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�� Washington law allows private health carriers to require a person applying for an individual policy 
to complete the attached Standard Health Questionnaire and requires persons applying for 
nonsubsidized enrollment in the Basic Health Plan to complete the questionnaire if they do not 
qualify for an exemption.  For purposes of this questionnaire subsequent references to “health 
carrier” include the Health Care Authority when administering the nonsubsidized Basic Health Plan.

�� Under some circumstances you may be exempt from taking the questionnaire. (See page 2.) 

�� The Standard Health Questionnaire was created by the Washington State Health Insurance Pool 
(WSHIP).  It is the only health screening allowed by law for health carriers to use if they wish to 
screen for health conditions as a part of their determination of eligibility of people who apply for 
private, individual medical coverage. 

�� Those rejected for medical coverage due to their score on the Standard Health Questionnaire 
are eligible for WSHIP coverage.  WSHIP was created by the Washington State Legislature to 
provide health coverage to those rejected for individual medical coverage or to those unable to 
obtain comprehensive coverage on either an individual or group basis. 

�� Health carriers may use the Standard Health Questionnaire as a health screening tool for products 
such as stand-alone prescription drug plans, disability income replacement or life insurance policies 
sold by the health carrier.  Use of the Standard Health Questionnaire for these kinds of products does 
not guarantee the right to coverage with the Washington State Health Insurance Pool if an applicant 
is denied coverage for one of these products. 

�� The Standard Health Questionnaire is available from private health carriers on paper as a part of 
their application packet or electronically for those applying for coverage on-line.

�
�""��"���/  If you are currently eligible for Medicare, or will be on the requested effective date of coverage 
for which you are applying, you are not eligible for private individual or family health coverage; and you 
should not fill out this questionnaire. Medicare is a federally sponsored program for individuals age 65 or 
older, or who have end-stage renal disease, or are disabled as defined by Social Security.  Medicare and 
Medicaid are different.  Medicaid is a state-sponsored program for individuals and families who qualify 
based on income and other criteria.�

�����	��-�������0���� �"1�������"��������2�
�� Contact the health carrier that you are submitting your application to; or 

�� Contact your insurance agent; or if you do not have an agent, use the WSHIP Agent Directory to locate an 
agent who is knowledgeable about the questionnaire.  Request a copy of the Agent list from the health carrier 
to whom you are applying, or go to www.wship.org
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Answer the following questions before you fill out the questionnaire to determine if you meet one of these 
exemptions. 
If you do not know the answer to a question, do not fill out this questionnaire.��Please contact your agent or health 
carrier to whom you are applying for further instructions.��!
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If you answer “Yes” to any of the following questions, do not complete the health questionnaire.  !
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If you answer “No” to all of the following questions, this page must be completed along with Parts 2 and 3 of the 
questionnaire7��Submit the completed questionnaire to the health carrier with your application.�
�*� ����+���������%)�+��������� �2�
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�� carrier to another, or change 

�� company your application for coverage for a 90 day 
period from the date you sign it.  If you wait more than 90 days to submit your application, you may 

ire.

	� �
�� ystem designed by WSHIP to score your questionnaire. 

�� Questions about the scoring of your questionnaire must be directed to the health carrier you are 

�� If you are applying for family coverage, a separate questionnaire must be completed for each 
family member.

Do not send medical records with this questionnaire.  If you are rejected for coverage and appeal 
the rejection, the health carrier may request further medical information which you may choose to 
provide if you believe it will assist the carrier in correctly scoring your questionnaire. 

If you have had health coverage from the health carrier to whom you are now applying for individual 
coverage, as part of reviewing your questionnaire the health carrier may also review the medical 
information in its files dating from your prior coverage with the health carrier.

Any time you apply for individual coverage, change from one health 
plans with your current health carrier, a current health questionnaire may be required unless you are 
exempt from taking the questionnaire (see exemptions list page 2).  

Your signed questionnaire will be valid to ac

have to complete a new health questionna

0 .��������"�������������#�����
The health carrier uses a standard scoring s

�� The scoring system document can be obtained from your health carrier or agent, or viewed and printed 
from WSHIP’s website, www.wship.org.  

applying with, or your insurance agent, but not to WSHIP.

���.��
��

lth carrier received your completed application and 
t fully 

��

gible for WSHIP you must apply for coverage within 90 
days of the date you receive your notice of rejection from the health carrier.

�� You may request an appeal of your score. 
�

������������������ ��!�#��������.�����#����
If the health carrier rejects your application because of your score you must be sent a rejection 
notice within 15 business days after the hea
health questionnaire.  To be “complete” this questionnaire must be signed and dated. You mus
and completely answer every question. 

The health carrier will mail you information about coverage available through WSHIP.  Your 
insurance agent can also provide this information to you, or you can contact WSHIP toll-free at 1-800-
877-5187, or at www.wship.org. To be eli
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You may request a review of your score if you think the health carrier did not score your questionnaire 
correctly or did not respond within the required time frame.   

�� To request a review of your score, contact the health carrier directly in writing within 45 days of 
receipt of your rejection notice.  Do not contact WSHIP to appeal your score. 

�� You may apply for coverage with WSHIP during the time that your appeal is under review. 
(Contact WSHIP at 1-800-877-5187 for assistance.) 

	�0�����--����.�����#���������	�5
�� If the health carrier does not complete its review of your appeal within 30 calendar days of their 

receipt of your appeal request, or if you have exhausted your appeal rights with the health carrier, you 
may request a review from WSHIP.   

�� WSHIP’s review is limited to whether the health carrier correctly applied the scoring system for the 
questionnaire and whether the health carrier’s notice of rejection for coverage was provided or 
postmarked within 15 business days of the health carrier’s receipt of your completed application. 

�� Send your written request for review to WSHIP along with: 

1.� A copy of your completed health questionnaire;
2.� The health carrier’s score of your questionnaire; 
3.� A copy of your written appeal request to the health carrier; and 
4.� A copy of the health carrier’s written denial of your appeal, if applicable. 

�� Mail to:  Appeals, WSHIP, P.O. Box 1090, Great Bend, KS 67530.  For assistance call WSHIP toll-
free at 1-800-877-5187. 

�� Within five business days of receipt of your request, WSHIP will respond to you confirming receipt of 
your request, the date it was received, the nature of the complaint and the resolution requested. 

�� WSHIP will investigate your appeal and make its decision within 30 days of receipt of the complete 
information needed to respond to the appeal. WSHIP will notify you and the health carrier of its 
decision.  If you do not agree with the results of this appeal, you may appeal to the WSHIP Grievance 
Committee. 

�� Contact WSHIP if you wish to enroll with WSHIP during your appeal review period.
�
�

.����5����#+��� 1"�
By completing this form, you are giving your medical information to the health carrier.  Under Washington 
State RCW 48.43.021, except as otherwise required by statute or rule, a health carrier and the Washington 
State Health Insurance Pool (WSHIP), and persons acting at the direction of or on behalf of a health carrier or 
WSHIP, shall not disclose an applicant’s personally identifiable health information unless such disclosure is 
explicitly authorized in writing by the person who is the subject of the information.  Each health carrier issues 
its own “consumer privacy statement” and maintains its own privacy policies. 
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�*� Fill in your name and other information in the box below. 

�*� Read the definitions (next page) to help you understand the questions. 

�*� In each section, answer the YES/NO question in the box at the top of the page to the best of your ability.  
Review the conditions in the table below the YES/NO question before answering.

4*� If you answer NO, you can move on to the next section.

/*� If you answer YES, fill in the circle(s) next to each numbered medical condition you have or had within the 
stated time period.  Mark all conditions you have or had.  This includes any conditions which resulted from 
another primary diagnosis.  For example, for cancers that have metastasized, mark all types of cancer for which 
you have been diagnosed, treated, medicated and/or monitored.  If you have multiple instances of a single 
condition you only need to mark it once. 

�*� If you do not find your condition listed on the questionnaire, you can search for it on WSHIP’s website, under 
the link “Guide to Marking Medical Conditions on the Standard Health Questionnaire” or you can write down this 
condition in Section L of the questionnaire.  Some rare medical conditions are not included in the questionnaire; 
however, they may be scored.  A list of rare conditions can be obtained from the health carrier you are applying to 
or from the Office of Rare Disease Research��		&1??���
���
��
�*��'
*���*�
�?���
=��
��
>��	*��&:; or from 
WSHIP’s website, www.wship.org.

8*� In answering this questionnaire, you are protected by federal law from having to reveal any information about your 
family history or any experience with genetic testing, genetic counseling, or other genetic services not related to 
diseases you currently have. 

.*� If you are the parent or guardian who is filling out this questionnaire for a child or individual with disabilities, please 
answer the questions as if "you" means the child or disabled individual; and check the box at the bottom of the 
signature page. 

�*� Sign and write the date signed on the last page.
�
�45������/��Do not say you have a condition unless a doctor or other licensed medical care provider told you that 
you have or had a condition. Be sure to mark all of the conditions you have or had.
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The following is a list of terms used in this questionnaire.  These definitions will help you fill out the 
questionnaire if you do not understand any terms used.   

�� Acute (as opposed to Chronic):  An illness typically with a sudden onset and resolving after a single 
course of treatment or therapy.  Many are infectious in origin.  Examples include pneumonia, gastritis, 
urinary tract infection, and minor trauma not requiring surgery.

�� Benign (as opposed to Malignant):  A mild and non-progressive form of a disease.

�� Chronic (as opposed to Acute):  A continuing illness that may or may not improve over time.
Chronic illnesses can last from weeks to years. Examples include heart failure, COPD, leukemia, and 
many of the psychiatric illnesses such as depression and schizophrenia.

�� Congenital: A condition that existed at birth.  This condition may be inherited or may have 
developed in the womb.  Although the condition existed at birth it may not be discovered until later in 
life. 

�� Diagnosed:  A licensed physician or medical professional has identified a specific disease or medical 
condition.

�� Malignant (as opposed to Benign):  A severe and progressively worsening form of a disease.

�� Medicated:  A drug prescribed by a licensed physician or other licensed medical professional has 
been taken for the treatment of a medical (including mental) condition.

�� Monitored: A licensed medical professional has assessed the state of an existing or previously 
diagnosed disease or condition, possibly including diagnostic tests or imaging.  A specific condition 
must first be diagnosed to be monitored.  Monitoring does not include routine preventive screenings 
that are recommended for the general population in the absence of disease such as annual 
mammograms for women.

�� Physical Trauma: An injury to any tissue by physical or chemical means.  This may include 
abrasions, lacerations, incisions, or stab, puncture, or bullet wounds.  When trauma occurs to the bone, 
this can result in fractures, dislocations, or sprains.  Trauma can also be the result of exposure to toxic 
chemicals, high heat, irradiation, or electrical shock causing damage to tissues and organs.  

�� Treated:  A licensed physician or other licensed medical professional has recommended a course of 
action or performed services to remedy a disease.  For example, having surgery and having a diet and 
exercise program developed by a physician are both forms of treatment.
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��#"�����7�����"����	� 1?�#���� �4���#��������"����
	����+���$������� �����&�"���"��&�,���#�"��&����@���,���"�����������+����"1��#����"�����
���"������"1��"�$���$���0�0�"1���"1�����"�A�+����2���Only answer YES if a doctor or other licensed 
medical provider told you that you have or had this condition.�

� !
� If YES, fill in the circle next to the condition you have (or had) within the last 5 years. 

� 7
 If NO, complete Sections B through L.   
�
��#"�����7�����"����	� 1?�#���� �4���#��������"����/� �

����01�#1�#����"�����1����+���$������� �����&�"���"��&�,���#�"��&����@���
,���"����2�

Fill in the circle 
for each condition 
you have (or had) 
in the last 5 years 
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for each condition 
you have (or had) 
in the last 5 years 
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���"������"1��"�$���$���0�0�"1���"1��"�,�����,���-�#�����2��Only answer YES if a doctor or other 
licensed medical provider told you that you have or had this condition.�

� !
�� If YES, fill in the circle next to the condition you have (or had) only if the applicable time frame applies to 
you.

� 7
� If NO, continue on to the next section. 
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Fill in the circle for each 
condition you have (or had) ����01�#1�#����"�����1����+���$������� �����&�"���"��&�,���#�"��&�

���@���,���"����2��For cancer, mark all sites including secondary cancers 
(metastasis).� In the last 12 

months?
In the last 5 
years?
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Fill in the circle for each 
condition you have (or had) ����01�#1�#����"�����1����+���$������� �����&�"���"��&�,���#�"��&�

���@���,���"����2��For cancer, mark all sites including secondary cancers 
(metastasis).� In the last 12 

months?
In the last 5 
years?
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licensed medical provider told you that you have or had this condition.�
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�� If YES, fill in the circle next to the condition you have (or had) only if the applicable time frame applies to 
you.
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� If NO, continue on to the next section. 
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Fill in the circle for each 
condition you have (or had) ����01�#1�#����"�����1����+���$������� �����&�"���"��&�,���#�"��&�

���@���,���"����2� In the last 12 
months?

In the last 5 
years?
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Fill in the circle for each 
condition you have (or had) ����01�#1�#����"�����1����+���$������� �����&�"���"��&�,���#�"��&�

���@���,���"����2� In the last 12 
months?

In the last 5 
years?
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�� If YES, fill in the circle next to the condition you have (or had) only if the applicable time frame applies to 
you.
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� If NO, continue on to the next section. 
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years?
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���"������"1��"�$���$���0�0�"1���"1��"�,�����,���-�#�����2��Only answer YES if a doctor or other 
licensed medical provider told you that you have or had this condition.�

� !
�� If YES, fill in the circle next to the condition you have (or had) only if the applicable time frame applies to 
you.

� 7
� If NO, continue on to the next section. 
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Fill in the circle for each 
condition you have (or had) ����01�#1�#����"�����1����+���$������� �����&�"���"��&�,���#�"��&�
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years?
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Fill in the circle for each 
condition you have (or had) ����01�#1�#����"�����1����+���$������� �����&�"���"��&�,���#�"��&�

���@���,���"����2� In the last 12 
months?

In the last 5 
years?
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#����"��������"1�����"�A�+�������"����"��������+�-����������#"����2��Only answer YES if a doctor 
or other licensed medical provider told you that you have or had this condition.�

� !
�� If YES, in the table provided below indicate which conditions and fill in the circle(s) for each applicable time 
frame that applies to you.

� 7
� If NO, continue on to Part 3. 
�

��#"�����7�����"�?��������"����/
Fill in the circle for each 
condition you have (or had) ����01�#1�#����"�����1����+���$������� �����&�"���"��&�,���#�"��&�

���@���,���"����2���List the name of the condition, not the procedure or drug 
used to treat the condition. For example list the cause of knee replacement not the 
knee replacement itself.  �
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