
S h a r i n g  M e m b e r  E n r o l l m e n t  A p p l i c a ti o n

S E C T I O N  1 :  P R I M A R Y  A P P L I C A T I O N / G U A R D I A N  I N F O R M A T I O N

Please print or type in black ink. Incomplete applications cannot be processed and will be returned.

Name (First, Middle, Last) Existing medical insurance
to continue after enrollment

Yes No

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

Street Address City State Zip

Social Security Number (Optional) Employer Name Occupation/Title

Home Phone Cell Phone Email

Name (First, Middle, Last) Existing medical insurance
to continue after enrollment

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

Street Address City State Zip

Social Security Number (Optional) Employer Name Occupation/Title

S E C T I O N  2 :  S P O U S E ' S  I N F O R M A T I O N

Name (First, Middle, Last) Existing medical insurance
to continue after enrollment

Yes No

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

Full Time College Student

S E C T I O N  3 :  D E P E N D E N T ’ S / C H I L D R E N ’ S  I N F O R M A T I O N

Internship Mission Field Disabled Dependent College/University

Name (First, Middle, Last) Existing medical insurance
to continue after enrollment

Yes No

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

Full Time College Student Internship Mission Field Disabled Dependent College/University

Name (First, Middle, Last) Existing medical insurance
to continue after enrollment

Yes No

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

Full Time College Student Internship Mission Field Disabled Dependent College/University

A healthcare sharing ministry of Gospel Light Mennonite Church Medical Aid Plan, Inc.

Is each person listed a dependent of
the Applicant? (See Sharing Guidelines)  

Yes No N/A

Is each person listed a dependent of
the Applicant? (See Sharing Guidelines)  

Yes No N/A

Is each person listed a dependent of
the Applicant? (See Sharing Guidelines)  

Yes No N/A

* Spouses who are applying for the Liberty Rise and Liberty Assist Sharing Programs must do so as two individuals, each with their own membership

*Applicants with dependents are not eligible to enroll with the Liberty Rise Sharing Program. Dependents are not eligible for membership under the Liberty Assist Sharing Program.



S E C T I O N  3 :  D E P E N D E N T ’ S / C H I L D R E N ’ S   I N F O R M A T I O N  ( C o n t . )

Yes No
Name (First, Middle, Last)

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

College/UniversityInternship Mission Field Disabled Dependent

Yes No
Name (First, Middle, Last)

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

College/UniversityInternship Mission Field Disabled Dependent

Yes No
Name (First, Middle, Last)

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

College/UniversityInternship Mission Field Disabled Dependent

Yes No
Name (First, Middle, Last)

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

College/UniversityInternship Mission Field Disabled Dependent

Yes No
Name (First, Middle, Last)

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

College/UniversityInternship Mission Field Disabled Dependent

Yes No
Name (First, Middle, Last)

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

College/UniversityInternship Mission Field Disabled Dependent

Yes No
Name (First, Middle, Last)

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

College/UniversityInternship Mission Field Disabled Dependent



Applicant/Guardian Signature Spouse Signature (If Applicable) Date

CHANGES TO GUIDELINES:

MEMBERSHIP ENROLLMENT DUES REFUND: 
 

CALCULATION OF SUGGESTED MONTHLY SHARE:

RECEIVING WELL WISHES:

APPLICATION ACCEPTANCE: 

ACCEPTANCE OF GUIDELINES:
 

TWO MONTH WAIT: 
 

PROGRAM IS NOT INSURANCE:

S E C T I O N  4 :  A C K N O W L E D G M E N T S



Spouse Signature (If Applicable)

S E C T I O N  5 :  S TAT E M E N T  O F  S H A R E D  C H R I S T I A N  B E L I E F S

I BELIEVE

Applicant/Guardian Signature Date



S E C T I O N  6 :  S H A R E  A M O U N T  C A L C U L AT O R

S E C T I O N  7 :  S I G N AT U R E S

Liberty Unite

Applicant/Guardian Signature

Applicant/Guardian Name (Print)

Spouse Signature

Spouse Name (Print)

Date

Date

$50 additional monthly share 
amount for each family 
member over 5 people 

No co-share

of eligible medical 
expenses up to 
$1,000,000 shareable 
per incident after AUA

Liberty HealthShare’s Rise, Unite, Connect, and Essential Sharing Programs include access to our cost-saving tools.
The amount of shared medical expenses are reduced for persons enrolled in Medicare.

The monthly share amount is based on the age of the oldest person on the membership whether or not he/she is the primary member.

Please Note: Medical expenses for any reason, other than accidents, acute illness, or injury, are not eligible for sharing among members within the first 
2 months after enrollment effective date as a sharing member. The suggested monthly share amounts listed above are for informational purposes only. 

Do not enclose this amount with your application. After application acceptance, you will be informed of your effective date.

With my signature below, I do hereby pledge to participate in the medical cost sharing program sponsored and administered by 
Liberty HealthShare and do hereby certify that I have provided truthful and accurate information to the best of my knowledge.

Single
Under 35
35 to 49
50+

$259
$309
$359

$1,000 AUA*

Couple
Under 35
35 to 49
50+

$459
$509
$649

$1,750 AUA*

Family
Under 35
35 to 49
50+

$849
$999
$1239

$2,250 AUA*

Liberty Connect

$50 additional monthly share 
amount for each family 
member over 5 people 

15% co-share 25% co-share
75% 100%85%100%

No co-share

of eligible medical 
expenses up to 
$1,000,000 shareable 
per incident after AUA

Single
Under 35
35 to 49
50+

$209
$239
$279

$1,000 AUA*

Couple
Under 35
35 to 49
50+

$339
$389
$489

$2,000 AUA*

Family
Under 35
35 to 49
50+

$639
$749
$939

$3,000 AUA*

Liberty Freedom

$50 additional monthly share 
amount for each family 
member over 5 people 

of eligible medical expenses 
up to $300,000 shareable, 
per incident or membership 
year, whichever occurs first, 
after AUA

Single
35 and under $89
$10,000 AUA*

Couple
35 and under $169
$15,000 AUA*

Family
35 and under $319
$20,000 AUA*

Liberty Essential

$50 additional monthly share 
amount for each family 
member over 5 people 

of eligible medical 
expenses up to 
$600,000 shareable per 
incident after AUA

Single
Under 35
35 to 49
50+

$159
$179
$219

$4,000 AUA*

Couple
Under 35
35 to 49
50+

$259
$309
$379

$8,000 AUA*

Family
Under 35
35 to 49
50+

$499
$589
$729

$12,000 AUA*

*The Annual Unshared Amount for each program level must be met before medical expenses are eligible for sharing. 
$75 annual renewal dues for all six programs.

Liberty Rise Liberty Assist
For  Young Adults For  Seniors  Enrol led in  Medicare  Parts  A and B

18-29 $119

$15,00 AUA* 
*Annual Unshared Amount (AUA) you are responsible for before sharing can take place

65-69
70-74

$85
$90

75-79
80-84

$120
$155

85-90
91+

$182
$273

If Couple or Family applying for membership in the Liberty Unite, Liberty Connect, Liberty Essentials, or Liberty Freedom Sharing Programs



Yes NoCard Auto-Approval

S E C T I O N  8 :  E N R O L L M E N T  F E E  |  MO N T H L Y  S H A R E

I select the following payment method for submitting my membership enrollment dues of $135.

I hereby approve, permit and expect monthly auto-payment debiting from my account.

If I am approved for membership, I understand that the following information will be used for my ongoing monthly 
participation. I will be assigned my own online, secure 'ShareBox' to submit my monthly share amount directly to another 
member with medical expenses, other than the first two months of my suggested share amount which will be submitted 
directly to Liberty HealthShare.

I understand that this authorization will remain effect until I cancel it in writing, and I agree to notify Liberty HealthShare in 
writing of any changes in my account information or termination of this authorization at least 15 days prior to the next share 
date. In the case of a transaction being rejected by the bank or credit card network, I understand that Liberty HealthShare may 
attempt to process the charge again. I certify that I am an authorized user of this bank/credit/debit account and will not 
dispute these scheduled transactions, so long as the transactions correspond to the terms indicated in this authorization form.

C R E D I T / D E B I T  P A Y M E N T  I N F O R M A T I O N   

Debit Card Credit CardPayment Type

Visa MastercardCard Network Discover American Express

Credit Card/Debit Card Number: Expiration Date: CVV:

First Name On Card: MI: Last Name On Card:

Billing Address

$135Amount Due:

Authorized Signature

S E C T I O N  9 :  AP P L I C A T I O N  C H E C K L I S T

Complete each page and leave nothing blank. Use 'not applicable' (N/A) if necessary.

Each adult applying must sign all signature areas.

Submit completed Application and Enrollment Fee to Liberty HealthShare.

Submit completed Medical History Questionnaire to Liberty HealthShare.

FOR OFFICE USE ONLY

Revd:____/____/____ Start:____/____/____Dues Pd:____/____/____ Ck#____/CC/WEBAdults:#_____

Share Amt Due:_______ MS#:__________________________________________

Children:#_____

S: Y / N C: Y / N F: Y / N

Date

A C H  P A Y M E N T  I N F O R M A T I O N

Billing Address
City: State: Zip:

Checking

Savings
Account Name: Bank Name:

Account Number: Routing Number:

Authorized Signature Date

City: State: Zip:

D I S C O U N T  C O D E

Enter code here:Do you have a discount code? Yes No

NOTICE: This program is not an insurance company nor is it offered through an insurance company. This program does not guarantee or promise that your medical bills will be 
paid or assigned to others for payment. Whether anyone chooses to pay your medical bills will be voluntary. As such, this program should never be considered as a substitute for 
an insurance policy. Whether you receive any payments for medical expenses and whether or not this program continues to operate, you are always liable for any unpaid bills.



M e d i c a l  H i s t o r y  Q u e s t  i o n n a i r e

P L E A S E  C O M P L E T E  E V E R Y  F I E L D  I N  I T S  E N T I R E T Y

Answer each question for every person on the Application, including , and for the entire period specified.
NOTICE: Liberty HealthShare relies on the information you provide in this 

Questionnaire to determine whether you are eligible for membership. You must provide truthful and complete answers to 
the following questions to the best of your ability. You must fully answer all health history questions. If Liberty HealthShare 
approves your application for membershipand later discovers that you withheld material information that would have been 
a determinative fact, we may rescind your membership. "Yes" answers will not necessarily cause an applicant to be denied 
membership, but may require further information to be provided on the Medical History Explanation section.

All questions must be answered or the application will be returned. If you cannot answer either "YES" or "NO" for a specific
question, check the "NOT SURE" box. For example, you can check the "NOT SURE" box if you do not understand a medical
term being used, are not sure whether you have or had a listed medical condition, cannot remember the exact time frame
when you had a medical condition. For any question where you answer either "YES" or "NOT SURE" please provide the
information requested in the Medical History Explanation section. Liberty HealthShare may need to contact you and ask
further questions regarding your "YES" or "NOT SURE" responses in order to process your application.

A P P L I C A N T ' S  I N F O R M A T I O N

Name (First, Middle, Last)

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

Street Address City State Zip

Social Security Number (Optional) Employer Name Occupation/Title

M E D I C A L  H I S T O R Y  ( 1  O F  3 )

1. Are you or a family member currently on any type of medication?

Please check box for each answers below :

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

2. Within the last 60 days, have you seen a health care provider(s) for any
reason? Including any type of testing?

3. Within the past 36 months, have you been hospitalized or treated in an
urgent care or emergency room for any reason?

4. (This question applies to females) Have you ever consulted with a health
care provider or been diagnosed or treated for:

B. Any gynecological abnormalities

A. Amenorrhea (absence of menses)



M E D I C A L  H I S T O R Y  ( 2  O F  3 )

Date:________/__________/_________

Date of last treatment:_____/______/_____________________________________________

Acquired immune Deficiency Syndrome

(AIDS) AIDS Related Complex (ARC)

Ankylosing Spondylitis

Alzheimer's Disease

Amyotrophic Lateral Sclerosis (ALS)

COPD (Chronic Obstructive Pulmonary Disease)

Crohn's Disease

Cystic Fibrosis

Diverticulitis/Diverticulosis

Emphysema

Gaucher's Disease

Hemophilia

Kaposi Sarcoma

Lupus 

Antiviral Therapy or Treatment

Lyme Disease

Muscular Dystrophy

Parkinson's Disease

Pneumocystis Carinii

Pneumonia 

Sarcoidosis

Scleroderma

Ulcerative Colitis

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

5. Do you currently have a PCP (Primary Care Physician)?

6. Date of last physical and labs.

7. Have you ever been diagnosed or treated for any type of
cancer, leukemia, melanoma, or malignant tumor(s)?

8. Within the past 36 months, have you ever consulted with a health care provider or been diagnosed with any of the following?

A. Angina, heart attack, irregular/increased heart rate, heart
disease, hypertension, high cholesterol, phlebitis, stroke,
circulatory or blood or bleeding disorders, sleep apnea?

B. Diabetes, thyroid, or any other endocrine disorders?

C. Recurrent pain (including back), joint disorders?

D. Any type of neurological disorders, example: (seizures, epilepsy)?

E. Any type of congenital heart disorders or birth defects?

F. Liver, prostate or kidney disorders?

9. Have you ever participated in a treatment program, consulted with a
health care provider, been diagnosed with or treated for any psychological,
emotional or behavioral disorders or addictions? Examples: OD, ADD/ADHD,
Schizophrenia, Bi-Polar, Major Depression, Drug or Alcohol Abuse?

10. Have you ever been diagnosed or treated for any type Hepatitis?
If yes, which type? Please specify:

11. Have you ever been diagnosed with or treated for any if the following?
Check all that apply:

Multiple Sclerosis

Rheumatoid Arthritis



12. Are you a candidate for or have you ever received an organ or bone
marrow transplant and/or have you ever donated an organ?

0-3 per week 4-7 per week

8-14 per week 15+ per week

M e d i c a l  H i s t o r y  E x p l a n a t  i o n

If you answered "YES" or "NOT SURE" to any questions in the Medical History Questionnaire, explain further using the space below. Include
explanations for any applicant in this section by name for who you answered "YES" or "NOT SURE" including children. If extra space is needed,
make a copy of this page and use as many separate pages as necessary. Please be complete in your responses.

Question Number

First/Last Name of
Person Affected

Describe Condition, Injury,
Illness, Symptom or Diagnosis

Month & Year that it Started 

Date of Complete 
Recovery (If Applicable)

Types of Treatment Given
Exact Name of Medications,
Dosage & Frequency Prescribed

M E D I C A L  H I S T O R Y  ( 3  O F  3 )

Notes:

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

13. During the past 36 months have you at any time smoked cigarettes,
cigars, vaping, pipes or used any other form of tobacco?

14. Within the past 36 months have you had any type of surgeries?

15. Do you have any other medical conditions not listed above?

16. Please select the number of alcoholic drinks you consume in an average
week. (One beverage equals 12oz. beer, 4oz. wine, or 1oz. liquor)



M e d i c a l  H i s t o r y  Q u e s t  i o n n a i r e

P L E A S E  C O M P L E T E  E V E R Y  F I E L D  I N  I T S  E N T I R E T Y

NOTICE: Liberty HealthShare relies on the information you provide in this Questionnaire to determine whether you are
eligible for membership. You must provide truthful and complete answers to the following questions to the best of your
ability. You must fully answer all health history questions. If Liberty HealthShare approves your application for membership
and later discovers that you withheld material information that would have been a determinative fact, we may rescind your
membership. "Yes" answers will not necessarily cause an applicant to be denied membership, but may require further
information to be provided on the Medical History Explanation section.

All questions must be answered or the application will be returned. If you cannot answer either "YES" or "NO" for a specific
question, check the "NOT SURE" box. For example, you can check the "NOT SURE" box if you do not understand a medical
term being used, are not sure whether you have or had a listed medical condition, cannot remember the exact time frame
when you had a medical condition. For any question where you answer either "YES" or "NOT SURE" please provide the
information requested in the Medical History Explanation section. Liberty HealthShare may need to contact you and ask
further questions regarding your "YES" or "NOT SURE" responses in order to process your application.

S P O U S E ’ S  I N F O R M A T I O N

Name (First, Middle, Last)

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

Street Address City State Zip

Social Security Number (Optional) Employer Name Occupation/Title

M E D I C A L  H I S T O R Y  ( 1  O F  3 )

1. Are you or a family member currently on any type of medication?

Please check box for each answers below :

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

2. Within the last 60 days, have you seen a health care provider(s) for any
reason? Including any type of testing?

3. Within the past 36 months, have you been hospitalized or treated in an
urgent care or emergency room for any reason?

4. (This question applies to females) Have you ever consulted with a health
care provider or been diagnosed or treated for:

B. Any gynecological abnormalities

A. Amenorrhea (absence of menses)



M E D I C A L  H I S T O R Y  ( 2  O F  3 )

Date:________/__________/_________

Date of last treatment:_____/______/_____________________________________________

Acquired immune Deficiency Syndrome

(AIDS) AIDS Related Complex (ARC)

Ankylosing Spondylitis

Alzheimer's Disease

Amyotrophic Lateral Sclerosis (ALS)

COPD (Chronic Obstructive Pulmonary Disease)

Crohn's Disease

Cystic Fibrosis

Diverticulitis/Diverticulosis

Emphysema

Gaucher's Disease

Hemophilia

Kaposi Sarcoma

Lupus 

Antiviral Therapy or Treatment

Lyme Disease

Muscular Dystrophy

Parkinson's Disease

Pneumocystis Carinii

Pneumonia 

Sarcoidosis

Scleroderma

Ulcerative Colitis

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

5. Do you currently have a PCP (Primary Care Physician)?

6. Date of last physical and labs.

7. Have you ever been diagnosed or treated for any type of
cancer, leukemia, melanoma, or malignant tumor(s)?

8. Within the past 36 months, have you ever consulted with a health care provider or been diagnosed with any of the following?

A. Angina, heart attack, irregular/increased heart rate, heart
disease, hypertension, high cholesterol, phlebitis, stroke,
circulatory or blood or bleeding disorders, sleep apnea?

B. Diabetes, thyroid, or any other endocrine disorders?

C. Recurrent pain (including back), joint disorders?

D. Any type of neurological disorders, example: (seizures, epilepsy)?

E. Any type of congenital heart disorders or birth defects?

F. Liver, prostate or kidney disorders?

9. Have you ever participated in a treatment program, consulted with a
health care provider, been diagnosed with or treated for any psychological,
emotional or behavioral disorders or addictions? Examples: OD, ADD/ADHD,
Schizophrenia, Bi-Polar, Major Depression, Drug or Alcohol Abuse?

10. Have you ever been diagnosed or treated for any type Hepatitis?
If yes, which type? Please specify:

11. Have you ever been diagnosed with or treated for any if the following?
Check all that apply:

Multiple Sclerosis

Rheumatoid Arthritis



12. Are you a candidate for or have you ever received an organ or bone
marrow transplant and/or have you ever donated an organ?

0-3 per week 4-7 per week

8-14 per week 15+ per week

M e d i c a l  H i s t o r y  E x p l a n a t  i o n

If you answered "YES" or "NOT SURE" to any questions in the Medical History Questionnaire, explain further using the space below. Include
explanations for any applicant in this section by name for who you answered "YES" or "NOT SURE" including children. If extra space is needed,
make a copy of this page and use as many separate pages as necessary. Please be complete in your responses.

Question Number

First/Last Name of
Person Affected

Describe Condition, Injury,
Illness, Symptom or Diagnosis

Month & Year that it Started 

Date of Complete 
Recovery (If Applicable)

Types of Treatment Given
Exact Name of Medications,
Dosage & Frequency Prescribed

M E D I C A L  H I S T O R Y  ( 3  O F  3 )

Notes:

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

13. During the past 36 months have you at any time smoked cigarettes,
cigars, vaping, pipes or used any other form of tobacco?

14. Within the past 36 months have you had any type of surgeries?

15. Do you have any other medical conditions not listed above?

16. Please select the number of alcoholic drinks you consume in an average
week. (One beverage equals 12oz. beer, 4oz. wine, or 1oz. liquor)



M e d i c a l  H i s t o r y  Q u e s t  i o n n a i r e

P L E A S E  C O M P L E T E  E V E R Y  F I E L D  I N  I T S  E N T I R E T Y

NOTICE: Liberty HealthShare relies on the information you provide in this Questionnaire to determine whether you are
eligible for membership. You must provide truthful and complete answers to the following questions to the best of your
ability. You must fully answer all health history questions. If Liberty HealthShare approves your application for membership
and later discovers that you withheld material information that would have been a determinative fact, we may rescind your
membership. "Yes" answers will not necessarily cause an applicant to be denied membership, but may require further
information to be provided on the Medical History Explanation section.

All questions must be answered or the application will be returned. If you cannot answer either "YES" or "NO" for a specific
question, check the "NOT SURE" box. For example, you can check the "NOT SURE" box if you do not understand a medical
term being used, are not sure whether you have or had a listed medical condition, or cannot remember the exact time frame
when you had a medical condition. For any question where you answer either "YES" or "NOT SURE" please provide the
information requested in the Medical History Explanation section. Liberty HealthShare may need to contact you and ask
further questions regarding your "YES" or "NOT SURE" responses in order to process your application.

D E P E N D E N T ’ S  I N F O R M A T I O N

Name (First, Middle, Last)

Birthdate (Month/Day/Year) Height Weight Gender (Circle)
Male Female

Street Address City State Zip

Social Security Number (Optional) Employer Name Occupation/Title

M E D I C A L  H I S T O R Y  ( 1  O F  3 )

1. Are you or a family member currently on any type of medication?

Please check box for each answers below :

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

2. Within the last 60 days, have you seen a health care provider(s) for any
reason? Including any type of testing?

3. Within the past 36 months, have you been hospitalized or treated in an
urgent care or emergency room for any reason?

4. (This question applies to females) Have you ever consulted with a health
care provider or been diagnosed or treated for:

B. Any gynecological abnormalities

A. Amenorrhea (absence of menses)



M E D I C A L  H I S T O R Y  ( 2  O F  3 )

Date:________/__________/_________

Date of last treatment:_____/______/_____________________________________________

Acquired immune Deficiency Syndrome

(AIDS) AIDS Related Complex (ARC)

Ankylosing Spondylitis

Alzheimer's Disease

Amyotrophic Lateral Sclerosis (ALS)

COPD (Chronic Obstructive Pulmonary Disease)

Crohn's Disease

Cystic Fibrosis

Diverticulitis/Diverticulosis

Emphysema

Gaucher's Disease

Hemophilia

Kaposi Sarcoma

Lupus 

Antiviral Therapy or Treatment

Lyme Disease

Muscular Dystrophy

Parkinson's Disease

Pneumocystis Carinii

Pneumonia 

Sarcoidosis

Scleroderma

Ulcerative Colitis

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

5. Do you currently have a PCP (Primary Care Physician)?

6. Date of last physical and labs.

7. Have you ever been diagnosed or treated for any type of
cancer, leukemia, melanoma, or malignant tumor(s)?

8. Within the past 36 months, have you ever consulted with a health care provider or been diagnosed with any of the following?

A. Angina, heart attack, irregular/increased heart rate, heart
disease, hypertension, high cholesterol, phlebitis, stroke,
circulatory or blood or bleeding disorders, sleep apnea?

B. Diabetes, thyroid, or any other endocrine disorders?

C. Recurrent pain (including back), joint disorders?

D. Any type of neurological disorders, example: (seizures, epilepsy)?

E. Any type of congenital heart disorders or birth defects?

F. Liver, prostate or kidney disorders?

9. Have you ever participated in a treatment program, consulted with a
health care provider, been diagnosed with or treated for any psychological,
emotional or behavioral disorders or addictions? Examples: OD, ADD/ADHD,
Schizophrenia, Bi-Polar, Major Depression, Drug or Alcohol Abuse?

10. Have you ever been diagnosed or treated for any type Hepatitis?
If yes, which type? Please specify:

11. Have you ever been diagnosed with or treated for any if the following?
Check all that apply:

Multiple Sclerosis

Rheumatoid Arthritis



12. Are you a candidate for or have you ever received an organ or bone
marrow transplant and/or have you ever donated an organ?

0-3 per week 4-7 per week

8-14 per week 15+ per week

M e d i c a l  H i s t o r y  E x p l a n a t  i o n

If you answered "YES" or "NOT SURE" to any questions in the Medical History Questionnaire, explain further using the space below. Include
explanations for any applicant in this section by name for who you answered "YES" or "NOT SURE" including children. If extra space is needed,
make a copy of this page and use as many separate pages as necessary. Please be complete in your responses.

Question Number

First/Last Name of
Person Affected

Describe Condition, Injury,
Illness, Symptom or Diagnosis

Month & Year that it Started 

Date of Complete 
Recovery (If Applicable)

Types of Treatment Given
Exact Name of Medications,
Dosage & Frequency Prescribed

M E D I C A L  H I S T O R Y  ( 3  O F  3 )

Notes:

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

Yes No Not Sure

13. During the past 36 months have you at any time smoked cigarettes,
cigars, vaping, pipes or used any other form of tobacco?

14. Within the past 36 months have you had any type of surgeries?

15. Do you have any other medical conditions not listed above?

16. Please select the number of alcoholic drinks you consume in an average
week. (One beverage equals 12oz. beer, 4oz. wine, or 1oz. liquor)



A U T H O R I Z A T I O N  F O R  R E L E A S E  O F  P R O T E C T E D  H E A L T H  I N F O R M A T I O N

I understand that I have the right to revoke this authorization in writing unless Liberty HealthShare has taken any action in reliance upon it.

I understand that Liberty HealthShare has requested and will receive from me and my health care provider protected health information prior to
my enrollment in Liberty HealthShare. Liberty HealthShare will use this information  to determine whether I am eligible to enroll. I further
understand that Liberty HealthShare will protect the confidentiality of that information in the same manner as all other protected health
information Liberty HealthShare maintains and, if I do not enroll, Liberty HealthShare will not use or disclose the information Liberty HealthShare
obtained for any other purpose.

I understand that Liberty HealthShare will make disclosures of my protected health information as necessary for my treatment. A doctor or health
facility involved in my care may request some of my protected health information that Liberty HealthShare holds in order to make decisions about
my care.

I understand that Liberty HealthShare will make disclosures of my protected health information as necessary for payment purposes. For instance,
Liberty HealthShare may use information regarding my medical procedures and treatment to process and arrange for the payment of medical bills,
to determine whether services are medically appropriate or to otherwise pre-authorize or certify services as eligible to be shared under Guidelines.
Liberty HealthShare may also forward such information to another health plan that may also have an obligation to process and pay expenses on my
behalf.

I understand that Liberty HealthShare will use and disclose my protected health information as necessary for health care operations which include
peer review, business management, accreditation and licensing, utilization review and management, quality improvement and assurance,
enrollment, voluntary disclosure of health conditions, compliance, auditing, and other functions related to my healthcare management. Liberty
HealthShare may also disclose my protected health information to another health care facility, health care professional or health plan for such
things as quality assurance and case management, but only if that facility, professional, or plan also has, or had, a patient relationship with me.

I understand that certain aspects and components of Liberty HealthShare services and performed through contracts with outside persons or
organizations, such as legal services, Medical Discount Organizations, Pharmacy Managers, etc. At times it may be necessary for Liberty
HealthShare to provide some of my protected health information to one or more of these outside persons or organizations who assist with health
care operations. In all cases Liberty HealthShare requires these business associates to appropriately safeguard the privacy of my information.

I understand that Liberty HealthShare may communicate with me regarding my medical expenses, share amount, or other matters related to my
health. If I am endangered when all or part of the information being sent to me is viewed by another person, I understand that reasonable requests
to receive communications regarding my protected health information by alternative locations will be accommodated by Liberty HealthShare.

I understand that Liberty HealthShare may, from time to time, use my protected health information to determine whether I might be interested in
or benefit from treatment alternatives or other health-related programs, products or services which may be available to me as a member. Liberty
HealthShare may use my protected health information to identify whether I have  a particular illness, and contact me to advise me that, as a
member, a disease management and/or wellness program may help me manage my illness or health condition.

I understand that this authorization is voluntary, that I may revoke it at any time, and that I may get a copy of this form after signing it.
I hereby authorize the disclosure of my Protected Health Information to the following person(s). Check all that apply.

Parent(s) ChildrenSpouse

Other

Name:

Name:

Phone:Name:

Phone:

 I authorize the above release: Date:

Name: Phone:

Applicant Name (Print)

Applicant Name (Signature)
Date:

IF COUPLE OR FAMILY

Spouse Name (Print)

Spouse Name (Signature)
Date:

MEDICAL HISTORY QUESTIONAIRE CHECKLIST

Complete each page in full. Leave nothing blank. Indicate 'Not applicable' (N/A) if necessary each adult applying must sign all signature areas.

MAIL COMPLETED APPLICATION 
AND MEMBERSHIP ENROLLMENT DUES TO:

Liberty HealthShare
4455 Hills and Dales Rd. NW
Canton, OH 44708
Phone: 1-855-585-4237 | Fax: 216-456-8115

THIS IS FOR OFFICE USE ONLY*

Rev'd:_____/______/_______

Matched w/ Applicant:  Y  /  N

N'fied:_____/______/_______  A   or  D

Adults: # _________________________

Children: # _______________________

With my signature below, I do hereby certify that I have provided truthful and accurate information to the best of my knowledge as
directed on the Medical History Questionnaire and have provided truthful and accurate explanations as necessary on the Medical
History Explanation page(s).

Phone:

Phone:

Name:

Name: Phone:

Name: Phone:



4455 Hills and Dales Rd. NW | Canton OH 44708 | 855.585.4237 | www.libertyhealthshare.org

Liberty HealthShare Member’s Medical Expense Need Agreement

I acknowledge that it would be a violation of the trust placed in me by my fellow members 
within the Liberty HealthShare sharing community if I used the funds received for my medical 
expense need for any other reason than to pay my medical bills. Therefore, I do hereby pledge, 
agree and commit, without reservation or intent to deceive, to only use the amounts donated 
to my online, “ShareBox” account, to reimburse my medical providers. I do also direct Liberty 
HealthShare to cause those funds to be disbursed, in the amounts, and according to the 
schedule, so set by Liberty HealthShare, by means of payment, electronic or otherwise, to the 
medical service provider’s last known address. 

Print Name:

Authorized Signature:

Member Number:

Date:



LEGAL NOTICES
The following legal notices are the result of discussions by Liberty HealthShare® or other healthcare sharing ministries with several 
state regulators and are part of an effort to ensure that Sharing Members understand that Liberty HealthShare is not an insurance 
company and that it does not guarantee payment of medical costs. Our role is to enable self-pay patients to help fellow Americans 
through voluntary financial gifts.

GENERAL LEGAL NOTICE
This program is not an insurance company nor is it offered through an insurance company. This program does not guarantee or 
promise that your medical bills will be paid or assigned to others for payment. Whether anyone chooses to pay your medical bills will 
be totally voluntary. As such, this program should never be considered as a substitute for an insurance policy. Whether you receive 
any payments for medical expenses and whether or not this program continues to operate, you are always liable for any unpaid bills.

STATE SPECIFIC NOTICES

Alabama Code 1975 Section 22-6A-2
Notice: The organization facilitating the sharing of medical expenses is not an insurance company, and neither its guidelines nor plan 
of operation is an insurance policy. Whether anyone chooses to assist you with your medical bills will be totally voluntary because no 
other participant will be compelled by law to contribute toward your medical bills. As such, participation in the organization or a 
subscription to any of its documents should never be considered to be insurance. Regardless of whether you receive any payment 
for medical expenses or whether this organization continues to operate, you are always personally responsible for the payment of 
your own medical bills.

Alaska Statutes Section 21.03.021
Notice: The organization coordinating the sharing of medical expenses is not an insurance company, and neither its guidelines nor 
plan of operation is an insurance policy. Whether anyone chooses to assist you with your medical bills will be totally voluntary 
because no other participant will be compelled by law to contribute toward your medical bills. Participation in the organization or a 
subscription to any of its documents should never be considered to be insurance. Regardless of whether you receive a payment for 
medical expenses or whether this organization continues to operate, you are always personally responsible for the payment of your 
own medical bills.

Arizona Revised Statutes Section 20-122
Notice: The organization facilitating the sharing of medical expenses is not an insurance company and the ministry’s guidelines and 
plan of operation are not an insurance policy. Whether anyone chooses to assist you with your medical bills will be completely 
voluntary because participants are not compelled by law to contribute toward your medical bills. Therefore, participation in the 
ministry or a subscription to any of its documents should not be considered to be insurance. Regardless of whether you receive any 
payment for medical expenses or whether this ministry continues to operate, you are always personally responsible for the payment 
of your own medical bills.

Arkansas Code Section 23-60-104
Notice: The organization facilitating the sharing of medical expenses is not an insurance company and neither its guidelines nor plan 
of operation is an insurance policy. If anyone chooses to assist you with your medical bills, it will be totally voluntary because 
participants are not compelled by law to contribute toward your medical bills. Participation in the organization or a subscription to 
any of its documents should never be considered to be insurance. Regardless of whether you receive a payment for medical 
expenses or if this organization continues to operate, you are always personally responsible for the payment of your own medical 
bills.

Florida Statutes Section 624.1265
Notice: The organization facilitating the sharing of medical expenses is not an insurance company, and neither its guidelines nor its 
plan of operation is an insurance policy. Membership is not offered through an insurance company, and the organization is not 
subject to the regulatory requirements or consumer protections of the Florida Insurance Code. Whether anyone chooses to assist 
you with your medical bills will be totally voluntary because no other participant is compelled by law to contribute toward your 
medical bills. As such, participation in the organization or a subscription to any of its documents should never be considered to be 
insurance. Regardless of whether you receive any payments for medical expenses or whether this organization continues to operate, 
you are always personally responsible for the payment of your own medical bills.



Georgia Code Section 33-1-20
Notice: The organization facilitating the sharing of medical expenses is not an insurance company, and neither its guidelines nor plan 
of operation is an insurance policy. Whether anyone chooses to assist you with your medical bills will be totally voluntary because no 
other participant will be compelled by law to contribute toward your medical bills. As such, participation in the organization or a 
subscription to any of its documents should never be considered to be insurance. Regardless of whether you receive any payment for 
medical expenses or whether this organization continues to operate, you are always personally responsible for the payment of your 
own medical bills.

Idaho Code Section 41-121
Notice: The organization facilitating the sharing of medical expenses is not an insurance company, and neither its guidelines nor plan 
of operation is an insurance policy. Whether anyone chooses to assist you with your medical bills will be totally voluntary because no 
other participant will be compelled by law to contribute toward your medical bills. As such, participation in the organization or a 
subscription to any of its documents should never be considered to be insurance. Regardless of whether you receive any payment for 
medical expenses or whether this organization continues to operate, you are always personally responsible for the payment of your 
own medical bills.

Illinois Compiled Statutes Section 215-5/4-Class 1-b
Notice: The organization facilitating the sharing of medical expenses is not an insurance company, and neither its guidelines nor plan 
of operation constitute or create an insurance policy. Any assistance you receive with your medical bills will be totally voluntary. As 
such, participation in the organization or a subscription to any of its documents should never be considered to be insurance. Whether 
or not you receive any payments for medical expenses and whether or not this organization continues to operate, you are always 
personally responsible for the payment of your own medical bills.

Indiana Code Section 27-1-2.1-1
Notice: The organization facilitating the sharing of medical expenses is not an insurance company, and neither its guidelines nor its 
plan of operation is an insurance policy. Any assistance you receive with your medical bills will be totally voluntary. Neither the 
organization nor any other participant can be compelled by law to contribute toward your medical bills. As such, participation in the 
organization or a subscription to any of its documents should never be considered to be insurance. Whether or not you receive any 
payments for medical expenses and whether or not this organization continues to operate, you are always personally responsible for 
the payment of your own medical bills.

Kentucky Revised Statutes Section 304.1-120
Notice: Under Kentucky law, the religious organization facilitating the sharing of medical expenses is not an insurance company, and 
its guidelines, plan of operation, or any other document of the religious organization do not constitute or create an insurance policy. 
Participation in the religious organization or a subscription to any of its documents shall not be considered insurance. Any assistance 
you receive with your medical bills will be totally voluntary. Neither the organization or any participant shall be compelled by law to 
contribute toward your medical bills. Whether or not you receive any payments for medical expenses, and whether or not this 
organization continues to operate, you shall be personally responsible for the payment of your medical bills.

Louisiana Revised Statutes Section Title 22-318
Notice: The ministry facilitating the sharing of medical expenses is not an insurance company. Neither the guidelines nor the plan of 
operation of the ministry constitutes an insurance policy. Financial assistance for the payment of medical expenses is strictly 
voluntary. Participation in the ministry or a subscription to any publication issued by the ministry shall not be considered as enrollment 
in any health insurance plan or as a waiver of your responsibility to pay your medical expenses.

Maine Revised Statutes Title 24-A, Section 704
Notice: The organization facilitating the sharing of medical expenses is not an insurance company and neither its guidelines nor plan of 
operation is an insurance policy. Whether anyone chooses to assist you with your medical bills will be totally voluntary because no 
other participant will be compelled by law to contribute toward your medical bills. Participation in the organization or a subscription to 
any of its documents should never be considered to be insurance. Regardless of whether you receive payment for medical expenses or 
whether this organization continues to operate, you are always personally responsible for the payment of your own medical bills.

Maryland Code, Insurance, Section 1-202
Notice: This publication is not issued by an insurance company nor is it offered through an insurance company. It does not guarantee 
or promise that your medical bills will be published or assigned to others for payment. No other subscriber will be compelled to 
contribute toward the cost of your medical bills. Therefore, this publication should never be considered a substitute for an insurance 
policy. This activity is not regulated by the State Insurance Administration, and your liabilities are not covered by the Life and Health 
Guaranty Fund. Whether or not you receive any payments for medical expenses and whether or not this entity continues to operate, 
you are always liable for any unpaid bills.



Massachusetts Code of Reg. 956 CMR Section 5.03(3)(d)
The organization is not an insurance company and does not guarantee that medical bills will be paid by the organization or any 
other individuals.

Michigan Compiled Laws Section 550.1867
Notice: The Gospel Light Mennonite Church Medical Aid Plan, Inc. DBA Liberty HealthShare that operates this health care sharing 
ministry is not an insurance company and the financial assistance provided through the ministry is not insurance and is not provided 
through an insurance company. Whether any participant in the ministry chooses to assist another participant who has financial or 
medical needs is totally voluntary. A participant will not be compelled by law to contribute toward the financial or medical needs of 
another participant. This document is not a contract of insurance or a promise to pay for the financial or medical needs of a 
participant by the ministry. A participant who receives assistance from the ministry for his or her financial or medical needs remains 
personally responsible for the payment of all of his or her medical bills and other obligations incurred in meeting his or her financial or 
medical needs.

Mississippi Code Section 83-77-1
Notice: The organization facilitating the sharing of medical expenses is not an insurance company, and neither its guidelines nor plan 
of operation is an insurance policy. Whether anyone chooses to assist you with your medical bills will be totally voluntary because no 
other participant will be compelled by law to contribute toward your medical bills. As such, participation in the organization or a 
subscription to any of its documents should never be considered to be insurance. Regardless of whether you receive any payment of 
medical expenses or whether this organization continues to operate, you are always personally responsible for the payment of your 
own medical bills.
 
Missouri Revised Statues Section 376.1750
Notice: This publication is not an insurance company nor is it offered through an insurance company. Whether anyone chooses to 
assist you with your medical bills will be totally voluntary, as no other subscriber or member will be compelled to contribute toward 
your medical bills. As such, this publication should never be considered to be insurance. Whether you receive any payments for 
medical expenses and whether or not this publication continues to operate, you are always personally responsible for the payment of 
your own medical bills.

Montana Code Annotated Section 50-4-111
NOTICE: The health care sharing ministry facilitating the sharing of medical expenses is not an insurance company and does not use 
insurance agents or pay commissions to insurance agents. The health care sharing ministry’s guidelines and plan of operation are not 
an insurance policy. Without health care insurance, there is no guarantee that you, a fellow member, or any other person who is a 
party to the health care sharing ministry agreement will be protected in the event of illness or emergency. Regardless of whether you 
receive any payment for medical expenses or whether the health care sharing ministry terminates, withdraws from the faith-based 
agreement, or continues to operate, you are always personally responsible for the payment of your own medical bills. If your 
participation in the health care sharing ministry ends, state law may subject you to a waiting period before you are able to apply for 
health insurance coverage.

Nebraska Revised Statutes Section 44-311
IMPORTANT NOTICE. This organization is not an insurance company, and its product should never be considered insurance. If you 
join this organization instead of purchasing health insurance, you will be considered uninsured. By the terms of this agreement, 
whether anyone chooses to assist you with your medical bills as a participant of this organization will be totally voluntary, and neither 
the organization nor any participant can be compelled by law to contribute toward your medical bills. Regardless of whether you 
receive payment for medical expenses or whether this organization continues to operate, you are always personally responsible for 
the payment of your own medical bills. This organization is not regulated by the Nebraska Department of Insurance. You should 
review this organization’s guidelines carefully to be sure you understand any limitations that may affect your personal medical and 
financial needs.

New Hampshire Revised Statues Annotated Section 126-V:1
IMPORTANT NOTICE: This organization is not an insurance company, and its product should never be considered insurance. If you 
join this organization instead of purchasing health insurance, you will be considered uninsured. By the terms of this agreement, 
whether anyone chooses to assist you with your medical bills as a participant of this organization will be totally voluntary, and neither 
the organization nor any participant can be compelled by law to contribute toward your medical bills. Regardless of whether you 
receive payment for medical expenses or whether this organization continues to operate, you are always personally responsible for 
the payment of your own medical bills. This organization is not regulated by the New Hampshire Insurance Department. You should 
review this organization’s guidelines carefully to be sure you understand any limitations that may affect your personal medical and 
financial needs.



North Carolina General Statutes Section 58-49-12
Notice: The organization facilitating the sharing of medical expenses is not an insurance company and neither its guidelines nor its 
plan of operation is an insurance policy. Whether anyone chooses to assist you with your medical bills will be voluntary. No other 
participant will be compelled by law to contribute toward your medical bills. As such, participation in the organization or a 
subscription to any of its documents should never be considered to be insurance. Regardless of whether you receive any payment 
for medical expenses or whether this organization continues to operate, you are always personally liable for the payment of your 
own medical bills.

Pennsylvania Consolidated Statues 40 Pa.C.S. Section 23
Notice: This publication is not an insurance company nor is it offered through an insurance company. This publication does not 
guarantee or promise that your medical bills will be published or assigned to others for payment. Whether anyone chooses to pay 
your medical bills will be totally voluntary. As such, this publication should never be considered a substitute for insurance. Whether 
you receive any payments for medical expenses and whether or not this publication continues to operate, you are always liable for 
any unpaid bills.

South Dakota Codified Laws Section Title 58-1-3.3
Notice: The organization facilitating the sharing of medical expenses is not an insurance company, and neither its guidelines nor plan 
of operation is an insurance policy. Whether anyone chooses to assist you with your medical bills will be totally voluntary because no 
other participant will be compelled by law to contribute toward your medical bills. As such, participation in the organization or a 
subscription to any of its documents should never be considered to be insurance. Regardless of whether you receive any payments 
for medical expenses or whether this organization continues to operate, you are always personally responsible for the payment of 
your own medical bills.

Texas Insurance Code Section 1681.002
Notice: This health care sharing ministry facilitates the sharing of medical expenses and is not an insurance company, and neither its 
guidelines nor its plan of operation is an insurance policy. Whether anyone chooses to assist you with your medical bills will be 
totally voluntary because no other participant will be compelled by law to contribute toward your medical bills. As such, participation 
in the ministry or a subscription to any of its documents should never be considered to be insurance. Regardless of whether you 
receive any payment for medical expenses or whether this ministry continues to operate, you are always personally responsible for 
the payment of your own medical bills. Complaints concerning this health care sharing ministry may be reported to the office of the 
Texas attorney general.

Virginia Code Section 38.2-6300
Notice: This publication is not insurance, and is not offered through an insurance company. Whether anyone chooses to assist you 
with your medical bills will be totally voluntary, as no other member will be compelled by law to contribute toward your medical bills. 
As such, this publication should never be considered to be insurance. Whether you receive any payments for medical expenses and 
whether or not this publication continues to operate, you are always personally responsible for the payment of your own medical 
bills.

Wisconsin Statutes Section 600.01
ATTENTION: This publication is not issued by an insurance company, nor is it offered through an insurance company. This 
publication does not guarantee or promise that your medical bills will be published or assigned to others for payment. Whether 
anyone chooses to pay your medical bills is entirely voluntary. This publication should never be considered a substitute for an 
insurance policy. Whether or not you receive any payments for medical expenses, and whether or not this publication continues to 
operate, you are responsible for the payment of your own medical bills.

Wyoming Statues Section 26.1.104
Notice: The organization facilitating the sharing of medical expenses is not an insurance company, and neither its guidelines nor plan 
of operation is an insurance policy. Any assistance with your medical bills is completely voluntary. No other participant is compelled 
by law or otherwise to contribute toward your medical bills. Participation in the organization or a subscription to any of its 
documents shall not be considered to be health insurance and is not subject to the regulatory requirements or consumer protections 
of the Wyoming insurance code. You are personally responsible for payment of your medical bills regardless of any financial sharing 
you may receive from the organization for medical expenses. You are also responsible for payment of your medical bills if the 
organization ceases to exist or ceases to facilitate the sharing of medical expenses.
 


