PART lI—MEDICAL L '
. APPLICATION TO THE CINCINNATI LIFE INSURANCE COMPANY
[Proposed. Insured Date of Birth

First Name Middle Initial Last Name Month Day Year ‘
1. a. Name and address of your personal physician? j 1
.- #f none, so state.)

" b. Date and reason last consulted?
c. “What treatment was given or madication prescribed?

. Yes No | Details of “Yes” answers. {Identify question number, | -
' -2. To the best of your knowledge and belief, have you ever been [ circle applicable items. include diagnoses, dates, }
~. . treated for or ever had any known indication of:  duration, and names and addresses of all attending
" a. "Disorder of eyes, ears, N0se, Or tRrOAL? ...........coovererererrovninn [0 [ |physicians and medical facilities.) . S
b. :Dizziness, fainting, convulsions, headache; speech defect, o i
' paralysis or stroke; mental or nervous disorder? ....................... O O : ;
¢.. Shortness of breath, persistent hoarseness or cough, blood !
spitting; bronchitis, pleurisy, asthma, emphysema, tuberculosis,
_or chronic respiratory disorder? .............ccecieeeceiovevornereereennns O O f
d.. -Chest pain, palpitation, high blood pressure, rheumatic fever,
‘heart murmur, heart attack, or other disorder of the heart or _ :
BIood vesSeIS? ... et O 0O :
e. Jaundice, intestinal bleeding; ulcer, hernia, appendicitis, colitis, !
© diverticulitis, hemorrhoids, recurrent indigestion or other ' [
disorder of the stomach, intestines, liver, or galibladder?........ [] ] o
£ Sugar, albumin, blood or pus in urine; venereal disease; stone i
or other disorder of kidney, biadder, prostate, or reproductive i
_ OFGANST ..viiesecceeeisettereeste e sm b ns s sess ettt seee e eees O Od ‘
.'g. Diabetes; thyroid, or other endocrine disorders? O 0. 4
" h." Neuritis, sciatica, rheumatism, arthritis, gout, or disorder of . 3 R
" the muscles or bones, including the spine, back, or joints?...... ] O '
“..i. - Deformity, lameness, or amputation? ...............cccoeeeevervreresreenn. O O i
. 'J. Disorder of skin, lymph glands, cyst, tumor, or cancer? ............ J 0 ‘
.. - k.. Allergies; anemia, or other disorder of the blood? .................... O O :
- L. Excessive use of alcohol, tobacco, or any habit-forming drugs? 0O O S : 3 T |
-+ m. An immune deficiency disorder, AIDS; the AIDS Related 1o + . R
i~ - Complex (ARC); or test results indicating exposure to the AIDS - . ¥ ’ SRR
T VITUS? ottt et O | 1
| ni. - Any mental or physical disorder not listed above? .................. 0O 0O [
3. Are you now under observation or taking treatment? ............ . , ‘
—-4. Are you using any tobacco products now? ..................... . 1
5. Have you had any change in waeight in the pastyear? .................... 1 (1 1
*" 6. Other than above, have you within the past five years:
' a. Had a checkup, consultation, illness, injury, or surgery? ........ [] [J ; .
b Been a patient in a hospital, clinic, sanatorium, or ather medical i 4
U BCHIEY? et e aea M d I
“-c. Had electrocardiogram, X-ray, other diagnostic test? ............... O O !
d. Been advised to have any diagnostic test, hospitalization, or i
.. surgery which was not completed? ....................coeeveececrrrrornnnn. 0O 0 :
. 7., Have you ever requested or received a pension, benefits, or payment . .
"~ because of an injury, sickness, or disabifity? .......................oeo..... 1 [ a
8. Family History—To the best of your knowledge and belief: ‘
Clal Has any member of your family had tuberculosis, diabetes, |
cancer, high blood pressure, heart or kidney disease,
mental iliness, or committed suicide? ..................ccccvirisereenen. O 4 ! ' .
) Age if Cause of Age at ) = ' Yes No.
S Living Death Death 9. Females 'Pnly-—To the best of your '
b. Father - knowledge and betief:
"Mother ] |+ a. -Havé you -ever had any
Brothers and Sisters ‘ , 'difsorper of menstruation, of
Number Living . pregnancy, or of the female -
Number Dead o .organs or breasts? ................ u Ll ot
b.- Are you now pregnant? ......... O &

I, or we, declare that the above answers relate to the proposed insured and are complete and true. ?Theé'e answers ére correctly recordéd-
tor the purpose of obtaining insurance and any supplemental benefit(s) applied for. | agree that fthey shall be included as part of my
application and become a part of any contract of insurance issued on such application. N ’

Dated at Signature of

{City) {State} {Mo) (Day) (Year) Proposed Insured
Signature of
Parent or Guardian _

Witriess

_ Must be Exartiinee - 4L Proposed Insured-Lndee Ae 18« 1o d o

e




THE CINCINNATI LIFE INSURANCE COMPALN_Y
‘ ‘ MEDICAL EXAMINER'’S REPORT
TO.V a. Height Weight Chest (Full Chest (Forced Abdomen, at

I
:
'
i

Yes No

{tn Shoes) (Clothed) | Inspiration) Expiration) Umbilicus 17. a. ;Are you ;'elated'to ;‘ ot
& in. Ibs. in. in in. Applicant? ... ... i, - 00
‘ - b. |Are you associated with '
b. Did you weigh? [Yes [INo Did you measure? [ ]Yes []No ithe Applicant in any -
c. s appearance unhealthy or older than stated age? []Yes []No Ebus'ine‘s.s_ or financial S
: e - R4 T S B
1_1«. Blood Pressure (Record ALL readings) 18. Hat e you ar{y reason to - D. B
- Systolic bel}’eve that he uses or has
Diastolic [ 4th phase used alcoholic beverages or- b
5th phase drugs to excess? ...................... O g
S } L N
12. Pulse: At Rest After Exercise 3 Minutes Later Details of “Yes” answers (identify item)
. Rate ' 3 '
irregularities per min. :

-'far.ﬂ_;Hean: Is there any:

Enlargement [JYes [JNo Dyspnea [JYes []No
Murmur(s) Oves [ONo Edema CJYes [No
" (describe below—if more than one, describe separately)
Location . Indicate:
_..Constant O O Apexby X
- - Inconstant 0o O oy
" Transmitted [J] [ Murmurareaby 3 3
. " Localized O 4 *
- Systolic O [0 Pointof greatest O i
. Presystolic [ [ intensity by
- Diastolic O O
. Transmission by & ;
S Seft(Gr.1-2) O (O '
‘Mod. (Gr. 3-4) [] [J . . :
" Loud(Gr.5-6) [J O ;
After exercise: For comments and your impression
CInecreased [ [ i
- . Absent 0 0O ‘
. - Unchanged [] [J
" Decreased [] (]

(14, [5 there, on examination, any abnormality of the following:
“ {Circle applicable items and give details.)

SO ‘ Yes No | 19. A specimen is to ba forwarded to the Home |: .
-~ “.a. Eyes, ears, nose, mouth, pRArynX? ................c..ovmvveireenenenes e, O 0O Office: S , A
© U {If vision or hearing markedly impaired, indicate degree and ‘ o ok

. correction.) Ard you forwarding a specimen of | .
b. ‘Skin (include scars); lymph nodes; varicose veins or peripheral proposed Insured’s urine? ° LTk
R 11 - Ya 1= OO SO 0 0O o e : - RS
. c. Nervous system (include reflexes, gait, paralysis)? ........... 0 O Specific Gravity - | - Albumin Sugar ||
_d. RESPIFALONY SYSTEM? ..o.vveiveeerieiieerieeeereseeesetesssteasses s ese s seesss s eseseee s g O - — — it i
" g. Abdomen (include SCars)? ........ccoeevroeeeecerreerieeenns O 0 ' ‘
" f. - Genitourinary system (include prostate)? ............cccoooovreovreversrererns O O }
. §. Endocrine system (include thyroid and breasts)?............c..cocuunuee. O O ‘ L o
. h. Musculoskeletal system (include spine, joints, amputations, To the ;E_xamm'mg Physician: . o ,
AEFOTMITIES)? ....eeenerveervecciensreie s asss e seb oo cess e O O The Company’s normal examination- fee is |- -
15. a." Are there any hernias? ... 0O $3O.003.. If you feel that a reasonably higher {.
. b any hemorrhoids? .....cooveeeeeeereeeereerereaann, O O charge.is warranted, please indicate amount
16..-Are you aware of additional medical history? . o 0 as follows: :
{A confidential report may be sent to the Medical Director) Amount of Fee §
Your overall estimate of this applicant: [ First Class []Good [JFair [ Poor
Examined at applicant’s residence [ ] on , at _a.m. p.m.
applicant’s business [ ] (Mo.) (Day) (Year} _ y :
examiner’s office [ 1 Signature of Examiner __ :

Please print or type name

Examiner’s Social Security Number .
or Taxpayer ldentifying Number Examiner’s address -

{Please Print}

At request of . Agent ~ Office address

~ Review report carefully for completeness of all sections t(:"ugn mail directly and witboyt_éxceét{bn _toi,fﬁe_ﬂMe_digél‘ p'i,_rqctor,‘ e

The Cinfinaati | ita Insuranes Camnany ‘P O Rny 145408 Cinrinnati’ Nhid ARIEN RIQE

e




INSURANCE COMPANY

NOTICE AND CONSENT FOR BLOOD, URINE & SALIVA WHICH MAY INCLUDE AIDS VIRUS (HTV)
ANTIBODY/ANTIGEN TESTING

THE HIV ANTIBODY TEST

To evaluate your insurability, the Insurer named above has requestsd thal you provide s specimen sample of your blood, urine or saliva for testing and analysis to .
determine the presence of human immunodeficiency virus (HIV) antibodies, By signing and dating this form, you agree that this test may be done, A series of iests will
be performed by a licenacd laboratory through medically accepted procedure,

The HIV sntibody test is extremely accurate. However, like any medical test, it is not 100% sccurste. In rase instances the test may be positive in pesscns who are not
infected with the virus. Additionally, the test may occasionally be negative in persons who are infected with HIV (a falsc ncgativc), cspecially whea infection occuared
within the previous 3-6 months prior to the test, :

MEANING OF TEST RESULTS

Positive 11TV antibody/antigen test results do not mean that you have ATDS, but that you are at significantly increased riak of developing AIDS or AlDS+elatod
conditions, Federal authorities say thet peryons who are HIV antibody/antigen positive should be considered infocted with the AIDS virus and capable of mfoclmg.
others.

A Degative fest result means no aatibodies to the HIV virus were found, Because of yarying incubation periods, absence of HIV antibodies does not mean that you have
not been infected with the virus. Absence of HIV antibodies does nol mean that you caanot get the virys in the future,

COUNSELING

Many public hcelth organizations have recommended that before taking an AIDS-relsted test, a person should seek counssling to become informed conceming the
implications of such a test, You may wish to consider counseling at your own expense, prior to being tested. Public health suthorities urge that everyone become
oducated about how to protoct themsctves from HIV infoction. If'you bave any questions or concerns, you may wish to consult your own physician orhcalth care
provider. A list of counseling resources is provided for your information.

NOTIFICATION OF TEST RESULTS
If your test results are negative, no routine notification will bs seat o you. If your test results are other than negative, you arc entitled to that information. Becauss a

trained person should deliver that information fo that you can understand clearly what the result mcant, you ace asked to list your personal physician so that the Insures
may know whom to contact with thoas results.

Name of Physician: Address

CONFIDENTIALITY OF TEST RESULTS

All Lest results are treated confidentially, The laboratary will report them only to the Insurer, The test results may be disclosed to emplaycos of the Jnsurer who bave
the responsibility 1o make underwriting decisions on behalf of the Inyurer, ot to cutside legal counse] who need such information 10 cffectively represcnt the Insurer in
regard to your spplication, The results may be disclosed to reinsurers, involved in the underwriting process. The test results may be released to an 'nsurunc; f!'ledictl
information exchange using only gencral codes that inchxde results of tests for ather disceses o conditions not related to AIDS, of for the preparation of statistical
reports that do not disclose the identity of any particular person, No other discloaure will be made of the results excepl as required by low.

CONSENT

[ have read and I understand this Notice of Aids Virus (HIV) Antibody Tosting and Consent for Testing. I voluntarily consent to the withdrawal of blood from mc, the
testing of my bloud for HIV antibodies, and disclosure of the test results as described above. .

Tundcrstand that | have the right to requent and receive a copy of this suthorization, A photocopy of this form will be as valid es the origina).

Name of Proposed Insured {Please Print) Date

Signature of Proposed Insured " Date




