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Instructions: You must fully answer each question in this appiication even though you may aiready be a Kaiser Foundation Heaith Plan
member. Ornissions or incomplete answers will defay processing of your appiication. Intentional misrepresentation can result in
rescission of your Kaiser Permanente for Individuals and Families (KPIF) membership (see Section VI on page § for details).
This application becomes part of your permanent record with Kaiser Permanente. If English is not your native or primary language, you
may call Member Services toll free at 1-800-632-9700 or 303-338-3800 to request assistance compieting this questionnaire. Kaiser
Permanente does not discriminate 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 assigned sex at birth); marital status;
sexual orientation; or age of any contracting party, prospective contracting party, or person reasonably expected to benefit from the

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

A, Height Weight
(without shoes) Ft. In. (dressed)

B.OMaie OFemale
COSingle OMarried

D. If you were a previous Kaiser Permanente member under a
different name, what name did you use:

Last name First name

E. Membership application for:

Lbs. Last name
First name Mi
Omr. Owmrs. l""
OMiss OMs. ,
F. Date of birth

Previous medical record number

To make sure our Kaiser Permanente for Individuals and Families plan is right for you, please take a few moments to consider these questions:

OYes ONo Do you work for an employer who has from one to 50 employees who work 24 hours or more a week?
If you answered No, you've picked the right health plan. If you answered Yes, please answer the following questions and read on.

OYes ONo Wil your employer receive a tax deduction for your health care coverage?
OYes ONo  Will your employer pay for your coverage or reimburse you for any portion of your premium?

Important. if you answered Yes to either of the last two questions, you are not eligible for Kaiser Parmanente for Individuals and Families plan coverage. However,

you may be efigile for smail greup health insurance coverage.

1. How many times have you been hospitalized in the last
12 months, except for pregnancy?
O Never O2 times
© 1time 3 or more times

2. How many times have you required medical attention in the
last 12 months, except for pregnancy?
O 0-2 times -8 times
© 3-5 times 9 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?

O Yes ONo

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

O pack or fess 2 or more packs
O1 pack ONA
O packs

(b) For how long?
9 years o less O 20-29 years
O10-14 years O Over 30 years
O15-19 years ONA

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

Yes ONo

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

Oes ONo

(Health questionnaire continttes on page 2.}
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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
{please check afl that apply):

[JAIDS, ARC [JPainkul mensiruat
[JSexually transmitted cycie or female

diseases ;gprogiuctwe
[Jtepatitis ISorGer
Okernia not repaired L Lupus/SLE

Gl reflux [:]$=|Ic|«>ne breast
[CIBack/Neck pein or mplants

inj ur; P [Ielancma/

‘ iDy, i
[dBone marrow transplant glrf;;tf ostatey
CCroke's or ulcerative | edaer cancer

coltis Skin cancer
] Depression or anxiety [ Other cancers
[CIMental health condition DAneuryfm
[CEating disorder, anorexia Eus/ ALS/
nervosa/bufimia Za'IL" nson's/
[JHeart or valve ZNEIMmers
condition O Neurologic
D Asthma conditton
[ Emphysema/COPD CPacemaker "
[Jtung condition Clprostate condition
other chronic condition O 22‘:‘;‘.??0'“'
[Jkigh blood pressure Sei irles
[ High cholesterol Cls: Iilu - " .
[ kidrey/Bladder condition I C bzcez anemia
incl. kidney stones Dia t‘fs
[ tiver condition O ’Stto?fml L
[ Galistones ;;‘.r:blue ':S
) Anerria o other Détrok o
blood disorder

Cicer Dltumps

[ Any other health concerns, complaints, or symptoms that you did not provide
information: for elsewhere on this questionnaire

© None of the above

. (a} Have you consumed 2 or more alcoholic beverages per day

on a regular basis within the last 6 months?

Yas ONo

(b) If Yes, what was the type and quantity
consumed daily?

Beer ONone or less than 32 02.€D32 oz or more
WineNone or less than 18 02.{D18 oz or more
Hard:€None o less than 4 oz. D4 oz. or more

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

O Fever [ Rectat bleeding

[ swollen glands [Loss of appetite
[ Chest pain [CDizziness
[shoriness of breath ] Chronic fatigue
[ Abdominal or pebvicpain - [1Rash

[Joss of consciousness [ Skin lesions

[ tnexplained weight loss - []Lumps
Cchronie pain {f Yes, please expiain):

O None of the above

10. Are you currently taking birth control medication, estrogen,
Premarin, Depo-Provera, etc.?

Yes ONo

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

O Yes ONo

{b} If Yes, please list each medication here:

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

O Yes No

13. For females over age 11 only:

(a) Are you premenstrual (have never menstruated),
postmenopausal, or have you had a hysterectomy or

tubal ligation?
O Yes ONo
{b) If No, date of your most recent normal menstrual period:
! /
Month Day Year
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1. Person to be bilied
Last name

First name Mi

OMr. OMrs.
0 Miss O Ms.

Date of birth Social Security number {SSN) or Taxpayer 1D

Street address

Apt. ro.

City State ZIP code

2. Account information
0 Addition of a family member fo an existing accourt
0 Switching coverage from an existing account
0 New account

3. For which plan would you ke to apply?
0 $2,000 Deductible Pian with HSA Cptior (160%)
0 $2,000 Deductible Pian with HSA Gption (80%)
0 55,000 Deductible Pian {70%)
0 $2,000 Deductible Pian {70%)
0 $2,000 Deductible Pian {70%) with Rx
0 830 Copayment Plan

[} Family to be co
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4. Kaiser Permanente medical record number

5. Home phore

6. Work phore

roker parme

Mark Edson
H83375

tan he

Relationship  Name - Last First Ml Date of birth Sex (M/F;  SSN

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.

A busi

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

Group of One Determination Form

Self  iSpouse

CYes | [Mes 1. Are you or your spouse either a self-employed person with ne employees, or a sole proprietor whe is riot offering or sponsoring
One {ONo health care coverage to your employees?

[es i CMes | 2. Have you or your spouse carried on significant business activity as a seff-employed person or sole proprietor for a period of
ONe | ONo at least one year prior to application for coverage?

Oves i Ces | 3. Do you or your spouse have gress inceme from your setf-emgloyment or sole proprietorship as indicated on federal internal
ONe {[No Revenue forms 1040, Schedule C, F, or SE, or other forms recognized by the federal Intemal Revenue Service for income
reporting purposes from which you have derived a substantial part of your income from your business as a seff-employed
person or sole proprietor for one year out of the past three years? Nete: Substantial part of your income means income
derived from business activities of the Business Group of One that is sufficient to pay for the annual premitims for the
Business Group of One’s health benefit plan.

[Dves | [ves 4. Do you or your spouse work a minimum of 24 hours a week on a permanent basis?

ONe i No

" Please sign below

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

H
"

* Signature of applicant Date

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

Signature of spouse Date Applicant’s or spouse’s business

* if you or your spouse answered Yes to all four questions listed above, please complete and sign the following
Business Group of One Disclosure Form.

Please read and sign the following disclosure required by Colorado law:

, meet the definition of 2 seff-empioyed Business Group of One as attested to on the accompanying
Busmess Group of One Determination Form. | understand that by purchasing an individual policy instead of a small group policy | give up what would
otherwise be my right to purchase, during open enroilment periods as specified by law, a Business Group of One Standard, Basic, or other smail group
health benefit plan from a small employer carrier for a period of three (3) years after the effective date of the individuai health benefit plan for which |
am applying. | understand that this wilt be the case unless a small employer carrier voluntari'y permits me to purchase a small group policy within such
three (3) year period. | understand that the factors used to set new and renewal rates for the individuat poficy | want to purchase consist of plan design,
the carrier's overal: cost and utilization trends, the underwriting methodology used to avaluate individual coverage, my age, my family size, and a factor
that reflects the cost of care where | ive. By comparison, the rating factors that would apply if | purchased a small group Business Group of Ore policy
are limited to plan design, the carrier’s overall cost and utilization trends (index rate), my age, my family size, and a factor that reflects the cost of care
where | iive. | have been given a health plan description form showing the benefits under Colorado’s smail group Standard Heaith Benefit Plars. | have
also been given a Colorado Heaith Plan Description Form for the plan for which | am applying.

Applicant's name Applicant’s signature

Applicant’s business Dat
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Today's date

| Applicant’s spouse Today's date

X
| Applicant/Dependent (age 18 or over) Today's date
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X
| Applicant/Head of household Today's date

Y~/ Ix
’ Today’s date

| Applicant’s spouse

X
: 55 { Applicant/Dependent (age 18 or over) Today's date
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Today's date

(X

. -{ Applicant’s spouse

Today'’s date

. ::: X

| Applicant/Dependent (age 18 or over)

Today's date

For office use only:

MepicaL RECORD No.

DATE RECEIVED

PH 0 csCc 0

Famity ACCOUNT No.

Status: O ApproviD O DeNeD

Area No.
PURCHASER NO.

ErcecTiVE DATE
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