HEALTH QUESTIONNAIRE HealthChOiCe

Association of Washington Business

Note to Employee: Due to the confidential nature of this form, you should have
been provided a confidential envelope in which to submit it. If not, please request
one from your group administrator. Please print clearly and complete all applicable
items on the front and back of this form. GROUP NAME

1. EMPLOYEE INFORMATION

Employee Last Name First Name Ml

2. ENROLLEE INFORMATION
Note: Do not list dependents who will not be enrolled. Use a separate sheet to list additional enrollees.

Relationship

to Employee Name (Last, First, MI) Gender Date of Birth Height Weight
Self Om OF /o ft. in. Ibs.
Spouse Om OF /] ft. in. Ibs.
Child oM OF I ft. in. Ibs.
Child oM OF I ft. in. Ibs.
Child oM OF I ft. in. Ibs.

e
3. HEALTH INFORMATION FOR EMPLOYEE AND ALL ENROLLING DEPENDENTS

Note: Please answer the following questions concerning yourself and any of your dependents who will be covered by this plan.

Health Condition Selection

Have you or any family member to be covered on this plan ever had, been advised of, diagnosed with, received treatment for or had treatment
recommended for any of the following conditions?

Time elapsed since recovery, onset Time elapsed since recovery, onset
or an operation for a condition or an operation for a condition
Not 12 35  6-10 Not 12 35  6-10
treated <1 Year Years Years Years treated <1 Year Years Years Years
1 Anemia O O O O O Cancer—Distant (spread
2 Leukemia O O O O O 13c. directly or by metastasis to O O O O O
3. Alcoholism O|o|o| oo other body parts)
4 Drug Abuse O O [m] [m] [m] 4. Angina = = = = =
Congenital Disorder—Mild to 15, Bypass SE"QGW O O O O O
53 Moderate oo,y o|o|0 16.  Chest Pain o|lo|lo|o| o
5b.  Congenital Disorder—Severe === 17. _ Heart Attack (MI) o|ojo;0]0
6a. IBS O O O O O 18.  Heart Failure O O O O O
6b.  Colitis O O O O O 19.  Heart Valve Disorder O O O O O
6c.  Ulcerative Colitis O|o|o|o| 0 20. AIDS o|o;jo0;0]0
7. Crohn’s Disease O O O O O 21, ARC/HIV+ o o o o O
8. GERD / Heartburn O O O O O 22.  Cirrhosis / Liver Failure O O O O O
9a. Diabetes—Insulin Dependent O O O O O 23a. Hepatitis A o o o O O
9. Diabetes—Oral Meds O|o|o| o] o 23b. Hepatitis B o|o|joj|jo|no
9c.  Diabetes—Controlled by Diet O O O O O 23c. Hepatitis C O O O O O
10.  Pituitary Disorders O|o|o|o| 0 24.  Anxiety o|lojojoj|o
11.  Adrenal Disorders O O O O O 25. ADD/ADHD o o o o O
12a. Brain Tumor O|Oo|Oo| O] O 26.  Depression o|jojojoj|ao
Critical Organ Cyst / Tumor 27. _ Bipolar O O O O O
12b. O O O O O . - .
(present) g Disc Problems: Bulging, O O O 0 0
15¢. Critical Organ Cyst / Tumor oclolololo ~ Herniated, Slipped, Ruptured
¢ (removed) 29.  Spinal Column Disorder (] (] (] (] (]
Cancer—Local (in the original 30.  Neck Disorder O O O O O
13a. organ only) = = = = o 31.  Joint Disorder O O O O O
Cancer—Regional (spread to 32a. Lupus (systemic) O O O O O
13b. surrounding organs or tissues) o o o O o 32b. Lupus (discoid) O O O O O

Continued on back

]
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3. HEALTH INFORMATION FOR EMPLOYEE AND ALL ENROLLING DEPENDENTS (CONTINUED)

Health Condition Selection (Continued)

Time elapsed since recovery, onset Time elapsed since recovery, onset
or an operation for a condition or an operation for a condition
Not 12 35 610 Not 12 35  6-10
treated <1Year Years Years Years treated <1 Year Years Years Years
33.  Muscular Dystrophy O O O O O 46.  Asthma O O O O O
34.  Osteoporosis / Bone Disorder [} [} [} [} [} 47. COPD [m} [m} [m} [m} [m}
35a. Osteo Arthritis O O O O O 48. Emphysema O O O O O
35b. Rheumatoid Arthritis O O O O O Organ Transplant (any except
35¢.  Mild Arthritis O| O |O0|O]| O 49. co?neal) ’ T s e e e
35d. Moderate Arthritis O O O O O 50. Kidney Failure O O O O O
35e. Severe Arthritis O O 0 0 0 51.  Polycystic Kidney O O O O O
36.  Cerebral Palsy O O O O O 52.  Kidney Stones O O O O O
37. Multiple Sclerosis O O 0 0 0 53.  Aneurysm O O O O O
38.  Paralysis / Hemiplegia O O O O O 54.  High Blood Pressure O O O O O
39.  Paralysis / Quadriplegia 0 0 0 0 0 55.  Poor Circulation / Edema O O O O O
40.  Parkinson’s Disease O O O O O 56. Stroke O O O O O
41.  Senile Dementia O O O O O 57.  High Cholesterol, Triglycerides | O O O O O
42a. Seizures—Petite Mal O O O O O 58. Sleep Apnea O O O O O
42b. Seizures—Grand Mal O O 0 0 0 59.  Surgery Pending O O O O O
43.  Pregnant (Currently) O O O O O 60. Overweight O O O O O
44.  Multiple Birth/Complications O O O O O 61 Other:
45, é:lggsecs)é;)ay Fever (Not Mild O O O O O O O O O O
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4. HEALTH CONDITION EXPLANATION

Note: Please provide detailed information for all items checked Yes in section 3. Use a separate sheet to list additional details.

Condition Further
Number Treatment
from 3 Person’s Name Treatment Dates Needed Treatment Details

From: / /
O No [ Yes

To: / /

From: / /
O No [ Yes

To: / /

From: / /
O No [ Yes

To: / /

From: / /
O No [ Yes

To: / /

From: / /
O No [ Yes

To: / /

L]
5. EMPLOYEE SIGNATURE

| declare that to the best of my knowledge, all of the information on this form is true and complete, and all of the persons for whom | am
requesting enrollment are eligible for coverage.

Employee Signature Date Signed / /
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