APPLICATION PART II

[ SAFECO Life Insurance Company * P.0. Box 84068 e Seattle, WA 98124-9918

MEDICAL HISTORY REPORT (3 American States Lis Insurance Company  P.O. Box 7065 # Indianapolis, IN 46207-7065
1. Full name? Date of Birth j___ /| 4 Family Ageit| Status |Ageat| Causs
, SS# History Living| of Health |Death| of Death

2. Have you ever used any form of tobacco or nicotine-based products? Father

OYes ONo If yes, when did you last use tobacco or nicotine- Mother

hased products? ' Type Quantity Brothers & Sisters
3. Name & Address of last physician you consulted. Number Living __

Name: Number Dead ____

Address:
Date & reason last consulted:

. Has any family member listed above had cancer, diabetes, high blood

pressure, heart disease, or kidney disease? [] Yes ] No If yes,
under DETAILS identify family member, disorder, age of anset. If there
is a history of cancer, indicate type of cancer.

What treatment was given or medication prescribed:

. Have you ever had any physical disability or impairment in the past

10 years? [1Yes (I No

If yes, give details.

Give complete detail for all yes answers under DETAILS. Identify question number and include diagnosis, dates, duration, treatments and medications
prescribed, and names/addresses of all physicians and hospitals. If more room is needed, please give additional information on a separate piece of paper.

YES NO DETAILS
7. Had any insurance application declined or extra rated? O 0
8. Within the past two years engaged in: aviation activities as pilot or crew: scuba diving; parachuting;
hang gliding; mountain/rock climbing; or racing of any motorized vehicles? 0 O
9. Had any driver’s license revoked or suspended? [
10. Any plans to travel or live outside the U.S. or Canada? O O
11. Have you lost 10 or more pounds during past 12 months? If ‘Yes', give amount and cause of
weight loss and number of months at present weight in DETAILS. 0 o
12. Have you ever received advice, counseling or treatment as the result of the use of alcohol or drugs? O O
13. Have you ever used narcotics, barbiturates, amphetamines, cocaine, LSD, marijuana, or haliucinogenic
drugs? O O
14. Within the past 10 years, to the best of your knowledge and belief, have you ever had, or do you niow have:
a. dizziness, fainting spells, epilepsy, convulsions, loss of consciousness, head injury, severe
headaches, stroke, or any disease or disorder of the brain or nervous system? o o
b. asthma, bronchitis, emphysema, pneumonia, sleep apnea, chronic cough, pleurisy, spitting
of blood, tuberculosis, or any disease or disorder of the lungs or respiratory system? 0 O
¢. rheumatic fever, high blood pressure, angina pectoris, chest pain or discomfort, shortness
of breath, irregular heart rhythm, heart murmur, swelling of legs or ankles, or any disease
or disorder of the heart or blood vessels including heart attack or coronary artery disease? o o
d. hepatitis, internal bleeding, colitis, stomach or duodenal ulcer, or any other disease or disorder,
of the stomach, intestines or bowel, rectum, appendix, liver, gall bladder, pancreas or spleen?] (0 O
e. albumin, blood or sugar in the urine, nephritis, kidney stones, or any disease of the kidneys,
bladder or prostate or sexually transmitted disease? M-
f. anemia, arthritis, rheumatism, or any disease or disorder of the blocd {not including HIV),
glands, back, spine, bones, joints, muscles, skin, genital organs or other reproductive organs?| L O
g. gout, diabetes, or any other disease or disorder of the pituitary, thyroid or endocrine glands? | O O
h. goiter, cancer, tumor, leukemia, lymphoma, any other malignant disorder or growth? O 0
. anxiety, depression or other mental or nervous disorders? g o
j. any disease or disorder of the eyes, ears, nose or throat? 0 0
k. varicose veins, phlebitis, hernia of any kind, or ulcer of any kind? a 0O
. menstrual irregularity, complications of pregnancy or disease of the breast? O 0
m. any disorder of the immune system? o 0
15. APPLICANT IS NOT REQUIRED TO DISCLOSE RESULTS OF PRIOR AIDS (HIV) TESTS. A MEMBER
OF THE MEDICAL PROFESSION USING A TEST APPROVED BY THE FEDERAL FOOD AND DRUG
ADMINISTRATION MUST MAKE ANY DIAGNOSIS OR TESTING OF AIDS. Within the past five years,
have you ever been medically diagnosed as having or received treatment from a licensed medical
physician for Acquired Immune Deficiency Syndrome (AIDS)? . O O
16. In the past five years, have you consulted, been examined or treated by any physician, psychiatrist,
or medical practitioner not named above or for any cause not mentioned? O O
LUC-100 301









