, please stop here —
this insurance may duplicate existing Medicare coverage.

Is any applicant enrolled in Medicaid or other governmental health programs (i.e. BadgerCare,
TRICARE, Veterans services)?

[ 1Yes [ ]No If“Yes,” name of applicant . For this applicant, please be aware
that obtaining individual health insurance may affect this individual’s Medicaid status.

V. MEDICAL INFORMATION

NOTICE TO APPLICANT:

The insurance company does not use or collect genetic information for any Underwriting purpose.
Genetic information includes information related to genetic tests, genetic counseling, and any family
history of a disease or disorder. Any such information should not be included on an application or
communicated to the insurance company in any manner. For the purpose of these questions, chronic
means persistent, continuous, or periodic, or a combination of any of these terms.

You are required to disclose information regarding any disease or condition for which:

Any applicant has been diagnosed or treated by any healthcare provider.

Any applicant has had testing with abnormal results.

Any applicant is awaiting test results.

Any applicant has been recommended or scheduled for diagnostic testing, consultation,
treatment, follow-up, or surgery.

Any applicant has taken or has been advised to take any prescription medication.

¢ Any change in health status for which any applicant has not sought medical care or treatment.

Within the last FIVE (5) YEARS has anyone, including you or any family member requesting coverage,
received counseling, care or treatment, medication, medical advice or been told a diagnosis for any of the
conditions or ilinesses listed below? (Please check all conditions that apply.)

Please mark “Yes” or “No” for each item, for you and any family members requesting coverage. Provide
additional information for each question you answer “Yes” to on the Additional Medical Details page that
follows the health questions.

Answers to the medical questions should be complete, true and correct to the best of your
knowledge. You are required to promptly notify us if there is a change in your or your family’s
health prior to the effective date of coverage and provide updated information. If at any time
during the underwriting process prior to the effective date of coverage, you or your health history
changes, please notify us immediately as this may impact your coverage.

WITHIN THE LAST FIVE (5) YEARS:

1. Infectious and Parasitic Diseases

a. AIDS (acquired immunodeficiency syndrome), ARC (AIDS-related complex), HIV
positive [The reporting of HIV test results is limited to FDA-licensed tests, and
you need not report results of tests conducted at an anonymous counseling and
testing site or through the use of a home test Kit.] ..o [ 1Yes [ ]No

3




D. LYME'S DISBASE ..eeiiiiiiiiiiitieii et ettt ettt et e e e e e bbbt e e e e e e e e e snbbbee e e e e e e e e annbbbeeeaaaaans [ 1Yes [ ]No
C. Sexually transSmitted AISEASE(S) .. .. evuurrrreriee ettt e e et e e e e e e e e bebeeeeaaa s [ ]Yes [ ]No
2. Blood, Gland, Endocrine, Metabolic and Immune Disorders (other than HIV, ARC, AIDS)
AN =T o g 1=V o] [oToTe [e [KSTo] (o =T PP TR [ 1Yes [ ]No
D. TRYFOIA QISEASE ...eeeiiieiiiieei ittt e e e e e e e st e e e e e e e s e e sanbbeaeaaaeeann [ 1Yes [ ]No
c. Diabetes/high or [ow DIOOd SUQAr. ........coiiiiiiiiie e [ 1Yes [ ]No
(If “Yes,” record last HGALC reading and date on the Additional Medical Details
page.)
(o Yo | (=T g P 1o [T (0 =] OO PP [ 1Yes [ ]No
e. Enlargement of IympPh NOGES .........ooiiiiiiiii e [ 1Yes [ ]No
f. Endocrine/gland/NOrmoONe SYSTEIM .......ocuuiiiiiiiiiie ettt [ 1Yes [ ]No
3. Cancer, Cyst and Tumors
Lo 0= 1o o= SR PP UPT TP [ 1Yes [ ]No
(If “Yes,” include the stage, type and location of the tumor on the Additional Medical
Details page.)
D. TUMOTS, CYSt, IUMP, POIYP ceeeiieeee it e e s r e e e e e e enrnrreeeaeeee s [ 1Yes [ ]No
4. Mental/Nervous/Behavioral Disorders
a. Alcohol/chemical/drug abuse/dependencCy ..........ccccoiviiiiiiiiiiee e [ 1Yes [ ]No
b. Has any applicant used sedatives; tranquilizers; cocaine or other hallucinogenic

OF NATCOLIC AIUGS?..eei ittt ettt ettt et e e e st e e e st b e e e s bt e e e e e abbe e e e s snbeeeeesabneeeean [ 1Yes [ ]No
c. Eating disorders such as, but not limited to, anorexia or bulimia .............ccccccceeeviienennnne [ IYes [ 1No
d. Mental/emotional condition/dePreSSION ..........coicuiiiiiiiiii et [ TYes [ ]No
L 1111 1 o PP PPPPP PR [ 1Yes [ INo
. SUICIAE AIEIMPL ...ttt e e et e e e e e e [ 1Yes [ ]No
g. Alcohol, chemical, drug abuse therapy, treatment or counseling within last 5 [ 1Yes [ ]No
(i Yes," record date of Iast session in o the Additonal Medical Detais pagey
5. Brain and Nervous System
a. Brain disease Or iNjUrY/CONCUSSION .........uuiiiiiaiiiiiiiiieet e ettt e e e e e st e e e e e e e e eabeaeeeeeas [ 1Yes [ ]No
D. ConVUISION/SEIZUIES/EPIIEPSY ....oiieeiieiee ettt a e e e e e e [ ]Yes [ ]No
€. Chronic headaches/MiIgraiNes .............ueiiiiii i [ ]Yes [ ]No
d. Neurological condition/diSEASE/INJUIY ..........coiiiiiiiiiiiie et [ ]Yes [ ]No
e. Sleep apnea/chroniC SIEEP AISOITET ........ciii i [ 1Yes [ ]No
LTS (0] = PP [ 1Yes [ ]No
O- MUIIPIE SCIEIOSIS ...t e e e e e e e e e e e e anbeae s [ 1Yes [ ]No
N PAAIYSIS ...t e e e e e e e s e e aeea e e e [ 1Yes [ ]No
6. Skin Disorders
a. Skin condition, abnormal or cancerous moles or eczemal/cysts/cancer.............cccuvee...... [ JYes [ ]No
7. Eyes, Ears, Nose
a. Chronic ear/nose CONAItION/AISEASE .......eviveeeiiiiiiiiieiee e a e e [ 1Yes [ ]No




b. Chronic eye coNitioN/AISEASE...........uuuiiiiieeiiitee e a e [ 1Yes [ INo

C. CataractS/GIAUCOMA ..ottt e e e e e e e e e e e nbabeeeaaaaeeas [ 1Yes [ 1No

8. Mouth, Throat or Jaw

a. Chronic throat/tonsil/adenoid/disease/diSOrder ..o [ 1Yes [ 1No

Lo T I\ N T A1V T | TR PP UUUPRPRP [ 1Yes [ 1No

9. Heart or Circulatory System

P W =1 (oTo o /ol T do10] F=1 (o] YA o [1<To] o [ NSRS [ ]Yes [ ]No
b. Heart attack/chest pain/murmur/anginag.............ccceeveeeiiiiiiiiieeee e [ JYes [ ]No
C. Elevated/High ChOIESLEIOl .........ccoi i a e [ 1Yes [ ]No

(if “Yes,” record last reading and the date on the Additional Medical Details page)

d. Elevated/High or [oW BlOOd PreSSUIE......ueiiiei it e e saraee e [ 1Yes [ ]No
(if “Yes,” record last 3 readings and dates in past 12 months on the Additional
Medical Details page)

LI o 01 1=T o 117 ] (o To Lo I oX o SRRSO [ 1Yes [ ]No

f. Heart diSEaSe/ISOIAEN .........ccviiieiiee et e e e e s r e e e e e s e e nnerenees [ 1Yes [ ]No

10. Respiratory System

= T AN 1 ] o - [ 1Yes [ ]No
b. Emphysema/Chronic obstructive pulmonary disease (COPD).........cccccccveeeeviiciviineneeeenn, [ 1Yes [ INo
. Chronic respiratory/lung CONAItION ..........oviiieiiiiiiiieer e e e [ 1Yes [ ]No
d. Pneumonia/BronChitiS ...........uuiiiiie e [ 1Yes [ ]No

11. Digestive System

a. Appendicitis/chronic abdominal Pain ............ccoooiiiiiiii [ 1Yes [ 1No
D. BlOOA N SOOI ... [ 1Yes [ 1No
c. Colon/rectum/intestine/bowel/Crohn’s diSEASE...........ccccvviiiiiiie i [ TYes [ ]No
d. Ulcer/esophageal refluX ..o [ 1Yes [ 1No
LS C 1| o] F= o [0 [T TP PP [ 1Yes [ 1No
f. Liver condition/hepatitiS/PANCIEAS ..........ueiiiiiiiiie ittt [ 1Yes [ I1No

12. Urinary System

A. Bladder/UrNary traCl ..........oouueiiiiee e bbb [ 1Yes [ ]No

D. KidNEY/KIANEY STONES....cciiiiiiiiiiiiie ettt e b e e e [ 1Yes [ ]No

13. Male or Female Reproductive Systems

A. Breast (JUMPS OF MASSES) .. .uueiiiiaeiiiiiitiiiee e e e e ettt e e e e e e s st be e e e e e e e e s e annbeeeeaaaeessaannbbeaeaaaaeas [ 1Yes [ ]No
b. Prostate/elevated PSA/PrOSTALILIS .........coiiiiiiiiiiiiiii e [ ]Yes [ ]No
c. Reproductive system disorder/infertility/dysfunction..............cccccceiiiiiiieeen [ 1Yes [ INo
d. Abnormal pap smear or mammography ..........cccuuiiiiiiiiii [ 1Yes [ ]No

14. Pregnancy, Birth or Congenital Abnormalities

a. Birth defect/congenital defOrmMIties ..........coooiiiiiiiiii e [ 1Yes [ ]No

b. Pregnancy COMPLCAtIONS .......cooiiiiiiiiiiiiie et e e [ ]Yes [ ]No




c. Are you, your spouse or any dependent child(ren) (even if not listed on the
application) currently pregnant or an expectant parent? (If “Yes,” due date
PRSP [ 1Yes [ INo

15. Muscular or Skeletal System

a. BaCK/NECK/SPING AISOTUEK .....uviiiiee ettt e e e e e s e e e e e e s s anraaeeeaae s [ ]Yes [ ]No
[0 2T0] g Y=Y/ g alo] o L=To [ToRo [1=Yo] o = PR [ ]Yes [ ]No
¢. Lupus, chronic muscle pain, muscle injury or disease, or fiboromyalgia.............ccccceeeeenn. [ 1Yes [ ]No
d. Osteoarthritis/0Ste0POroSIS/OSIEOPENIA ....cceeeei et [ ]Yes [ ]No
€. Rheumatoid arthritiS............cocciiiiiiiic e e e e [ 1Yes [ ]No
f. Knee/shoulder/hip/joint surgery/diSOrder ............cooiiiiiiiiiriiee e [ ]Yes [ ]No
o TR [T 0 1= PR [ 1Yes [ ]No

16. Miscellaneous

a. Cosmetic sSUrgery/iMpPIants ..........ccooiiiiiiiiiee e e e e e e s rrareeee s [ 1Yes [ ]No
b. Use of prosthetic deVviCes/liMBS ...........oeiiii i [ 1Yes [ ]No
Lo o = o el ] {0 T3l = i [ = PP [ 1Yes [ ]No
d. Is any person to be insured now disabled, on disability, or unable to perform

normal work or age-related actiVities ...........uuuevieeeiiiiii e [ 1Yes [ ]No
e. Any fluctuations in weight (+/- 20Ibs) in the past 12 Months ...........cccccvevveeeeiiiciiiiieeee, [ 1Yes [ INo
f. Implantable devices/stents/shunts/pace Maker..........ccccceeeiviiiiiiiieeee e [ ]Yes [ ]No
Lo TN L= (1= SRRRRR [ ]Yes [ ]No
T =T g LY o] =Y 1R [ ]Yes [ ]No

17. Other Injury, lliness, Treatment or Condition

a. Within the last 5 years, has any applicant had any other injury, illness, treatment,

or condition not already listed; been hospitalized or scheduled to be hospitalized;

had surgery or had surgery scheduled; had a test or a test scheduled; been

recommended to have a test or surgery that was not performed for any reason not

already mentioned; been prescribed medication for a condition or injury not already

mentioned? (We are NOT seeking the results of HIV Antibody test.) ..........cccccevviiinenninen. [ 1Yes [ INo

18. Tobacco Use

a. Has any applicant used tobacco products in any form within the last 12 months?.. [ 1Yes [ ]No

If “Yes”, provide the name of applicant(s), amount of tobacco used and frequency:

19. Other Activities

a. Has any applicant been involved in or participated in organized motorized racing
Or other exXtreme ACtVItIES? ....ccciii i e e [ 1Yes [ ]No

If “Yes”, provide the name of applicant(s), activity and frequency of the activity:

ONLY complete this section if you need assistance with completing the medical information portion
of this Application. Please note that this may require additional time to process your application.

Please contact me at this phone number during business hours:




| am unavailable during business hours, please contact me at this number during evenings or weekends:

Additional Medical Details Page

For any “Yes” responses in the medical information questions, please provide complete details
below. Not providing complete details will delay the application process. Within the last five years
has anyone been prescribed medications that were recommended or received from a licensed
health care professional? Use an additional sheet(s) of paper if necessary.

All additional pages must be signed and dated by the primary applicant.

Question #
or additional
information

Applicant
Name

Specific
Diagnosis &
Type of
Treatment

Duration of
Condition

Began mm/lyy

Began mmlyy

Began mmlyy

Began mmlyy

End mmlyy

End mml/yy

End mmlyy

End mml/yy

Name/
Dosage/
Frequency
of
medication
& Dates of
Medication
Use

Name of Rx

Name of Rx

Name of Rx

Name of Rx

Dose

Dose

Dose

Dose

End
mm/yy

Began
mm/yy

End
mm/yy

Began
mm/yy

End
mm/yy

Began
mm/yy

End
mm/yy

Began
mm/yy

Was surgery
performed

Description
of surgery/
Procedures/
Tests/Result
& Dates

Current
Status/
0O-Ongoing/
R-Resolved

Readings for
Blood
Pressure,
Cholesterol
& Diabetes

Date Reading

Date Reading

Date Reading

Date Reading

Physician/
Hospital
Name, City,
State




V. TERMS AND CONDITIONS

I acknowledge that | have read and completed the entire Application. If | received assistance in reading or
completing this Application, | have identified the person(s) who assisted me. | agree that the answers are,
to the best of my knowledge and ability, complete and true.

| understand that my answers, together with any supplements or additional pages, are the basis for the
certificate or policy that is issued. | agree that no insurance will be effective until the date specified by the
insurance company on the certificate or policy.

| understand that any intentional misrepresentation relied upon by the insurer may be used to deny a
claim. | further understand that this contract can be voided if within the first 24 months from the date of
the policy or certificate it is determined that | or a family member made an intentional misrepresentation in
the application.

| understand that it may be a crime to submit an application or file a claim based on a false or deceptive
statement. | further understand it may be a crime to submit an application that is intended to mislead an
insurer or conceal significant information about the applicant.

| understand that | may request a copy of this Application and the notice of the company’s privacy
practices. | agree that a photocopy is as valid as an original. A legible facsimile or electronic signature
shall have the same force as the original.

Sighature (or e-signature) of Primary Applicant (If Primary Applicant is under Date Signed
the age of 18, Signature of legal guardian or custodial parent)

Sighature (or e-signature) of Spouse Date Signed

Signature (or e-signature) of each listed child who has attained the age of 18

Signature (or e-signature) of an Adult Child Applicant Date Signed
Signature (or e-signature) of an Adult Child Applicant Date Signed
Signature (or e-signature) of an Adult Child Applicant Date Signed

Complete this section if someone assisted you in the completion of this Application

The following person assisted me in completing the Application:

Please explain the assistant’s relationship to you and your family:

Individual Uniform Application Form
OCI 26-503 (c. 06/2010)





