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EVIDENCE OF INSURABILITY
	Policyholder
    Wisconsin Medical Society
	Policyholder’s Phone Number
    866-442-3810
	Group Number
     
	Section
     

	Name of Group Member (Last)
(First)

(M)
     



     

     
	Applicant’s Name (Last)

(First)


(M)

     



     


      

	Member’s Social Security Number

     
	Birth Date
     
	Height
     
	Weight
     

	Street Address





City



State


Zip

     





     




     


     

	Applicant’s Physician’s Name
     
	Date Last Visited
     
	Reason for Visit
     

	Street Address or Hospital




City



State


Zip

     





     




     


     

	HEALTH QUESTIONS
	Please indicate “Yes” or “No” for each of the following.

For “Yes” answers, circle all applicable disorders, and give details in the chart provided below.



Yes
No



I.
Is applicant currently pregnant? ...........................................
 FORMCHECKBOX 

 FORMCHECKBOX 


Due Date: _________________________________


II.
Has applicant ever been diagnosed by a physician or had



reason to suspect he or she has had any of the following



conditions or procedures:


A. HEART



1.
Heart ailment …………………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 


2.
Chest pain, angina or shortness of breath…………
 FORMCHECKBOX 

 FORMCHECKBOX 


3.
Irregular heart beats or heart murmur …………….
 FORMCHECKBOX 

 FORMCHECKBOX 


4.
Rheumatic fever ……………………………………..
 FORMCHECKBOX 

 FORMCHECKBOX 


5.
Disease or abnormality of heart muscles, 



    nerves or vessels …………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 


6.
Stress test, electrocardiogram or echocardiogram
 FORMCHECKBOX 

 FORMCHECKBOX 

B.
TUMORS / CYSTS


1,
Cancer of any type, past or present ……………….
 FORMCHECKBOX 

 FORMCHECKBOX 


2.
Tumors or cysts ………………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

C. BLOOD AND URINE

1.
High or low blood pressure or hypertension……….
 FORMCHECKBOX 

 FORMCHECKBOX 


2.
Diabetes, high or low blood sugar ………………….
 FORMCHECKBOX 

 FORMCHECKBOX 


3.
Disorder of kidneys or bladder or kidney stones ….
 FORMCHECKBOX 

 FORMCHECKBOX 


4.
Venereal disease, syphilis, gonorrhea, genital warts



or genital herpes ……………………………………...
 FORMCHECKBOX 

 FORMCHECKBOX 


5.
Protein, blood or sugar in urine ……………………..
 FORMCHECKBOX 

 FORMCHECKBOX 


6.
Night sweats, persistent swollen glands or diarrhea.
 FORMCHECKBOX 

 FORMCHECKBOX 

D. PAIN OR DISCOMFORT

1.
Arthritis, bursitis or gout ……………………………..
 FORMCHECKBOX 

 FORMCHECKBOX 


2.
Recurrent back pain or slipped disk ………………..
 FORMCHECKBOX 

 FORMCHECKBOX 


3.
Disorder of the back, neck or spine ………………..
 FORMCHECKBOX 

 FORMCHECKBOX 


4.
Disorder of the muscles, bones or joints …………..
 FORMCHECKBOX 

 FORMCHECKBOX 


5.
Temporomandibular joint (TMJ) …………………….
 FORMCHECKBOX 

 FORMCHECKBOX 


6.
Recurrent abdominal pain …………………………..
 FORMCHECKBOX 

 FORMCHECKBOX 




Yes
No

E. OTHER

1.
Stroke, seizure disorder or epilepsy ……………….
 FORMCHECKBOX 

 FORMCHECKBOX 


2.
Migraine or persistent headaches ………………….
 FORMCHECKBOX 

 FORMCHECKBOX 


3.
Nervous or mental disorder …………………………
 FORMCHECKBOX 

 FORMCHECKBOX 


4.
Dizziness or paralysis ……………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 


5.
Asthma, emphysema, breathing or lung disorder ..
 FORMCHECKBOX 

 FORMCHECKBOX 


6.
Indigestion, ulcers or colitis …………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

III.
Has applicant ever had a disease or disorder of the:


A.
Brain or nervous system ………………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 


B.
Eyes, ears, nose or throat ………………………………..
 FORMCHECKBOX 

 FORMCHECKBOX 


C.
Skin or lymph nodes ………………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 


D.
Prostate, ovaries or uterus ……………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 


E.
Stomach, intestine, gallbladder or liver …………………
 FORMCHECKBOX 

 FORMCHECKBOX 


F.
Thyroid or any gland ………………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

IV.
Has applicant been diagnosed by a member of the medical


profession as having:


A.
Acquired immune Deficiency Syndrome (AIDS)_.........
 FORMCHECKBOX 

 FORMCHECKBOX 


B.
Aids Related Complex (ARC) …………………………..
 FORMCHECKBOX 

 FORMCHECKBOX 

V.
Has applicant sought or received advice in the past ten (10) 


years to limit use of alcohol or other chemicals or drugs?...
 FORMCHECKBOX 

 FORMCHECKBOX 

VI.
Does applicant take any prescribed medications? …………
 FORMCHECKBOX 

 FORMCHECKBOX 


List medications _______________________________

VII.
Has applicant in the past five (5) years:


A.
Scheduled or undergone any surgery ………………….
 FORMCHECKBOX 

 FORMCHECKBOX 


B.
Been treated or evaluated in a hospital or 



medical facility ……………………………………………
 FORMCHECKBOX 

 FORMCHECKBOX 

C. Sustained illness requiring medical care or 


hospitalization …………………………………………….
 FORMCHECKBOX 

 FORMCHECKBOX 

VIII.
Has applicant used tobacco in the past twelve months? ….
 FORMCHECKBOX 

 FORMCHECKBOX 

	NATURE OF AILMENT OR CONDITION

(Use Back if Necessary)
	DURATION DATE

(From-To)
	TREATMENT
	NAME, ADDRESS, AND PHONE NUMBER

OF ATTENDING PHYSICIAN

	
	
	
	


The information provided on this form is true and complete to the best of my knowledge and will become part of the application and any coverage issued on it.  Any person who, with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement, is guilty of insurance fraud.

AUTHORIZATION FOR RELEASE AND RE-RELEASE OF MEDICAL INFORMATION

I hereby authorize any licensed physician, hospital, clinic or other medical or medically related licensed physician, hospital, clinic or other medical or medically related facility, insurance company, or other organization, person, or institution having records concerning my or my dependent children’s health to release to The EPIC Life Insurance Company or their legal representatives records pertaining to my or my dependent children’s health and health care.  I further authorize any licensed physician, hospital, clinic or other medical or medically related facility, insurance company, or other organization, person, or institution having records concerning any treatment, I or my dependent children may have had for drug or alcohol abuse or mental illness to release to The EPIC Life Insurance Company or their legal representatives drug, alcohol and/or psychiatric treatment records.  The release is made for the purpose of applying for insurance.  I also authorize The EPIC Life Insurance Company to release to the Medical Information bureau any of the above-named records for the purpose of reinsurance by a reinsurer of The EPIC Life Insurance Company.  This authorization for the release and re-release of information is effective for two (2) years from the date signed below.  A photocopy of this authorization will be as effective and valid as the original.
X ________________________________________________________________
____________________________________________________

    Signature of Applicant


Date Signed

PO Box 8430 – Madison, WI  53708-8430
Phone:  608-223-2100     Toll Free:  800-520-5750     Fax:  608-223-2159
ADDITIONAL MEDICAL INFORMATION
Please provide specific details for any question receiving a “Yes” response.  Detailed information will help expedite the processing of this application.
	NATURE OF AILMENT OR CONDITION

(Use Back if Necessary)
	DURATION DATE

(From-To)
	TREATMENT
	NAME, ADDRESS, AND PHONE NUMBER

OF ATTENDING PHYSICIAN

	
	
	
	


TERMS AND CONDITIONS

1.
The availability of any coverage to the Applicant and/or spouse is determined by the Group’s inclusion of that coverage in the Group’s plan of insurance.  The coverages, if so included, is provided by the following company.  Life and disability insurance, by The EPIC Life Insurance Company.  Such company shall hereinafter be referred to as “Insurer”.

2.
This Evidence of Insurability form is completed by the Applicant and/or spouse as a supplement to the applicant’s Individual Application For Group Insurance Coverage.  All statements and answers in this form are representations made by the applicant on behalf of himself/herself and the dependents, if any, named herein to induce the issuance of the contract(s) applied for.

3.
The Applicant and/or spouse on behalf of himself/herself and the dependents, if any, named herein, agree to cooperate in providing the Insurer with information needed to process this Evidence of Insurability form.  This might include signing a form for the release by hospitals, doctors and other health care providers of pertinent patient health care records to the Medical Information Bureau, the Insurer or their legal representative.
4.
The Applicant and/or spouse acknowledge receiving the Medical Information Bureau Notice and the Fair Credit Reporting Act Notice and authorizes the Insurer to obtain an investigative or other consumer report as described in the Fair Credit Notice.

5.
This Evidence of Insurability form, when approved, and any endorsement, amendment or rider hereto will be made part of the contract(s) applied for. 

6.
The Applicant, or an authorized representative of the Applicant, is entitled to receive a copy of the completed Evidence of Insurability Form.

FAIR CREDIT REPORTING ACT NOTICE
As part of the Insurer’s regular underwriting procedures, an investigative or other consumer report may be obtained through personal interviews with the applicant’s employer neighbors, friends or others with whom the Applicant is acquainted.  This inquiry will include information as to the Applicant’s character, general reputation, personal characteristics and mode of living.  As part of his/her application for insurance, the Applicant has authorized the Insurer or their legal representatives to obtain such a report, and he/she understands that he/she has the right to make written request within a reasonable period of time to the Insurers’ Underwriting Department to receive additional detailed information about the nature and scope of this investigation.  The applicant also understands that, upon written request, he/she will be informed whether such a report has actually been ordered, and if it has, the Applicant will be furnished the name and address of the consumer reporting agency to whom the request was made.  The consumer reporting agency may retain any such report.  The Insurer will respond within 30 days of request.  The Applicant may contact either the consumer reporting agency or Insurer and request in writing, a copy of any such report.  The Insurer will respond within 30 days of request.  The Applicant has the right to seek to correct any misinformation in the report.  The Insurer may disclose any such report to an affiliate for purpose of determining insurability. 
MEDICAL INFORMATION BUREAU NOTICE
Information you provide regarding your insurability will be treated as confidential except that The EPIC Life Insurance Company or its reinsurers may, however, make a brief report thereon to the Medical Information exchange on behalf of its members.  Upon request by another member insurance company to which you have applied for life or health insurance coverage or to which a claim is submitted, the M.I.B. will supply such company with the information it may have in its files.  Upon receipt of a request from you, the Bureau will arrange disclosure of any information it may have in your file.  (Medical information will be disclosed only to your attending physician.)  If you question the accuracy of information in the Bureau’s file, you may contact the Bureau and seek a correction in accordance with the procedures 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.
PO Box 8430 – Madison, WI  53708-8430

Phone:  608-223-2100     Toll Free:  800-520-5750     Fax:  608-223-2159
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