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MEDICAL QUESTIONNAIRE FOR LATE ENROLLEES 

Applicant:          SSN:       
All of the following questions must be answered in ink in the employee’s own handwriting for each person applying for coverage.  
Use a separate sheet, if necessary; sign, date, and attach to the questionnaire.  YOUR COVERAGE CANNOT BE DECLINED 
BASED ON HEALTH CONDITIONS.  However, FAILURE TO REVEAL ALL MEDICAL INFORMATION WHETHER 
INTENTIONAL OR UNINTENTIONAL MAY RESULT IN TERMINATION OR RESCISSION OF COVERAGE. 
1. o Yes o No  Has any person to be insured ever been declined, surcharged, rescinded or restricted for the issuance of life, 

health or accident insurance?  If “Yes,” Member: __________________________ Reason:____________________ 
2. o Yes o No  Has any person to be insured ever been insured with USAble Life? 
       If “Yes,” Member: __________________________ 
3. o Yes o No    Has any person to be insured used tobacco in the last 12 months? 

If “Yes”, Member:_______________________________________  What type?_________________________________ 
In the past 10 years, has any person to be insured ever been diagnosed or been advised to have treatment or care for any of the 
following conditions?  Check the appropriate box(es) below and explain in the Additional Medical Information section. 
Y N  Y N  Y N  
o o 4.   Heart Condition o o 15. Cyst or Tumor o o 25. Stroke or Seizure 
o o 5.   Circulatory Disorder o o 16. AIDS or HIV positive         # of episodes: _______________ 
o o 6.   Pancreatic Disorder o o 17. Immune Disorder o o 26. Drug Abuse 
o o 7.   Lung Problem o o 18. Digestive Disorder        Name of Drug:_______________ 
o o 8.   COPD or Asthma o o 19. Kidney Disorder o o 27. Cancer 
o o 9.   Brain Disorder o o 20. Bladder/Prostate Disorder        Type:______________________ 
o o 10. Mental Disorder o o 21. Recurrent Pain o o 28. Arthritis 
o o 11. Depression o o 22. Reproductive Disorder         Type:______________________ 
o o 12. Anxiety o o 23. Liver Disorder o o 29. Hepatitis 
o o 13. Alcohol Abuse o o 24. Diabetes or high blood sugar         Type:______________________ 
o o 14. High Blood Pressure  If yes provide last 3 fasting blood sugar readings o o 30. Currently Pregnant 

  If yes provide last 3 readings: _________  ;  _________  ;  _________          Due Date: ___________________ 
____/___ ; ____/____ ; ____/_____  o o 31. Any Condition not listed above? 

              ___________________________ 
32. o Yes  o No  In the past 10 years, has any person to be insured ever been hospitalized, received hospital services or had 

surgery?  (If “Yes” give full details in the Additional Medical Information Section below.) 
33. o Yes  o No  In the past 10 years, has any person to be insured ever seen, or been advised to see a health care provider, 

surgeon, chiropractor, counselor, psychiatrist, social worker, pain specialist, physical therapist, speech therapist, rehabilitation 
therapist, occupational therapist, oncologist, or endocrinologist? (Circle each provider and give details in the Additional Medical Information 
Section below.) 

ADDITIONAL MEDICAL INFORMATION List below full details to questions answered “Yes.” (Additional space available on the next page.) 
Question Person Condition & Type Date Last Date Current Status           Complete Name 
Number Treated of Treatment Occurred of Treatment     and Address of Physician 

       
       
       
       
       

34. o Yes  o No  In the past 2 years, has any person to be insured discontinued or failed to take medication prescribed by a 
physician? If “yes” list full details below.  (Additional space available on the next page.) 

35. o Yes  o No Has any person to be insured been prescribed or taken any prescription medication for more than a total of 30 
days in the past 2 years?  If “yes” list full details below.  (Additional space available on the next page.) 

PRESCRIPTION INFORMATION 
Person Name of  Dosage Condition  Start  Stop  Complete Name 
Treated Drug  or Illness Date Date & Address of Physician 
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ANY ADDITIONAL INFORMATION 
(Use separate sheet if necessary.  Sign, date and attach additional sheets to this application.) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
UNDERSTANDINGS, REPRESENTATIONS AND AGREEMENTS (PLEASE READ BEFORE SIGNING IN INK.) 
I understand that the benefits for which I (we) will be eligible are those described in the USAble Life group policy with my employer as 
may from time to time be amended.  I understand that coverage will not become effective before the approved effective date.  I 
understand that in addition to other exclusions and limitations provided in the USAble Life group policies, NO BENEFITS WILL BE 
AVAILABLE DURING THE APPLICABLE PRE-EXISTING CONDITION EXCLUSION PERIOD FOR TREATMENT OF ANY 
CONDITION FOR WHICH A COVERED PERSON RECEIVED MEDICAL ADVICE, DIAGNOSIS, CARE OR TREATMENT WITHIN 
THE SIX (6) MONTH PERIOD ENDING ON THE EFFECTIVE DATE OR THE FIRST DAY OF THE WAITING PERIOD, 
WHICHEVER IS EARLIER. 
In signing below, I: (a) represent that the statements and answers given in this application and any signed and dated addendum to this 
application (both front and back) are true, complete and correctly recorded; (b) authorize any physician, medical practitioner, hospital, 
clinic or other medically related facility, insurance or reinsurance company or any third party engaged by USAble Life to secure medical 
or non-medical information having information with respect to any physical or mental condition, treatment or any non-medical 
information on me, or any member of my family (if applicable), to give USAble Life, its reinsurers, or its legal representative any and all 
such information to use for underwriting insurance; (c) authorize all said sources to give such records or knowledge to any agency 
employed by the company to collect and transmit such information in order to facilitate its rapid submission; (d) understand that 
information obtained as a result of this authorization will be used for the purpose of determining eligibility for coverage and that this 
information shall also be used by USAble Life, its reinsurers, or its legal representative may disclose this information to others as 
required or permitted by law and as set out in its Notice of Privacy Practices; (e) understand that I may terminate this authorization by 
sending a written revocation to USAble Life, 320 W. Capitol, Ste 500, Little Rock AR 72203; (f) unless I revoke this authorization, it shall 
be valid for 30 months from the date of my signature for information collected in connection with review of this application; (e) agree that 
a photocopy of this authorization shall be as valid as the original and I understand that a copy is available to me upon request. 

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false 
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 

   

   
   

Print Name of Applicant  Signature of Applicant Date 
   
   

Print Employer/Group Administrator* Signature Employer/Group Administrator* Date 

 


