
I-HMO APP 01/01/09

Authorization to Disclose Health Information to  
SelectHealth for Pre-Enrollment Underwriting Purposes

Notice: By signing this form, you give SelectHealth the right to gather medical information about you and your dependents for whom you 
have legal authority to sign (e.g., a minor child). SelectHealth typically gathers both paper and electronic records. This information helps 
SelectHealth make an educated decision about insuring you and your dependents.

i. Authorization

I authorize any health plan and any healthcare provider (including any pharmacy) to disclose medical information about 
me to SelectHealth for purposes of determining my eligibility for health insurance coverage as requested in the application 
dated . The medical information I authorize to be disclosed includes any medical information related to my 
insurability, except for any genetic test results about me or a blood relative of mine.*

*Utah law prohibits insurers from using genetic results for underwriting purposes.

ii. Information for Applicant and Dependents

I understand the following information:
I may refuse to sign this authorization, or I may revoke it if I have not been enrolled in SelectHealth by sending my written request to 1.	
SelectHealth; however, if I do so SelectHealth may refuse to enroll me;

A healthcare provider may not condition my treatment on signing this authorization;2.	

Another health plan may not condition payment, enrollment, or eligibility for benefits on my signing this authorization;3.	

I understand that the information that SelectHealth receives because of this authorization may be redisclosed and no longer 4.	
protected by federal or state regulation. Items 5 and 6 of this section limit the potential for redisclosure of my information.

If SelectHealth does not enroll me, it may not use or disclose the information it receives because of this authorization for any 5.	
purpose other than underwriting, except as may be required by law (if SelectHealth denies insurance coverage because of an 
individual’s health condition, Utah law requires SelectHealth to tell the applicant specifically what this health condition is);

If SelectHealth does enroll me, it will only use information disclosed under this authorization for purposes described in its notice of 6.	
privacy practices; and

Unless revoked, this authorization will remain in effect for underwriting purposes until 60 calendar days from the date SelectHealth 7.	
has approved or rejected my application.

*A representative must have legal authority to sign (e.g., a parent/guardian for a minor child). Generally, a spouse and children older than age 18 must sign for themselves.

iii. IDENTIFYING INFORMATION/Signatures FOR THE APPLICANT AND DEPENDENTS

Applicant Date of Birth Applicant signature Date Signed

Spouse Date of Birth Spouse signature or representative with legal authority* Date Signed

Child Date of Birth Child signature or representative with legal authority* Date Signed

Child Date of Birth Child signature or representative with legal authority* Date Signed

Child Date of Birth Child signature or representative with legal authority* Date Signed

Child Date of Birth Child signature or representative with legal authority* Date Signed

Child Date of Birth Child signature or representative with legal authority* Date Signed

Child Date of Birth Child signature or representative with legal authority* Date Signed

Child Date of Birth Child signature or representative with legal authority* Date Signed

Child Date of Birth Child signature or representative with legal authority* Date Signed
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Applicant’s Name  Applicant’s Social Security# OR Birthdate 

Payment Option	           q Preauthorized Banking Withdrawal	                 q Online Billing and Payment	

(See Payment Selection Form, p. 3)

a. Medical PLAN INFORMATION

Select one from each of the following: Network, Plan Option, and associated Benefit Section.

Select one plan option and complete 
associated benefit section below.Plan Option	 q HMO/Plus Plan	 q HealthSaveSM 

Network	 q 	 q 	 q Select one network.

For HMO/Plus Plan option, complete this section. For HealthSave option, complete this section.

HMO/PLUS Benefit Section HealthSave BENEFIT SECTION

Benefit and Deductible	
Select one benefit level (Base, Mid, or High) and one 
deductible

Base-Level Plan ❏❏

Deductible applies to all services first

$250 Medical Deductible ($100 Rx Ded)❏❏

$500 Medical Deductible ($200 Rx Ded)❏❏

$1,000 Medical Deductible ($400 Rx Ded)❏❏

$2,500 Medical Deductible ($1,000 Rx Ded)❏❏

$5,000 Medical Deductible ($2,000 Rx Ded)❏❏

Mid-Level Plan ❏❏

No deductible for office visits with deductible for Rx

$250 Medical Deductible ($100 Rx Ded)❏❏

$500 Medical Deductible ($200 Rx Ded)❏❏

High-Level Plan ❏❏

No deductible for office visits, no deductible for Rx

$250 Medical Deductible ❏❏

$500 Medical Deductible❏❏

$1,000 Medical Deductible❏❏

coinsurance/copay	
Select one coinsurance/copay amount

70%/30%—$25/$35❏❏

80%/20%—$15/$25❏❏

Deductible	
Select one deductible either under Single or Family (Deductible applies to all 
services except preventive care)

Single (One person)❏❏

$1,500 Deductible (20% coinsurance after deductible with a 	❏❏

$5,000 out-of-pocket maximum including deductible)

$2,500 Deductible (20% coinsurance after deductible with a 	❏❏

$3,500 out-of-pocket maximum including deductible)

$2,700 Deductible (20% coinsurance after deductible with a 	❏❏

$5,000 out-of-pocket maximum including deductible)

$5,000 Deductible (Covered 100% after deductible)❏❏

Family (Two or more)❏❏

$3,000 Deductible (20% coinsurance after deductible with a	❏❏

$10,000 out-of-pocket maximum including deductible)

$5,000 Deductible (20% coinsurance after deductible with a	❏❏

$7,000 out-of-pocket maximum including deductible)

$5,400 Deductible (20% coinsurance after deductible with a	❏❏

$10,000 out-of-pocket maximum including deductible)

$10,000 Deductible (Covered 100% after deductible)❏❏

SelectHealth has made a concerted effort to design the HealthSave coverage 

in compliance with the requirements for a High Deducible Health Plan (HDHP) 

under federal law (Section 223 of the Internal Revenue Code). However, 

SelectHealth makes no representations or warranties about the legal adequacy 

of this coverage as an HSA-compatible plan. SelectHealth is not responsible 

for any issues relating to your use of the coverage in conjunction with an HSA 

including, without limitation, your compliance with the requirements of the 

Internal Revenue Code.

health savings account vendor
SelectHealth’s preferred HSA vendor is HealthEquity®. An HSA will be established 

for you with HealthEquity if you choose this option (see check box below). An 

administrative fee is included in your premium amount, regardless of whether 

you choose to use the preferred HSA vendor. As with most HSA vendors, a 

nominal fee will also be charged if you choose to terminate the account once it 

has been established.

I choose to open an HSA account with HealthEquity.❏❏

I will use another HSA administrator or not open an HSA at this time.❏❏

(internal use only)
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Do you have any family members who are 1.	 not applying for coverage? If yes, complete (a) below   q  Yes     	 q  No

a) List the reason(s) why any family members are not applying for coverage, and describe their health status and where they are 	
currently covered.

	

If you are 2.	 applying for one-person coverage and have a spouse and/or dependent(s) not included on page 1 of the Individual Universal Application, 

it is considered a waiver of dependent coverage. Any future dependents (newborn/adopted or otherwise) will not be guaranteed coverage on this 

plan. To add them to your policy, you will need to submit an application which will require underwriting approval for a future effective date. 

Please initial here to indicate you understand the waiver of dependent coverage policy. ____________________ 

	 Applicant Initials

b. waiver of dependent coverage

c. selectHealth Dental benefit section

Add Individual/Family Dental Coverage		  q  Yes     		 q  No
Applicant(s) must be approved for and enrolled on a SelectHealth individual medical plan to qualify for dental coverage. When selected, dental 

coverage will be added to all family members on the individual medical plan.

Annual Maximum Benefit (select one)		  q  $750	 		  q  $1,000    		  q  $1,500

Individual/Family Deductible	 	 	 	      $50/$150	 	      $50/$150	 	      $50/$150

Participating Preventive Coverage	 	      	      100%	 	 	      100%	 	 	      90%

Participating Basic Dental Coverage	 	      80% after deductible	      80% after deductible	      70% after deductible

Participating Major Dental Coverage	 	      50% after deductible	      50% after deductible	      50% after deductible

Orthodontia	 	 	 	      Not covered	 	      Not covered	 	      Not covered

Have you recently been insured by another dental carrier?	 q  Yes     		 q  No

If so, please provide the name of the dental insurance carrier.
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B. Preauthorized Banking Withdrawal

If you select this method of payment for your monthly premium, your payment will automatically be deducted from your checking/
savings account each month. Please complete the information below.

I (we) authorize SelectHealth to initiate debit entries to my (our)  q Checking Account    q Savings Account

Account Holder’s Name  Account# 

Financial Institution  Routing & Transit# 

I (we) understand that debit entries will be submitted to my (our) account on or about the tenth of each month, regardless of the policy 
effective date. I (we) understand that a $25.00 service charge will be assessed if the premium amount cannot be deducted from my 
(our) account for any reason.

Account Holder’s Signature  Date 

Check# Routing & Transit# Account#

PreAuthorized Banking Withdrawal

Attach a Voided Check Here

Do not use a checking deposit slip for checking withdrawal.
Checking deposit slips do not always contain the necessary routing and transit information.

If you have selected the Online Billing and Payment option, complete and sign the agreement below. You will receive your monthly statement 
by e-mail. This e-mail will link you to a Web site where you can make your monthly payment by electronic check or by credit card.

This method of payment requires that you submit the first month’s premium using a check or credit card with your application. 
Premium payments are due on the first day of each month.	
	
Credit/Debit Card (for first month’s premium only) 
Select Card Type 

q Visa          q MasterCard®          q Discover®          q American Express® 

Card#  Expiration Date   

Name on Card  Billing ZIP  

Card Holder’s Signature  

 
Applicant’s Signature  Applicant’s Ph#( )

E-mail Address  Applicant’s Date of Birth 

C. Online Billing and Payment

A. Payment Selection

Please select one of the two available methods of payment for your monthly premium. Your employer cannot pay any portion of your premium, 
either directly or through reimbursement. Submit only personal account information.

q Preauthorized Banking Withdrawal q Online Billing and Payment

(Complete section B) (Complete Section C. You must include a 
check for the first month’s premium.)

Individual Plans Payment Selection Form

Applicant’s Name  Applicant’s Social Security OR Subscriber ID# 
(internal use only)
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Application Checkoff List

Complete and sign the Utah Individual  
Health Insurance Application Form and  
Authorization to Disclose Health  
Information Form

Read Section I — Acknowledgement

Complete and sign Individual Plans  
Supplement Form

Sign the Payment Selection Form

Include the first month’s premium  
(applies to the Online Billing and 

Payment option)

Attach a voided check for Preauthorized 
Banking Withdrawal

BEFORE YOU SUBMIT YOUR APPLICATION  
FORMs, DID YOU REMEMBER TO...

4646 West Lake Park Boulevard

Salt Lake City, UT 84120-8212

801-442-5038/800-538-5038

www.selecthealth.org




