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IMPORTANT NOTE: ANY INSURANCE COVERAGE RESULTING FROM THIS
DECLARATION OF INSURABILITY WILL BE EFFECTIVE THE DATE DESERET DECLINE 0
MUTUAL DETERMINES THE EVIDENCE TO BE SATISFACTORY, SUBJECT TO THE EFFECTIVE
PRE-EXISTING CONDITIONS PROVISION. INITIALS
1. NAME OF EMPLOYEE DESERET MUTUAL ID NO.
ADDRESS OF EMPLOYEE EMPLOYMENT DATE
EMPLOYER MO. DAY YEAR
2. LIST BELOW YOURSELF AND RELATIONSHIP WEIGHT
YOUR IMMEDIATE FAMILY ONLY TO DAEoF Ace | HEIGHT | WEIGHT |3 VEAR OCCUPATION
(ONLY ONE FORM PER FAMILY IS REQUIRED) EMPLOYEE (Ft.In) | (Lbs) AGO
EMPLOYEE (FULL NAME) SELF
DEPENDENTS (FULL NAME) SPOUSE
3. ISEACH PERSON LISTED ABOVE NOW IN GOOD HEALTH? IF NOT, GIVE NAME(S) AND DETAILS.

4. DO YOU KNOW OF ANY EXISTING AILMENT, DISEASE, OR OTHER CONDITION WHICH IS LIKELY TO LEAD TO HOSPITALIZATION,
SURGERY, OR OTHER MEDICAL EXPENSE (INCLUDING PREGNANCY) FOR ANY PERSON LISTED ABOVE? IF SO, GIVE
NAME(S) AND DETAILS.

5. HAS ANY COMPANY OR ASSOCIATION EVER DECLINED TO GRANT INSURANCE ON ANY PERSON LISTED ABOVE OR OFFERED

A MODIFIED POLICY? IF SO, GIVE REASONS, NAME(S), DATES, AND NAME OF THE COMPANY.
6. IS ANY PERSON LISTED ABOVE TAKING MEDICATION OF ANY TYPE? IF SO, GIVE REASONS, NAME(S) AND DETAILS.
7.  HAS ANY PERSON LISTED ABOVE EVER RECEIVED DISABILITY COMPENSATION? IF SO, GIVE REASONS, NAME(S)
AND DETAILS.

8. HAS ANY PERSON LISTED ABOVE EVER USED LSD, SPEED (AMPHETAMINES), DOWNERS (BARBITURATES), MARIJUANA,
HASHISH, OR ANY OTHER HARMFUL DRUG? IF SO, GIVE NAME(S) AND STATE THE NAME(S) OF THE DRUG.

9. HAS ANY PERSON LISTED ABOVE BEEN TREATED FOR OR BEEN DIAGNOSED AS HAVING ACQUIRED IMMUNE
DEFICIENCY SYNDROME (AIDS), AIDS RELATED COMPLEX (ARC) OR OTHER IMMUNE DEFICIENCY DISORDERS?
IF SO, GIVE NAME(S) AND DETAILS.
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10. DO ANY OF THE PERSONS LISTED IN ITEM 2 HAVE OR HAVE THEY HAD ANY OF THE FOLLOWING: (Check Yes or No)

YES | NO

YES

NO

YES

NO

SURGICAL OPERATIONS

HIGH OR LOW BLOOD PRESSURE

APPENDICITIS

SERIOUS ACCIDENT

INTERNAL INJURIES

HEARING PROBLEM, EAR TROUBLE

HOSPITALIZATION

SPINAL MENINGITIS

INJURY, EITHER EYE

TUBERCULOSIS

BACK INJURY

EYE DISEASE

PNEUMONIA, PLEURISY, BRONCHITIS

DIZZINESS, FAINTING SPELLS

HEADACHES, SEVERE OR OFTEN

FREQUENT COLDS, SINUSITIS

GOITER OR THYROID PROBLEM

HERNIA

DIABETES

ALLERGIES

VARICOSE OR ULCEROUS VEINS

KIDNEY STONE OR COLIC

ASTHMA, SHORTNESS OF BREATH

OSTEOMYELITIS

KIDNEY DISEASE

CONGENITAL ABNORMALITIES

HEAD INJURY

NERVOUS DISORDER

SKIN DISEASE OF ANY KIND

ARM OR LEG INJURY

EPILEPTIC SEIZURE, CONVULSION, PARALYSIS

VENEREAL DISEASE

FOOT TROUBLE

JAUNDICE, GALLSTONES, DISEASE OF LIVER

ARTHRITIS

SUNSTROKE, HEAT PROSTRATION

MALARIA, TYPHOID FEVER

NEURITIS, NEURALGIA, SCIATICA

REPRODUCTIVE ORGAN AILMENT

CANCER, TUMORS

GOUT, RHEUMATISM

URINARY TRACT INFECTION

RHEUMATIC FEVER

GASTRITIS, ULCERS

BLADDER DISEASE

ANEMIA DISEASED BOWEL BLOOD DISEASE

HEART DISEASE STROKE VOMITING OR PASSING OF BLOOD
PSYCHIATRIC CARE AMPUTATION PHYSICAL DISABILITY

MENTAL HOSPITALIZATION DEFORMITY OCCUPATIONAL ACCIDENT OR DISEASE
MENTAL RETARDATION ALCOHOLISM

11. (a) IF ANSWER IS "YES" TO ANY OF THE ABOVE (QUESTION 10), GIVE THE FULL DETAILS BELOW.

(b) ALSO, GIVE FULL DETAILS BELOW IF ANY PERSON LISTED ON THIS QUESTIONNAIRE HAS CONSULTED OR BEEN
TREATED BY A PHYSICIAN DURING THE LAST FIVE YEARS FOR ANY ILLNESS OR INJURY OTHER THAN THOSE
LISTED IN QUESTION 10 ABOVE.

NAME OF
PATIENT

Initial Date of
Iliness or Injury

DURATION

DESCRIBE THE ILLNESS OR INJURY

PRESENT
CONDITION

PHYSICIAN'S NAME AND
ADDRESS

| have read all the above questions, statements and answers, and all such statements and answers are correctly recorded and are

true as set forth above.

| authorize the use of this questionnaire in connection with any medical insurance or other employee benefit requested from or
provided through or by my employer and it is understood that any material misstatement or omission herein may void such

coverage.

| authorize any holder of medical or other information about me (or my dependents) to release any such information required to

determine eligibility for insurance.

Date Completed

Employee Signature




