
                           MEDICAL QUESTIONNAIRE 
 

                                                 Please complete and sign where applicable. 
 

 
Important – Please Print 

This form cannot be considered current unless we receive it within 30 days of completion.  The information will be considered current for no 
longer than 90 days after completion.  All questions must be answered completely by the employee, and the form must be dated and 
signed.  When the form has been completed, please return it to your employer. 
After we receive the completed form, it will be sent for evaluation by underwriting.  No insurance will go into effect until you have been 
notified of your group’s acceptance by CIGNA Healthcare of North Carolina, Inc..  
 

GENERAL INFORMATION 
Employee Name Social Security Number Date of Birth 

Employee Address                Street                                 City                                      State                                           Zip Code 

Employer Name 

 
WAIVER 

I waive health coverage because: 
        � Have other group health coverage                   � Other reason(s), explain_____________________________ 
For    � Myself (no eligible dependents)                          � Myself and my dependents            � My dependents         
 
I have declined coverage of my own free will without inducement or pressure by my employer, the agent or health insurer.  I understand 
that if I and/or my dependents waive coverage and desire to participate in the plan at a later date, we will be subject to medical 
underwriting as a late enrollee. 
 
If you have waived coverage please sign here_________________________________________Date__________________________ 

If you have waived coverage do not complete the rest of this form.            

MEDICAL HISTORY 
Indicate below if you or any of the proposed insureds currently has, or has ever had any of the listed symptoms/diseases (treated or not) 

 

       Yes   No 
1.   � �  High blood pressure, pain or pressure in chest, 

shortness of breath, irregular heart beats, heart 
murmur or other disease of the heart? 

2.  � � Stroke, paralysis, epilepsy, chronic or severe 
headaches or any disease of the brain or 
nervous system? 

3.  � � Pleurisy, asthma, allergies, tuberculosis, spitting 
of blood; chronic cough or any disease of the 
throat or lungs? 

4.   � � Chronic indigestion, gastric or duodean ulcer, 
diabetes, jaundice, chronic diarrhea, gall stones 
or any disease of the liver? 

5.   � �  Kidney stones or any disease of the kidneys or 
bladder? 

6.   � � Enlarged glands, goiter, cancer or any tumor, 
gout, arthritis or rheumatism; any disease or 
disorder of the skin, bones or joints; any defect of 
hearing or eyesight? 

7.  � �  Disease or disorder of the female/male 
reproductive organs; breast disease or disorder, 
uterine menstrual disorder or prostate disorder? 

8.  � �  A current pregnancy?  (indicate expected due 
date ______________) 

 
9.   � � Organ transplant? 
 
10. � � Surgical operation performed or been advised to 

have surgery performed? 

 

         Yes   No 
11. � �  Confinement in a hospital, sanitarium or other  
                           medical facility for treatment, observation or        
                           diagnosis? 
12.   � �    Disorders of the immune system, including 

disorders of gammaglobulin synthesis 
(hypogrammaglobulinernia), white blood cell 
production or maturation, immunedeficiency 
disorders (both congenital and acauired), 
Human Immunodeficiency Virus (HIV) positivity, 
or Acquired Immune Deficiency Syndrome 
(AIDS) or (AIDS) Related Complex? 

13.   � �    Been counseled, consulted or treated for        
alcoholism or drug habit? 

14.   � �    Are you currently using a controlled or 
prohibited substance? 

15.   � �    Mental, emotional, adjustment reactions or other 
nervous disorder? 

16.   � �    Psychiatric advice, examination, consultation or 
treatment during past 5 years not mentioned 
above. 

17.   � �    Unexplained weight loss/gain during the past    
year?  

18.   � �    Does any member of your family smoke? (list 
who and how many packs per day on reverse of 
this sheet) 

19.   � �   Take over-the-counter or prescription medicine? 
20.   � �    Illness, injury, birth defect, congenital defect, 

disease or disorder not mentioned in questions 
1 through 19? 

       Give details to “yes” answers indicated on the reverse side of the application.



 

DETAILS TO “YES” ANSWERS INDICATED ON THE REVERSE SIDE 
Q# Name Disorder or Condition, 

Previous Treatment 
Onset
Date 

Duration Current Status, 
Treatment and 
Medication 

Physician’s Name, Address 
and Telephone Number 

       

       

       

       

       

       

       

       

       

       

       

       

STATEMENT OF AFFIRMATION AND AUTHORIZATION TO OBTAIN  
AND DISCLOSE INFORMATION 

 
I hereby represent and agree that all the answers and statements above are full, complete and true, to the best of my 
knowledge and belief and understand that the said answers and statements form the basis upon which insurance will be 
made effective.  I understand that omissions, misrepresentations or misstatements about medical history could result in 
the denial of an otherwise valid claim and voiding or reformation of insurance. 
 
I agree that coverage shall not take effect unless, on the effective date, the health of myself, my spouse and my eligible 
dependents is the same as described above. 
 

AUTHORIZATION 
I authorize any licensed physician, medical practitioner, hospital, clinic or other medically related facility, insurance 
company, other organization, institution or person that has any records or knowledge of me, my health, or any member 
of my family to release to CIGNA HealthCare of North Carolina, Inc. any such information.  A photographic copy of this 
authorization shall be as valid as the original and shall be valid for thirty (30) days from the date of execution. 
 
Applicant’s Signature__________________________________________________Date_______________________ 
 
 
 


