
t------'l weisht [------l
I  i l n , ( c i ressed)  |  l i -U r .

C.OSingle OMarried

D. lf you \flere a previous Kaiser Perrnanente mernber under a
different name, what name ciid you use:

Last name

Previotrs medical record number

To rnake sure our Kaiser Permanente for Individuah and Families plan is dght for you, please take a fuw moments to consider these questions:

OVes Ofto Do you workfor an ernployer who has from one to 50 employees who wo* 24 hour: or more a week?
lf ycu answei'ed No, you've picked ihe right healdr plan. lf you answerei Yes, please enswei the follcwinq questions and read cn.

OVes Oruo Will your employer receive a tax deduction for your healdr care coverage?

OV.e Otlo Wll your employer pay fu your coverage or reimbume you for any portion of your prcmium?

lmportant if you answered vns to either of the last two questions, you are not eligibie fcr Kaiser Pernnanente ior lndividuals and Families plan coverage, ilorvever,
vou may be eligibie fcr srnail grcup health insurance ccverage.

$fi,la rrusER PERMANENTE, PAGE 1 AF 7

Instructions: You rnust fuliy answer each question in this appiication even lhcugh you may aiready be a Kaiser Foundation Heaiilr Plan

member. Ornissions or incomplete answers vrill deiav processing of your appiication. Intentional misrepresentation can result in

rescission of your Kaiser Permanente for lndividuals and Families (KPIF) membership (see Section Vl on page 5 for details).

This application becomes part of your permanent record with Kaiser Permanente. lf English is not your native or primary language, you

may caii Member Services toll free at 1-800-632-9700 cr 303-338-3800 io requesi assistance cornpieting this questionnaire. Kaiser

Permanente does not discrirninate based upon: race; color; national origin; ancestry; religion; sex (including gender; gender identity, or

gender-related appearance/behavior whether or not stereotypically associated with the person's asslgned sex at birth); mariial status;

sexuai orientation; or age of any contracting pady, prospective contracting party, or person reasonabiy expected to benefit from the

contract as a subscriber, enrollee, member, or ctherwise.

A. Height
(withoutshoes)l i f t .

B.OMaie OFernale

E. Membership application for:

Last name

Firsi narne
Owr. Ovt's. f------ 

---l 
T-l

OMissOrv|r. | | l-l

ONever
O 1 time

1. How many times have you been hospitalized in the last
12 months, except for pregnancy?

02 tlnies
03 or more times

4. (allf you have ever regularly smoked cigarettes, what is or
was your average daily usage?

O/, pack or iess
01 pack
01;" packs
(b)For how long?

09 years or less O2L29 yea,s
Q10-14 years OOue'' 3C years
$15-19 years Ottln

5. ln the last 5 years, have you taken or used illegaldrugs or
prescription drugs not prescribed by a doctor?

OYes ONo

6. ln the last 5 years, have you participated in a program that
deals with YOUR alcohol or substance abuse?
OY.t ONo

filealtlr qrnstionnaire ontinues on pge Z.)

02 or nnore paci<s

Onila

How many times have you required medical attention in the
last 12 months, except for prcgnancy?

O c-2 times
O 3-5 iln.'.t

06-8 times
OF or' more times

3. Within the last 3 years have you been advised to have,
but have not yet had, surgery treatment, examination,
evaluation, or test for any medical condition?
Otts Oruo

F. Date of blrth
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7. Within the last 5 years have you been treated for, or has a doctor
advised you that you have, any of the following conditions

9. Within the last 12 months have you had any of the following
signs or symptoms for which you have not yet seen a health
care profCssional? Please check any items below that apply:

! F.u*r n R..tti bleeding
(p.laase check all that apptyl:

fl,qos, rRc
n Seruai ly ira nsr'rritted

diseases
IFiepatitis
EHernia not repairedi

Gl reflux
ngackit't..k pein or

injiiry
fl Bor. marroi4, transplant

fl Crohnt or ulcer'ative
coiitis

nDepression or anxiety
n Mental heahh condition
! Eating discrder, anorexia

nervosa/ouiimia
nHeart orr,alve

condition
EA.rthru
nEnnphysema/COPD
! funq ionriition,

othir chronic condition
n itigh blood presure
I trigh chalesterol
E Kidney',tuladder condition

incl. xiciney stones
fluu., condltion
! Gull*rnut
!Anerr,ia cr other

blood disorder
! ul..t

I Prinf,,l mensiruai
cycie or female
reprodrrctive
dibi'cier

!LupusALE
nsilicone breast

implants
nMehnomai

BreasUPi'ostatel
Bledder cancei'

!S*in cancer
noth.r cance*
IAneurysm
nn,tslarsl

Parkinson s1
Aizheimers

!Neurologic
conciition

!Pacennaker
lProstate condition
!Rheumatoici

arthritis
nS.irrr*t
flS;ckle ceilanemia
lDirb.t t
lStomach or

intestinal
problems

nstroke
lLumps

flswollen glands
flchest prin

lLott of appetite

nDizzines
lshortness of breath flChronic fatigue
lAbdcrninai orpelvicpain In"n
nmtof conscioiisnes lstin lesions
!Une<piained weightlos Iumps
flChron;c pain (if Yes, please expiaini:----..-..--------

0 None of the above

10. Are you currently tahng bifth control medication, estrogen,
Premarin, Depo-Provera, etc.?

O Y.t Oruo

11. (al Are you regularly taking any prescription medications
other than those in question 10?

O Yes Oxo
(bl lf Yes, please list each medication here:-

12. Are you pregnant or an expectant father, or willyou be
providing medical insurance coverage for a newborn or
new adoptee within the next 9 months?

n my other health cortrerns, complaints, o symptoms thet you ciiid not provide
infoi'mation for elsewirere on this questionnaire -

0 Non. ofthe above

8. (a) Have you contumed 2 or more alcoholic beverages per day
on a regular basis within the last 5 months?

O v,.r O uo
(b) lf Yes, what was the type and quantity
conzumed daily?
Beer:O'ione or' les fien lZ w.Anoe or more
U/ire$lone or les than 18 oz.O18 0L or more
Hard:O{one or les Sran + oz. 04 oz. or moie

OYrt Oruo

13. For females over agie 11 only:

(a) Are you premenstrual (have never menstruated),
postrnenopausal, or have you had a hysterectomy or
tuballigation?
O v..t Otto

{b} lf No, date of your most recent normal menstrual period:

f---l I i-__l I l.---""'-"'.---l
1 . . . . - . _ . _ . _ _ _ . i ' l l

lvlonth Dav Year
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iast name
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E:::l:s llllf gl::liiffolmitio;:l:thi:ia.:;Oi::ltrbuiCtrot:0 o'ntil
Only the head of household must complete Section ll-Billing information, and Section lll-Family to be covered.

. Parson to be billed 4. Kaiser Permanente medical record number

0 Mr. 0 Mrs.
0 Miss 0 Ms.
Date of birth

1 " . -
Apt. no.

City

Fui..a[$!miti.. usi*9.'sh,,,insurance,.'hroket
:  . .  . : . . .  : :  : . :  . .  .  : . .  . .. : : . : . : : . . : . : : : :: : .  :  :  : : , . . . . . . , , .  : : .  . : . : : : .  . .  .  : . : : . :

<  ; i i r i :  : : . :  :  : i  i . . . :  :  . . : . :  :
/',, ,',Hfofter,n0fl1€, , : :: : : : : ::

State ZIP code

:Bioher:rname

^rk srt/<u

: : : : . .
i..undais,tand...ih,al..tlie.,.bnokei, of.,record..'...l.. .....,:.
miyq,,ieeeive::m$neteii:.andlor::nohmahutary,,
payments: f rom,th i 'Heal th,Pl ln :andlo4 ' , , '

Kaisei:rP6tfiinen,te,,,lnsurance Cbrrnpnny: ((Plrc)

;nrr conneition.:,wiih':the,.nuiClrasC,.af .lhis .h'etlih
p lancavFra$€,  '  , ,  ,  ' ,  :  :

E:.ramiry::tb:'ue:'ioveled::(bttreithinn'oac:ot'trouietroto)'iacnpeiion:intfre..hm��������������������������������������������������
Relationship Narne - Lasl. Date o{ birth Sex {M1F) SSNfu,llFirsi

First nama

Home phone

Work phone

Street address

t t t i
t | i
t | i

2. Account informatiorr
0 Acjdition of a farnily rnernber io an exisiing account
0 S,,vitching coverage irorn an existing account
0 New account

3. For which plan would you iike to appiy?
0 $Z,OOO Deductible Pian wiih HSA Cpiion (1C0%)
0 $2,000 Deductible Pian rvith HSA Option (80%)
0 $5,CC0 Deducrible Pian i70%)
0 $2,000 Deductible Pian (iCr%l
0 92,000 Deductible Pian i70%)with Rx
0 $30 Copayment Plan

,Brok*,lD

\6331

Spouse

child

child

child

child

child

child
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The head of household (or subscriber) and spouse, if applying together, must complete, sign, and date this page for their

applications to be considered complete.

/
I

\

*/

\

\

X

Please complete and sign this form to determine if you are a self-employed Business Group of One.

Please siqn below

EVes i EVes
Etrto iEtrio
EIYes iDy.es
Dtrto iDtio

i

i

i

lE..,.i.'.Eu$i.nessi..Gioiin,..oi'i.0n.e...u.dio'im i na ti on.,Fo rm

1. Are ,vou or your spouse either a self-enrployed person with nc employees, or a sole proorietor whc is not crffering or ryonsrrring
heahh care coverage to y,our ernployees?

2. haveyou or your spouse canied on significant business activity as a self-employed person or sole proprietor for a period of

reporting purposes from vfiich you have derivecj a substarrtial pari of your income fiom your business as a seff-er-,rployeci
person or sole proprietcr for one rear out of the past three years? Ncte: Substantial part of your income means income
derived frorn busines aclivities cf the Busines Group of One that is sufficient to pay for the annual prenniurns fcrr the
Business Group of Cne's health benefit plan,

flYes
Ello

flv.es
Elllo

4. Do you or your spcuse vrork a rnininnum of 24 hours a week on a rlerrnanent basis?

, attest that the answers to the questions contained in this form are true and correct.

Signature of applicant Date

attest that the answers to the questions contained in this form arc true and correct.

Signature of spouse Date - Applicants or spouse's business

lf you or your spouse ans,rrered Yes to all four questions listed above, please complete and sign the following

Business 6roup of Qne Disclosure Form.

E......inUiiinis$.iiGi0u.p..,oi..0nb... DiSCl osu re: F0f rn

Please read ano sign the following cjisclcsure required by Colorado law:

meet the definition of a seii-empioyed Business Group of One as attesteci to on the accompanying
Business Group of One Deiermination Form.l understand that by purchasing an rnciiviciual poiicy insteao of a srnall group policy I give up v,rhat woti
otherw,ise bu *y right to purchase, during open enroilrnent periocis as specitleci by law, a Business Group oi One Standard, Basic, or other smail gror
heahh benefit plan {rom a small empioyer carrier for a period of three (3) years after *re effective ciate of the indivicjuai health benefit plan for whicl
am appiying. I undentand that ihis wili be the case unles a srnall employer canier voluntariiy permits me to purchase a small group policy within su<
three (3) year period. I understand that the factors used to set ne',v and renewal rates for the individuai poiicy i want to purchase conslst of plan desig
the carrier'.s overali cost and utiiization trends, the unoerwriiing rneihodoloE used to evaluate inciividual coverage, my age, rny {'amily size, anci a fack
that reflects the cost of care where i iive, By compariscn, the rating factors that would apply if I purchaseci a srnall group Susiness Group of Orre polir

are limited to plan design, ihe canier's overall cost and utilization trends (indexrate), my age, my frmlly size, and a ftctor that reflects the cost of cal
'rvhere i iive. I have been given a heahh plan description form showing the benefits under Colorado's smail group Standard Heaith Benefit Plans. i hai
also been given a Colcrado heaith Plan Description Fornior the plan ior which I am applying.

Applicnt's name Applicant's signature

Applicantb business Date
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lf ,you,:have.EuAd;h; concefnin,t,*e'#i*iti and,serficaElthCt ir; pr.o'l4ided'by,or axiluded,yndgr this',igieement,

$u;,;must,1r1ty,,;n#i,,Al[,,qudoni::

.momus'.lhipi:a,i.aae$.*iuio.ne.besect.fir1i;on.lhai1ih.'1morrrnition.;you;piov1aa.ln..your.;ipii6fdil:'id:#����������������������������������
:f;*.$.'i:.;'ith.:tfI':im'rutugn.i*..p'lovi$d.j.|ii'oui:iie:umrl:oi:iiui.iurrlnil:mtuoellltanuNo;,������������������������������������������������

@ Cooditions ol,Acceptanee

pFtiiciilnr:t0, :tleq$,youi:,sreiifi i::iohditiohi

.tt.y"u.la"a;.nl;un|.or..tofr'l'lwr.n1an..$Am[iiitsiv,j|l;.ravn*;you|.$r.iai.1tr;a$..i�����������������������������������������������������������

.Nm,..tt*I,.UmUi.Urx,yquintentionally,,povided,iicompletC oi,incone*,moiiil,lnfoimfn,.in..tk,,Inrut1meni,$ees+;*i,ut!f,1ie*ind,;rui,:membnhifr
fii11*im.**:*i:.*nl.immpt*ty.*iamam*rstrip;so;;tl.atno;coveiagiiib'oi:]*l'tea'..fou.*i|..iiave.ta1.nni1*.:i.1nonmcmHr.fil.any..ienl�������������

:N4,'rint..natel::i;:|thT]iAppiiani.;vo-.o''you'.iu�dlz��������������������������������������������������������������������������������������

X
spouse date

X
(age 18 or over) date

@ msurance Fraud Warning
: . : : . . : : . . . . : . . : : . : . . . : : : : : . . . : : . . . : . . : : : : :

f is' ih;d :, tq,,lsiowingfy,prouiUe
defr.auding..orattemptihgtodcfraud.thccompany.Penahiesmay'inc|ude'impr'isonment,.fines;:dehial.of.insu.r.afce.:and:iivil.damagm.Any
insU.ranc€c$mpany'g1.3nent:.of.an.insurince'comp,nywhot.nowing!yprovides.fa|se,'incompl*e.or..misle.eding.facts'bi�����������������
po|icyho|de'.'i.c|ilonint:with:regardtb.aiett|e#nt'.or.award'p|1rab|.e.frorninsuranit'prcedds:s����������������������������������������
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,Aclity, oi, prW,ooit, *lo,,hic: piovide i
'ntin.proorc.(eaih,a.n'..RPpljcef|):to:oive..xiiserrounoltion.i;attii''rtan'of.co|biaao,..or.itsef1i1m������������������������������������

:.l:l:::a.$ignd,:.;'...af;*n.uil*ei'..ini1ua-g.:.ai..,nl�al1;;Fi����������������������������������������������������������������������������������
1;1;1';11exlNiiuong,.:wt*Il':ianaaraa;.:.u..i�';gl*en,';inauaiing11tmmant1.fd1.ietmt.l.irux;...rub*inca'1.il.rm....mamd1;;dl;1fuu#����������������
:|::]::]ih'imif'a...ai*arx,.,..rr.rV.;ttru*in...immunodafcierrcy.'.virusi.,status,'.'A|D5;;tlcliireu'..im*un*'umaof��������������������������������
..i::il.tu*mt.:mmiiant.;at:tha.lnpplimnr.:::Hf€'*:iM.difi|ilnf;tilon:.r;l:noi;:inciu#.:$netlu..inbiNa{id������������������������������������������

ilalnoautl''ci

::l:::::lrliulho'iie:;rai$i;nbmriaa;ia:io.ciacm.lia:lmi:iru.i;'fmfenilijiori|r:ar.l0lni:t[!|#iii;6+;i|���������������������������������������������
.:::::wm:l$trati.t;.lm.eiect,iiou*iej,thor1lition,;iiner,Jing|y{he$eran'ap'p|hafon;������������������������������������������������

itlir rr*orl;t On, X,*ff;ct* i*n',Jlrt*i

:,,,,t,mti,,revolielihii;,iudrOriza lia
extentthotKaiseiPenna a

{

X
spouse T

(age 18 or over)
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[l Xaiser Foundation Health Plan Arbitration Agreement

r*opt;.foi:smlti.;J;;;1:ooort'.casas,.deims:cuvered;;in����������������������������������������������������������������������������������������
eni*i1.'''evi[*.*.1ili,;'i;:N;;itia;;cua*aa::fv|$d:lf${';s*u..t'uto.ltl'5,..a;ct..i1iimsiubi�������������������������������������������������

rr,;aai1-e$',u{,;$,viiel;,0 :;,ii
a'sbtiita.'-[l..u1'gn0;'tr.r1;t1$';.tHis;;r19vr1an.'$1.!t..n;i..tNi1.i[..11*vtdira|llaccw������������������������������������������������������

.r'rid'*nyi'tiiio*i.'i''ep[iid':of.io,|.iu''ent'i.eat$satus.may*d|you'.'�����������������������������������������������������������

.*po'teil..nequ.ireJ...eignjtu''.es_t|tnppr1caiits'age.|.8'or|vir.must..iign.inj''aate'auoyeo1'the.apqr.olriiit.signature:|ine:(hedof

X
Todayk dateAifi;iiJi."{i'il;il4il:hiFT-i-6ru;;i

fl tntormation about Gover0olorado

tdoido:,*iiainti,*lib,;io,,ncr,;qii1r,;
d#ih#tM|1;l|ai*;;;-*u.''gb.Pt9g'i'...r;..imN;n,i:coiCoi;...Hs..r*igniid..cavIco1o*uo.$..*e'.iu$..|t#9aovj.;i*!aix.;cj.i#f1;;did6!*1;dl
.u.r.m.i[miu;u$.,i;*[.n|;i'Piruti*i;nu**'iun.tr1.Ac.or..r.rlal..bii[iutii..1n.'u4nia.*i$..wa1..1|w...Vau.,ma/:hi;e!|gib|$]]'o|]$If|$iilt||ii!|lF4i

cr*iubiu'co;;,;g...**.'.u'u*.;;;gro'p;iii1*;pu-';.c'uebudaa�������������������������������������������������������������������������������

For office use only: PH O CSC

Far"rrr-v AccouNr No.

0 Anra No.

Mrorcll Rrcono No. PuncHasen No.

Errrcrve DnruDarr Rrcnvro Srlrus: 0 Appnovro 0 Drruro
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