ANSWERS MADE TO THE MEDICAL EXAMINER |
Part i In continuation of and forming part of application for insurance to k'\ 3
Assurity Life Insurance Company Ssurity

P.0. BOX 82533, LINCOLN, NEBRASKA 68501-2533 . Lincorn NevratRs

Print full name of

~ Proposed Insured Bom: Month Day Year '
1. Name of your doctor Date last seen
Address Reason
Findings
Doctor's Phone number
2. Has the proposed Insured ever used any form of tobacco or nicotine-based producis? 0 Yes O No

i Yes, when did the proposed Insured last use tobacco or nicoline-basad products? Dale:

3. Famﬂy History: Has any of your immediate family members (parents, brothers, or sisters) died from cancer, diabetes or candiovascular disease

prior o age 607 ... OYes 0O No
i “Yes", identify famﬂy member disorder and age at death :

4, Have you ever been treated for, been hospitalized for, or been Yes No | DETAILS of “Yes" answers. List questions, circis item, List
positively diagnosed by a member of the medical profession as dlagroses, dates, durations. Give names, addresses, and
having any of the following? phone number of all doctors, hospitals and medical faciiities.
a. Dizziness, fainting spelfls, epllepsy, depression, anxiety, mental

disordae, or any disease or disorder of the brain or nervous

SYSIBIMT oovuecurisrarscimsessemeresersesmarms o sest s st st b s e o 0O
b. Asthma, bmnchms Mberculcms. pnemnocyst:s of any disorder

of the gs or respiratory SYSIEM? ... iceceviscrmsiimsesmes O O
¢. High blood pressure, chast pain, shortness of breath, heart

mumir, thaumatic faver of any disease or disorder of the heart,

hamophiia or coagulation disorder? .., e | 81 03
d. Any disease or disorder of the stomach mlestsnes or bowet

rectum, appendix, fiver or gall bladder? ............cremccmmmcnricnns o o
e. Any dissase or disorder of the Kdney, bladder or prostate?............ g o
f.  Arthitls, rheumalism, or any disease or disorder of the back,

spine, bones, joints or muscles? ., s | 0 O
g. Diabetes, or sugar, albumin or b!ood in tha unne‘-" .......................... o 0
h. Cancer or a tumor or ¢yst of any kind or enlargement of lymph

AOBEST oo renssecmssiam ramsssasrrasasreerassasssasarbsras s b sameensatese st s ves e e o o
i. Varicose veins, varicose ulcer or phlebilis, syphifis, or a bemia? .. { 3 O
i. Any disease or disorder of the eyes, ears, nosg or threal? ............. c o
K. Any advice or treatment for alcoholism, drug addiction, drug

abuse or other substance abuse? ......... SO O R |
i, Any immuns deficiancy disorder, AEDS or the A!DS ﬂelate:f

COMPIEX (ARC)? cevororrerecerece oo tnssssssssssssenressesmsssssarsts o o
m. Any other #iness or injuty requiring blood transfusion or other

edical ARERONT ...t cvscrrmne s s ssrsesmesar s o o
n. Any special examinations or laboralory lesls such as X-rays,

electrocardiograms, blood tests other than AIDS-related blood tests,

or uring tests during the past 5 years? ... .ja o

)
I roproeant that thaaa ctatomente ars inia and ramplats in tha baet of my dnnuladna and.bpﬁa‘,,m-‘] aro.pad of my incurancs applisation... —

Signed at Signature of Proposed Insured
City State

Dale Witness auMD.

Signature of Medical Examiner 0O Do.

A-MED-99.CA {OVER) 01 Para Med




Part il

MEDICAL EXAMINER'S REPORT

(rn g;woes)
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Weight
{Clothed)
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Chest (Full
Inspiration}
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Chest (Forced
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6. Blood pressura sitting position prior to exertise — (

iowrd Lo additivial eadinge.)

Systolic I
Diastolic

mikial BP exceeds 140/90,

7. Puise:
Rals

lrreqularities per minule

AtResl

Alter Exercise

3 Minustes Later

8. Heatt. Is there any:

Enlargement
Murmur*

*Describe below

Location
Constant
Inconstant
Transmitted
Localized
Systolic
rresysioc
Diastoiic
Soft {Gr. 1-2)
Mod. (Gr. 34}
Loud [Gr. 56}
- Afier exercise:
Increased
Decteased
Unchanged
Absent
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Indicate:

Apex by
Murmur Area by

Dyspnea

Edema

X
O

Point of oreatest intensity by £

Transmission by

»
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WHAT IS YOUR IMPRESSION?

9. Is there on examination any abnomality of the following:
(Ctrc!e applicable ilems and give de!afis)

orm

Abdomen ...
Hernia ...

e e e

Nervous system ...
Musculoskeletal system
Eyas, ears, nose, mouth ...
Skin, lymph nodas, thyrmd gland
Lungs or resptratory system .......

Exiemal genhalza -
VarCOse VBINS OF UICBMS vuivuevuevonmrressessssrmesssissmnsesmestirasssammiessa
j. Other abnormaliies

.....................................................................
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— Natalie ol ‘yod* anewars {dondify tam )

¥

10. Urinalysis: Specific oravity

Albumin

Sond spocimen 1o iaharalary with sach svam:

Specimen forwarded o Month Day Year
i1. How long and how well have you known the appicant?
12.Comments (if any):
13, Examination made a8  [Dlexaminer’s office [lapplicant’s home Dlapphicant's office  Tlother:
on: Month Day Year al arm p.m.
Name of agenl:
Med, fee; 3 By (print name) g ;’”)0
Other tests requested by agent; Signature ] P'ara' Med,
ECG : $ '
X-Ray $ Address
Dried Blood Profile (Mall Kit to laboratory)  $ Street City State Zip Code
Full Biood Profile (Mail kit o laboratory} $
Other 3 - . or
Tola! Feg 3 Social Security Number Tax iD Number

COMPLETED FORM, ECG TRACINGS AND X-RAY FILMS TO BE MAILED DIRECTLY TO HOME OFFICE



NOTICE AND CONSENT FOR BLOOD TESTING
WHICH INCLUDES AIDS VIRUS (HIV) ANTIBODY TESTING

To determine your insurability, the Insurer named above has requesiced thal you provide a sample of your bload for test-
ing and analysls. All tests will be performed by alicensed laboralory. A lgstwill be performed to determine the presence
ol anlibodies to the Human Immunodeficiancy Virus {HiV), also known as the AIDS virus. The HIV antibody testis aclually
a saries of tests done by a medically acceptled procedure. The serles consists of two ELISA tosts lollowed by a Western
Blot lest. The testls extremely reliable, Other tests which may be perlormed include delerminations of blood cholesterol
and ralaled lipids (fats) and screaning for liver of kidney disorders, diabelss, and immune disorders.

All test resulls will be treated conlidentially. They wili be reported by the laboratory lo the tnsurer, Whon nacessary [or
business raasons in connéclion wilh insurance you have or have applied lor with the Insurer, the Insurer may disclose
test resulls lo others such as its afliliates, reinsurers. employees, or contractors. Il the insurer is 8 mamber of the Medi-
cal Inlormation Bureau (MI8, Inc.), and if the test result lar HIV antibodies is other than normal; the Ingyrer will reportto
the MIB, Inc. a generic code which signifies only a non-specific blood test abnormality. {{ your HIV anlibody testis normal,
no report will be made about it lo the M8, Inc. Other last resulls may be reporled to tha MIB, Inc. in a more specific man-
nec. The organizations described in this paragraph may maintain the testresults In a file or data bank. There willbe no
other disclosure of testresults or even that the lests have veen done except as may be required or permitted by law or as
authorized by you. %

I your HIV antibody tastresultis normal, no routine notilleation will be sent lo you. If the HIV antibody tast resuilis other

. than normal, the Insurer will contact you. The insurer may also conlact you il thare are other abnormal test rasuils which, .
in \he Insurer's opinion, ace significant. The Insurer may ask you {or the name ol a physician or othar health care provider .
10 whom you may authorize disclosure and with whomyou may wlsh {o discuss the resulls. ‘

s

A positive HIV antibody testresult does not mean that you have AIDS, bul that you are at significantly increased risk of
developing AIDS or AlDS-ralated conditions. Federal authorities say that persons who are HIV antibody positive should
be considered infeclad wilh the AIDS virus and capable of infecling olhers. A negallve HIV antiboi&y test resulit means
thal no antibodlas to the HIV virus wera found. Because of varying incubalion periods, abgence of HIV antibodies does

nol necessarily mean that you have not been infected with tha virus, :

A positive HIV antibody test result or other signilicant blood abnormalilles will advarssly alfect your appiication for Insur-

ance. This means thal your application may be declinad. that an increased premium may be charged, or that other policy
changes may be necessary.

.

Additional information concerning the meaning of the les! and the interpretntion of the rasulls of the test may be obtained

from a private physician, the County Oepartment of Heallh, the Stale Department of Healtn Services, local Megical Socl-
eligs, or Alternative Test Sites.

Ihave read and | undersland this Notice and Consent ior Blood Tesling Which tncludes AIDS Virus {HIV) Antibody Test-

ing. 1 voluntarlly consent to the withdrawat of blood from me, the lasling of that blood, and the disclosure of the testre-
sults as described above, .

tunderstand that i have the right to request and racsive a copy of this authorization. A photocopy of this torm willbe as
valid as the original. This authorization is valid for six months,

i NAME OF PROPOSED INSURED [PLEASE PRiNT) ' BIRTHOATE \
(&mmeos PROPOSED INGSURED . OATE SIGNED STATE OF RESIDENCE s

CALIFORNIA

2-32-2950 (Cslllornia ~ Northern)
v ' '

Copy 1-Insurer  Copy 2 - Proposed Insured




