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Health Addendum to Employee Enrollment form
for Association Health Plans

AHP.EEHLTH.19.WI 4/19 [D30477 9/18]

Medical History

Please answer completely and truthfully. Please note that if you leave out or misrepresent information, we may terminate or not renew your coverage, or we
may change your premium retroactive to the date your policy became effective. All statements contained in this entire form must be true and correct and no
material information can be withheld or omitted.

United Healthcare Services, Inc. is only seeking to collect information about the current health status of those persons listed on the application. In answering
these questions, you should not include any genetic information. Please do not include any family medical history information or any information related to
genetic services or genetic diseases for which you believe you or your dependents may be at risk.

Has anyone on this enrollment form been diagnosed, consulted with, or been examined or treated by any health care professional during the last 5 years for
any illness, injury, or health condition in any of the categories listed below? If yes, please check the box that most appropriately describes the problem and
explain fully below.

1 Cancer/Tumor �� Breast � �� Colon � �� Leukemia � �� Lymphoma � �� Liver � �� Lung � �� Melanoma � �� Testicular � �� Brain � �� Ovarian
�� Yes    �� No �� Cervical     �� Prostate � �� Other Cancer � �� Non-Malignant Tumor – Location of Tumor ________________________________

2 Heart / Circulatory �� Aneurysm � �� Bypass � �� Angioplasty/Stent � �� Congestive Heart Failure � �� Elevated Cholesterol/Triglycerides
�� Yes    �� No �� Heart Disease � �� High Blood Pressure � �� Stroke � �� Angina � �� Hemophilia � �� Blood Clots � �� Pacemaker/ICD

�� Blood Disorder � �� Sickle Cell Anemia � �� Other _______________________________________________________________

3 Reproductive �� Current Pregnancy (due date____________ if multiples #____ ) � �� Pregnancy Complications � �� Fibroids
�� Yes    �� No �� Menstrual Disorders � �� Breast Disorders � �� Endometriosis � �� Infertility � �� Other_____________________

4 Intestinal / Endocrine �� Chronic Pancreatitis � �� Colon Disorder � �� Crohn’s � �� Ulcerative Colitis � �� Diabetes � �� Cirrhosis � �� Hepatitis B/C
�� Yes    �� No �� Reflux � �� Liver Disorder � �� Ulcer � �� Growth Hormones � �� Gallbladder � �� Gastric Bypass � �� Other_________________

5 Brain/Nervous �� Alzheimer’s Disease � �� Cerebral Palsy � �� Migraines � �� Multiple Sclerosis � �� Paralysis � �� Seizures/Epilepsy
�� Yes    �� No �� Parkinson’s Disease � �� Head Injury � �� Cyst � �� Other _________________________________________________________

6 Immune �� Scleroderma � �� ALS � �� Psoriasis � �� AIDS � �� HIV+ � �� Lupus � �� Immuno Deficiency
�� Yes    �� No �� Other __________________________________________________________________________________________________

7 Lung/Respiratory �� Allergies � �� Asthma � �� Cystic Fibrosis � �� Emphysema � �� Sarcoidosis � �� Lung Disorders � �� Tuberculosis
�� Yes    �� No �� Sleep Apnea � �� Chronic Bronchitis � �� Pneumonia � �� Other ___________________________________________________

8 Eyes/Ears/Nose/Throat �� Acoustic Neuroma � �� Cataracts � �� Cleft Lip/Palate � �� Deviated Septum � �� Glaucoma   �� Retinopathy
�� Yes    �� No �� Chronic Ear Infections � �� Chronic Sinusitis � �� Other___________________________________________________________

9 Urinary/Kidney �� Kidney Stones � �� Kidney Disorders � �� Bladder Disorders � �� Polycystic Kidney Disease � �� Prostate Disorder
�� Yes    �� No �� Renal Failure �  Other _____________________________________________________________________________________

10 Bones/Muscles �� Rheumatoid Arthritis � �� Osteoarthritis � �� Bulging/Herniated Disc � �� Joint injury
�� Yes    �� No �� Fibromyalgia/Chronic Fatigue Syndrome � �� Chronic Pain Syndrome � �� Shoulder Disorder � �� Knee Disorder

�� Spina Bifida � �� Back Disorder � �� Neck Disorder � �� Other _____________________________________________________

11 Behavioral Health �� Anxiety/Depression � �� ADHD � �� Bipolar Depression � �� Manic Depression � �� Schizophrenia � �� Autism
�� Yes    �� No �� Eating Disorder � �� Suicide Attempt � �� Inpatient Alcohol/Drug � �� Inpatient Mental Health Hospital

�� Substance Abuse � �� Other ________________________________________________________________________________

12 Transplant �� Bone Marrow � �� Organ � �� Discussed Possible Future Transplant � �� Stem Cell � �� Transplant Complications
�� Yes    �� No �� Other __________________________________________________________________________________________________

13 Other �� Condition not mentioned above with claims in excess of $5,000 � �� Disability � �� Congenital Disorder
�� Yes    �� No

14 Tobacco �� Anyone on this enrollment form used tobacco products in the past 12 months: Person __________________________________
�� Yes    �� No

15 Medications �� Current Medications:
�� Yes    �� No Person__________________________# of Meds____ Person_____________________________# of Meds____ (list meds below)

�� Medications taken within the past 12 months:
Person__________________________# of Meds____ Person_____________________________# of Meds____ (list meds below

Enrollee Name:  _______________________________________________________________   SSN: ________________________________
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Enrollee Name:  _______________________________________________________________   SSN: ________________________________

Signature

I authorize United Healthcare Services, Inc. and affiliates (collectively "United") to obtain, use and disclose my medical, claim or benefit records, including any
individually identifiable health information contained in these records. I understand these records may contain information created by other persons or entities
(including health care providers) as well as information regarding the use of drug, alcohol, HIV/AIDS, mental health (other than psychotherapy notes), sexually
transmitted disease and reproductive health services. I authorize any health care provider, pharmacy benefit manager, other insurer or reinsurer, hospital,
clinic or other medical facility, health care clearinghouse, and any of their affiliates, representatives or business associates, to disclose my information to
United. I understand that the purpose of the disclosure and use of my information is to allow United to facilitate the appropriate management of treatment,
services, payment and benefits. I further understand that the information disclosed may be used for purposes of eligibility, enrollment, underwriting and
premium risk rating. I understand this authorization is voluntary and I may refuse to sign the authorization. I understand I may revoke this authorization at any
time by notifying my United representative in writing, except to the extent that action has already been taken in reliance on this authorization. As required by
HIPAA, United also requires that I acknowledge the following, which I do: I understand that information I authorize a person or entity to obtain and use may be
redisclosed and no longer protected by federal privacy regulations. This authorization, unless revoked earlier, expires 30 months after the date it is signed.

I (we) have not given the agent or any other persons any required information not included on the application. I (we) understand that United is not bound by any
statements I (we) have made to any agent or to any other persons, if those statements are not written or printed on this application and any attachments.

Please maintain a copy of this authorization for your records.

Enrollee Signature:   _________________________________________________________________________    Date: _______________________________

Please give details of all “Yes” answers above. If additional space is required, attach a separate sheet and date and sign that sheet.  

Question #                Person Condition/Diagnosis              Treatment / Meds          Physician’s Name Dates Treated Prognosis

Medical coverage provided by UnitedHealthcare Insurance Company or UnitedHealthcare of Wisconsin, Inc.
Dental coverage provided by UnitedHealthcare Insurance Company 
Life, Short-Term Disability (STD), Long-Term Disability (LTD) Insurance coverage provided by UnitedHealthcare Insurance Company
Vision coverage provided by UnitedHealthcare Insurance Company
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