Americom Life and Annulty Company
Overland Park, Kansas

ILL INCLUDE AIDS VIRUS (HIV) ANTIBODY/ANTIGEN

NOTICE AND CONSENT FOR BLOOD TESTING WHICH w|
DISABILITY INCOME INSURANCE

TESTING APPLICATION FOR LIFE OR

Positive HIV antibody or antigen testiscreening results or
other significant biood abnormatities wif adversely affec
your application for insurance, This means that your
Application may be declined. that an increased premium
ma&y be charged. or that other policy thanges may be
necessary,
CONFIDENTIALITY OF TEST RESULTS

All test resuits will be treated confidentially. They will be
raported by the lsboratary 16 the Insurer. When necessary
for business reasens in connection with insurance you
have or have spplied for with the Insurer, the Insurer may
disclose test results to others inveived solely in the
underwriting process such as its affillates, reingurers,
employees or contractors, If the Insyurer Is a member of
the Medical information Bureay (MIB, inc.), and if the tost
results for HIV antibodies/antigens are other than normal,
the Insurer will report to the MIB, In:., a generic code
Which signifies only a non-specific blocd test abnormality,
If your HIV test is normal, ne report will be made about it 2]

To determine your insurability, the Insurer named
above has requested that you provide a sample of your
blood for testing and analysis. Al fests will be
performed by a licensed laboratory,
The consent you give by signing this form authorizes
the insurer to withdraw blood snd order laboratory fests
only in regard to your present appfication for fife or
disability incoms insurance. :
The test or tests o ba performed are used fo determine
the presence of antibodies or antigens to the Human
Immunodeficiency Virus (HiV), also knawn as the AIDS
virus, The HIV antibody test that we parform is actuaily
3 series of teste done by a medically accepted
procedure. The HIV antigen test directly identifies
AIDS viral particles. These tasts are extremely reliable.
TESTS TO BE PERFORMED
We will use an ELISA test or a8 Western Blot Assay, or
both

An ELISA test is an enzymeinked immunosorbeny

8ssay semlogic lest which hag been licensed by the the MIB, Jnc. The organizations described In this
Faderal Food and Orug Adminlstration to detect paragraph may maintain the tes) results in a file or data
antibodies to the human immunodeficiency virys. A bank. There will be no ofher disclosury of tast results or

positive ELISA test means an ELISA test performed in
accordance with the manufacturer's spacifications
which Is reaclive on an inifial testing and on at loast
one of two addltional tests of the same serum or
plasrna spacimen.

even that the tests have been don
required or permittad by law or as autho

e e
ized by you.
COST OF TESTING

The cost of any testing wilf be horne by the insurer,

NOTIFICATION OF TEST RESULTS

A Western Blot Assay is an assay which uses reagents if your HIV test results are normal, po rauting notification
consisling of MV anligens  soparated by will be semt to you. If the Hiv test results are other than
polyecrylamide-gel eleclrophoresis  and  thep normai, the Insurer wilf contact your degignated physictan,
ransferred to nitro-celiulose Paper {6 detect antibodjes or you if you have not designated a physician, The Insurer
to the human immunodeficlency virus, A reactive will ask you for the name of a physician or other health
Wastemn Blot Assay is a Western Blot Assay which s care provider to whom you May authorize disclosure ang
reactive aceording fo the standards of performance and with whom you may wish to discuss the rosuits.,

results specified in the manufacturer's Federal Fond TIME LIMIT

and Drug Administration approved product circular for This Consent shall be valig for a period of 30 monihs from

the Western Biot Asg
apparatys.

MEANING OF POSITIVE TESY RESULT
Positive HIv antihody/anfigen test results do not mean
that you have AIDS, but that you are &t significantly
increased fisk of developing AIDS or AIDS -related
conditions, Federal authorities
are Hiv antibody/antigen positive should be considered
infected with the AIDS virys and capable of infecting
others,
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AIDS CA 3/01

Date State of Residence




Paramedical Supplement to Application

Insurer

Q Fidelity and Guaranty Life Insurance Company Q Americom Life and Annuity Insurance Company

First Name Middie Initial Last Name

Birth Date Birth Place

Medical History Questions

1. Have you ever been treated for or diagnosed with:

a) Anyheart disease, heart attack, chest pain, high blood pressure, high cholesterol, murmur, palpitations, or any other
) - QY OGN
disorder of the heart or blood vessels?
b) Any circulatory disease, stroke, TIA, aneurysm, or any other disorder of the veins or arteries? QY ON
) Any hreathing or lung disorder, COPD, asthma, bronchitis, sleep apnea, or emphysema? | OY ON
d) Diabetes, disorder of the immune system, blood disorder, o disorder of the glands? QY ON
e} Cancer, tumor, or cysts? QY ON
f)  Depression, anxiety, dementia, Alzheimer's, o any other mental or nervous disease or disorder? QY ON
) Hepatitis, gastritis, colitis, or any disease or disorder of the liver, stomach, pancreas, or intestines? QY ON
h} Any disease o disorder of the kidneys, bladder, prostate, urinary, or reproductive systems? QY ON
i) Asthritis or any disease or disorder of the muscles (to include strains or sprains), tendons, bones, spine, back, or oY ON
joints?
i) Any disease or disorder of the skin, eyes, or ears? ' QoY ON
k) Acquired immune Deficiency Syndrome (AIDS), AIDS related Complex (ARC) or positive test results indicating the oY ON
presence of the AIDS virus?
Are you currently prescribed any medication? QY ON
Have you been prescribed medication in the past 5 years not previously mentioned? QY ON
Inthe past 10 years, have you:
a) Been huspitaliced or hiad surgery? QY ON
b) Had any electrocardiograms, x-rays, laboratory tests, treatment, or Surgery, which has not been performed? QY ON
¢) Been recommended to have any test, treatment, or surgery, which has not been performed? Qv QN
d) Had any illness, disease, or injury that is not included in other answers? QY ON
S, Has any parent, brother, or sister died from or had any occurtence of cancer, heart disenase, diabetes, or any hereditary OY ON
disease prior to age 607
6. Have you smoked cigarettes, pipes, or cigars, used snuff, chewed tobacco, or used any nicotine-based products such as oY ON
the pateh, or gum? If yes, please detail the type(s) of lubauuw product used and date of {ast use below.
7. _Inthe past 10 years, have you sought or received treatment, advice, or counseling for the use of alcohol? QY ON
Have you ever sought or received traatment, advice, or counscling for the use of any narcotic, barbiturate, stimulact,
amphetamine, hallucinogenic, street, or prescription drugs? Have you ever been arrested for the use or possession of oY ON
such drug or are you currently using these drugs? .
9. Within the past 10 years, have you made a claim or received benefits for disability or worker's compensation as a result of oY ON
a sickness or injury? ’

CONTINUED

Fidefity and Guaranty Life Insurance Comparty, Baltimore, MD = Americom Life and Annuity Insurance Company, Houston, TX
ADMIN 2448 (05-2003)



Paramedical Supploment to Application - Continued

10. Personal Physician's Name and Address:

Date and Reason Last Consulted:

What treatment was given or medication prescribed?

11, Give details of "Yes" answers. State question number and include where appropriate; diagnosis, date, duration, names and addresses of afl
attending physicians and medical facilities:

I'have read the questions and answered on this Paramedical Supplement to Application. The statements made herein are complete, true and
correctly recorded.

I agree that: a copy of this Paramedical Supplement to Application will form a pant of any policy or certificate issued, and that no agent or medical
examiner can pass upon insurability or modify any policy or certifirate issued by the Company.

Signed at (City ang State) on (Date) -

Witniess (Medical Examiner)

Signature of Proposed Insured age 15 or more; otherwise Parent or Lega! Guardian of Proposed Insured

Fidelity and Guaranty Life Insurance Company, Baltimore, MD = Americom Life and Annuity Insurance Company, Houston, TX
ADMIN 2449 (05-2003)



Paramedical Supplement to Application - Continued

Medical Examiner’s Report

Males Only:
12, a. Height (in shoes) Weight (Clothed) Chest (Full Chest (Forced | Abdomen, at
Inspiration) Expiration) Umbilicus
ft, in bs. n. in, in.
b. Didyouweigh? (@Yes CINo Didyou measure? ~ T Yes ©INo
c.__Is appearance unhealthy or oler than state age’ OYes QONo
13, Blood Pressure: 1% Reading 2" Reading 39 Reading
Systotic
Diasiolic 5t Fhase
4. Pulse: Al Rest After Exercise 3 Minutes Later
Rate
Irregularities per min, )
_{Answer all columns)
15, Heart: s there any:
Enlargement OvYes QONo Uyspnea OYes ONo
Murmur(s) OYes QNo tdema OYes OQNo
Murmur 1 Mygmur 2
Muriner Ingicate:
Location
Transmitted a ] Apex by
L ocalized Q Q X
Constant a Q Murmer area by
Inconstant ] Q ©
Systolic W] Q Point of greatest
Diastolic a a intensity by o
Presystolic a Q
Soft {Gn 1.2) ) Q  Transmissionby
Mod. (Cr. 3-4) Q o
Loud (Gr. 5-6) Q & Inyour opinion is murmur Record any additional information here: it
After exercise: organic or functional? — | will be considered strictly confidential.
Increased Q Q _ . Anything  regarding habits, character,
Unchanged a a If organic, your diagnosis. residence, history or physical condition
Decreased 0 a which may have @ bearing on the risk will
16. IS there on examinatinn an abnormality of the following: be appreciated.
(Circie applicable item anay %'ve details.) Yes No
a. Elyes, ears, nose, mouth, pharynx? .............. ot e et s Q Q
(I vision or hearing is markedly impaired, indicate degree and corraction.)
b. Skin (incl. scars): Tymph nodes: varicose veins or peripheral arteries? ........... Q Q
¢. Nervous system (include reflexes, gait, paralysis)?......... ... Qg 0
d. RESPITGIORY SYSIEM? ...vsccvsvrnososreeses e Q o
e T a a
. Genitourinary system (include prostate)?.......... PP e 3 0
- Endocrine system (include spine, joints, amputation, deform €8)7 it O Q
g. Musculoskeletal system (include $pine, joints, amputations, dcformities)?.....Q  0)
1. a  Aethere anyhemias? QVYes QNo b. Any hemorrhoids? >....0Q O
18 Are you aware of additional medical RISLOTY? ... st a Q
(A confidential report may be sent to the Medical Nitactor)
Name of person who requested you to make this examination:
Place cxamined: Q) Your Office [ Proposed insured's; LI Home or QO Office
Date examined: Time: AMIPM
Signature of Medical Examiner )
Address '
Gy State Zip

HOME OFFICE USE ONLY; Fee Paid §
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