Application checklist

1. Complete the Medical Questionnaire (file pages 2-5)
Complete a separate questionnaire for each family member applying for coverage.

Answer all questions completely and accurately. (Be ~ =~ +~ £l ~+ Comsine 1 if you answered “yes” to
any questions.)

Sign and date the questionnaire.

2. Complete the Individual Enrollment and Change Form (file pages 6 & 7)
The subscriber must be the oldest person in the family unit applying for coverage.

Fill out all sections.

Sign and date the enrollment form.

3. Include the first month’s premium
Premiums are based on the oldest person in the family unit applying for coverage.

No forms will be reviewed without the premium.

Remember to choose the premium based on the state in which you reside.

4. Complete the Benefit Plan Selection Form

Remember to select a plan.

5. Complete the Payment Form
Premiums are based on the age of the oldest member of the family applying for coverage.
Sections | and Il must be completely filled out.

If you elect to pay by checks, please include the first month’s premium payment.

6. Return the completed Medical Questionnaire, Enrollment and Change Form, Benefit Plan Selection
Form, and Payment Form, or the first month’s premium payment if you choose to pay by check, to
Kaiser Permanente.

Kaiser Permanente
Individual and Family Sales
P.O. Box 6075

Rockville, MD 20849-9946

All questions must be answered and all forms submitted with the first month’s premium to begin the
underwriting process. Unanswered questions and/or incomplete forms will result in the application
being delayed.

It will take a full fifteen (15) business days, once we receive your application, for a decision regarding
your application. You will receive written notification regarding the outcome of our review.

Please call if you have questions: (301) 816-6767
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&% KAISER PERMANENTE.

KAISER FOUNDATION HEALTH PLAN OF THE MID-ATLANTIC STATES, INC.
2101 East Jefferson Street, Rockville, MD 20852

Medical Questionnaire for Kaiser Permanente for Individual and Family Plans

All questions must be answered; otherwise your application will not be processed. Any material misrepresentation may void
coverage from the effective date.

Each family member applying for coverage must complete a questionnaire

Applicant’s Name: Last

Date of Birth: / /

Male Female

First

Height: _ ft._ in.

Have you suffered from, been diagnosed with, or treated for, any of the following conditions during the last 5 years?

1.

@™

10.

11.

12.
13.
14,
15.

16.

17.

AIDS, ARC(AIDS-related Complex), or HIV
Positive Status or other chronic or recurrent
infectious condition(s)

Alzheimer’s disease

Anemia, blood or immunological disease or
disorder

Anorexia, bulimia or other eating disorder
Arthritis, gout or other condition affecting one
or more joints

Asthma, chronic bronchitis, emphysema,
pneumonia or other chronic or recurrent lung or
pulmonary condition

Back, spine, or bone disease or disorder

Birth defect, deformity or handicap

Bladder or genitourinary system disease or
disorder

Oral or ENT (ear, nose, or throat) disorders
including TMJ (temporomandibular)
dysfunction, masticatory dysfunction, or
orofacial deformity or other chronic disease or
condition involving the ears, nose or throat
Brain disease or disorder, concussion/head
injury, headaches

Breast disease or disorder

Cataract, iritis, glaucoma or eye disorder
Cyst, tumor, or other growth

Cirrhosis, Hepatitis or other disease or disorder
of the liver

Colitis, diverticulitis, intestinal disease or
disorder

Convulsion or epilepsy

Y N
0 o
U o
U o
U o
U o
0
0 o
0 o
0 o
0 o
U o
0
0
U o
U o
0
0 o

18.

19.

20.

21.
22.

23.

24,

25.
26.

27.

28.

29.
30.
31.
32.

33.

34.

Crohn’s Disease
Cystic Fibrosis or any other genetic disease
Edema (swelling of the extremities)

Extremity or limb injury ordisorder
Kidney disease or disorder

Lupus, scleroderma or any other connective
tissue disorder

Muscular disease or disorder
Muscular Dystrophy
Multiple Sclerosis

Nervous system disease or disorder

Pancreas disorder, pancreatitis

Paralsyis, paraplegia, quadriplegia
Sexually transmitted disease

Skin disease or disorder or disfiguring scar
Stroke or TIA (mini stroke)

Thyroid or glandular disease or disorder

Vascular or circulatory disease or disorder
(including blockage and clot)

I I R [

|
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Medical Questionnaire for Kaiser Permanente Individual and Famil

Have you suffered from, been diagnosed with, or treated for, any of the following conditions during the last 10 years?

Y N Y N
35. Alcohol, Drug Abuse 0 00 39. HighBlood Pressure O 0
36. Cancer, lymphoma, leukemia or malignancy [0 [ 40. Mental or behavioral disorder, anxiety, O 0
depression, attempted suicide
37. Diabetes [0 [ 41. Tuberculosis (including exposure) O 0
38. Heart disease or disorder 0 0

Questions 42 through 49 must be completed for Females

Y N
42. Has your initial menstrual cycle begun? 0 0
43. Has menopause begun? O 0
44, Date of your last menstrual cycle: (month/day/year) [ [
45, Have you been unable to become pregnant, undergone testing for infertility, or been treated in any way for 0 |
infertility within the past 5 years?
46. Are you pregnant at this time? 0 [
47. Have you had a high risk pregnancy in the last 5 years? 0 [
48. Have you had any abnormality of the female organs or menstrual period or unexplained vaginal bleeding in the 0 |
past 5 years?
49. Date of your last PAP test: (month/day/year) [ [

Findings: Normal __ Abnormal __ Questionable _ Never had a PAP test

Questions 50 through 57 must be completed by all applicants

50. Do you currently take prescription medications? Yes  No__
(if yes, you must indicate the medication(s), reason(s) and dosage per day in Section II)

51. In the past 5 years have you been hospitalized, operated on, or advised to have an operation which has not yet been
performed? Yes  No___

52. Have you gained or lost more than 10 Ibs. in the past year?
Yes __ No___

53. Have you smoked in the last 10 years?
Never Smoked ~ Smoked, but notin the last 3years _ Currently smoke, or smoked within the last 3 years

54. 1f you currently smoke (or have smoked within the past 10 years)
How many packs per/day? How long have you smoked? N/A

55. In the last 10 years have you ever been rejected by Kaiser Permanente or any health, accident, or life insurance company?
Yes __ No___

56. In the last 10 years have you been rejected or discharged from military duty because of health or for any nervous condition?
Yes  No__

57. Do you have any other chronic or recurrent conditions not previously listed above? (if yes, please explain in Section II)
Yes  No__

KFHP-MQ(05)




Medical Questionnaire for Kaiser Permanente Individual and Famil

Section Il — If you responded yes to any of the questions in Section I, please provide details below. If you need to need
additional space, attach a separate sheet.

NOTE: If you have High Blood Pressure, please provide the most recent reading and date below. If you take 3 or more
medications for your High Blood Pressure, please provide the 3 most recent readings along with the dates for each reading.

Condition Condition, Diagnosis or Date(s) of Attending Name & Dosage of Status
or Treatment Treatment Physician Medication
Question # Name/Address

KFHP-MQ(05)



Medical Questionnaire for Kaiser Permanente Individual and Family Plans — page 4

I AUTHORIZE any physician, hospital, clinic or other medical care provider, insurance or reinsurance company, or Medical
Reporting Bureau to release to this Health Plan copies of any and all Medical Records and information regarding any past (within
10 years) or present mental or physical condition. | understand that a copy of this Authorization is as valid as the original and this
Authorization is valid for:

(1) 30 months from the date that | (or Legal guardian if Applicant is a minor) sign the authorization with respect to initial coverage
or re-enrollment of coverage; or,

(2) The term of the policy from the date that | (or Legal guardian if Applicant is a minor) sign the authorization, with respect to a
claim.

| UNDERSTAND that | or any person authorized to act on my behalf is entitled to receive a copy of this form.

| UNDERSTAND that this information will be used to determine eligibility for Kaiser Foundation Health Plan of the Mid-Atlantic
States, Inc. coverage and for other purposes related to such coverage. The coverage applied for will not become effective unless and
until the Application is authorized by Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.

| CERTIFY that | have read, or have had read to me, all the information contained on this questionnaire and that such information |
have provided is accurate and complete to the best of my knowledge. | certify that if | have made any material false statement,
misrepresentation or omission on this questionnaire, which changes the risk assumed by the Health Plan, | may lose coverage under
this Health Plan.

I hereby apply for membership in Kaiser Foundation Health Plan of the Mid- Atlantic States, Inc. | certify that I shall update this
medical questionnaire to include any condition or disease, which occurs after the date of submission of this application and prior to
the Health Plan’s acceptance. Failure to provide information on any known condition or disease to the Health Plan constitutes a
misrepresentation of the presence of a pre-existing condition or disease and may void the requested coverage.

If you have any questions concerning the benefits and services that are provided by or excluded under this agreement,
please contact a membership services representative before signing this application or card.

WARNING: IT IS A CRIME TO KNOWINGLY OR WILLINGLY PROVIDE FALSE OR MISLEADING
INFORMATION TO AN INSURER FOR THE PURPOSE OF DEFRAUDING THE INSURER OR ANY OTHER
PERSON. PENALTIES INCLUDE IMPRISONMENT AND/OR FINES. IN ADDITION, AN INSURER MAY DENY
INSURANCE BENEFITS IF FALSE INFORMATION MATERIALLY RELATED TO A CLAIM WAS PROVIDED BY
THE APPLICANT.

Signature of Applicant (or Guardian if Applicant is a minor) Date

KFHP-MQ(05)



&% KAISER PERMANENTE.

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.
2101 East Jefferson St. ¢ PO. Box 6306 ® Rockville, MD 20849

I NDI VI DUAL ENRCLLMENT APPLI CATI ON & CHANGE FORM

Important: Please read these instructions before
you complete the application on the next page.

Welcome to Kaiser Permanente! We look forward to you becoming a
valued member of Kaiser Permanente. If you have any questions about
enrolling in Kaiser Permanente, call Member Services at (301) 468-6000,
(800) 777-7902, toll free outside of the Washington Metro Calling Area,
or (301) 816-6344, TDD.

Please complete and sign this form.

If you are Medicare-eligible, there is a separate enrollment process.
Call Member Services for information.

How to Complete This Application

Please print all information.

Section 1: Select your enrollment status and plan.

Use this form to enroll or change (add or delete) your family members’
membership status. To be a subscriber, you must live or work within our
Service Area when you initially enroll.

Section 2: Please tell us about yourself and enclose
your certificate of creditable coverage. If you are
applying under the Health Insurance Portability and
Accountability Act (HIPAA), remember to check the
box regarding HIPAA eligibility.

Section 3A: Please tell us about your dependents.

Section 3B: Select a primary care personal physician
(PCP) for yourself and each dependent.

To select a primary care physician please review Kaiser Permanente’s
provider directory of physicians and other health care professionals.
Enter the provider code of the primary care physician you and each mem-
ber of your family selects. If you need a directory or assistance, please
call Member Services at:

Washington, DC Metro Calling Area (301) 468-6000
Outside Washington, DC Metro Calling Area (800) 777-7902

TDD (301) 816-6344

Section 4: About other insurance.
Tell us if you, your spouse, or other family dependents are covered by
other health insurance plans.

Some families have health coverage under two separate health plans. For
example, this may occur when both spouses are employed and have
health care benefits from different carriers.

KFHP: GAPP 231625 6/00
HIPAA-DG/MD-6/00

If you and/or your family are covered by more than one health plan, you
may be able to save money while improving your coverage. If you are
covered by two plans that include a Coordination of Benefit (COB) provi-
sion, you can eliminate most of your out-of-pocket expenses for services
now only partially covered by those plans.

When you receive services authorized by Kaiser Permanente, we will bill
your primary carrier for you and set up a benefit reserve account. Kaiser
Permanente will keep track of any savings we receive from your primary
carrier and credit it into a benefit reserve account for you. The money in
the benefit reserve account is used to reimburse you for out-of-pocket
expenses for medical services that are only partially covered by either one
of your health plans. Incurred expenses and credits to the benefit reserve
account must occur in the same calendar year.

If you qualify for Coordination of Benefits, your signature on this applica-
tion gives Kaiser Permanente permission to coordinate benefits with your
alternate carrier. For more information on Coordination of Benefits,
please call Member Services.

Section 5: Review and sign your application.

Keep a copy of this application as verification of enrollment or change
until you receive your member ID card. Before you sign this application,
please make certain you have read all coverage materials and have select-
ed a primary care physician. Failure to complete all relevant parts of the
application may delay or prevent enrollment and the issuance of 2 mem-
ber ID card.

Receiving Care After Enrollment

Your member ID card should arrive shortly after your effective date.
However, if you do not receive 2 member ID card, you and your covered
dependents can still receive services through Kaiser Permanente as

of your effective date of coverage. Call Member Services for more
information.

Here are important telephone numbers to keep handy until your
member identification card arrives:

Member Services:

Washington, DC Metro Calling Area (301) 468-6000
Outside Washington, DC Metro Calling Area (800) 777-7902
TDD (301) 816-6344

To schedule an appointment or to receive medical advice, call:
Washington, DC Metro Calling Area: (703) 359-7878 or
(703) 359-7616, TDD

(800) 777-7904 or
(800) 700-4901, TDD

Outside Washington, DC Metro Calling Area:

(800) 677-1112 or
(800) 365-9123, TDD

For 24-hour emergency assistance, call:



Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.

é 2101 East Jefferson St. ¢ P.O. Box 6306 ® Rockville, MD 20849
; g INDIVIDUAL ENROLLMENT APPLICATION & CHANGE FORM
% =,19 Effective date I | I | I | For Official Use Only:
8 S month day year Group Number:
& € | ONew Enrollment or Date Received:
y=={ | O Change Enrollment O Add dependent O Delete dependent O Other: [ 1 Rep Intals:
Subscriber Name (last, first, middle) | |
Date of Birth: Sex: © Male O Female
TTon ay  — year
w Home Street Address | |
(7]
£ | v | | sae [ 1 zip |
5% | reephoneNo.thom | D[ ] work( ) | bl |
E _5 Social Security No.:
N Your Employer’s Name: I I
Street Address: I I
city | | State | | zip | |

U I am eligible and applying for coverage under the Health Insurance Portability and Accountability Act (HIPAA). I am enclosing a copy of Certificate of Creditable
Coverage with this Application. (To determine if you are eligible for coverage under HIPAA, please refer to the enclosed HIPAA eligibility guidelines.)

& | (A)Name, Last, First, Middle Tnitial Sex Social Security # Date of Birth lgﬁllgfaglgﬁ’)gﬁg code
E 6 M F Month  Day Year -

TS se | |

§- § Spouse

Qg ool (O

2 ‘é Dependent

ol llolo|| O |
_§ O | Dependent

< B |lolo] (O |

‘f§ § Dependent

< ool (O

= g | Dependent

=3 ool (O |

Have you or any of your dependents listed above ever been members of Kaiser Permanente before? OYes ONo _If yes, indicate current
name and name under which each was covered, if different: | |

3

Are you or any member of your familv covered bv another group health insurance plan? Oyes ONo_If ves. indicate:
Name and Phone # of Plan

Policy # |—-‘ Group # I:] Persons Covered I I
Effective Date I I I I I I Termination Date (if applicable) I thl I I I I
mon

month day year day year
Name and Phone # of Employer Who Provides Coverage | |

Tell Us About Other
Insurance Coverage

I hereby apply for membership in Kaiser Foundation Health Plan of the Mid-Atlantic forward Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. informa-
States, Inc. or change in membership status for myself and any eligible dependents. tion concerning medical services or supplies provided to me or to any of my

I hereby assign Health Plan authorization to bill my/spouse’s primary group insurance plan for ~ family listed on this application for the purposes of review, investigation or
all covered services provided or arranged by physicians with said Plan so long as 1am a member ~ payment of a claim. This authorization is valid for the duration of coverage.

of said Plan and such group plan is primary to Health Plan under Coordination of Benefits provi- If you have any questions concerning the benefits and services that are provid-
sions. I understand that this coordination of benefits does not limit my rights to receive reim-  ed by or excluded under this agreement, please contact a Member Services
bursement for services I receive from non-Plan physicians. Representative before signing the application or card. Call (301) 468-6000,

I understand that my coverage and my benefits may be affected by failure to provide com- 1-800-777-7902, toll free outside of the Washington Metro Calling Area, or
plete and accurate information of a material nature. (301) 816-6344, TDD.

By signing my signature below, I am authorizing any physician, nurse, hospital Stop! Before you sign this application, make sure you have

or other provider (hereafter “Provider”) having treated or attended me or any of
my family members listed on this application, and having possession of any
records or information with respect thereto, is authorized and directed to pro-
vide such information or records to Kaiser Foundation Health Plan of the Mid-
Atlantic States, Inc. upon request for the purpose of evaluation of this applica-
tion. This authorization is valid for 30 months.

filled it out completely including selecting a primary care
physician for you and each of your enrolled dependents.

It is the policy of Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.
to protect privacy by means of an active confidentiality process which includes
limits on access, controlled circulation, and security of patient records and

5 Please Review and Sign Your Name 4

If this application is approved by Kaiser Foundation Health Plan of the Mid- informat'ion. Al gersona! and he'alth information will be treated in a con.ﬂd(fntial
Atlantic States, Inc., by signing my signature below, I authorize any Provider to m;:g::(;: compliance with applicable state and federal laws, and accreditation
s .
Signature of Applicant (Subscriber) Date of Application

KEHP: GAPP 231625 6/00
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