*Farm Part Two — Statement To Medical Examiner

Family Conlinuing my application 10 Farm Family Lile Insuiante Company, Glenmon(, New York
13 n—tn-m
Prop09ed Insured 8inh Date:
USE INK ‘ First Name Middie initial Lagt Name Month Day year

1. a. Name and aduress ol your personel Physi wan?
(Il none, sv stale)

b. Dite and reason 183t conaulied? .

¢. Wna! treatment was given ot MedICaLon pFegCrioed? _

2. Mave you ever basn \reated for or wver had any know mdication of: vYaz No DETAILS UF "Yes” answers. (IOENTIFY QUESTION NUMBER,
5. Disorder of vyws, sate. nose, of thwont? o 0D (O | CACLE APPLICABLE ITEMS: Include diagnoses, dales.
b. Dizziness, tainting, Convyisions, neadechs; spuech detect, paralysia guration and names and addresses of all attending physicians
or stoke, menial or nervous disorder? . L . O O | anomedical tacitios).
c. Shortnoaa of brgeth, petsmient hoarsaness of cough, bloosd spifiing.
tvonchilis, pievrisy, asthma, emphysema, wbwrculosls or chronie
respiratory disorder? . . L . . . oo c st D O
4. Closi pain. palpitation, high bload pressure, theumaiic fever, hean
(murTT, hear atisck of othur disorder of the hean or biood vessats? .. O O
e. Jaundios, intwstinal bieeding; vice/, nernis, appendichis, oculitis,
diverticulitis, hemorrhowds, recurrent ingigestion, or other disorder o) the
stomach, intestings. liver of galibladder? . ... ... ..n o
1. Suger, albumin, blood or pus In urine. venereat disease; stone of other
disorder or KKINey, bladder, prostate or reproductive organs? . o O
9. Diabetes; thyrold or other sndocring apordaers” . ..., 0 O
fh, Neurliis, sciaiica. meumatiem, aruvils, gout, or disarduer of the muscles
o1 Lones, including Ihe spine, back, vr joints? , () (m}
i, Deformity, lameness of amputation” . . . . . - 0 O
i Disorder of skin, lymph giands. cyat, tumor, of cancer? o 0
%, Allarpies; anomia or other disorder of e piood? . ... D O
). Excessive use of sicohol, Iobacco, Of any habil-torming arugs”? . 0O 0o
m. Smolkeg cinarefies within |e past 2 menthe? . . 0 o0
3. Are you now under observalion of 1aking teatment? 0o O
% Have you had ary change in welght in the past year? 0O O
5.  Owher than above, have you within the past 5 ysars.
a. Had any mentat or physical cisorder not listed above? . . . o 0
b. Had a chechup, consuttalion, #iness, injury. surgery? . . . ... 0 O
¢. Been a patient i 4 hosphal, chnic, sanalorium, of olhet mecicultacitty? 1 O
d Hed swecrocargiogram, X-ray, oiher diagnostictest? . . . . . . 0o O
@ Been advised to have eny diagnostio tast, nosRilMiZavon, or surgery
whir:hwnnotcwmd'?....v.....,.,......D0
5 HgRRA ﬂﬂ'ﬁ P EWWRMWL relection or discharae e
7. Mave you ever mquested or recuived a pension, beneths, of payment
becuuse of an Injury, sickness or disadity? o
4. Family History: Tubsrcuiosis, Jiabetes. cancer, high biood preasure, hegn
o1 kidray Oiseese, montal Biness or suicide? 0o O
Aga it Living? Cavse ol Desih? Age at Dsath?| 9 FEMALES ONLY: Yes No
Father 8. Have you aver had any Gisorde/
ioter of menstruation, pregnangy or of e
female 01Q8na Of breasis? 0O 0
Brothet any Sters
NO.LIVING oo o b. To the bast of your knowiedge and belivt
No. Dead __ ale you Now pregnant o B

The ADOVa SIINMENt 81K) SNSWEIS are \ue and complel2 o he best ot my Anowiadge snd baliel. | agiee that such Stalemnents and snswers shalt Ve pan of the
application snd are made 10 induce tne FARM FAMILY LIFE INSURANCE COMPANY 1D isBue the policy of coniract epplied lor.

Do

Month, Day,
Withensed by Examinar M.O. { ay. Year)

FORM U1.08 0101 Swnature of Proposed nsured




Part Three — Medical Examiner’s Report

This examinauon should be made in private. Il 3rd person present, give delails.

1.

HeIgt Weight E:hnn Chest aAbdoman, At
{inn S'?gu) (Clou?ull) (Full \nsgi«auon) {Forced Expiration) Umbilicus Relaxed

FY. IN. LS. IN, IN. IN.

i you weigh? (J vas 0 No  Did you measurs? O Yes T Ne
Waigiv change in pasi year? ba. (3 Gain O Loss - Cauze? — .
s appeerance unhealy of oidet than siated age? O Yes O No

auditional reading next dey, please. below 100/60, take adaltiona) eading after

81000 Pressure (Record al ruomg-h 1t more than 140/90, taks two rendings and an
exercles and recacd,
3t 2nd 3rd {next Omy)

Sysilolic

Disstolic { o e

Puise: At Rest Aler Exercisa 3 Minutes Laiel

Rate
Wrragularites Per Min.

Heart: (6) I3 Inere any cyenwsls, dyspnes, edama, aderiosclerosls, pesipheral vasouar of
other cardiovescular disoras? () Yes O No

m) 1shwarenarged [ Yes 0 No {1 yes, qescrive)

(c) '3 murmur presemi? ) vos I Ne (1 you, compiete (4d)

_ (8) Aa thereany hetniav? O Yes 0O No

. Have yov any pertnen Information Nol broupht out above? .
8, Urinslysis: A specimen shouid be token on alt examinalions, Please meil o

() Murmms is: D Systolc €3 apicat O Son(Gr.V-2)
[ Constant (] Tranamitted (J Presysiolic D sasal O Moo (Gr, 3-¢)
7 inconatam [Y tocanzed () Diastolic O Other [} Lowo (Gr. 5-8)

Ator oxercise: O Unchanged O increazed
O Osacreases O Abseni

Show L ocation of.

Pont of greatest intensity by

Apex by x
ANeS o murmur by g
Tranamission by ——

Your impression?

Is mere on vxamnetion any abrormality vf ne 1ollowing:
(Circie applicabia items and give detais.)
() Eyeos, ears, NOsa, mouth. pharynx
(It vision or hearing markedly impsired, indicate degree and correciion.)
(L) Skin (inc). scars); lymph nodes; blood vesadls (Incl. varicose vans)
(c) Nsrvous system (inciude refoxes, gall, paralysis)
(d) Respiratory system
(8) Abdomen (including scars)
() Qenitourinary system {include prostate)
(g) Endoorine system (Include thyroid snd breasts)
(N} Musculoskeletal system (include spine, joints, amputations, delormities)

H
-

QoQQaQa O
000Q0QQda aF

(b) Any hemonhaids? O ves Ono

Q
Qa

the Labone, Shawnae Mission, Kanas In the maller pruvided. Be sure the
igentification slip Is proparty compieted.

Dotails of “Yes™ answers. (identify lten).)

) certly that | made mis examination ot OamMm,

Examiners signalure: Exemine’s address:

D PM. onthe

MONTH OAY

Exarminption made st O my oMfioe, ) individual's offias, 3 Inunviduat's home, O omer:

YEAR

MAIL THIE FORM TO:

Ferm Family Lite Insurance Company - PO Box 656, Albany, NY 12201




Farm VERMONT , ..

Family HIV TESTING INFORMATION STATEMENT & CONSENT FORM

LMo s
.

Srvron e 1

Vermon! law requiras that this entire statement be read aloud 1o you. It contains imporntant
information about MIV testing and your rights under Vermont law. A copy of it will be given to you to
Keep.

The insurance company you are applying to for coverage may want (o take a sample from you to be
tested by a laboratory for the presence of antibodies to the HIV virus. This information may be used
as pant of its dacision whether to sell you insurance coverage. The insurance company may
request a sample of your blood, urine or oral flulds (OMT) in arder to conduct the test. The
insurance company will pay for this test.

HIV is the virus that causes AIDS (Acquired Immunodeficiency Syndrorme). Presence of antibodies
in the sample means that a person has been infected with the HIV virus. While a positive HIV
antibody test result does not medn that you have AIDS, It does mean that you are at a seriously
increased risk of developing AIDS. A negative test result means that no antibodies to the HIV virus
were found. Because of varying incubation periods, absance of HIV antibodlies does not guarantee
that you have not been infected with the virys. In addition, the absence of HIV antibodies does not
mean that you are immune to the virus,

I after fisiening o this statement you do not wish 10 bg tested, do not sign the informed consent
form and the application process will end. You may consult. al your expense, with a personal
physician or counselor or the state health department before deciding whether to consent to this
\esting. In addition, you may obtain an anonymous test before declding to consent to this testing
(call the Vermont Aids Hotline for information about free testing, the number is listed below) and any
delay will not affect the status of your application or policy.

You may choose to receive the test results directly or to designete in writing on the Informed
consent form any other person whom you want (o receive the results.

All test results will be treated confidentially. The laboratory that conducts the lest will report the
results to the insurance company, which may in tum report results to its afflliates, reinsurers,
medical personne! and insurance support organizations that are involved in the decision by the
insurer 1o sell you Insurance. Test resuits will not be shared with your insurance agent or broker.
You have the right 1o sue a person for dameges arising from the unauthorized negligent or knowing
disclosure of HIV related test results.

If your test result |s positive or indeterminate, the insurance company may report a nonspecific test
code lo the medical information bureau (MIB). The MIB s a cenlral computerized facility that keeps
on file the heaith information of the applicants for life and health insurance for use by insurance
companies. In addition, positive test resufts must be reported to the Vérmont Department of Health
using @ unique identifier code.

You have rights that include the following:

1. If atestis Indeterminate, you may request in writing (o be re-tested aRer six months, but not
Jater than eight months, Pre-existing insurance wilt not be affected. If the new test is
indeterminate or negative, a new application for coverage may nul be deniled based on
either lest, and any prior decigion to grant 8 substandard classification or exclusion based
on prior HiV-related test results will be reversed,
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2. W the test result of urine or oral fluids is positive or indeterminate, the insurance company
must provide you with the opportunity to retest once, within 30 days foliowing raceipt of
those test results. You have the option of choosing a blood, urine or oral sample for that

retest.

3. It you are denied insurance because of a positive test resull, you may request a retlost once
within the three-year period folowing the date of the most recent test or if an alternative lest
has been approved for use by the Vermont \nsurance Commisgioner. If such retest Is
negative, an insurer may not deny coverage based upon the Initial test results.

Itis very important to seek counseling in the event you test positive for HIV antibodies.  You can
obtain helpful information from the Vermont AIDS Hotline 8t (800) 882-2437 and the Centers for
Disease Control and Prevention at (800) 342-2437.

You will now be asked to sign a written informed consent farm permitting the insurance company to
have you tested for HIV antibodies.

This statament has been read aloud 10 me and | undarstand this IV TESTING INFORMATION
STATEMENT & CONSENT FORM . | voluntarily consent 10 the collection of blpod, urine or OMT samples far
the ing t i i i and tha disclosure of the (eIt results 83
describad above.

Name of Propoyed Insursd Sipnalure of Proposed insured Date
&lnh date State of Rasidence

Name of Medical Professional or Company Agent Signaure of Medical Professionnd or Company Agent
Coliccting Shmpie

Noufication of Test Resuits
To be 14 30 when 8 Medical Profaxsional or cormpany agent pQteity SeMEk.

You may choose o recelve tha test resulty directly of 1o designate below another parson 1o whom the resulls
should be sent:

PLEASE SEND MY TEST RESULTS TO: :
Name

Agdoasy

City Stete Zip Code
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