
Individual Medical Questionnaire Form
(For groups with 5-8 enrolled employees)

Employer 
Name

Employee 
Name  

Date 
of Birth        /       /	 Height _______ Weight ______

Last First Middle M F
Employee Marital Status  Single  Married

Spouse 
Name  

Date 
of Birth        /       /	 Height _______ Weight ______

Last First Middle M F

Child 
Name  

Date 
of Birth        /       /	 Height _______ Weight ______

Last First Middle M F

Child 
Name  

Date 
of Birth        /       /	 Height _______ Weight ______

Last First Middle M F

Child 
Name  

Date 
of Birth        /       /	 Height _______ Weight ______

Last First Middle M F

Signature (This form must be signed and dated.)
I represent that, to the best of my knowledge, the information provided on this form is complete and accurate. I understand that if I have 
misstated or omitted any information on this form, AZ Blue may reassess premium applied to my employer group and/or me, or terminate 
AZ Blue coverage in accordance with applicable law. AZ Blue, its reinsurers, and their authorized representatives may obtain medical 
information in order to evaluate the information contained in this form.

Have you or any member of your family enrolling for coverage been diagnosed, by a physician, received treatment or are 
currently receiving treatment for any of the following conditions within the past 10 years (please complete each question):

Explanation Section Explain any “Yes” below (attach additional sheets if necessary)

Question # Name/Age Diagnosis 
Date

Diagnosis, Date Diagnosed and/or Medications
(Name of medication, dosage, frequency, reason for taking/diagnosis)

Last Date  
of Treatment

Employee Signature              Date Signed

12. Neurological conditions?  Yes  No
13. Have any claims over $5,000 been billed

in the last 18 months?
 Yes  No

14. Are there any ongoing disabilities?  Yes  No
15. Are you or your spouse/dependent

currently pregnant?
 Yes  No

16. Are you or your spouse/dependent
currently taking any medications?

 Yes  No

17. Have you, your spouse, or any dependent
children been a patient in a hospital,
clinic, surgi-center, sanatorium, urgent
care facility, or other medical facility as an
inpatient or outpatient?

 Yes  No

1. Cancer or tumor?  Yes  No

2. Diabetes?  Yes  No

3. Alcohol/illicit drug use or abuse?  Yes  No

4. Liver disease/Cirrhosis/Hepatitis?  Yes  No

5. Lung or respiratory conditions?  Yes  No

6. Gall bladder, liver, stomach or intestines?  Yes  No

7. Immune System?  Yes  No

8. Psychological conditions?  Yes  No

9. Heart conditions/hypertension/stroke?  Yes  No

10. Bones/Joints/Muscles/Arthritis  Yes  No

11. Kidney/Urinary tract/bladder (stones, infection)?  Yes  No



Discrimination Is Against the Law

Blue Cross® Blue Shield® of Arizona (AZ Blue) complies with applicable Federal civil rights laws and does 
not discriminate on the basis of race, color, national origin, age, disability, or sex (including sex characteristics, 
intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex stereotypes). AZ Blue 
does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.

AZ Blue:

• Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to
communicate effectively with us, such as:

• Qualified sign language interpreters

• 		�Written information in other formats (large print, audio, accessible electronic formats, other formats)

• Provides free language assistance services to people whose primary language is not English,
which may include:

• Qualified interpreters

• Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, 
call 602-864-4884 for Spanish and 1-877-475-4799 for all other languages and other aids and services.

If you believe that AZ Blue has failed to provide these services or discriminated in another way on the basis of 
race, color, national origin, age, disability, or sex, you can file a grievance with:

Section 1557 Coordinator  
P.O. Box 13466 
Phoenix, AZ 85002-3466; Call 602-864-2288, TTY: 711 
or email us at crc@azblue.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, 
AZ Blue Section 1557 Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,  
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services  
200 Independence Avenue, SW Room 509F, HHH Building 
Washington, D.C. 20201 
1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
This notice is available at AZ Blue’s website: azblue.com/nondiscrimination-notice.

Notice of Nondiscrimination
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