AMERICAN Part B Statements Made To The Medical Examiner
G GENERAL or Authorized Company Agent

The United States Life Insurance Company in the City of New York
New York, New York
A Member of American International Group, Inc.

Administrative Office: 3600 Route 66, PO. Box 1580, Neptune, NJ 07754-1580

Policy No.

1 A Full Name of Proposed insured C Occupation [ Employer General Agent

B 35'?,,?;, BL;;“; Year) D Single (] Married = Divorced I Widowed ] Separated C_

2 Were you ever rejected or discharged by the X
Armeg Services? (Give date and reason) 6 Do you use or have you ever used:

A beer, wine or liquor?

3 Have you ever applied for or received disability B habit forming drugs? (If A or B yes, state extent)
benefits from any source?

7 Have you ever been advised to:

E

Has any application for or reinstatement of Life,
Accident or Health insurance ever been declined,
postponed, rated or in any way modified?

{If yes, give details, date and company}

change or restrict your diet? Why?
take insulin?

> |m >

Have you any physica! defect?

5 Have you ever sought advice or treatment for
alcohol or drug addiction? (Give details)
B AREYOU NOW IN GOOD HEALTH?

HAVE YOU EVER HAD YES IFYES, GIVE DETAILS

A Epilepsy, paralysis, nervous breakdown, or NO Description | Dates [ Duration | Doctor's names and addresses
dizziness, fainting spells, nervous or mental
trouble?

B High or low blood pressure, chest pain, short-
ness of breath, palpitation; disorder of heart or
blood vessels?

C Hemorrhage, habitual cough, chronic
hoarseness, asthma, pleurisy, tuberculosis or
disorder of respiratory system?

D Indigestion, ulcer, fistula; disorder of stomach, 4
gall-bladder, liver, digestive or abdominal organs?

©w

E Kidney colic or stone, stricture, diabetes, sugar
or albumin in urine; disorder of kidneys, bladder, a
genito-urinary, male or female organs? ¥

F Rheumatic fever, arthritis, osteomyelitis; disorder
of banes, joints or spine?

G Impairment of vision or hearing or disease of ¢
eyes or ears? .

H Goiter, tumor, cancer, venereal disease; disorder t
of blood, glands or skin? - M
| Treatment or observation in any hospital or /
L}

institution?

J  X-rays or Electrocardiograms? When, why, by ?‘
whom, with what results?

K Any accident, injury or operation other than as
stated above?

L Consuitations with any physicians or practitioners
other than as stated above?

LIVING DEAD R

Family Record Age Health Age Cause of Death M A Height ftoo

Father B Weight lbs

....... in.

1

o

Mother C Change in weight in past 12 months. (Give reason for change)

Brothers )
No. living { ) Loss lbs. Gain Ibs.

No.dead { } YES NO
Siste.rs_ 12 A Do you smoke cigarettes? 1 [
No. living ( } B Do you smoke cigars? 0 D

No.dead () ]
P )
Spouse C Do you smoke pipes? % ] 0

All of the above answers are full, complete and true; are a continuation of, and form a part of the application for insurance on my
life toThe United States Life Insurance Company.

SIGNEd AL e b this..... day of
CITY AND STATE OR COUNTRY YEAR
Witness
AGENT OR MEDICAL EXAMINER SIGNATURE OF PROPOSED INSURED
Form No. GMS-1 00305101-1052 RO5/03
AUTHORIZATION

| hereby authorize any licensed physician, medical practitioner, hospital, clinic or other medical or medically related facility, insurance company, the Medical
Information Bureau or other organization, institution or person, that has any records or knowledge of me or my health,1p give The United States Life Insurance
Company any such information. - o

To facilitate rapid submission of such information, | authorize all said sources, except the Medical Information Bureau, to give such records or knowledge to
any agency employed by the insurance company to collect and transmit such information.

A photographic copy of this authorization shall be as valid as the original.

WITNESS DATE SIGNATURE OF PROPOSED INSURED

DO NOT DETACH—MAIL ENTIRE FORM DIRECTLY TO
The United States Life Insurance Company, 3600 Route 66, PO. Box 1580, Neptune, NJ 07754-1580

-

Employer of Proposed Insured Policy No.

N.B.—Fees for examinations are paid only by The Full I Insured
United States Life Insurance Company. This stub Name of P oPosed s

must be completed by the Medical Examiner at Date of Birth Place of Birth

tha time nf tha avaminatinn and mailed ta the




. Any erasures or aiteratons In the statement made by e proposea INsuread MuUst be signed by the apphcant.
. Any erasures or alterations in your report should be signed by you.
. Your report should give the Company a pen picture of the person or persons examined.
Heart section is to be completed whenever there is history or present evidence of heart or circulatory impairment, otherwise it need
not be filled in. (See instructions on form below.} If only a Heart Chart has been requested, Use Form 383.
8. Full laboratory urinalysis is required, if there is history or presence of urinary or circulatory impairment or the amount of insurance
is more than $30,000. ’

~Noos

MEDICAL EXAMINER'S CONFIDENTIAL REPORT

13 A How long have you known the Proposed Insured? B Are you related? ...
14 A Height L ft in. C Didyou Weigh applicant? .......c.ovuieeeeeee. D Girth: Chest forced expiration
Chest fult inspiration ..
B Weight .... Measure applicant? .......ccccvuerneen Abdomen at umbilicus...

15 A Name and address of applicant’s usual medical attendant. 16 Does inquiry or examination reveal any past or present disease of brain, chest,
digestive, genito-urinary, cardiovascular-renal, glandular or nervous system?

17 A Is applicant's appearance unhealthy? .. Details
Does applicant appear older than age given? (Why) ......ccecnivinen
Is there any impairment of sight or hearing? ...
Are pupillary and patellar reflexes abnormai? .
Is there any deformity, lameness or other physical defect? .
Has serological test for syphilis ever been made? ...........cccocueuveeee .
{Give reason, date, result} -
G Are there any abdominal varicosities or hernias? .................
(Locate, describe in detail)

H Do you know anything about applicant's charactqr or habits which
would affect the risk adversely? .....
Rate Irregularities
at rest Number Type }

TMmooOw

18 Pulse per minute

If puise is 90 or more, or has irregularities, complete Heart Section below.

Systolic Diastolic F
4th phase  5th phase ’
19 Blood Pressure ’:
L
If systolic pressure is over 140 mm see instructions in question 22.
20 [s there any evidence of arteriosclerosis? : Y '/

21 Is there a heart murmur?

Is there any hypertrophy? .........c.........
If yes, compiete Heart Section below.

Specific gravity Sugar Albumin

22 A Urinalysis B Are you satisfied that the specimen is authentic?.........c.coneiicninena

C Are you sending specimen for laboratory analysis?

A specimen should be sent to the Home Office or a qualified laboratory for full analysis when more than $30,000 is applied for, if sugar or albumin is present, if there is a history
of urinary disease, if blood pressure is over 140mm or applicant is over age 55. When specific gravity is below 1012 or above 1028, obtain anather specimen of normal gravity.

HEART SECTION
BE SURE QUESTIONS 18 THROUGH 21 ARE ANSWERED WHEN THIS SECTION IS COMPLETED.

This section must be completed if there is tachycardia, pulse irregularity, heart murmur, hypertrophy ar history of any heart or circulatory disorder.

23 Heart murmur [ Systolic [ Presystolic I Apex
] Diastolic [i None 3 Base
24 Describe murmur and complete diagram ........cooveeomrerieneeesravesssens
25 Transmission ] Axilla [ Scaputa O None
26 s it heard when breath is held? ...

while standing erect?

in recumbent position?
27 Is it U unaffected [] accentuated [ abolished by exercise?
28 Any dyspnea after exercise?
29 Hypertrophy _J Slight _iMarked

{1 Moderate " None
30 Apex located in weeeenendnterspace.

.................................................. inches to left of midsternal line.

Number of

31 Pulse per minute Rate Irregularities

Immediately after exercise

The Apex by X
2 minutes after exercise . Point of maximum intensity by O
Area over which murmur is heard [J
Direction of transmission by =

| CERTIFY that | have made this examination in private at.............. e
NO. AND STREET cry
HhiS i day Of o P
AM. YEAR
| TN EM. Signature N M.D.

003051011052 R10/03




