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 New Enrollee  Annual Enrollment  Life Event-Type/Date   

Answer the following questions based upon the coverage for which you are applying for you and your dependents.   
For CANCER, answer questions 1 and 2 only. For CRITICAL ILLNESS or LIFE, answer questions 1 through 6.  For 
SHORT AND LONG TERM DISABILITY, answer questions 1 through 7. 

 Applicant Height:______  Weight:________  Spouse Height: ______   Weight: ______                                        YES   NO 

1.  Have you or your dependents used tobacco, in any form in the past 12 months?   

2. In the last 10 years, have you or your dependents been diagnosed, treated, or received advice to seek 
treatment for any tumor, malignancy or any type of internal cancer, melanoma, leukemia, lymphoma, 
sarcoma or  Hodgkin’s disease or been diagnosed with an elevated PSA, abnormal Pap or colposcopy? 
Have you had a hysterectomy or prostate removal?    

3. In the past 5 years, have you or your dependents been hospitalized, undergone any inpatient or outpatient 
surgery or procedure or been advised to be hospitalized or have surgery by a physician or medical provider?   

4. In the past 12 months, have you or your dependents been prescribed or advised to take prescription 
medication?    

5. Have you or your dependents ever been diagnosed, received treatment, or been advised to seek treatment 
for any mental, psychiatric, emotional or eating disorder, alcoholism, alcohol abuse, prescription or illegal 
drug abuse?  Have you or your dependents ever been arrested for DUI, illegal drug possession or use?   

6. Have you or your dependents ever been diagnosed, received treatment, or been advised to seek treatment 
      for:  (circle all that apply and provide details below)  
           diabetes, heart or vascular disease, heart attack, blood disorder, stroke, high blood pressure, asthma, 
           emphysema or other lung disorder, kidney disease, liver disease, gallstones, pancreas disorder, colitis, 
           Crohn’s disease, glaucoma, seizures, lupus or autoimmune disorder, multiple sclerosis, Parkinson’s, 
           Muscular dystrophy or any paralysis, arthritis, disorder of the back, neck, spine, or joint, including hip or 
           knee? 
           Have you or your dependents ever been diagnosed, treated, or advised to seek treatment 
           for human immunodeficiency virus (HIV) or acquired immunodeficiency syndrome (AIDS)?   

7.  Have you or your dependents ever been diagnosed with or treated for fibromyalgia, chronic fatigue, chronic  
pain, carpal tunnel, muscle or nerve disorder, eye or ear disorder, vertigo, bowel or bladder disorder?   

Note:  “Disorder” is defined as a disease, illness, injury and/or condition differing in any way from the usual 
or normal state or structure.      

REMARKS 

If you answered "Yes" to any medical questions above, please provide details below:  Sign and date the form on back. 

 
Question 

no. 

 
 

First name 

Description of illness 
injury or pregnancy, 

medication and treatment 

 
Duration (dates) & 

no. of episodes 

 
Residual 
effects 

Name and address of attending 
Physician or hospital (including 

zip) 

      

      

      

      

      



Employee name   
  

 Employer  
    

Group policy/participant no. 
 

 Account no. 
  

 Cert. no.  

 

  Page 2 of  3

Form 73 (04/2009) KC4887NM (5/2016) 

 

 
IMPORTANT NOTICE TO APPLICANTS - PLEASE READ CAREFULLY 

AUTHORIZATION TO RELEASE INFORMATION: To properly underwrite applications, determine eligibility for coverage 
and issue insurance policies on an equitable basis, we must obtain information about you.   The nature of the information 
we seek includes age, occupation, physical condition, health history, habits, avocations and other personal characteristics 
and information.  This information will be collected from you and various sources, including health professionals and 
health facilities.  Information regarding factors affecting insurability will be treated as confidential. 
 
By signing below, I authorize any provider of medical services, physicians, or other medical practitioner, hospital, clinic, 
pharmacy, pharmacy benefits manager or any pharmacy related services entity, insurance company, employer, Medical 
Information Bureau, consumer reporting agency, or other individual or entity to give Union Security Insurance Company or 
its reinsurers any information regarding my medical or health history.  Such information includes but is not limited to any 
and all medical/dental records relating to my physical and/or mental health, alcohol or drug abuse information, psychiatric 
or psychological care or pharmacy records.  
 
I understand that I have the right to refuse to sign this authorization but if I refuse, Union Security Insurance Company 
may refuse to consider my application for enrollment.   I understand that a photocopy or facsimile of this authorization will 
be as valid as the original.  
 
I understand that this authorization is voluntary and that I may revoke it at any time by writing Union Security Insurance 
Company, P.O. Box 981624, El Paso, TX 79998-1624 T 800.733.7879  F 888.208.2323 .  Such revocation will not affect 
any action taken by Union Security Insurance Company prior to receipt of the revocation.  If there is a conflict between a 
prior request for restrictions and this authorization, this authorization controls.  
 
The authorization is effective from the date signed below until the earliest of denial of my application, declination of 
enrollment, or, if insured, when I am no longer an insured of Union Security Insurance Company, but at no time longer 
than 30 months.  
 
Federal law requires that we inform you that the information which we collect may, under certain circumstances, be re-
disclosed by us to third parties and thus no longer protected by federal law.  However, be assured that disclosure will be 
strictly limited to that which is reasonably necessary and we will comply with all federal and state privacy and security 
laws and regulations.  You have the right to gain access to and request correction of information contained in our files.  
 
MY SIGNATURE ON THIS APPLICATION CERTIFIES THAT I: (1) Apply for the coverages designated for which I am 
eligible under my employer’s plan with Union Security Insurance Company. (2) Understand if coverages have been 
refused, I am not entitled to benefits under those coverages and that if I want to apply later, I must furnish at my own 
expense proof of good health satisfactory to Union Security Insurance Company. (3) Represent that all of the information 
on this application is complete, correct and true to the best of my knowledge and belief.  (4) Understand that I must be 
actively at work the number of hours specified in the policy/participation agreement to remain insured. (5) Understand that 
coverages include waiting periods, limitations, and exclusions and a pre-existing conditions provision that may affect my 
entitlement to benefits.   
 

This will certify that I HAVE read and understand the above important notice. 

Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information or conceals for the
purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act,
which is a crime and subjects such person to criminal and civil penalties. 
 
 
Employee’s signature    Date   

    
Spouse’s signature (if spouse coverage elected)    Date   



 
  

Employee name (last, first, initial) 
 

 Employer 
   

Group policy/participant no. 
 

  Account no.  
   

  Cert. no.  
  

  Employee SSN   Employee birthdate   
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NOTICE REGARDING MEDICAL INFORMATION BUREAU,  
CONSUMER REPORTS AND CONFIDENTIAL ABUSE INFORMATION 

 

In considering applications for insurance or claims for benefits, information from various sources must be considered.
These include the results of the proposed or active insured’s physical examination, if required, and any reports we may
receive on the proposed or active insured’s physical or mental health from health professionals and health facilities that
have information about the proposed or active insured. 

In addition, an investigative consumer report may be obtained, based on interviews with neighbors, acquaintances and
business contacts, concerning the character, general reputation, personal characteristics, and mode of living of any
individuals involved in an application. Upon written request, the Company (Union Security Insurance Company) will 
furnish detailed information as to the nature and scope of any such investigation, inform you if it was requested, and if it
was, also furnish you with the name and address of the reporting agency to whom the request was made. You may
inspect and receive a copy of such investigative consumer report by contacting the reporting agency. 

Information regarding factors affecting insurability will be treated as confidential and, if found, domestic abuse status will 
not be used: solely as a basis for denying, refusing to issue, renew or reissue or cancel or otherwise terminate a policy; to 
restrict or exclude coverage or benefits of a policy; or to charge a higher premium for a policy. 

The State of New Mexico has adopted Title 13, Chapter 7, Part 5 effective January 1, 1999 which applies to insurance
companies and insurance support organizations that receive and maintain confidential abuse information. This law
protects residents who are or have been victims of domestic abuse as defined by law. Although it is not the Company’s
practice to reveal location information to anyone other than the applicant/insured, in accordance with this law, the
Company has set up a program whereby a victim of domestic abuse may, by written notice, request to be a “protected
person” in which their location information will not be disclosed to any person other than those directly involved in an
application or claim. 

We may, however, make a brief report thereon to the Medical Information Bureau, a non-profit membership organization 
of life insurance companies, which operates an information exchange on behalf of its members. If application is made to
another Bureau member company for life and health insurance coverage, or a claim for benefits is submitted to such a
company, the Bureau, upon request, will supply such company with any information it may have in its file. 

Upon receipt of a request, the Bureau will arrange disclosure of any information it may have in the file of the person
making such a request. If the accuracy of the information in the Bureau’s file is questioned, the Bureau may be requested 
to make a correction by following the same procedures as those set forth in the federal Fair Credit Reporting Act. The
address of the Bureau’s information office is Post Office Box 105, Essex Station, Boston, Massachusetts 02112,
telephone number (617) 426-3660. 

In addition to the brief report described above which we may make to the Medical Information Bureau, we may also
release medical information with respect to any physical or mental condition, rehabilitation and other non-medical 
information in our file to our reinsurer and to other insurance companies to whom application is made for life or health
insurance, or to whom a claim for benefits is submitted, but we will not otherwise release information without your further
written consent. 

If you wish to be considered a protected person, please sign and date below. 
 
Note: This authorization is not governed by HIPAA, however, when necessary, you may be asked to execute a HIPAA 
authorization form, allowing Union Security Insurance Company to use and disclose protected health information. 
 
Signature of proposed or active insured    Date   
 


