PERSONAL HEALTH INSURANCE FORM
T ARRRE RS

HOUSEHOLD HEAD INFORMATION :
FEER:

. FIRST NAME (&):

. LAST NAME (4):

. EMAIL ADDRESS (- FHR{4HntlE):
. MAILING ADDRESS (#F H#niib):
. PHONE NUMBER (HiF5%L) :

. GENDER (451) : select.

. DATE OF BIRTH (4 HHj) :

. LEGAL STATUS (£&ESH)
. ANNUAL INCOME ( N):

OO NOULTL A WN -

9.A. DO YOU SMOKE? (Y/N) fHHED? (2. &) : select.
9.B. IF YOU HAVE ALREADY STOPPED SMOKING, WHEN DID YOU STOP? (YEAR)
R, EHARRAPEN (F457)

10. HOW MUCH IS YOUR BUDGET FOR THE PREMIUM (PAYMENT)?
ERRERFEZD?

11. MEDICAL HISTORY (PLEASE TELL US A BRIEF EXPLANATION IF YOU HAVE ANY
DISABILITY OR MEDICAL CONDITIONS OR IF IN ANY MEDICATION OR

MAINTENANCE. OTHERWISE, WRITE "NONE")
Birst (B MA-MREE ERRSER, HE EA KR SETRE)
(B, BEEL")



HOUSEHOLD MEMBERS

HOW MANY HOUSEHOLD MEMBERS?
HOUSEHOLD MEMBER 1 1 [] Needs coverage?
2.a. FIRST NAME (£):

2.b. LAST NAME (#f):

2.c. DATE OF BIRTH (H4HHA) :

2.d. GENDER (4%l) : Select.

2.d.a. IF FEMALE, ARE THEY "PREGNANT?" (Y/N)
MRIELM, B FZTE? (Z. &) Selct.

2.e. HAVE ANY DISABILITIES? (Y/N): Select.
BHRELD? (2. &)

2.e.a. IF YES, PLEASE PROVIDE DETAILS (Z1R%H, EEEMEEMER) -
2.f. ANNUAL INCOME FIgANE Z /)

3. HOUSEHOLD MEMBER 2 [ Needs coverage?
3.a. FIRST NAME (%):

3.b. LAST NAME (#):

3.c. DATE OF BIRTH (H4HHA) :

3.d. GENDER (M51) : setect.

3.d.a. IF FEMALE, ARE THEY "PREGNANT?" (Y/N)

ﬁu%%ﬁ'lﬁ, iﬁ[ﬂﬁiﬂ’l%@?”%’?(%\ ,7:() Select..

3.e. HAVE ANY DISABILITIES? (Y/N): select.

F%EY? (2. &)

3.e.a. IF YES, PLEASE PROVIDE DETAILS (Z18F, &EIEEEMEAR) -
3.f. ANNUAL INCOME IR AEZ /)

4, HOUSEHOLD MEMBER 3 [] Needs coverage?
4.a. FIRST NAME (8&):

4.b. LAST NAME (##):

4.c. DATE OF BIRTH (X4 HH) :

4.d. GENDER (H3) : select.

4.d.a. IF FEMALE, ARE THEY "PREGNANT?" (Y/N)

WMRELM, 1BRMIARZTIE? (2. &) Select.

4.e. HAVE ANY DISABILITIES? (Y/N): select.

BBEL? (B, &)

4.e.a. IF YES, PLEASE PROVIDE DETAILS (2%, BEIREEMER) -
4.f. ANNUAL INCOME EI N2 Z /) :


AAAAmerican CPA
Typewriter
Needs coverage?

AAAAmerican CPA
Typewriter
Needs coverage?

AAAAmerican CPA
Typewriter
Needs coverage?


5. HOUSEHOLD MEMBER 4 [] Needs coverage?
5.a. FIRST NAME (%):

5.b. LAST NAME (#):

5.c. DATE OF BIRTH (H4HE) :

5.d. GENDER (#£%]) : select.

5.d.a. IF FEMALE, ARE THEY "PREGNANT?" (Y/N)

MEELM, BRWAZTE? (Z. &) Select.

5.e. HAVE ANY DISABILITIES? (Y/N): Select.

BREL? (2. &)

5.e.a. IF YES, PLEASE PROVIDE DETAILS ({1274, EEEHEMEE)
5.f. ANNUAL INCOME &I ANE Z /b

PLEASE PROVIDE SAME DETAILS FOR ADDITIONAL HOUSEHOLD MEMBERS. USE
ADDITIONAL PAGE IF NECESSARY.
BT ES R RHARMNFAER. MRFE, BHEAMINTE.


AAAAmerican CPA
Typewriter
Needs coverage?
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