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(For groups with 5-8 enrolled employees) Arizona

An Independent Licensee of the Blue Cross Blue Shield Association

Employer
Name
Employee Date
Name [ | of Birth [/ Height Weight
Last First Middle M F
Employee Marital Status [] sSingle  [] Married
Spouse Date
Name [ ofBirth __/ /  Height ____ Weight
Last First Middle M F
Child Date
Name [ [T ofBirth___/ /  Height _____ Weight ______
Last First Middle M F
Child Date
Name [ [ of Birth /[ / Height __ Weight
Last First Middle M F
Child Date
Name [ ofBirth __/ /  Height ____ Weight
Last First Middle M F

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):

1. Cancer or tumor? | Yes | No 12 Neurological conditions? | Yes | No
2 Diabetes? "] Yes [ No 13 Haveany claims over $5,000 been billed | Yes | No
‘ ‘ in the last 18 months?

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

, ‘ , , - 14. Are there any ongoing disabilities? _JYes | No
4. Liver disease/Cirrhosis/Hepatitis? | Yes | No

15. Are you or your spouse/dependent “JYes | No
5. Lung or respiratory conditions? | Yes [ No currently pregnant?
6. Gall bladder, liver, stomach or intestines? | Yes | No ¢ are you or your spouse/dependent | Yes [~ No
7. Immune System? | Yes | No currently taking any medications?
8. Psychological conditions? | Yes | No 17. Have you, your spouse, or any dependent | Yes | No
9. Heart conditions/hypertension/stroke? | Yes [ No children been a patient in a hospital
. N clinic, surgi-center, sanatorium, urgent

10. Bones/Joints/Muscles/Arthritis ~lYes | No care facility, or other medical facility as an
11. Kidney/Urinary tract/bladder (stones, infection)? | Yes [ No inpatient or outpatient?

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

Diagnosis Diagnosis, Date Diagnosed and/or Medications Last Date

Question # Name/Age Date (Name of medication, dosage, frequency, reason for taking/diagnosis) = of Treatment

Signature (This form must be signed and dated.)

| represent that, to the best of my knowledge, the information provided on this form is complete and accurate. | understand that if | 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.

Employee Signature Date Signed



Notice of Nondiscrimination BlueCross
o » Arizona

An Independent Licensee of the Blue Cross Blue Shield Association

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.0. 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. 202071

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.
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English: Free language assistance services are available to you. Appropriate auxiliary aids and services to provide
information in accessible formats are also available free of charge. Call 1-877-475-4799.

Spanish: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica. También estan disponibles
de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacion en formatos accesibles. Llame al
602-864-4884.

Navajo: Diné bee ydnitti'gogo, saad bee and’'awo’ bee dka'anida’awo'it'dd jik’eh nd hdld. Bee ahit hane'go
bee nida’anishi t'add dkodaat’éhigii ddd bee dka'anida’'wo'i dko bee baa hane'i bee hadadilyaa bich’j!
ahoot'i'igii éi t'ad jiik'eh hold. Kohjj' 1-877-475-4799.

Chinese Simplified: 1 R & W[4 ], HATVE AT ERIGES HBIIRS . BA1E % PR I0E L4 L HEARS, Uik
RIS R . Bk 1-877-475-4799 .

Chinese Traditional: ISR ER[13] > T PL RSt e Bt S Bk - tn] Aa B 2 (1 & ol T R BRss - B
RS R &GN - SEEE 1-877-475-4799 -

Tagalog: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din
nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na
format. Tumawag sa 1-877-475-4799.

French: Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre disposition. Des aides et
services auxiliaires appropriés pour fournir des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 1-877-475-4799.

Vietnamese: Néu ban néi tiéng Viét, chiing t6i cung cdp mién phi cac dich vy hé tro ngdn ngi. Cac hé tro dich vu phu
hop dé cung cap théng tin theo cac dinh dang dé tiép can cling dwgc cung cap mién phi. Vui long goi theo s6
1-877-475-4799.

German: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur Verfiigung. Entsprechende
Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur
Verfligung. Rufen Sie 1-877-475-4799.

Korean: 5t=0] £ AIESHA | = 2 F 2 0 X[ MH[AE 0| Z5H = ASHCLO|Z 7tset A2 HEE MB35t
MAEstEXI|F A ME|AL B 22 HIE U CH 1-877-475-4799.

Russian: Ecnu Bbl roBopute Ha pycckuin, Bam AOCTyMNHbI 6ecnnaTHble YCryru S3blkoBor nogaepxkn. CooTBeTcTByOLWME

BCromoraTternbHble cpeacTsa 1 ycnyrn no npeoctaBneHnio nHopMaLmm B JOCTYNHbIX hopMaTax Takke
npepoctaenstoTca 6ecnnatHo. MNMo3BoHuTe no TenedoHy 1-877-475-4799.

Arabic
Lead) J a5l Sy gty o slaall 8 i) Aplia it g sacline il s 5585 LeS Ailanall 4 galll saclisall ciland @ll i giind ey jad) Aadl) Canati <€ 1) 24y
A-877-475-4799 A8 0| e Juail Ulas

Hindi: afc 3y fedl Sieid g, ) 3(1aeh fert f1:gech HINT HgTidT JaTU IUd«Y Blcll § | orH URSUT H SIFbRI YT B & farg
JUY S g 1L SR JaTU I F:eh AR T 1 1-877-475-4799 |

Farsi (Persian)

ld>gS _)g\k?ﬂ)lé..))\.))\)é Lods yofand )3 Qgg\) b Qluan olus ‘J.:\SL; Cuoue (bl sl ) oledb| @) Sy cwlio Glutiag Oleds 9 &&SW
bz 3290 08D b s oyles b 1-877-475-4799.

Thai: vangwe: winaaldne ng sflusmsanuthomaadunmuns wennil

faflimdasilonazusmathumaaiie WdoyaTusuuuuiitnas s e Lidoen T93e Tusalussinsie 1-877-475-4799
wiausnunTRusn1svosnaL”

Japanese: HAEZEINS15E6. BHOSEXEY—EREZHRAWVEITET ., 72T L GELAFRATESLSEES
h=) LBRER CIREREIRM T H-O DB LHBTIE O —ERLER TTRRAWV = FHET, 1-877-475-4799
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