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1007 Eastern Avenue 

Baltimore, MD 21202-4345 

Phone (410) 547-9111 

www.mebaplans.org 

STATEMENT OF HEALTH 

WHEN REQUESTING A WAIVER OF THE TWO-YEAR FILING PERIOD, THIS FORM MUST ACCOMPANY YOUR 

ELECTION. IN ADDITION, THE PENSION PLAN (THE “PLAN”) REQUIRES SUBMISSION OF A PHYSICIAN-

COMPLETED HISTORY AND PHYSICAL (H&P) DATED WITHIN THE PRECEDING 12 MONTHS.  

SECTION 1 

IDN OR LAST 4 SSN:  

NAME OF PARTICIPANT:  

ADDRESS:  DOB:  

TELEPHONE NO.:    

EXPECTED RETIREMENT 

DATE:    

SECTION 2 

ALL QUESTIONS MUST BE ANSWERED “YES” OR “NO”. IF YOU ANSWER “YES” TO ANY QUESTION, GIVE 

DETAILS AT THE END OF THIS SECTION.  

1. HAS ANY APPLICATION ON YOUR LIFE FOR LIFE, ACCIDENT, OR SICKNESS INSURANCE 

BEEN DECLINED, POSTPONED, OR MODIFIED? 
 YES  NO 

2. HAS ANY CLAIM EVER BEEN MADE OR HAVE ANY PAYMENTS OR BENEFITS BEEN 

RECEIVED FOR YOUR SICKNESS OR INJURY? 
 YES  NO 

3. HAVE YOU EVER HAD:     

a. ANY SURGICAL OPERATION?  YES  NO 

b. SURGERY ADVISED NOT PERFORMED?  YES  NO 

c. X-RAY OR ELECTROCARDIOGRAM?  YES  NO 

4. HAVE YOU EVER CONSULTED, OR BEEN TREATED BY A PHYSICIAN OR PRACTITIONER FOR 

ANY OF THE FOLLOWING? 
    

a. BRAIN OR NERVE DISEASE, DIZZINESS, EPILEPSY, SEVERE HEADACHE. 

UNCONSCIOUSNESS, PARALYSIS, NERVOUS BREAKDOWN, OR OTHER NERVOUS OR 

MENTAL DISORDER? 

 YES  NO 

b. LUNG DISEASE, PLEURISY, CHRONIC COUGH, OR ASTHMA  YES  NO 

c. BLOOD VESSEL DISEASE OR VARICOSE VEINS  YES  NO 

d. HEART DISEASE, PAIN IN CHEST, CORONARY ARTERY DISEASE, ANGINA PECTORIS, 

OR RHEUMATIC FEVER  
 YES  NO 



 

2 
Rev. 2026.05 

e. INCREASED OR ABNORMAL BLOOD PRESSURE  YES  NO 

f. EYE, EAR, OR SPEECH IMPAIRMENT  YES  NO 

g. INDIGESTION. ULCERS, COLITIS, DIARRHEA, RECTAL DISEASE, HEMORRHOIDS, 

HERNIA, GALL BLADDER, OR LIVER DISEASE, OR JAUNDICE 
 YES  NO 

h. ALBUMIN, SUGAR, BLOOD, OR PUS IN URINE  YES  NO 

i. ARTHRITIS, ALLERGY, SKIN DISEASE, OR SYPHILIS  YES  NO 

j. KIDNEY, BLADDER, OR PROSTATE DISEASE, COLIC, STONE OR OTHER DISEASE OF 

THE GENITO-URINARY ORGANS 
 YES  NO 

k. CANCER, TUMOR, THYROID DISEASE, OR DIABETES  YES  NO 

l. BACK IMPAIRMENT, AMPUTATION, OR BODY DEFORMITY  YES  NO 

FOR EACH “YES” ANSWER TO QUESTIONS 1 THROUGH 4, PROVIDE: (A) QUESTION NUMBER; (B)  FULL DETAILS, 

INCLUDING DATES, DURATION, SEVERITY, AND RESULTS; (C) NAMES AND ADDRESSES OF ANY PHYSICIANS OR 

HOSPITALS INVOLVED. 

              

              

              

              

              

              

              

              

              

               

I HEREBY CERTIFY THAT ALL THE ABOVE STATEMENTS ARE TRUE AND ACCURATE TO THE BEST OF MY 

KNOWLEDGE AND BELIEF. 

               
PARTICIPANT’S SIGNATURE      DATE 
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