HEALTH QUESTIONS
Please answer the following questions. IF you answer "YES' ko any queslions, pleass pravida details in REMARKS baiow.

if you are applying for dependent coverage, please answer all questions for your eligible dependents.

A.ﬂplinunt Height — Weight.. . Spouse: Height —— Weight . Yes No
. Have you ar your dependents geined oriost 10 or more pounds during the past 12 moenthe? |
iFYes," how much

2. Have you or your dependents within the péast 5 yaars:
a) Received or been advised lo recelve any madication, ireatment. surgary, thesapy, testing, abservanon, or consulta-

tion by a physician, surgeen or oiher health care provider (inciuding psychologist, counselor, dentisl, chirapractar,

asteopalh, elc.) in any clinic, hospital, sanitarium, health resort or any other health relatod faciity? [

b}umanghlegaldmga? oo
3. Inthe past 5 ysars, have youof your dependarits aver had, been treated foror been advised 10 seek ireatment for

pareistent ecugh, fatigue or swollen glands, preumonia, chest discomfort, muscle weakness, unexplained weight

loss of tan pounds or more, patchas in mouth, skin lesions, prolonged night swests, visual disturbance oF Tecuing

iarrhea, fever or infection? o o
4, Areyouoryour deperndents pregnant? O O
5. Have you or your depanderts used tobacoo, in &y formin the past 12months? O

8, Mave you or your dependents ever had, been medically diagnased, treated or been advised to sesk irealmant for:
arthritis: back, neck or jolnt disorder; asthma; emphysema or lung disorder;, cancer or tumors, diabetes, aloohed,
cocaine of drud abLese: Nigh biood pressure; stroke o hean disease or disorder; de pression; psychological counsel-
m.mardai nafvous o eabing disorder: setzures: acquired immunodakiciency syndrome (RIDS) within the past 8§ o o

¥

%‘Eﬁrﬂﬂ”ﬂd&uﬁuﬂﬁad‘m liness, injury andfor cond tion difering in anmy way from the usual or normal state
andior strctune,

hName, nddrese and telephana nao. of parsonal physician

REMARKS-If you answered “YES to any health queation above, pleasa provide details below.

Description of #iness, Rasidual
Ques | First fAjury. OF pregnancy, Druration {dates} | effecta/ MName and address of attending
No. Nama madication and tregiment | & no. of episodes ! results physician or haspital {incfude zip}

IMPORTANT NOTIGE TO APPLICANTS - PELEASE READ CAREFULLY

MY SIGNATURE ON THIS APPLICATION CERTIFIES THAT I

tAppIy for the coverages designated for which | am eligible under my employer's plan with Fortis Benefits Insurance Compary.
2)Undistardcovarmges have beontetyse, | o enled o benilaunr s coverages ed el | ot icapply ol

o TSuUrAancea
1 Lrudarstandthalﬂlwwilnd be entilled o benafits untl the a:pml:un aof the Late Enfrant Limitation ne-rlciﬁ?uedﬁad in the palicy. 35
Amhodmanyraqulraddadudbﬂshmmml 4) Designate the beneficiary named on this application to recalve any
wnmmumm Mﬂkaﬂhammnmmsapﬂlmumsm nnnectandh.e

toﬂ-rabﬂsluf MMMiMMammmwnmﬁm a'rﬁ&alr&
Eﬁ quzﬂrr-aﬂt 1t rnrnﬂn lnu.umcl 7) Hava read, urderstiood and raceived a copy of this appli and lha

EGARDING THE MEDICAL INFORMATION BUREAL, INSURANCE INFORMATION PRACTICES AND AUTHORIZATION
T OBTAIN AND FURMIEH INFORMATION. 8) mmm | eave the: right 1o select any dental care provider of Ty choice.
%}{l&lgwmndmalm dental plan incudes a pre-estimate provision that will advise me in advance of the benefits | may be eligible

g procedure is

For your protection gq-dﬂnmlnluw requires the following to appear on the form: Any person who knowingly prosanis a
falso or fraudulent clcim for the payment of a loss is guilty of 2 crime and may bo subject to fines and confinament in

Etate

AUTHORIZATION TO RELEASE INFORMATION: For undarwriing and cialm purposes, lglvenwpermbaimb hnrpmm
or olhver medical pracilioner, |, elinic, phamacy, Nsurance com consumer reporiing age

Information Bureau to give Fortis o fts reinsurers ALL INFDRM&% Gnm]il:ahﬂ hﬂludng,ﬁl‘drgﬁ on madical cars,
dental cane, alcahol of drug abuse infamalion, psyehiatria or psychalogical care or examination, orsUrgery, 85 they apply 10 ma
wmd&nﬂﬂenlamammmlwe& f Give iy PEmisSon to Benefits or its ieinsurers © raléase any mfoamation to
mmmﬂrmmnmmsaslnﬁymmmﬂthHm

I know that | have a righl 1o a copy of this aulhorization. A photecepy of this authonzation wil be as vaiid as the origiral. This

authorizalion will ba valid for tha term of coverage of the policy if health insurance or the duration of the claim iur non-haalth
iNsuUmnNce.

Employea's signaiura . Dale

Spouse's signature [ spovsal coverage) Date 3
Form tz (12098 {GA) mm1mrﬁmm




*

* ok

*

ALL Kaiser authorizations MUST have the patients Kaiser |[D# on it

Kaiser Foundation Health Pian, Inc. Patient must complete ALL
KAISER Kaiser Foundalion Hospitgls
PERMAMENTE & The Permanente Medical Groun. Inc marked areas.

AUTHORIZATION FOR USE AND/OR
DISCLOSURE OF MEMBER/PATIENT
HEALTH INFORMATION e

| understand that Kaiser Permanente will not condition treatment, payment, enroliment, or gligibility
tor benefits on my providing or refusing to provide this autharization.

| hereby authorize: to disclose to:

Name ol Disclosing Party Nama of Recipient o
Address - Address

oy Bt P Gity State 2P
records and informalion pertaining lo:

Name of hMembz i Patiant {List Other Names Used) B Medical Record Number *Dale of Binh

Address T ' ) Tekephone Numiser

DURATION: This authorization shall become effective immediately and shall remain in effect for one year
from the date of signature unless a different date is specified here ____ {Dae).

REVOCATION: This authorization is also subject to written revocation by the member/patient at any
time. The written revocation will be effective upon receipt, except to the extant that
the disclosing party or others have acted in reliance upon this authorization.

REDIS- [ understand that the recipient may not lawfully further use or disclose the health
CLOSURE: information unless another authorization is obtained from me or unless such use or
disclosure is specifically required or permitted by law.

SPECIFY  Check the box, initial and/or sign to specify which type of information is to be disclosed.
RECORDS: X] MEDICAL INFORMATION

- {Fnetial)

(1 PSYCHIATRIC INFORMATION - _ —
Signatine Date

Ll DRUG/ALCOHOL INFORMATION . ; . _
Signature Dt

[J RESULTS OF AN HIV TEST o
Signature Diate

[ GEMETIC RECORDS _
Sig natyry Date

[J OTHER HEALTH INFORMATION — itiny (Specify below)

Specify the records fo be disclosed: - .
The recipient may use the health information authorized on this form for the following purpases:

A copy of this authorization is as valid as: the nriginal_
Member/Patient has a right to a copy of this autharization.

Datz "~ Signaiure T W Sxgnen by Dt than MémberPatien, Indale Relalionship
G238 (FEV. 50| HIDAA COMPLIAHT DISTRIBUTIGN:. WHITE = CHART + CAFTT = WEDRERPATIENT FORGHGT 0 BE DSE0 ToR B Searcn

FICE SEANIEM WSE 01 FAZ000, CHINESE 1 755 58



