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] THE BALTIMORE LIFE INSURANCE COMPANY [ LIFE OF MARYLAND, INC.
QUESTIONS TO BE ANSWERED RY THE APPLICANT TO THE MEDICAL EXAMINER.

Proposed Insurcd

Binh Date:

First Name

Middlc Inkisl

Month Yeur

Last Name

1. a Name and addeess of your personal physicisn?

(if none. so state)
b. Date and reason Jag consul

bect?,

rt—— o -

¢. What treaiment was given or modication prescribed?

2. Have you sver had medical ireaument for: Yes Na

Yy nass, fainting, convulnons,

spoech defoct, paralysis or atroke; mental

s
1 or

M

9. Have you been disgnosed by a member of the medical Yes No

profession for:

8., ATDS (Acquired Immune Deficlency Syndrome),
ARC (AIDS Related Complox)® or any other

nervous disorder? O D) __immunological GBOPIEI? umwrsumrmiyrisnise 0o
. Shostneis of breath, persisient Toarsences of cough, b, Enisrgement of lymph nodes (glands), chronic

blood spimting: brouchitis, pleveisy, asthma, diarthea, unususl or persistent skiu lesions or

emphysema, tuborculosis or chronic respiratory unexplained infections? g o

disorder? O 0 | «AIDS Reluted Compiox (ARC is a condition with signs and sympioms
g Chost pain, palpitation, high blood pressure, whichmayinclode generalizcdlymphadenopashy (swollen tymphrnodes).

rheumatic (aver, heart murmur, beart ack or loss of sppetite, weight lass, fever, oral thrush, skin rashes, uncplaincd

other disorder of the heart or blood vessols? ... D B ] iniections, dementia, doprossion or other psychoncurotic disorders with
& Taondice, Tnteatinal Dlecding; ulcer, herma, o knoWR CADSE,

appendicitis, colis, diverticutitis, hemorrhoids, e e T Trrpwrpyur ety

e on. o stht Gsorderof th sierach, DETALLS of “Yes” answers. am:,m':ﬁumou ‘!:::i:-l':.

intastines, liver or gall [T o i = tion ond names and adé “l":n" ""'“ n"":h" yvicians snd

. Sugar, albumin, blood or
stonc

i lmmeness oF

0

& ANcrgies; sncmia of othor disordor of the bieod? ....... C1 Ul
L &m;wuwofm.Mwuwylml-

0o

forming drags? oo

v, Any meaa] or
Are
...Have you had any
Other than above,
a. Hada
b. Beena pai [
other medical facility?

¢. Had electrocurdio

el of L

X

__zaton or surgery, which, w

G. " Hiave you ever had military service deferment,

Or CHCRATER 0

7. yont ever

at% AN A

uqu-mnmuumamwmm

orsvicide.

i.__Deformity, lameness or amputation?
T Disorder of skin, Jymph glands, cyst, tumor, or
cancer?

now under obeervation of
change in weight in the
have you within the past 5
conaultazion, illnees.

h€ t!nc.monum.or

e P

3 e?, 0 O
4. Besn advised i have any diagnostic teat, hospitali-

yoocived &

pus in urine; voncreal discase;
sorder of kidncy. bladder, prostaso,

medical facilities.)

asasssarensersessnsten:

t

yeurs:
8

ather di

e 008 sasanen

rejection
iy Lt AL, "v
, benefits

ouerases

5 or disability? .. [l
8. Fanily History: Tuberculosls, diabeses, cancer, high

Age if
Living?

qyu:ofncaﬂl?

Age st
Dewth?

Father
Mother

—_Dothors and Sisicry
No. Living —

No.Dead o ——

my knowledgs and belief.

Lbereby suthorize AN
PERSON, that has any recocds or
me with refcrence to my health and

Daie

medical history

lthhﬁywmmm-ﬂumhdlmdlﬂlwhdmmm.

¥ PHYSICIAN, HOSPITAL, CLINIC, INSURANCE COMPANY OR
knowledge of me or my bealth, to give 0 The Bahimore Lifs Insvrance Company
Mnyhlﬁunmm.dhmdl.mdlmuw
of this authorization shall be as valid as the original. :

Witnass

M.D.

Form I4-§0

""" Medical Examiner

complets and correctly secorded, o the best of
OTHERGROANIZATION, INSTITUTIONOR

-

Signature of Appiicant




" MEDICAL EXAMINER'S REPORT

1. BULLD AND MEASURLMENTS 8. HBART
A Height Rt ins. Measured? O Yes [} No A. 15 there § mumur 1 Yes UJ No
R. Weight Ths. Weighed? 7J Yes T No If Yos, give dotails helow o
C. Chest [Inspirsiion jna.  Expiration ins. Timing: 2 Systolic (7| Premysolle ! Dinstobic
Abdomen at umbilicus jus, Tnensity; O Faint C Moderste O Tound
T BTO0D PRESSURE (1ake three reudings al ress—3 minutes apary) | Qualit: O Soft 3 Blowing  Rough
N § Location; | | Apex ..} Base
—Diasiplic. \ ) ] 8. How is murmur alfected by:
3, Mnmlnofexadnlm(”hmwmhfowudm Respination?.,
sontraindiculsd. FExercise?_
Belore Afer Aftcr 3 Ruocomhency?.
. _Mios.Rost ) C. )5 mwanss [ i Yes U No
Pulse Rats TF Yes, where ,
Nombes of sgulaiier D. Degre of hypareophy:
Anydmtp.inormanpmdutn;onm O Nowe ) Slight Ci Modorale 3 Marked
_san(eise} _ _usmusmcecnunciesm E. Is there evidence of decompensation? .. T3 Yes [ No
4 DO YOU FIND any ovidence of past o presont F. lsthers 2 thrill? O Yes [ No
abnormalities or discase of; G. Is mourmw: | | Orgumic il Fanctional (1 Unsure
A. Brain oF DETvOUS SYSEM? wocsvurssrismaresmmesssusseonsess i Yea It No
(Test pupiliary and pascllar reflexcs, Noie gait.
Any paralysis?) Locate
B. Buw, c};c;,r:on toi: (170 S« S {J Yes ?1 :o wpex by
C. Glands Yy tymph, sndocrine) I.1Yes I No
D. Langs of other respirstory , LiYes [} No awea o€ marmur by M"‘
E. Honrt of M00d VESIRIST wrserrmmreiessrsarrs ) Yes 1) No point of grestest inwnsity by
F. Stomach or othes ahdominal organa?.... . 1)Yes O No| tamsmssion by
G. Genito-orinary sysem? (Tncluding prosare) ... [ Yes Ut No
11, Boocs. Joints of $KINY cewvumiensmerememe e 1iYes O No
5. 18’ g
A. A Hemia? 1 Yes 00 No|  H. Whatis your final impression? . e —
If “Ve,” is it rRduEesbIC? uuviomonomsemssecimserns i Yes [ No
B. Evidence of varicose veins or wloers? s G Yes C! No -
C._Deformity. loss of limb oc hemegicss? o 1iXes i No| DETAILS OF “YES™ ANSWERS. (Idensify isnm.)
6. GENERAL
A. How well do you know examinee?, -

B. H-vuywcmmudu»aniuembun
consulted by ROVHEI? oo corrnimmmmessenrsieasassstsns
C Doywﬂndmuwammmmymﬂw

13 Yes OO No

or mental defect, or ds in il health? o 1 Yes O No
D. Do yoo betiove the examinee is older than the )

age given? 2 Yes I} Nol
B. Havo you reason to suspect ihas the cxamines

is of has been am intemperats user of alcohol

or & oser of AMEOUORT oo wenemmaataniny: 1) Yes O No

TURINALYSIS: Specific Gravity |

Albumin \ Sugar

nmdmmlmwnmm?.. ......... {3 Yes I.i No
‘Send Specimen to Home Office IF:
A. mumimwmmmuuﬂmﬂ-

nary impairment, hypertension, diabetes or dlabedic family history. §.

B. Albumia or sugar in the examination specimen.
C. Ammotmunoo.oooormmmao.m.ooo«m
to uge 60, l!w.pplicmlikuvumw.

Dated ar [ my officc, 1 applicant’s home, 7 applicants place of business; ul

this day of

' 19____Slpmluu of Examiner...

..M.D.

(Pivass Print or Stump Namc)

Adress




INSURANCE COMPANY

NOTICE AND CONSENT FOR BLOOD, URINE & SALIVA WHICH MAY INCLUDE AIDS VIR Us (HIV)
ANTIBODY/ANTIGEN TESTING

THE HIV ANTIBODY TEST

To evaluate your insurability, the lasurer named above has requestad that you provide s specimon sample of your bload, urine or saliva htedinxundagdﬁisto .
demmiu&ewuuuofhumniumuwdeﬁcimcyvirm(HlV)unn‘bodia.Byliﬂk\pnddnﬁnﬂhiufwm,ywngwdutmhunwybcdm A serics of ests will
be performed by s licensod lsborwtory tough medically accepted procedure. )

The HIV sntibody test is extremely accurste. However, like any medical test, it is pot 100% acourse. In rase lnstances the test may be positive in peraons who are not

infectod with the viros. Additionally, e test may occasionally be negative in porsons who are infocied with HIV (a falsc negative), cspecially when infection cocwrred
within the previous 3-6 months prier W the 1, .

MEANING OF TEST RESULTS

Positive ITIV antibody/antigen test results do not mean that you have ATDS, but that you arc & significantly increasod risk of devcloping AIDS or AIDS-relatod
conditions. Federal suthorities iy that parsons who sre HIV antibody/antiges positive should be congidorod infoctod with the AIDS virus and capable of infecting

A negative icst result moans no sntibodies 1o the HIV virus wete found, Because of varying incubation periods, sbsence of HIV antibodies docs not rmean that you have
not been infocted with the virus. Absence of HIV antibodics docs nol mean that you cannot got the virws in the future,

COUNSELING

Many public bealth organizations have recomuneaded that before taking an AIDS-relsted lost, & person shou'd seck counseling to become informod concoming the
implications of such a tost, You may wish to consider counseling at your own expense, prior 10 being testod. Public health suthoritics urge that cveryone become
oducetcd sbout how 10 prococt themselves from HIV infection. If you bave any questions or concerns, you may wish to consult your own physician orhoskh care
provider. A list of counseling resourcos is provided for your information.

NOTIFICATION OF TEST RESULTS
lfyouﬂwmnmmmhgmmﬁnenmiﬂuﬁmwinhmwyw.uywmtnmhmmmmnopﬁw.wummdﬂedmminfomuﬁm. Because s

trained person should delivenlminfwmﬁonwMywcanmd«thndchﬂywhnmcmltmum.ywmnkedtol.in your pexsonal physician 3o thak the Insurer
may know whom to contact with those results. .

Name of Phy;icinn: Address

CONFIDENTIALITY OF TEST RESULTS

Al test results are treated confideatially, The laboratory will report them only to the [nsurer, The test reaults may be disclosed to emplayecs of tho Insurer who bave
&cruponﬁﬁﬁlylomnksmdewﬁdn.ddﬁmmbdﬂfofmm,wwmidgle,lwunulwhonudmhinfmnoﬁwweﬁwﬁvelynpmmt&clmm
regard to your spplication, The results may be disclosed to reingurers, involved in the underwriting process. The tost results may be releasod to an insurance modical
infumatiuuchmpwin;unlyr.i:unluoduMinchdercmluofmbroﬂwdi:uuwwdiﬁuusnﬂumwm«l‘onh:pupumonofmtuﬁul
Teports thet do not disclose the identity of any particular person. No other disclosurc will be made of the results cxcept as required by lew.

CONSENT
{ have read and 1 understand this Notics of Aids Virus (HFV) Antibody Testing and Consent for Testing. 1 voluntarily conseat to the withdrawal of blood from mc, the
testing of my blood for HIV sutibodies, and.disclokure of the test results as doscribed sbove. .

Tundcrstand that | have the right to request snd receive 8 copy of this authoriation, A photocopy of this form will be as valid as the original.

Name of Proposed Insured (Plesse Print) l l Date

Signature of Propesed Insured Date





