Americo Financial Life and Annuity insurance Company
Home Office: 500 N. Akard, P.O. Box 139040, Dallas, TX 75313-9040

Application Part Il - Medical Questionnaire
Answers to be given by the Proposed Insured to the Medical Examiner Please print all answers

Proposed Insured '. Birth Date
FirstName Middle Initial . LastName Mo Day Year

1. a. Name and address of your personal physician? (If none, so state)
b. Date andreason last consulted?

¢._What treatment was given or medication prescribed? N
2. Have you within the past 10 years been treated for or had any known indication of:
a._Disorder of eyes, ears, nose or throat?

b: Dizziness, fainting, convulsions, headache, speech defect, paralysis or stroke;
mental or nervous disorder? :

c. Shortness of breath, persistent hoarseness or cough, blood spitting, bronchitis
pleurisy, asthma, emphysema, tuberculosis or chronic respiratory disorder?

d. Chestpain, palpitation, high blood pressure, theumafic fever, heart murmur,
heart attack or other disorder of the heart or blood vessels?

e. Jaundice, intestinal bleeding, ulcer, hernia, appendicitis, colitis, diverticulitis,
hemorrhoids, recurrentindigestion or other disorder of the stomach, intestines,
liver or gallbladder?

. Sugar, Albumin, Blood or pusin urine, venereal disease, stone or other
disorder of kidney, bladder, prostate, breasts or reproductive organs?

9. Diabetes; thyroid or other endocrine disorders?

h.Neuritis, sciatica, theumalism, arthitis, gout, or disorder of the muscies or
bones, including the spine, back or joints?

i.__Deformity, lameness or amputation?

. _Disorder of skin, lymph glands, cyst, tumor or cancer?
k. _Allergies; anemia or other disorder of the blood?
Are you now under observation or taking freatment?
Have you had any change in weight in the past year?
Other than the above, have you within the past 5 years:
a. Had acheckup, consultation, iliness, injury, surgery?
-b. Been a patientin a hospital, clinic, sanatorium, or other medical facility?
¢. Hadelectrocardiogram, X-ray, other diagnostic test?
d. Been advised to have any diagnostic test, hospitalization, or surgery which
was not completed?
e. Been diagnosed or treated for Acquired Immune Deficiency Syndrome (AIDS)
or AIDS Related Complex (ARC)?
6. Are you planning to consulta doctor for any physical or mental symptoms you
] have experienced within the past 60 days?
7. Have you ever had military service deferment, rejection or discharge because of a
physical or mental condition? ‘
8. Have you ever requested or received a pension, benefits or payment because of
an injury, sickness or disability?
9. Family History: Tuberculosis, diabetes, cancer, high blood pressure, heart or
kidney disease, mental ilness or suicide? o a

AgeifLiving? Cause of Death? Age atDeath?

DETAILS of *Yes" answers. IDENTIFY
QUESTION NUMBER, CIRCLE APPLI-
CABLE ITEMS: Include diagnoses, dates,
duration and names and addresses of all
attending physicians and medical facilities.
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Father

Mother

Brother and Sisters
No. Living
No. Dead : :
Irepresent that the above statements and answers are true and complete to the best of my knowledge and belief, and | agree that such statements and answers
shall be part of the appfication and are made to induce Americo Financial Life and Annuity Insurance Company to issue the policy or contract applied for. | hereby
authorize any licensed physician, medical practitioner, hospital, clinic or medical or medically refated facility, insurance company, the MIB, Inc. or other organization
institution or person that has any records or knowledge of me or my family members proposed for insurance, or our health, to give Americo Financial Life and

Annuity Insurance Company or its reinsurers, any such information it may require to determine eligibility for insurance. A photographic copy of this original shall be
as valid as the original.

Agent'sName_

Signature of
Dated at Proposed Insured
Child's Parent if Proposed Insured is under age 16
on . Winess
CA5010 (1/2001)

Signature of Medical Examiner
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MEDICAL QUESTIONNAIRE

10 a. Height Weight Chest(Full Chest (Forced Abdomen, at Details of “Yes" answers. (idenlifyitem.)
(In Shoes) (Clothed) Inspiration) (Expiration) Umbilicus
t in. Ibs. in. in. in.
b. Didyouweigh? ClYes (O No Did you measure? OYes O No
¢. Isappearance unhealthy or older than statedage? O Yes (I No ~
1. Blood Pressure (Record ALL readings) __Repeat B.P. if first over 135/85.
Systolic
Diastolic 4thphase
5th phase
12. Pulse: AtRest After Exercise 3 Minutes Later
Rate _
Irregularities per min.
13 a.  Heart: Is there any: Location l | I
EnlargementO Yes (I No Dyspnea O Yes CINo
Murmur(s) CJYes ONo Edema OYes O No Constant o 0O
(describe below - if more than one, describe separately) %[‘g%’;fméd g g
b.” Indicate: Localized 0 0
Apex by X . N
Murmurareaby [J Systolic g 0O
Pointofgreatest Presystolic g a
intensity by O 3 Diastolic o 0O
Transmission by 9 &‘ Soft (GI‘. 1_2) m) m
Mod.(Gr.3-4) O (O
Loud(Gr.56) O O
13¢. Yourimpression? Afier exercise:
increased O O
Absent g a
Unchanged O O
Decreased O O
14. Isthere on examination any abnormality of the following: ‘
(Circle applicable items and give details.) Yes No
a. Eyes, ears, nose, mouth, pharynx? () m}
(If vision or hearing markedly impaired, indicate degree and correction.)
b.  Skin(incl. scars); lymph nodes; varicose veins or peripheral arteries? a a
¢ Nervous system? (include reflexes, gait, paralysis) O ]
d. Respiratory system? O a
e.  Abdomen? (include scars) g 0
f  Genitourinary system? (include prostate) (] )
'g.  Endocrine system? (include thyroid and breasts) 0 a
h. Musculoskeletal system? (include spine, joints, amputations, deformities) o o
15. a.  Are there any hernias? a a
b.  Anyhemorrhoids? 0O a
16. Are you aware of additional medical history? a 0
(A confidential report may be sent to the Medical Doctor) )

Urinalysis Specific Gravity Albumin Sugar HOME OFFICE SPECIMEN REQUIRED - Mail to Home Office Reference
Lab (CRL), P.O. Box 418991, Kansas City, MO 64179-0216

Is specimen being sentto Home Office? (I Yes (J No

I certify that I made this examination at; OAM. OPM.onthe day of '
Examinationmadeat O myoffice, [J Individual's office, O3 Individual'shome, CJ Other:

MEDICAL EXAMINER: ‘

Please print name Signature

Address Medical School

Date of Graduation Yr. of Birth
THIS REPORT NOT TO BE GIVEN TO ANY COMPANY REPRESENTATIVE. MAIL DIRECTLY TO HOME OFFICE

“



77 . Amefico Financial Life and Annulty Insurance Company
& Ofios: Dallas; TX - ¢ ‘Asminlstrative Oftios; RO, Box 410288, Kunsaa it MO 541410288

T T . NOTGEANDCONGENTFORBLOODTENTNG .
T YICH WILL INCLUDE ATDS VIRUS (HIV) ANTIRODYIANTIGEN TESTING
" APPLICATION POR LIFE-OR DISABILITY INCOME INBLIRANCE

:-‘To duhrmln-ynrlnmblmy. he Insurer namied sbovs {the hyerer) has recucsted hat you provide n

" parplt oFyoir blcos, sV oF e or Gasdvg id Whafyels. AX tselxwi by purformed by a foensed - | -

lsboratory.

The ooneent you give by signing fhla form autharizes the ieurer fo withdraw blood and orger [aboraiery
teta only In tegard to your procant epplioation for life o dasbiity income Insurmnos.

The st or leets 1o be performed are Lced jo detsrmine the presanos of anfibodias or aniigns i e
Human Immunodefidiency Vi {HiV), slsa known 52 he AIDS vius. The HV snilbody test that we
perform e actsaly s verios of towta done by & medioally acoapied procadure, ‘The HIV aigen teat
diraolly identtes AIDS viral parfcioa. Theaa tesis sre axvemely rollable.

TESTS TO BE PERFORMED
Wo will iso an ELISA taet or 8 Westem Blot Aceay, or both.

An ELISA teat Is an enzymedinked Immunosorbant assay seralogio foel which hasheen llotnsad by
iha Faderal Food and Drug Adminisiration o delect sntbodias to he human immunodefidency Wrus.
A poaltive ELIA test masna sn ELIBA isst parfamed In socordance with thes manufachser's speoiica-
fionawhidh Is rexcive on an irtal teafing and on at Isast one of two addiionsa! tests of he sama caram
or plasms epsoimen.

A Weaten Blol Aasay la an assay which uass reagents condsting of HV antigena eqparatad by
aolysaryiermide-pel eleckophcreais snd then Fransfered to nira-slloss papsr to detect ahthadias to
the human immunodsicency virus, Arssoive Waatern Biot Assay le 2 Weslm BlotAsaay which i
tasdive acoxrding io e stendards of parfarnanos and results spadfisd In the manufsolurer's Fedenti
Food end Drug Adminisiration appraved product okoular for fhe Weetem Biot Assay resgents and
laboraiory apparatue.

MEANING OF POSITIVE TEST RESULT
Poaltive HIV sntioodyfentigen test resulte do ot mean that you have AIDS, but $iat you sraet sgif-
oanfly incramsed risk of developing AIDS or ADS-refated condlona. Fadargl authorifes sey hat
peretnawho sre HIV anffbodyfantgen positve should be oonddarad infacied with the AIDS vius and
ocapabia of infeolng othera,

Positive HIV anthody or arfigen testisoreening reauits or oher signifeant bicod snomuaiites wid
stivaraaly afiact your sppliostion for insuranon. This mesna fiat your applloation may be dedinad, hat
an {noremaed premium may be dharged, o thet other polluy changee may be nacesiery.

CCARZD Pagetolé (10704)




CONFIDENTIALITY OF TESTRESULTS

AR tagl nenulia will bs reied confidentstly. Thay will be reporied by e lsboratory to the haurer.,

Whan neosasery for businnes reasons In connection wih hvauranos you have of heve spplied for with

. he hars:, e haxet may dsdose et reauils (o others Invalved solely in fhe underwriing process
. such nnila afiiates, reinaurera, ampioyess of conraciors. M fie aurer is 2 member of the Medios!

Informaton Buresu (MIB, Ino.), and If e wat remulis for KV antbodius/mtigens are oher fun normal,
v haurar wii reportio he MIB, o, s generio oada which signifies only 8 non-spedin hiood isel

sbnormality.-Fyour HN-sst s nomnal; o report will be made sbautit o the MIB, inc. -The crganiza-
$ona desnrised in this peragraph may malintein the testresults in & fle or date benk, There will bano
cher decioaure of feat reaults cr 6ven Tiat the Hoeta have besn done axcept as may be required or
parmitted by luw or as autarized by yu. ‘

COST OF TESTING
The ooet of any testing wii ba borne by the lneurer, -

NOTIRGATION OF TEST RESULTS
¥ yaur HIV i8at rasuits are normss, nc rautine nolfication wit be sent to you. iftha HIV test results are
ather $1sn normsl, e Inwrer wiil contant your daeigneted physidam, or you Ifyou havenot designated
a physlolan. Mhmmldtywhrﬂmmdaphﬂdmornmrhdhmpmldﬂuwtm
you may suthorize disciosurs mvd with whom you may wish 1o dacuss he resulis.

: THELMT
Thia Conasnt shall ke vaild for s parod of 30 mentha fror the date noted baiow.

CONSENT :
I haversad and | underatsnd thia Nofoe of Connt for Biood, Saliva or Urine Teatng Which Wil
Inoliids HIV AnfbodytAntigen Tasing. | voluniadly sonesnt fo tha teaing, and he dladlosire of he fest
resulte as desrbed sbove. : ,

tundaratand hat [heve hu':rlnhtbnquoumd reosive a copy of thia sutherizefon, AphMyd
thi form wil ba sz vid as he orginal. - )
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