


Important Information About The Minnesota Insurance Fair Information Reporting Act
HealthPartners complies with the Minnesota Insurance Fair Information Reporting Act. This law gives you specific rights to receive notice that HealthPartners may be collecting 
personal information from third parties about you during the health underwriting process. It is a HealthPartners policy that we will not release personal information outside of our 
companies without the express written consent of the applicant or patient. For this reason, HealthPartners does not share personal information about individuals with insurance or 
health underwriting support organizations. You have the right to see the personal information we collect about you and there is a procedure to correct inaccurate personal information 
about you in our possession. You may contact the HealthPartners Individual Sales department by calling 952-883-5600 or 1-800-247-7015 for further information on your rights.

Conditions of Acceptance
I hereby apply for coverage on the basis of the statements and answers to the questions herein. I hereby declare all answers to be true and complete to 
the best of my knowledge and to accurately represent the health of those persons applying for coverage. I understand that these statements, answers and 
subsequent information I provide are the basis for my coverage and rate and are made a part of my HealthPartners individual plan contract. Furthermore, I 
understand that this enrollment form must be updated by me to include any condition or disease that may occur between the date of this enrollment 
form and the effective date of coverage. I understand that this enrollment form may be denied in whole or in part. I understand that any of the applicants 
may be denied. I may withdraw this enrollment form at any time during processing with written notification. I understand that if my enrollment form for new or 
additional coverage is accepted, the coverage will not be effective until after the premium is received and accepted by HealthPartners and I am notified of the 
effective date.

I understand that there is no coverage provided for maternity care within the first 18 months of coverage. Specific benefit information in the 
Summary of Benefits is provided in the application packet.

I authorize HealthPartners to obtain from health plans, providers of service and hospitals, the medical records (including mental and chemical health) relating 
to me and all other applicants that are necessary for: enrollment, claims processing, including claims HealthPartners makes for reimbursement or subrogation; 
quality of care assessment and improvement; accreditation, credentialing, case management, care coordination and utilization management, disease 
management, underwriting; premium rating, the evaluation of potential or actual claims against HealthPartners, auditing and legal services, and other health care 
operations. The information for which I authorize such release also may be collected from brokers or HealthPartners affiliates and business associates. I agree to 
execute a separate authorization, if required by a provider of service or hospital. A photocopy of this authorization shall be as valid as the original and remains in 
effect for 26 months from the signature date. HealthPartners may access and use information without further authorization if permitted or required by another law.

I also authorize HealthPartners to release information related to my HealthPartners enrollment (including information from my medical records) to my insurance 
broker, should I chose to name one.

I authorize HealthPartners to collect personal motor vehicle driving records for me and my dependents. I authorize disclosure of such information solely for the 
purpose of assisting with the underwriting of the enrollment form.

I authorize HealthPartners to release information related to my HealthPartners enrollment (including information from my medical records) to the lead applicant. 
This authorization is intended to cover the release of information described above related to each adult signing below, as well as their respective dependent 
children on whose behalf I have applied for HealthPartners individual coverage. An adult can only authorize the release of records for him or herself and minor 
children, not for a dependent spouse.

I understand that payment for the first month’s premium and payment information for subsequent premiums must be submitted with this enrollment form or the 
application will not be considered. If I am accepted for coverage under my selected plan, I understand my submitted payment will be processed and I will be 
automatically enrolled in that plan. I understand that if I elect the monthly billing option I must consent to the payment being automatically withdrawn from my 
bank account. If I enroll for an effective date on the 16th of the month, I understand that my first automatic withdrawal will be the equivalent of one and a half 
month’s premiums. I also have the options of bi-monthly, quarterly and semi-annual billing.

I understand that providing false information or omission of relevant information in this enrollment form may result in the denial of claims or 
rescission of coverage.

Please keep a copy of the completed enrollment form for your records. It will become a part of your contract if the enrollment is accepted. 

All adult enrollees and the parent/legal guardian of all minor enrollees must sign here including dependent children age 18 and 
older. Please note that an adult can only authorize the release of records for him or herself and minor children and not for a 
dependent spouse.  

Enrollee signature(s)		

X_____________________________________________________________________________________Date______________________
   Lead applicant’s signature

X_____________________________________________________________________________________Date______________________
   Spouse’s signature, if applying for coverage

X_____________________________________________________________________________________Date______________________
   Dependent’s signature, if age 18 or older

X_____________________________________________________________________________________Date______________________
   Dependent’s signature, if age 18 or older

X_____________________________________________________________________________________Date______________________
   Guarantor/legal guardian signature, if any applicants are minors 

Broker’s name, if applicable. (Please print.)____________________________________________ Broker #__________ Date__________
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Individual Health Plans

Thank you for your application for a HealthPartners individual plan.

To complete the application process, please provide payment for the first month's premium.
This payment must be submitted before we can review your application. We will not process
the payment until you have been approved for the plan you selected.

If you have questions, or would prefer to pay over the phone, call HealthPartners Individual 
Sales at 952-883-5599 or 1-877-838-4949 between 8 a.m. and 6 p.m. Monday-Friday. 
You can also e-mail questions to individualsales@healthpartners.com.

Lead/Self Applicant Name

Application Number
(online applications only)

American 
� Visa � MasterCard � Express � Discover � Check

Card Number

            /

Payment Amount $

Signature

Billing Name 
(please print)

Billing Address
Street Address

City State ZIP

Phone Number (              )

Return this payment form by fax or mail

Fax: 952-853-8718

HealthPartners Individual Sales
P.O. Box 1309
MS21106D
Minneapolis, MN 55440-1309

Expiration Date

(Payment Voucher)
Initial Payment Form

Choose your method of first payment

Applicant information




