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STAMDARD IMSURAMNCE COMPANY

Medical History Statements

Getting Started

This site will guide you through the steps to complete and submit a Medical History Statement. This form
is required for your application to obtain new or enhanced insurance coverage with The Standard. The
Medical History Statement may be specific to your state of residence.

Completing the form will take approximately 15 minutes. ¥ou will need to have the following information
available before you begin:

» Types and amounts of caverage you are requesting

» Physician names and addresses

» Personal identification information (Social Security Number, Date of Birth, etc.)

» Group name and six-digit policy number

Once you have the required infarmation, select the "Get Started” button to begin the process.

Get Started

Copyright & 2006 StanCorp Financial Group Inc. All vights reserved.
Privacy Policy and Legal Motices.
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Initial Questions
0%
Completed
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Enter the applicant’s name.
First Mame Middle Initial Last Mame Suffix

Where is the applicant’s current residence?

® us. O Other

Enter the applicant’s address.

Street Address:

ity

State: Select a State w
Zip:

Enter the applicant’s home phone number. (10 digit)

Continue |

Copyright & 2006 StanCorp Financial Group, Inc. Al rights reserved.
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999, Submit Form
Completed

m Please review your Medical History Staterment.
m Print or save a copy of the application for your own records.

» Rememberta submit your form by clicking the "submit” buttan at the bottam of the page.
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.E’ Standard Insurance Company Medical History Statement
7_ Medical Underwaiting, 900 SW Fifth Avenue Peoatland OR 97204-1282
ﬁ DIRECTIONS FOR APPLYING FOR COVERAGE
13
o This form must be completed when Evidence OF Insurability is required. To apply for coverage (as a MemberEmployee, Spouse orl
Leaee Child), read the information Practices Nofice(s). Then complete all items, date, and sign as instructed. Please keep a copy for your
records.
MEMBER/EMPLOYEE INFORMATION
Mame of Group Group Mumber Check who is Applying (One per form)
ABC Co. 123456 [¥]MemberEmployee | |Spouse [ |Child
Member/Employee Name Birthdate (Mo/Dayv=ar) Date Hired (Me/Day/vear)
John Doe 10/41970 1/1/2000
Occupation Salary Social Security Number Member/Employes Identification
Tester 50000 123 — 45 — 6788
APPLICANT INFORMATION
Applicant's Mame (Person to be insured) Strest Address City State Zip
£ John Doe 123 Street Portland |oR |97000
E 0y |I:Iirrhr'1'1+r_~ 1T ¥ P o TR S Y | BEirthelaise o il e ity Klrirnsesr | iRl DPhRoano | 3
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Medical Underwnzting, 900 5W Fifth Avenne Portland OR 97204-1282
e
ﬁ DIRECTIONS FOR APPLYING FOR COVERAGE
L1x]
o This form must be completed when Evidence OF insurability is required. To apply for coverage (as a Member/Employee, Spouse orl
K Child), read the Information Practices Noficeis). Then complete all iftems, date, and sign as instructed. Flease keep a copy for your
records.
MEMBER/EMPLOYEE INFORMATION
Mame of Group Group Mumber Check who is Applying iOne per form)
ABC Co. 123456 [¥]MemberEmployee [ |Spouse [ |Child
Member/Employee Name Birthdate (Mo/Dayvear) Date Hired (Mo/Day/vear)
John Doe 10741970 1/1/2000
Occupation Salary Social Secunty Number Member/Employes Identification
Tester 50000 123 — 45 — G788
APPLICANT INFORMATION
Applicant's Name {Person to be insured) Street Address City Siate Zip
£ John Doe 123 Street Portland |OR |97000
= Sex Birthdate (Mo/Day/v=ar) | Birthplace Social Security Mumber Work Fhone ( )
£ X]m[_1F | 10/411970 OR 123 — 45 — 6788 Home Phone (222 ) 3334444
=y
f'/ APPLICATION INFORMATION
o Type of Application {check one) [ initial (%] Increase in coverage [ Late Application
= \ .,
o Check the insurance coverage you are requesting.
5 (] short Term Disability
- L] Long Term Disahility * =
Current Amount In Foree, if any Additional Amount Reguested Total Amount Requested
Life 100000 . _
R Cument Amount In Force. if any Sdditional &mount Reguested oial Amount Regussted i
| = 1ofs 2 | L | = | m

By clicking the "Submit" buttan | acknowledge that | have reviewed the PDF and that the cantent in the form accurately reflects the information |
have entered.

To return to the questions and modify one or more answers click on the "Make Changes" button.

Subrmit | hake Changes

Copyright & 2006 StanCorp Financial Group, Inc. Al rights reserved.
Privacy Policy and Legal Motices .
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4 Application Confirmation

We have received your Medical History Statement.

Reminder, do not send us a hard copy of the Medical History Statement, this may lead to delays in
processing your application.
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