lowa Uniform Group Health Application
Effective Date _____ / /

PLEASE PRINT Agent No.

Employer Data
Employer Group Number Phone

Street Address City State Zip Fax

Employee Data

oottt | L L L LI L LTI ™[]

e LI LT T T T T T T T T T ]
Home Address City State Zip
Work Phone # ( ) - Home Phone # ( ) - Email
Birthdate / / (mm/dd/yy) Height ft. in. Weight | Ibs. Gender [(JM [JF

Marital Status: [ ]Married []Single [T Divorced [[]lLegally Separated []Widowed []Common Law Marriage (Notarized Affidavit Required)

Social Security # I | | I— ’ l I- ’ I I | | Soc Sec Disabled? [] Y [[JN  Medicare Enrolled? [] Y [N

Date of Hire / / (mm/ddfyy) Employment Status: [JFull-Time []Part-Time []Retired []COBRA

Job Title Average Hours Worked per Week Salary/Wage $

Primary Care Physician

Dependent Data

" . Weight . . . Full-time|Medicare| Soc.Sec.
Name (First, Ml Last) Gender| Height | °\ " Birthdate |Social Security Number| & jont? | enrolled? | disabled?
Om ft. /] [Yes| [JYes | [JYes
Spouse ) —
OF | ——in (mm/dd/yy) [JNo | [JNo CINo
M Ye Yi Y
Dependent 1 (S ey — ClYes | [lYes | [ves
I — in. (mm/dd/yy) [(ONo | [ONo | [JINo
M Yi Y Yes
Dependent 2 LT ft. —t ] Yes| [OYes | [
OF | ——in. (mm/dd/yy) ONo | [ONo | [Ne
M Y Y
Dependent 3 O —ft Y S [JYes | [JYes | [Yes
OF |——in. (mm/dd/yy) [ONo | [INo | [INo
List Primary Care Physician Name for Spouse: Dep. 1
Dep. 2 Dep. 3

Coverage Selected

:ﬁi;e;;;gi's’aete Medical: [JEmployee  []JEmployee/Spouse  [] Employee/Child(ren) [ ] Employee/Spouse/Child(ren)

coverage(s) you

are choosing: Dental: [JEmployee  []Employee/Spouse  [] Employee/Child(ren) [ ] Employee/Spouse/Child(ren)
Life: [(JEmployee  []Employee/Spouse  [] Employee/Child(ren)  [] Employee/Spouse/Child(ren)
Vision: [JEmployee  []Employee/Spouse [} Employee/Child(ren) ] Employee/Spouse/Child(ren)
Disability: []Employee [ ]Employee/Spouse  [] Employee/Child(ren)  [7] Employee/Spouse/Child(ren)

Select Medical option: [[JHMO [JPPO [JPOS [JHPDP []Other: Health Plan Code Deductible Amount
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Reason for Enroliment/Change

Name of Affected Party Date of Event _____/ / (mm/ddfyy)

[C]New Hire/New Enrollee  []Late Enrollee [ ] Special Enroliee []Loss of Coverage [ ] Marriage []Birth/Adoption []Death []Divorce
[JEmployment Termination [ JCOBRA []Cancel Coverage (reason)

[Jother

Other Coverage

Medicare Coverage: Name ID #

Effective Date (Part A) / / (Part B) / / (Part D) / /
Concurrent Coverage: Will you, your spouse or your dependents keep other coverage in addition to this coverage? []Yes []No
If yes, check all that apply. [ Medical [[] Dental [Jvision [Life [[] Disability
[JEmployee [CJEmployee/Spouse ) Employee/Child(ren) ) Employee/Spouse/Children

Name of covered person(s)

Employer (if applicable)

Insurance Company/HMO Name and Address
Policy No. Effective Date / / End Date / /

Previous Coverage: Within the last 18 months, did you have health insurance coverage? []Yes [|No
If yes, check all that apply. [JEmployee [J Employee/Spouse [TJEmployee/Child(ren) [CJ Employee/Spouse/Children

Name of covered person(s)

Employer (if applicable)

Insurance Company/HMO Name and Address

Effective Date J / End Date / /

Policy No.

Designated Beneficiaries

Group Term Life and/or Voluntary Term Life Beneficiary Designation

(NOTE: The same beneficiary will be used for both Group Term Life and Voluntary Term Life. If you wish to name different beneficiaries for each coverage, please
ask your employer for a beneficiary change form to complete in addition to the information shown below.)

All primary and contingent beneficiaries, whether adults or minors, should be included in the beneficiary designation below.

Primary Beneficiaries:

Name and Address Percentage Relationship Social Security #
Contingent Beneficiaries:
Name and Address Percentage Relationship Social Security #

The right to make future changes is reserved. If two or more beneficiaries are named, the proceeds shall be paid to the named beneficiaries, or to the
survivor or survivors, in equal shares, unless specified otherwise.

If any beneficiary is designated as a trustee, it is understood and agreed that the Plan shall not be a party to nor bound by the conditions of any trust and pay-
ment of the net proceeds of said policy on the death of the insured to the then designated beneficiary shall be a complete discharge as to the Plan

If you have designated a minor child(ren) as your beneficiary, you must complete the Uniform Transfers to Minors Act form.

Waiver of Coverage

1 decline coverage for: Declining coverage due to existence of another coverage:
[T Medical []Dental [J Spouse’s Employer's Plan [JIndividual Plan [ Medicaid
[Jvision [ ife [[]Covered by Medicare [ VA eligibility [ Tri-Care
[T] Disability [CJCOBRA from prior employer [] Other, Explain:

OR []1(we) have no other coverage at this time

| understand that by waiving coverage at this time, | will not be allowed to participate unless | experience a life change event, at the next open enroliment peri-
od or as a late enrollee, if applicable. | also understand that pre-existing limitations may apply as explained in the Rights and Responsibilities brochure which |

have received with this form.

Employee Name
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Health Information Questions
Please answer each question fully and accurately.
Incomplete answers could delay the processing of your requested coverage.

SECTION 1

following boxes. Please further explain your selection in SECTION 3’s Health Statement Table.

1. AIDS/HIV [J11. Digestive/intestinal Disorder
[J2. Allergy/Asthma [J12. Drug or Alcohol Abuse

[13. Arthritis [[]13. Eating Disorder

[J4. Bladder/Urinary Disorder (] 14. Endocrine/Pancreatic Disorder
[[15. Blood, Bleeding, or Clotting Disorder [C]15. Eye, Ear, Nose or Throat Disorder
[16. Bone/Joint/Muscular Disorder (excluding glasses)

[17. Cancer [CJ16. Heart/Circulatory Disorder

[]8. Cyst [C]17. High Blood Pressure

[9. Current Pregnancy: duedate ___/___ /. [118. High Cholesterol

[]10. Diabetes [119. Infertility

[[]20. Kidney Disorder (Dialysis or failure)

Please provide the health history of you and any person named in this application who has been diagnosed or treated in the last 10 years by placing an “X" in the

[T]21. Liver (Cirrhosis, Hepatitis B, C, D or E)
[]22. Mental or Nervous Disorder

[J 23. Migraine Headaches

[J 24. Neck, Back, or Spine Disorder

[]25. Organ transplant

[[]26. Respiratory/Lung Disorder

[[127. Skin Disorder

[[] 28. stroke/Nervous System/Brain Disorder
[7129. Tumor

[C]30. Tobacco Product Use

[[]131. Vascular (blood vessel) Disorder

SECTION 2

(excluding routine tests, physicals or inoculations)?

future?

Please answer yes or no to the following questions. Please further explain your “Yes” selections in SECTION 3’s Health Statement Table.
[OYes [INo 32. Have you or any person named in this application received inpatient or outpatient services in the last three (3) years

[Yes [JNo 33. Do you or any person named in this application have tests, treatments, hospitalization or surgery planned or recommended in the

[OYes [INo 34. Do you or any person named in this application take any medicine, prescription drugs, or require shots/injections?
[OYes [No 35. Do you or any person named in this application have any other medical conditions which has not yet been previously mentioned?

SECTION 3 Health Statement Table

date on it as verification that the information is yours.)

For any of the “X" or “Yes” responses provided in SECTION 1 and 2 questions above, please provide full details in the following table per
Question Number (Q#). If you need additional space, please attach another sheet. (An additional sheet must include your signature and the

Q# Person Name Condition Date Diagnosed D.?r 2::‘:? :l{dpi;;; r(Z?;Tg?at{,Ni:jr:gtgL:\:? ic::::stif:, Is OM::;:::gti?on Trea:;nent

inhaled, or transdermal) Ongoing?
I /A
/A T
/A /o
/A /A
/o I
/o r
/o /A
/A /A
/. I
/7 /o
/o I

Employee Name
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