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Please see reverse side. 

Terms and Conditions 

I hereby apply for the coverage indicated on this application: 

I authorize: (I) payroll deduction(s) and remittance of any required contribution for my coverage to Medical Mutual, any affiliates or division of medical Mutual, and/or the sponsor of my group Health plan; 

(2) release of information, without limitation, from any medical/medically-related facility, prior health carrier, the Medical Information Bureau (MIB), government agency or person

to Medical Mutual and/or any affiliates or division of Medical Mutual: (a) to evaluate this Application; (b) to adjudicate claims submitted on behalf of me or my dependents; ( c) for utilization review

programs to monitor health services or quality improvement activities; and/or credentialing purposes. I authorize Medical Mutual and/or the sponsor of my group health plan to provide a photocopy

of this release to any physician or medical institution to obtain records for the purposes stated above. This authorization will be valid for a period of two and one-half years for the purpose of collecting

information regarding this Application.

My dependents and I understand and agree that any information obtained will not be release by Medical Mutual to any person or organization, except to reinsuring companies, the MIB, or other persons 

or organizations performing health care operations or business or legal services in connection with any Application, claim, or as may be otherwise lawfully required, or as we may further authorize. If a 

Consumer Reporting Agency is used, I (we) may request to be interviewed in connection with the preparation of the report. Once personal and health information is disclosed pursuant to this 

authorization, it may be re-disclosed by the recipient, and the information may not be protected by federal and state privacy requirements. A copy of this authorization request is available to me or my legal 

representative upon written request. A photographic copy of this authorization shall be as valid as the original. This authorization shall be valid for a period of two and one-half years. I have the right to 

revoke this authorization at any time. My revocation must be in writing. The revocation will not apply to information that has already been released in response to this authorization. The revocation 

may adversely affect my Application or a pending insurance action. 

I understand and acknowledge that this authorization extends to all medical records, including records that may contain information regarding treatment for physical and mental illness, alcohol/drug abuse 

and/or HIV-AIDS test results or diagnosis. I expressly consent to the release of such information. 

Signature 
I have read all of the statements contained in this Application and declare by signing this Application that I am an active, eligible, compensated, benefit-eligible employee ofHESE and that the 
information I have provided is true and complete to the best of my knowledge. 

Employee Signature ________________________ _ Date signed ----------

Note: Any person who, with intent to defraud or knowing that he 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. (Ohio Revised Code Section 3999.21) 

REQUIRED DOCUMENTATION: 
FOR SPOUSE: 

Copy of marriage certificate; and 
Copy of either (I) front page of federal tax return (2) recent 
household document (recurring monthly bill, bank statement; 
and Completed Working Spouse Certificate Form (if applicable) 

FOR CHILDREN(Up to age 26 and disabled children) 

Copy of child's birth certificate/hospital birth record or adoption certificate, or court 
order For stepchildren only, the above documentation for a spouse 

Rev 9/28/21

G. MEDICAL PLANS:  Please select the Plan you want  (Put an X beside your choice.

$500 Deductible Plan      $750 Deductible Plan

Premium Savings Plan Minimum Value Plan
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