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Individual Plans
Application Form

Please use ink and print legibly

I. APPLICANT INFORMATION (Must be oldest family member)

Last Name ______________________________________________ First Name _____________________________  Middle Initial ____________

Mailing Address __________________________________________ Unit# _______ Marital Status  � Single  � Married  � Separated  � Divorced

City ___________________________________________________ State _________________________________ ZIP ____________________

Street Address (If different) _______________________________________________________________________________________________

City ___________________________________________________ State _________________________________ ZIP ____________________

Your Occupation _________________________________________ Your Spouse’s Occupation ________________________________________

E-mail Address __________________________________________ Home Ph# (    ) _________________________ Work Ph# (    ) ___________

Please check one of the following boxes: � New Application � Dependent Addition � Re-apply

Payment Option: � Preauthorized Banking Withdrawal � Electronic Billing and Payment (See Payment Selection Form, p. 7)

II. APPLICANT AND DEPENDENT INFORMATION

IN THE SECTION BELOW, LIST YOURSELF AND ELIGIBLE FAMILY MEMBERS TO BE INCLUDED UNDER MEDICAL COVERAGE.

RELATIONSHIP NAME SOCIAL SECURITY# SEX BIRTH DATE AGE
 (FIRST, MIDDLE INITIAL, LAST) (FOR INTERNAL USE ONLY) (MM/DD/YY)

Self

Spouse

Child

Child

Child

Child

Child

Child

Child

Child

1. If you are adding your spouse, he or she may be deleted from your coverage only under the following circumstances:

• When your spouse agrees to be deleted from coverage by signing an Individual Plans Change Form; or

   • When proof of a legal divorce or annulment is given (fi rst and last page of the divorce decree and any page in between specifying 

coverage responsibilities for dependent children if you have elected family coverage).

2. To be eligible for coverage, children must be under the age of 26, unmarried, and dependent upon you for 50 percent of their fi nancial support. 

(Financial dependency is not required for court-ordered dependent coverage.) Any dependent not listed will not be considered for coverage.

III. DUAL COVERAGE/COORDINATION OF BENEFITS INFORMATION

For Dual Coverage/Coordination of Benefi t purposes, indicate each individual who will also be covered by other medical insurance while coverage 
with SelectHealth is in force. Please do not complete this section if other coverage will be terminated once the SelectHealth coverage is in force.

 RELATIONSHIP         NAME OF INDIVIDUALS CARRIER NAME CARRIER PH# POLICY NUMBER EFFECTIVE DATE
 COVERED BY OTHER INSURANCE

SELECTHEALTH USE ONLY

Class# ______________  Plan ________________________  Agent/Broker __________________________________  Agent/Broker# ________________

Effective Date ____________________________________  Rate Adjustment Percent _________________________  Monthly Payment $ ____________

PEC Start Date ____________________________________  PEC Credit _____________________________________

Notes   HSA  � Yes  � No

IF YOU NEED ADDITIONAL SPACE, PLEASE USE ANOTHER APPLICATION FORM.
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4646 West Lake Park Boulevard

Salt Lake City, UT 84120-8212

1-801-442-5038 / 1-800-538-5038

www.selecthealth.org

*

*APPLICANT SOCIAL SECURITY# REQUIRED WHEN APPLYING FOR HEALTHSAVE PLAN
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Select one plan option and complete 
associated Benefi t Section below

IV.  PLAN INFORMATION
SELECT ONE FROM EACH OF THE FOLLOWING: NETWORK, PLAN OPTION, AND ASSOCIATED BENEFIT SECTION

  
 Network    � Select ValueSM        � Select Med PlusSM � Select Care PlusSM                        Select one network

 Plan Option           � HMO/Plus Plan                        � HealthSaveSM  

HMO/PLUS BENEFIT SECTION

BENEFIT AND DEDUCTIBLE Select one benefi t level 
(Base, Mid, or High) and one deductible

 � Base-Level Plan
 Deductible applies to all services fi rst

  � $250 Medical Deductible ($100 Rx Ded)

  � $500 Medical Deductible ($200 Rx Ded)

  � $1,000 Medical Deductible ($400 Rx Ded)

  � $2,500 Medical Deductible ($1,000 Rx Ded)

 

 � Mid-Level Plan
 No deductible for offi ce visits with deductible for Rx

  � $250 Medical Deductible ($100 Rx Ded)

  � $500 Medical Deductible ($200 Rx Ded)

 � High-Level Plan
 No deductible for offi ce visits, no deductible for Rx

  � $250 Medical Deductible 

  � $500 Medical Deductible

  � $1,000 Medical Deductible 

 

COINSURANCE/COPAY Select one coinsurance/ 
copay amount
 � 70%/30%—$25/$35

 � 80%/20%—$15/$25

HEALTHSAVE BENEFIT SECTION

DEDUCTIBLE Select one deductible either under Single or Family       
(Deductible applies to all services except preventive care)

 � Single (One person)                 

  � $1,500 Deductible (You pay 20% coinsurance after deductible)

  � $2,700 Deductible (You pay 20% coinsurance after deductible)

  � $5,000 Deductible (Covered 100% after deductible) 

 �  Family (Two or more)

  � $3,000 Deductible (You pay 20% coinsurance after deductible)

  � $5,400 Deductible (You pay 20% coinsurance after deductible)

  � $10,000 Deductible (Covered 100% after deductible)

 

SelectHealth has made a concerted effort to design the HealthSave coverage 

in compliance with the requirements for a High Deducible Health Plan (HDHP) 

under federal law (Section 223 of the Internal Revenue Code). However, 

SelectHealth makes no representations or warranties about the legal adequacy 

of this coverage as an HSA-compatible plan. SelectHealth is not responsible 

for any issues relating to your use of the coverage in conjunction with an HSA 

including, without limitation, your compliance with the requirements of the 

Internal Revenue Code.

 

HEALTH SAVINGS ACCOUNT VENDOR
SelectHealth’s preferred HSA vendor is HealthEquity®. A health savings 

account will automatically be established for you with HealthEquity, unless you 

choose to decline this option (see check box below). An administrative fee is 

included in your premium amount, regardless of whether you choose to use the 

preferred HSA vendor. As with most HSA vendors, a nominal fee will also be 

charged if you choose to terminate the account once it has been established.

  � I choose to decline the HSA account with HealthEquity
  

For HMO/Plus Plan option, complete this section For HealthSave option, complete this section
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1. Is anyone currently receiving medical treatment? . . . . . . . . . . . . . . Y N

2. Has anyone consulted, been tested, or had treatment 
by a doctor, chiropractor, counselor, therapist, or other 
healthcare provider within the past THREE YEARS? . . . . . . . . . . Y N

3. Is any family member currently pregnant, or do they have 
reason to suspect they might be pregnant? . . . . . . . . . . . . . . . . . . . . . . . Y N

4. Are you or your spouse fi nancially responsible for an 
unborn child, anticipating adoption, applying for, or have 
applied for adoption? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

5. Do you have any family members who are not applying for 
coverage? If yes, complete (a) below . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

a) List the reason(s) why any family members are not 
applying for coverage, and describe their health status 
and where they are currently covered.

6. Has anyone ever chewed or smoked tobacco? . . . . . . . . . . . . . . . . . . . Y N

7. Has anyone taken any medication, drugs, shots, or 
remedies in the past TWELVE MONTHS? If yes, complete 
Section VII. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

8. Within the past FIVE YEARS has any proposed member:
 a) Been advised to be hospitalized, have tests, 

 consultation, evaluation, surgery, or use 
 medication(s), but has not done so? . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 b) Been evaluated for fertility, is infertile, or had a 
 miscarriage or complication(s) of pregnancy? . . . . . . . . . . . . . Y N

 c) Had gallbladder problems, ulcers, hernias, chronic 
 diarrhea, diverticulitis, diverticulosis, or other 
 digestive problems? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 d) Had urinary problems or urinary incontinence? . . . . . . . . . . . . Y N

e) Had irregular bleeding, abnormal Pap smears/test, 
 pelvic infl ammatory disease, endometriosis, prostate 
 or testicular problems, venereal disease, or any 
 disorder of the reproductive system? . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 f) Had migraines, been unconscious, or had epilepsy, 
 seizures, or convulsions? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 g) Received any mental health counseling, 
 psychotherapy, or had a mental or nervous disorder,        
 depression, stress, or anxiety that required 
 consultation or medication? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 h) Had cysts, growths (except for warts), breast lumps,
 augmentation, or reduction? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 i) Had a skin disorder that required medical attention? . . . . Y N

j) Had a thyroid disorder or a disorder of the lymph 
 nodes or lymph system? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 k) Been treated for chest pain, high blood pressure, 
 or high cholesterol? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 l) Had any disorder of the eyes, ears, nose, or throat that
 required treatment? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 m) Had any back, neck, or spinal problems, or a joint 
 disorder that required medical attention and/or 
 interfered with normal daily activities?. . . . . . . . . . . . . . . . . . . . . . . . . Y N

 n) Had a problem for which they have not sought 
 medical advice or treatment? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

9. Within the past TEN YEARS, has any proposed member:
a) Been hospitalized or had surgery? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 

 b) Had hepatitis, colitis, a colectomy or ileostomy, 
 rectal disease, spleen problems, jaundice, or other 
 digestive problems? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N
c) Had gout, arthritis, fi bromyalgia, lupus, any 
 connective tissue disease or disorder, or any 
 joint replacement? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 d) Been diagnosed with, had treatment or surgery for, 
 or any indication of, but not limited to, ankylosing 
 spondylitis, neuropathy, osteogenesis imperfecta, 
 osteoporosis, herniated and/or ruptured disc(s), 
 spina bifi da, kyphosis, scoliosis, spinal stenosis,
 spondylolisthesis, or spondylosis? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 e) Had any surgery or treatments for obesity, bulimia, 
 anorexia, weight control, stomach stapling, or 
 gastric bypass? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 f) Had tuberculosis, asthma, sleep apnea, pleurisy, 
 emphysema, or any disorder of the lungs or 
 respiratory system? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 g) Been treated for alcohol use or attended Alcoholics
 Anonymous® for their own alcohol consumption? . . . . . . . . . Y N

 h) Been treated for drug dependency, abuse, or reaction? . Y N

 i) Been a user of any drug not prescribed, such as: 
 opiates, stimulants, depressants, and/or hallucinogens? . Y N

10. Has any proposed member EVER had any indication of, 
diagnosis of, or treatment for:
a) Any birth defect, developmental or learning disability, 
 physical, neurological, neuromuscular, or mental
 impairment(s)? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 b) Bipolar disorder, manic depression, schizophrenia, 
 chronic organic brain syndrome, or any other organic 
 brain or psychotic disorders? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 c) A kidney disorder, liver problems, cirrhosis, or 
 pancreatic problems? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 d) Cancer or tumors? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 e) Diabetes? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 f) Multiple sclerosis, muscular dystrophy, cerebral palsy, 
 or any other neurological disorder? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

 g) Any blood disorder, tested positive for Human
 Immunodefi ciency Virus (HIV), or been treated for 
 or been diagnosed with Acquired Immune Defi ciency
 Syndrome (AIDS), AIDS Related Complex (ARC), or 
 any disease or disorder of the immune system? . . . . . . . . . . . . Y N

 h) Any heart condition or problem, heart murmur, heart 
 attack, rapid, slow, or irregular heartbeat, blood clot, 
 stroke, or other circulatory problem? . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

11. Has anyone been unable to work or been unable to 
perform routine daily functions for more than two 
weeks (other than for pregnancy)? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

12. Does anyone have any conditions, symptoms, or 
problems not otherwise mentioned in connection with
answering the above questions? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

13. To your knowledge, has anyone been denied for other 
health or life insurance or been issued a modifi ed or
rated policy? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y N

14. List the applicant’s and the applicant’s spouse’s height and weight 
below. List weight as it is now and as it was ONE YEAR ago.

a) Applicant’s Height:  ___________ ft. _________ in.
     Applicant’s Weight:  ___________ now; _______ one year ago

b)  Spouse’s Height: ______________ ft. _________ in.
     Spouse’s Weight:  _____________ now; _______ one year ago

IF YOU NEED ADDITIONAL SPACE, PLEASE USE ANOTHER APPLICATION FORM.
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V. HEALTH INFORMATION

INSTRUCTIONS: Answer each question considering each individual applying for medical coverage. Circle any specifi c item(s) in the question 
that applies. Give complete and specifi c details in Sections VI and VII for each “Yes” (Y) answer.
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