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Social Relationship Birth Date Full-time Anticipated School
Full Name Security No. to Applicant Sex mo/day/yr Student? Graduation Date Name

M  F q Yes q No

M  F q Yes q No

M  F q Yes q No

M  F q Yes q No

M  F q Yes q No

M  F q Yes q No

1) Policy Term (check one): 2) Deductible Amount (check one): 3)Amount paid with application 
$ _______________________________

q 30 days   q 60 days   q 90 days q $300    q $500    q $1,000 (Full payment must be submitted or policy will not be issued.)

4) Requested Effective Date (mo/day/yr): ___________________________________________ (Medica will notify you as to the effective date. The effective

date is the day we receive the application in our office, or the requested effective date, whichever is later provided the effective date is no more than 60 days

beyond the signature date.)

1) Applicant’s Name (Last, First, Middle) 2) Applicant’s Birth Date 3) Sex 4) Marital Status

5) Applicant’s Home Address – Street City State ZIP County

6) Applicant’s Social Security Number 7) Home Telephone No. 8) Work/Cellular Telephone No.

PLEASE TYPE or PRINT CLEARLY 
AND PRESS FIRMLY.

WHITE–Medica        WHITE–Medica        YELLOW–Broker      PINK–Applicant

Medica Direct Short-TermSM for Individuals APPLICATION FORM

9) Reason for Application (complete one):

q I am a new applicant.

q I am reapplying for Medica Direct Short-Term for Individuals coverage. 

I am currently covered under I.D. number  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

10) Have you or any family members included in this application been covered by short-term coverage by any health carrier within 

the past 555 days?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . q Yes q No

If “Yes,” how many days were you or your family members covered by short-term coverage?  . . . . . . . . . . . . . . . . . . . . . . . ________ days

A. APPLICANT INFORMATION

B. DEPENDENT INFORMATION

C. BENEFIT SELECTION AND PAYMENT

1) List each family member for whom application is being made. (Attach additional sheets if needed.)

D. ELIGIBILITY QUESTIONS
1) Will any person to be insured have other health care insurance coverage in force during the period for which coverage

is requested?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . q Yes q No

2) Has any person applying for coverage ever been declined for insurance by any health carrier?  . . . . . . . . . . . . . . . . . . . . . . q Yes q No

3) Is any person applying for coverage currently pregnant?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . q Yes q No

4) Does any person applying for coverage anticipate the addition of dependents through birth or adoption?  . . . . . . . . . . . . . q Yes q No

5) Is any person applying for coverage currently confined to or in any health care facility?  . . . . . . . . . . . . . . . . . . . . . . . . . . . q Yes q No

6) Is any person applying for coverage been a resident and citizen of the United States for less than two years?  . . . . . . . . . . . q Yes q No

7) Does any person applying for coverage plan to reside outside of Minnesota for the duration of coverage?  . . . . . . . . . . . . . q Yes q No

8) Within the past 10 years, has any person applying for coverage ever had any diagnosis of, received treatment for, or

consulted with a medical provider concerning any heart disorders, kidney disorders, liver disorders, lung disorders, stroke, 

cancer, diabetes, alcoholism or abuse, or chemical dependency or abuse?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . q Yes q No

9) Within the past 10 years, has any person applying for coverage had any diagnosis of or received treatment for any immune 

deficiency disorder by a medical provider (see exception described in Section E)?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . q Yes q No

IF YOU ANSWER “YES” TO ANY OF THE ABOVE QUESTIONS, THE POLICY CANNOT BE ISSUED.

– (          ) (          )–

q Male
q Female

q Single q Married
q Widowed q Divorced q Separated
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F. AGENTS
Application was completed by q applicant q agent. I certify that I have reviewed this application. If this application was completed by agent,

agent certifies that he/she personally completed this application, that each question was asked separately, that the answers recorded in this 

application are complete and accurate as given.

X (         )

Agent’s Signature Print Agent’s Name & Number Agent’s Phone Number Date

E. AUTHORIZATION & REPRESENTATION– Read this section, date and sign the application.

TO BE SIGNED BY APPLICANT:

I have reviewed the above statements/questions and the corresponding answers and declare them to be true and complete. I understand that this application
form and any amendments will be the basis for my policy with Medica. The policy, if approved, will be based upon the information supplied in Section C.

On behalf of myself and anyone enrolled on or added to this application (“Us”), I authorize any hospital, clinic, institution, physician, insurance company,
or other person to give Medica or any of its designees any and all records or information pertaining to medical history or services rendered to Us. I understand
that this information will be used for risk rating, enrollment or eligibility for benefits. For purposes of facilitating enrollment, this authorization permits
Medica to obtain information about Us for 26 months from the date of signature. I understand that in certain circumstances Medica may disclose the
information collected to third parties without authorization and that the individuals enrolled on or added to this application have the right to see and correct
their personal information in accordance with applicable law. I understand that I have the right to review Medica’s Privacy Notice before signing this form
and to request a copy at any time. I also authorize on behalf of Us the use of a Social Security Number for the purpose of identification. The information
provided on this application is accurate and complete. I understand and agree that any omissions or incorrect statements knowingly made by Us on this
application may invalidate my or my dependent’s coverage. I understand that I may revoke this authorization by notifying Medica in writing. If I revoke the
authorization, it will not affect any actions already taken by Medica prior to Medica’s receipt of the revocation. If I refuse to sign this authorization, it will
affect my and my dependent’s eligibility and enrollment for benefits. Information used or disclosed pursuant to this authorization will remain subject to
Medica’s privacy standards.

I understand that I am not required to disclose the results of a test to determine the presence of the human immunodeficiency virus (HIV) antibody performed
on a criminal sex offender or a crime victim who was exposed to or had contact with an offender’s bodily fluids during commission of a crime that was
reported to law enforcement. Additionally, I am not required to disclose the results of a test to determine the presence of a bloodborne pathogen performed
on the following individuals when a significant exposure may have occurred: (1) an emergency medical services person or source individual at a hospital or
freestanding emergency medical care facility; or (2) a corrections employee or source inmate at a correctional facility; or (3) an employee of a secure treatment
facility or source patient at a secure treatment facility.

The term “emergency medical services persons” includes (1) individuals employed or receiving compensation to provide out-of-hospital emergency medical
services such as a firefighter, paramedic, emergency medical technician, licensed nurse, rescue squad person, or other individual who serves as an employee
or volunteer of an ambulance service as defined by Minnesota law or a member of an organized first responder squad that is formally recognized by a
political subdivision in the state, who provides out-of-hospital emergency medical services during the performance of the individual’s duties; (2) an individual
employed as a licensed peace officer under Minnesota law; (3) an individual employed as a crime laboratory worker while working outside the laboratory
and involved in a criminal investigation; (4) any individual who renders emergency care or assistance at the scene of an emergency or while an injured
person is being transported to receive medical care and who is acting as a good samaritan as described under Minnesota law; and (5) any individual who,
in the process of executing a citizen’s arrest as defined by Minnesota law, may have experienced a significant exposure to a source individual.

I declare that I understand coverage is limited. I understand that the Medica Direct Short-Term for Individuals policy does not cover preexisting conditions
for the entire term of the policy. A preexisting condition is any injury, illness, or condition for which the covered person had medical treatment, symptoms,
or any manifestations before the effective date of the policy.

G. FOR OFFICE USE ONLY
Date Received Group Number Term Date Check No.Effective Date Check Amount

A person who submits an application or files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

Signature of Primary Proposed Insured Date

Signature of Spouse or Other Insured

(If proposed to be insured)

Date Signature(s) of Other Dependents 18 or Over

(If proposed to be insured)

Date



Mail Route CP320
PO Box 9310, Minneapolis, MN 55440-9310

© 2005 Medica. Medica® is a registered service mark of Medica Health Plans. “Medica” refers to the 
family of health plan businesses that includes Medica Health Plans, Medica Health Plans of Wisconsin, 
Medica Insurance Company, and Medica Self-Insured.

Medica Direct for IndividualsSM is a service mark of Medica.
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Medica Privacy Notice

Medica takes its responsibility of protecting your personal information seriously. Where possible,
Medica de-identifies or encrypts personal information. We use and disclose personal information
only to the extent necessary to conduct treatment, payment and health care operations, or to comply
with legal, regulatory or accreditation requirements. 

Medica and its business associates obtain, maintain, use and share personal information to carry out
certain routine activities. Routine activities include: (i) treatment-related activities, such as referring
you to a doctor or other provider; (ii) payment-related activities, such as paying a claim for medical
services rendered; and (iii) health care operations, such as professional peer review.

The law also gives you rights to access, copy, and amend your personal information. You have the
right to request restrictions on certain uses and disclosures of your personal information. You also
have the right to obtain information about how and when your personal information has been used
and disclosed.

Medica’s full Privacy Notice is available upon request be calling 1-800-670-5935 or by going to
www.medica.com


