APPLICATION FOR LIFE INSURANCE - PART 1l

Life Insurance

Company
PROPOSED INSURED BIRTH DATE
FIRST NAME MIDDLE INITIAL LAST NAME SOCIAL SECURITY NO. MO. DAY YR.

The following questions must be answered by each adult proposed

for coverage, or by the applicant(s) for any proposed insured who

is less than 15 years old. YES NO DRIVER'S LICENSE NUMBER

1. Have ever had or been treated for

a. Disorder of eyes, ears, nose, or throat?

b. Dizziness, fainting, convulsions, paralysis or stroke, O
mental or nervous disorder? O

c. Shortness of breath, persistent hoarseness or cough,
blood spitting; bronchitis, asthma, emphysema, tuber- O O
culosis or chronic respiratory disorder?

d. Chest pain, palpitation, high blood pressure, rheumatic

Fully exptain all “YES” answers below:
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(include diagnoses, dates, duration and names and addresses
of all attending physician and medical facilities.)
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fever, heart murmur, heart attack or other disorder of O
the heart or blood vessels?

e. Jaundice, intestinal bleeding, ulcer, recurrent indigestion,
chronic diarrhea, or the disorder of the stomach O O

intestines, liver, or bladder?

f. Sugar, albumin, blood or pus in urine; venereal disease;
stone or other disorder of kidney, bladder, prostate or
reproductive organs?

g. Diabetes; thyroid other than endocrine disorders?

h. Neuritis, rheumatism, arthritis, gout, or any disorder of
the muscles, bones, or joints?

i. Disorder of the skin or lymph glands?

j- Cancer or other tumor?

k. Allergies; anemia or other disorder of the blood?

I. Hepatitis in any form?

m. Have you ever been clinically diagnosed as having
Acquired Immune Deficiency Syndrome (AIDS)?
2. Are you now under observation or treatment?
Have you gained or lost more than 20 Ibs. in the past year?
4. Other than above, have you within the past 5 years:

a. Taken tranquilizers or "nerve pills"?

b. Used any type of drugs, narcotics or hallucinogens (in-
cluding LSD, marijuana or heroin) not prescribed by a
physician?

c. Had any mental or physical disorder not listed above?

Had a checkup, consultation, iliness, injury, or surgery?

e. Been a patient in a hospital, clinic, sanatorium, or other
medical facility?

f. Had electrocardiogram, X-ray, other diagnostic test?

g. Been advised to have any diagnostic test, hospitalization
or surgery which was not completed?

5. Have you ever had military service deferment, rejection

or discharge because of a physical or mental condition?

6. Have you ever requested or received a pension, benefits, or
payment because of an injury, sickness or disability?

7. Family History: Diabetes, high blood pressure, heart disease, O O
mental iliness, or suicide?

@

In the past 24 months have you used YES NO
tobacco in any form. O O
9. a. Name and address and telephone number of

your personal physician (If none, so state)

Q

b. Date and reason last consulted: results

c. What treatment was given or medication prescribed?

OO OO IO O VOO0 OO O

AGE IF LIVING | CAUSE OF DEATH | AGE AT DEATH
Father 10. If applicable: YES NO
Mother a. Have you ever had any disorder of O O
Brothers & Sisters menstruation, pregnancy or breast?
No.Living b. Are you now pregnant? O O
No.Dead If yes, what is the pregnancy due date?

| represent that all statements and answers made in all parts of this application are full, complete and true to the best of my knowledge and belief. | agree that a
copy of this Application Part Il will form a part of any policy issued.

Witness X m.D. X
City and State where signed DATE SIGNATURE OF PROPOSED INSURED OR
PARENT OR GUARDIAN IF A JUVENILE
501 ALAN-10018-30-XX

Any person who, with intent to defraud or knowing that he (she) is facilitating a fraud against an insurer, submits an application
or files a claim containing a false or deceptive statement may be guilty of insurance fraud.

AUTHORIZATION TO OBTAIN AND DISCLOSE INFORMATION
| (We) authorize any records or knowledge of me (us) or my (our) health including information about drug use, alcoholism, and
mental illness, to be given to AAA Life Insurance Company or its Reinsurers. This information may be provided by any licensed
physician, medical practitioner, hospital, clinic, or other medically related facility, the Veteran's Administration, insurance company,
employer, the Medical Information Bureau, or other organization or person that has such information. | agree this authorization
shall be valid for 26 months (from the date shown below). A copy of this authorization will be as valid as the original.

Date X

SIGNATURE OF PROPOSED INSURED

Witness X M.D.

DO NOT DETACH



MEDICAL EXAMINER'S REPORT

Height Weight DVS\/eiS?ht is: | Chest (Full {Chest (Forced|Abdomen, at| URINALYSIS
cale A - i
(In Shogs) (Clothed) Weight Insplrathn) Explratlon_) Umb|l|cu§ Specific Gravity Albumin Sugar
ft. in. Ibs. A in. in. in.
QO Estimated
Weight

Is appearance unhealthy or older than stated age? 0 Yes O No
12. Exercise all applicants under age 60 unless contra-indicated.
Blood Pressure (Record ALL readings)

MAIL THE SPECIMEN TO LABORATORY WHEN:

(1) Sugar or albumin is found.

(2) There is a personal or family history of diabetes.

(3) There is a history of G.U. disease or abnormalities.

(4) Blood pressure exceeds 140/90 or history of elevation.

At Rest After Exercise 3 Minutes Later
Systolic (5) The AMOUNT APPLIED for is $100,000 or more.
Diastolic (6) Applicant is a non-tobacco user.
13. Pulse: At Rest After Exercise 3 Minutes Later | Are you forwarding a specimen to the laboratory?
Rate QYes O No
Irregularities per min.
Details of "Yes" answers. (Identify item).
14. Heart: Is there any:
Enlargement UYes ONo Dyspnea UYes UNo
Murmur(s) OYes QNo Edema OYes UNo
Murmur 1. | Murmur 2. -

Location
Constant a Q indicate: |
Inconstant u a
Transmitted Q Q Apex by X
Localized a ] -

Murmur area by 2
Systolic Q Q .
Presystolic 0 Q _Pomt Qf greatest
Diastolic Q Q intensity by 0
Soft (Gr.1-2) QO 0 Transmission by *
Mod. (Gr.3-4) O a . )
Loud (Gr.5-6) O Q For comments and your impression.

After exercise:
Increased Q Qa
Absent a a
Unchanged Q
Decreased O a

15. Is there, on examination, any abnormality of the following: YES NO
(Circle applicable items and give details)
a. Eyes, ears, nose, mouth, pharynx? O

(I vision or hearing markedly impaired, indicate degree and correction.)
Skin (incl. scars); lymph nodes; veins or peripheral arteries?
Nervous system (include reflexes, gait, paralysis)?
Respiratory system?
Abdomen (include scars)?
Genitalia (males only)?
Endocrine system (include thyroid and breasts)?
h. Musculoskeletal system (include spine, joints, amputation, deformities)?
16. Are there any hernias?
17. Are you aware of additional medical history: Signs, symptoms or
laboratory findings? (A confidential report may be sent to the Medical Director)
18. Have you any reason to believe that proposed insured uses or has
used alcoholic beverages or drugs to excess?
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Dated at on 20 Medical Examiner

City State

AAA LIFE INSURANCE COMPANY
17250 Newburgh Road
ALAN-10018-30-XX Livonia, Michigan 48152 501

DO NOT DETACH DO NOT DETACH

Mail this Report to:

CHECK REQUISITION
AAA Life Insurance Company

MEDICAL EXAMINER'S
TAX INFORMATION

NAME AND ADDRESS OF MEDICAL EXAMINER (PAYEE)

TEX 1D #221-65-9359

APPROVED BY:
ACCOUNTING DEPARTMENT

2 NUMBER-
Z NAME OF

8 PORTAMEDIC #596 PROPOSED INSURED:

= WALNUT CREEK, CA 94520 FOR HOME OFFICE USE ONLY
& o POLICY NO.:
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