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Please type or print in BLACK INK – An Individual Medical Questionnaire must be completed for each applicant.
ALL QUESTIONS MUST BE ANSWERED
Completion of the Individual Medical Questionnaire is required for: (1) Coverage on self; (2) Coverage on spouse; (3) Coverage
on any eligible dependent child if application is made more than thirty-one (31) days after acquiring child; (4) Coverage which was
previously waived, declined, terminated on an Eligible Family Member; and (5) Any increase in benefits.
NOTE: A family applying together does not guarantee that all family members will be accepted for coverage. If only a portion of

your family is accepted, you will be contacted by HPN for further instructions regarding your application for coverage.
 Applicant Information

Applicant
Number

Name
Last First MI Sex

Date of
Birth

mo/day/yr
Height Weight

Birthplace
     City

State

Current Physician
Name         Address

Self  M
 F

Spouse  M
 F

Child  M
 F

Child  M
 F

Child  M
 F

Child  M
 F

Child  M
 F

PART I PLEASE ANSWER THE FOLLOWING QUESTIONS
1. Do you currently have, or has anyone applying for coverage had prior healthcare coverage in the past twelve (12)  months? 

 Yes    No
If yes, name of Member/Insured:                                                                                                                                                      
 Name of HMO/Insurance Carrier:                                                                                                                                                     

 a)  Was coverage provided by an:   HMO    Group Policy    Individual Policy
b)  Effective Date:____/____/____       c)  Termination Date: ____/____/____     Reason for Termination:                                 
                                                                                                                                                                                                           
If the termination date of prior healthcare coverage is within sixty-three (63) days of the date the Individual Medical
Questionnaire is signed, please attach the Certificate of Creditable Coverage.  (This is mandatory for persons applying
for the HIPAA Standard or Basic Plans.)

  d)  If this application is accepted, do you agree to discontinue your current coverage?  Yes     No
 e)  Are you or any Eligible Family Member currently enrolled on COBRA?   Yes     No
 If yes, Termination Date: ____/___/____

2. Is either the applicant, spouse, or any female Eligible Family Member(s), whether or not listed on the application currently
pregnant?  Yes     No

Please note: Coverage under HPN’s Individual Plans cannot be issued if you, your spouse, or any female Eligible Family
Member (including a dependent child) is now pregnant, unless the pregnant individual is considered HIPAA eligible (See
Individual PPO Enrollment Application).

3. Is any male listed on this application expecting a child with anyone, even if the mother is not listed on this application?
 Yes     No

4. Has anyone applying for healthcare coverage smoked or used any form of a tobacco product within the past twelve (12)
months including, but not limited to the following:  cigarettes, pipe, cigar, snuff, or chewing tobacco?  Yes     No
If yes, who?                                                                                                                                                                                        
a)  Pack(s) per day?                 b) How many years?           c) When did he/she stop the tobacco product use? ___/__/__

5. Has anyone applying for healthcare coverage consumed alcoholic beverages in any form within the past five (5) years?
  Yes    No
If yes, who?__________________________________________________________________________.
Please indicate the number of drinks consumed: ______ Daily    ______ Weekly    ______ Monthly
(1 drink = 12 oz beer; 4 oz wine; 2 oz liquor)
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6.   Within the past five (5) years, has anyone applying for coverage had treatment for, been arrested for, or used any drug which
was not prescribed by a physician such as amphetamines or other stimulants, barbiturates or other depressants, cocaine,
heroin or other narcotics, LSD or other hallucinogens, marijuana, hashish or tranquilizers?  Yes   No

7.   Has anyone applying for coverage ever had his/her driver’s license suspended or revoked for driving while intoxicated, or ever
been convicted of a felony?          Yes   No

PART II HEALTH HISTORY OF YOU AND YOUR FAMILY
(Include information on ALL Eligible Family Members you wish to cover.)

Has any person listed on this application within the past five (5) years ever had any signs or symptoms, been consulted for,
received advice, sought treatment, had treatment recommended, received treatment, been surgically treated or been hospitalized
for any of the following conditions, diseases or disorders?    For each “YES” answer, details must be given in question #23.
(All questions must be answered.)

1. Heart/Circulatory System – aneurysm, arteriosclerosis, chest pain, coronary heart disease, elevated cholesterol, heart attack,
heart murmur, high or low blood pressure, palpitations, pacemaker, phlebitis, stroke, transient ischemic attacks (TIA),
varicose veins, or any other disease or disorder of the heart/circulatory system?  Yes    No

2. Lungs/Respiratory System – allergies, asthma, bronchitis, chronic obstructive pulmonary disease (COPD), difficulty
breathing, emphysema, hay fever, pleurisy, pneumonia, pneumothorax, pulmonary embolism, pulmonary tuberculosis,
shortness of breath, sinusitis, or any other disease or disorder of the lungs/respiratory system?  Yes    No

3. Brain/Nervous System – Bell’s palsy, cerebral palsy, dizziness, epilepsy (convulsions and seizures), fainting spells, mental
retardation, migraine headaches, multiple sclerosis, narcolepsy, paralysis, Parkinson’s disease, stroke, or any other disease
or disorder of brain/circulatory system?  Yes    No
If epileptic: date of last seizure _______________________

4. Digestive System – cirrhosis, colitis, diarrhea, diverticulitis, fatty liver, gallbladder disease, gastric bypass surgery,
gastroesophageal reflux disease (GERD), gastritis, hemorrhoids, hepatitis, hiatal hernia, inflammatory bowel diseases
(Crohn’s disease, Ulcerative colitis), intestinal problems, pancreatitis, rectal problems, ulcers, or any other disease or
disorder of the esophagus, stomach, intestines or liver?  Yes    No

5. Genitourinary System – albuminuria, amenorrhea, cervical dysplasia, cervicitis, cystitis, dysmenorrhea, endometriosis, fibroid
tumor, hematuria, hysterectomy, kidney stone, menorrhagia, nephritis, renal failure, renal transplant, urinary incontinence,
urinary tract infections, or any other disease or disorder of the urinary system?  Yes    No

6. Skeletal and Muscular System – arthritis, back sprain/strain, bursitis, carpal tunnel syndrome, collagen vascular diseases
(connective tissue diseases), fractures, gout, hip disorders, knee disorders, osteoporosis, or any other injury, disease or
disorder of the joints, muscles or bones?  Yes    No

7. Nervous and Mental Disorders – alzheimer’s, anxiety, anorexia, attention deficit disorder, behavioral problems, bipolar,
bulimia, chemical imbalance, depression, eating disorder, emotional problems, or any other nervous and mental disorders?

 Yes    No

8. Endocrine/Metabolic System – AIDS or AIDS-Related Complex, anemia, adrenal disorders, diabetes, immune disorders,
lupus, Raynaud’s, thyroid or any other endocrine/metabolic disease or disorder?  Yes    No

9. Male Reproductive System – disorders of the penis and scrotum, erectile dysfunction, genital herpes, genital warts,
gonorrhea, impotency, infertility, prostate, urinary tract infections, sexually transmitted disease (STD), syphilis, or any other
male genital disease or disorder?  Yes    No

10. Female Reproductive System – abnormal menstrual bleeding, abortion-miscarriage, breast disorder/cyst, endometriosis,
fibroid tumors, genital herpes, genital warts, gonorrhea, infertility, menstruation disorders, ovarian cysts, pelvic pain, sexually
transmitted disease (STD), syphilis, or any other female genital disease or disorder?  Yes    No

11. Has anyone applying for healthcare coverage been diagnosed with or treated for cancer, cyst, growth, leukemia, tumors
(malignant or benign)?  Yes    No

12. Has anyone applying for healthcare coverage been diagnosed with or treated for cataract, glaucoma, or any other eye
disease or disorder?  Yes    No

13. Has anyone applying for healthcare coverage been diagnosed with any physical deformity, birth defect, congenital problems
or impairment?  Yes    No

14. Has anyone applying for healthcare coverage been treated for alcoholism or other drug or substance abuse or been advised
to seek treatment for the same?  Yes    No

15. Has anyone applying for healthcare coverage been a patient of any hospital, clinic or other medical facility in the past five (5)
years?    Yes    No
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16. Has anyone applying for healthcare coverage had treatment in the past five (5) years, contacted or seen a physician,
psychologist, chiropractor, counselor, therapist or any other person providing healthcare services?  Yes    No

17. Has anyone applying for healthcare coverage had cosmetic/reconstructive surgery?  Yes    No
If yes, please describe:                                                                                                                                                                     

18. Has anyone applying for healthcare coverage received a prescription medication from any practitioner during the past twenty-
four (24) months?     Yes    No

19. Has anyone applying for healthcare coverage been advised to undergo further testing, treatment or surgery including surgery
performed by a dentist or oral surgeon?     Yes    No

20. Has anyone applying for healthcare coverage seen or consulted any doctor or any other person providing healthcare services
for any other condition not listed elsewhere on this application?  Yes    No

21. Has anyone applying for healthcare coverage been declined, postponed, waiver applied, or charged an extra premium for life
or health insurance, or had such insurance rescinded?  Yes    No
If yes, please provide name of proposed applicant, company name and brief explanation:                                                          
                                                                                                                                                                                                           

22. Is anyone applying for healthcare coverage on this application eligible for Medicare?  Yes    No

IMPORTANT:
23. If you answered YES  to any questions above (PART II  #1-22), please provide question number and explain in FULL

DETAIL below. Use additional sheet, if necessary.
Question # Family

Member
Name

Symptom/
Condition/
Diagnosis

Date of
Onset

Date
Recovered
or Date last

treated

Medication
and date last

taken

Physician’s Name, Phone, Fax &
Address

MEDICATIONS:
24. List all medications taken currently or within the past two (2) years by any family member listed on this application. Use

additional sheet, if necessary.
Family

Member
Name

Medication/
Dosage/

Frequency

Illness for
which

Medication was
Prescribed

Date
Medication

Started

Date
Medication
Completed

Still on this
Medication

Physician’s Name,
Phone, Fax and Address

 Yes    No
 Yes    No
 Yes    No
 Yes    No
 Yes    No
 Yes    No
 Yes    No
 Yes    No
 Yes    No
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By signing this document:

• I understand that Health Plan of Nevada, Inc. (HPN) will acknowledge my application for healthcare coverage with a
verification telephone call. It is my understanding that this verification call is a routine process for those applying for
coverage with HPN and that this telephone call will be recorded. I also understand that my application will not be given further
consideration if verification is not completed. I may be contacted at the following number, between 8:00 a.m. - 4:30 p.m.:

Preferred Language if other than English:                                                                                                                                       

Telephone Number: (        )______________________    Time:________ a.m./p.m.  Work (   )  Home (   )  Other (   )

Alternate Telephone Number:______________________  Time:_______ a.m./p.m.  Work (   )  Home (   )   Other (   )
______________________________________________________________________________________________________

My spouse (if applying for coverage) may be contacted at the following telephone number:

Telephone Number: (        )______________________    Time:________ a.m./p.m.  Work (   )  Home (   )  Other (   )

Alternate Telephone Number:____________________     Time:________ a.m./p.m.  Work (   )  Home (   )  Other (   )
______________________________________________________________________________________________________

• I represent that all statements and answers made in this document, by whomsoever written including its reverse side and on
any attached papers, are true and complete to the best of my knowledge and belief. I agree that this shall be the basis of my
acceptance or membership. I realize that any misrepresentation or omission, for any reason, regarding the presence of
Preexisting Conditions may result in rescission of my coverage.

• I understand that I am entitled to a copy of this form. Notification of acceptance or rejection of my application will be sent to
me by HPN. When the application is accepted, the Effective Date will be indicated.

• I understand that there are Preexisting Condition limitations and waiting periods for certain conditions, except for a
guaranteed issue policy under HIPAA. I understand that my coverage and the coverage of my Eligible Family Members may
be subject to those exclusions and waiting periods.

• I understand that any omissions or false statements on this Individual Medical Questionnaire may cause an otherwise valid
claim to be denied and/or termination of my healthcare coverage or my family’s healthcare coverage. If issued, such
termination may be made retroactive to the original Effective Date.

• I understand that this form may become a part of my medical records.

I (WE) understand and accept this agreement.

Applicant/Guardian Signature:                                                                                                                   Date: _____/_____/         

Spouse Signature:                                                                                                                                        Date: _____/_____/         

Eligible child’s Signature (18 years and over):                                                                                         Date:_____/_____/          

Eligible child’s Signature (18 years and over):                                                                                         Date:_____/_____/          
WARNING: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for
the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance
and civil damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or
misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the
policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Division of
Insurance


