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Kaiser PErRmanENTE FOR InDiviDuaLs anp Famities MEMBERSHIP APPLICATION

MOTE: You must fully answer each question in this application even though you may already be a Health Plan member. Omissions will
delay processing of your application. Inaccurate answers can result in revocation of your Health Plan membership. This application may
become part of your permanent medical record if your membership is approved. It may be reviewed again with you by a physician.

|. EACH PERSOM IN THE FAMILY MUST COMPLETE A SEPARATE APPLICATION FOR MEMBERSHIP

E. Membership Application for:

First Mame

A, Height Weight

{without shoes): Ft In. (dressed): Lbs. | Last Name

B. O Male O Female

C. O Single O Maried O Domestic Partner (Please refer to DF/EQC for eligibility)

D. I you were a previous Kaiser Permanente member under a 0 oM
different name, what name did you use: Mr. (il

Last Name First Name 0 Miss 0 Ms.

F. Date of Birth
Previous Medical Record Number

1. How many times have you been
hospitalized in the last 12 months, except

for pregnancy?
0 Never 0 2 times
0 1 time 0 3 or more

2. How many times have you required medical

attention in the last 12 months, except for

pregnancy?
0 0-2 times 0 &8 times
(0 35 tirmes 0 9 ar mare

3. Within the last 3 years have you been
advised to have, but have not yet had,

surgery, treatment, examination, evaluation,

or test for any medical condition?
0 Yes O No

4. {a) If you have ever regularly smoked
cigarettes, what is or was your average
daily usage?

0 ' pack o less 0 2 or more packs
0 1 pack ONA

0 1} packs

{b) For how long?

0 9 years or less 0 20-29 years
01014 years O Over 30 years
0 1519 years O niA

5. In the last 5 years, have you taken or used
illegal drugs or prescription drugs not
prescribed by a doctor?

0 Yes 0 No

6. In the last 5 years, have you participated
in a program that deals with YOUR alcohol
or substance abuse?

0 Yes 0 Ma

California law prohibits an HIV test from
being required or used by health care
service plans as a condition of obtaining
coverage.

| 7. Within the last 5 years have you been

treated for, or has a doctor advised
you that you have, any of the following
conditions (please check all that apply):

0 AIDS, ARC 0 Painful menstrual
0 Sexually transmitted cycle o female
diseases reproductive

0 Hepatitis disorder
0 Hernia not repaired/ O Lupus/SLE
Gl reflux 0 Silicone breast
() Back/Neck pain or implants
injury 0 Melanoma/
0 Bone marow transplant  Breast/Prostate/
0 Crohn's or ulcerative Bladder cancer
colitis () Skin cancer

O Depression o arwiety O Other cancers
0 Mental health condition O Aneurysm
O Eating disorder, anorexia 0 MS/ALS/

nenvosa/bulimia Parkinsan's/
O Heart or valve Alrheimer's
condition () Neurologic
0 Asthma condition
0 Emphysema/COPD O Pacemaker
0 Lung condition, 0 Prostate condition
other chronic condition 0 Rheumatoid
0O High blood pressure arthritis
0 High cholesterol 0 Seizures
0 Kidney/Bladder condition O Sickle cell anemia
incl, kidney stones 0 Diabetes
O Liver condition 0 Stomach or
0 Gallstones intestinal
0 Anemia or other problems
blood disorder 0 Stroke
0 Lumgs
0 Uleer
0 Other conditions not specifically listed on
application
0 Naone of the above
. (a} Have you consumed 2 or mare alcoholic
beverages per day on a reqular basis
within the last 6 months?
0 Yes 0 Mo

8. (b) If Yes, what was the type and quantity
consumed daily?
Beer: 0 MNone or less than 32 0z. () 32 oz or more
Wine: O None or less than 18 0z. 0 18 oz. o more
Hard: O None or less than 4oz 0 4 oz or more
9. Do you have unexplained and/or

undi toms such as (please
ceck 3l ot 4
0 Fever 0 Rectal bleeding
0 Swollen glands 0 Loss of aopetite
O Chest pain 0 Dizziness

0 Shortness of breath 0 Chronic fatigue

0 Abdominal o pelvic pain O Rash
0 Loss of consciousness O Skin lesions
0 Unexplained weight loss O Lumps

0 Other
0 None of the above

10. Are you currently taking birth control
medication, estrogen, Premarin,
Depo-Provera, etc.?
0 Yes O No

11.(a) Are you regularly taking any
prescription medications other than those

in question 107
0 Yes 0 No
{b) if Yes, please list each medication
below:
12. Are you an expectant parent?
0 Yes 0 No

13, For females over age 11 only:
(a) Are you pre-menstrual (have never
menstruated), post-menopausal, or have
you had a hysterectomy or tubal ligation?
0 Yes 0 No
{b) If No, date of your most recent normal
menstrual period:

/ /
Aau

Frarath WiBEF




. Bituing InFormamion (HEaD oF HouseHoLn OnNLy)

Only the Head of Household must complete Section Il - Billing Information and Section Il - Family to be Covered.

1. Person to be billed 3. For which plan would you like to apply?
Last Name 0 $1,500 Deductible Plan
[ 0 $250 Deductible Plan
0 850 Copayment Plan
First Name ML 0 525 Copayment Plan
Omr. 0 Mrs. L i kx : ; Vi
: . Are you applying for the optional dental plan’
0Miss OMs ONo O Yes, i would ke to enroll n the Kaiser
Date of Birth Social Security Mumber or Taxpayer LD, Paemanente Insurance Company (KPIC) Group Dental

Plan. By electing to enroll, | agree to participate in the
Consolidated Group One-Life Trust, whach holds the
KPIC Group Dental Poficy.

Streat Address

5. Kaiser Permanente Medical Record Mumber:

Apt. No.
6. Home Phone:
City State ZIP Code
7. Work Phone:
2. Account information
O Addition of a family member to an existing account
O Switching coverage from an existing account For Brokers Only
0 New account B. Broker Name:
i A ]
BAD DO6 INSURANCE SALES, INC. |
9. Broker Il
#6589 |
}

Relationship MName - Last First M.1. Date of Birth Sex (M/F) S.5.M.

Spouse
Child

Child

Child S

Child

Chilg

Child

Chila

Child

Child






