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HEALTH STATEMENT
IMPORTANT! PLEASE GIVE COMPLETE DETAILS OF each “YES” ANSWER on the “ADDITIONAL MEDICAL DETAILS” page.
Within the last 10 years has any proposed insured:

	 14.	Had any diagnosis OF, RECEIVED treatment for, or consulted WITH a physician concerning:
		 a)	� The lungs or respiratory system including but not limited to: hayfever or other allergies; 

sinus infections; asthma; bronchitis; tuberculosis; pneumonia or emphysema?..............................   Yes	  No

		 b)	� The heart or circulatory system including but not limited to: high blood pressure; heart attack; 
heart murmur; chest pain; irregular heartbeat; varicose veins; phlebitis or elevated cholesterol?.......   Yes	  No 
If “Yes,” please provide last known blood pressure and cholesterol reading on the “Additional Medical Details” page.

		 c)	� The digestive system including but not limited to: ulcer; gastritis; heartburn; intestinal disorder; 
colitis; gallbladder; hemorrhoids; hernia; disorder of the pancreas; spleen; or liver including but 
not limited to; hepatitis; jaundice or cirrhosis?...................................................................   Yes	  No

		 d)	� The nervous system including but not limited to: epilepsy; seizures; unconsciousness; convulsions; 
vertigo; headaches; paralysis; multiple sclerosis; cerebral palsy; Parkinson's disease; stroke or 
mini-stroke; TIA or brain attack?.....................................................................................   Yes	  No

		 e)	� Mental disease or nervous disorder including but not limited to: any emotional disorder; anxiety; 
depression; attention deficit disorder; eating disorder; or psychiatric treatment or counseling?.........   Yes	  No

		  f)	� Congenital disorder, birth defects or developmental disorders including but not limited to 
Down Syndrome; mental retardation; autism; cleft palate; club foot; or congenital heart defects?.....   Yes	  No

		 g)	� The genitourinary system including but not limited to: any kidney disorder; kidney stones; cystitis; 
prostatitis; bladder infections; or sexually transmitted disease?...............................................   Yes	  No

		 h)	� Diabetes, high or low blood sugar or any disorder of the thyroid gland or other glandular disorder?.....   Yes	  No

		  i)	� The muscular, skeletal or connective tissue disorder including but not limited to: arthritis; 
lupus (SLE); temporomandibular joint disease (TMJ); any back or spine disorder or treatment of 
any muscular or neuromuscular disorder or any manipulation therapy?.......................................   Yes	  No

		  j)	� Blood or lymph disorders including but not limited to anemia or lymphadenopathy?.......................   Yes	  No

		 k)	� Cancer? ..................................................................................................................   Yes	  No 
If “Yes,” provide location, type of cancer and treatment received on the “Additional Medical Details” page.

		  l)	� Tumor, cyst or growth of any kind; any breast or skin disorders? ..............................................   Yes	  No 
If “Yes,” provide location, state if treated or removed and date on the “Additional Medical Details” page.

		 m)	� Any disorder of the eyes; ears (including ear infections or ear tubes); nose or throat.  
Tonsils or adenoids; any speech or hearing impairment?.........................................................   Yes	  No

		 n-1)	�Any disorder of the reproductive organs, including but not limited to: disorders of the penis; testes; 
vagina; ovaries and cervix; uterus; diagnosed or treated for infertility or irregular menstruation?......   Yes	  No

		 n-2)	�To the best of your knowledge, are you, your spouse or any dependent now pregnant?...................   Yes	  No

		 n-3)	�Is any person not named on this enrollment form now pregnant by any person to be insured?............   Yes	  No

		  IF EITHER N-2 OR N-3 is answered “yes,” medical coverage cannot be issued.
		 Questions n-4 – N-6 FOR FEMALE APPLICANTS:

		 n-4)	�Complications of pregnancy, including but not limited to caesarean section delivery  
or miscarriage?..........................................................................................................   Yes	  No

		 n-5)	Date of Last Pap Smear: _________________ Results: _________________________________________________

		 n-6)	�Have you been instructed to have a repeat Pap Smear or any follow-up treatment or tests as a  
result of your last Pap Smear?........................................................................................   Yes	  No

	 15.	� Been diagnosed as having or been treated for Acquired Immune Deficiency Syndrome (AIDS) by a 
member of the medical profession?.......................................................................................   Yes	  No

	 16.	� Been diagnosed as having or been treated for any immune deficiency disorder by a member of 
the medical profession?.....................................................................................................   Yes	  No

	 17.	� Experienced any of the following: Signs and symptoms of an immune deficiency disorder may include  
lymphadenopathy (swollen lymph nodes); loss of appetite; weight loss; chronic fatigue; fever; oral thrush;  
skin rashes; unexplained infections; dementia; depression; or other psychoneurotic disorders  
with no known cause?.......................................................................................................   Yes	  No

	 18.	� Had surgery or has diagnostic testing, treatment or surgery been recommended or scheduled that  
has not been completed?...................................................................................................   Yes	  No
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	 19.	� Does any person have any fixation/prosthetic devices present including but not limited to: plates; 
screws; pins; implants (including breast implants); shunts; pacemakers or valve replacements?.........   Yes	  No

	 20.	� Had an electrocardiogram, chest x-ray, or blood test or any other diagnostic testing of any kind or 
been hospital confined in the past 10 years? ......................................................................   Yes	  No

		�  If “Yes,” give name of physician or hospital and results on the Additional Medical Details page.

	 21.	� Been a member of Alcoholics Anonymous or had any treatment, including but not limited to, 
counseling for alcoholism or alcohol abuse or been advised by a physician to discontinue or decrease  
alcohol consumption?...................................................................................................   Yes	  No

	 22.	�U sed sedatives; tranquilizers; cocaine or other hallucinogenic or narcotic drugs; or received treatment 
for drug abuse or chemical dependency?............................................................................   Yes	  No

	ADDITIONAL QUESTIONS

	 23.	� To the best of your knowledge, does any person to be insured have any mental or physical impairment, 
disease or deformity not indicated above?..........................................................................  Yes	  No

	24a.	� Have you or your spouse (if to be insured) smoked cigarettes or  
used tobacco in any form or nicotine substitute within the past year? PRIMARY INSURED...................  Yes	  No

		  SPOUSE (if to be insured)...............................................................................................  Yes	  No

	24b.		� Have you or your spouse EVER smoked cigarettes or used 
tobacco products? .......................................................................................................  Yes	  No

		  If “Yes,” indicate who, amount per day and year quit on the Additional Medical Details page. 

	 25.		� Is any proposed insured currently taking, or taken within the past 12 months, any prescription 
medication, or receiving medical treatment of any kind?  .......................................................  Yes	  No

		�  If “Yes,” provide details of treatment including name and dosage of all medications on the 
Additional Medical Details page.

HEALTH STATEMENT CONTINUED

REQUESTING THE REMOVAL OF A SPECIAL CLASS PREMIUM

	 26.	� Has there been any medical treatment or medication use for, or have you consulted with a physician  
concerning the condition(s) which has been rated since the covered person’s effective date?............  Yes	  No

		  If “Yes,” provide details on the Additional Medical Details page.

OTHER PHYSICIANS

	 27.	� Regular physician or medical practitioner for each proposed insured. If none, provide last physician seen, date, 

reason and results.

	� Primary Proposed Insured’s Physician ____________________________________________________________________ 

Address________________________________________________________________________________________________  

Date Last Seen___________  Reason & Results_ ______________________________________________________________  

Spouse’s or Civil Union’s Physician_ _______________________________________________________________________  

Address________________________________________________________________________________________________  

Date Last Seen___________ Reason & Results________________________________________________________________  

Child’s Name___________________________________ Physician________________________________________________  

Address________________________________________________________________________________________________  

Date Last Seen___________ Reason & Results________________________________________________________________  

Child’s Name___________________________________ Physician________________________________________________  

Address________________________________________________________________________________________________  

Date Last Seen___________ Reason & Results________________________________________________________________  

Child’s Name___________________________________ Physician________________________________________________  

Address________________________________________________________________________________________________  

Date Last Seen___________ Reason & Results________________________________________________________________
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ADDITIONAL MEDICAL DETAILS

Attach a separate sheet if additional space is needed. Date and sign any additional sheets.

Provide Dates, Type of Treatment 
and Results

Name of Doctor or Hospital, and 
Complete Address and Phone Number

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:

	 Person:

	 Condition:

	 Question #:
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Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), certain individuals have a guaranteed right to an 
individual plan without a pre-existing exclusion. In order for Time Insurance Company to determine whether you or anyone applying 
for coverage is entitled to such a plan, please review the following and indicate whether ALL of the following statements are true at 
the time you or anyone to be insured apply for individual coverage:
	 l	 You have at least 18 months of continuous creditable coverage without any break in coverage greater than 63 days.
	 l	 Your most recent coverage was under a group plan, a governmental plan or a church plan.
	 l	 You are not covered under another group health plan.
	 l	 Your most recent coverage was not cancelled because you did not pay premiums or because you committed fraud.
	 l	 You are not currently eligible for Medicare or Medicaid.
	 l	 You have exhausted any continuation of coverage (COBRA or state continuation) for which you were eligible.

	 No, I or anyone to be insured do not meet one or more of the foregoing requirements.
	 Yes, I or anyone to be insured meet all of the foregoing requirements.

You understand and agree that you are applying for individual health insurance for you (and your family). You further understand 
that this application for health insurance will be fully medically underwritten and that coverage is not guaranteed. You are 
personally paying the entire premium for this health insurance coverage. Your employer is not contributing in any way to the 
payment of premium, either directly or indirectly.

Do you agree with this statement?..............................................................................................  Yes      No

EMPLOYER SPONSORED BUSINESS (ESB) STATEMENT

HIPAA ELIGIBILITY






