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Apphcation to: AFBA Life Insurance Company

x -

Part B - Statements to Company's Medical Examiner,

The questions and answers in 1-10 and Details

of "Yes" answers apply to

the following person proposed for insurance:

1. Person proposed for insurance: (PRINT) 'DETAILS of “Yes" answers. (IDENTIFY QUESTION NUMBER,
a. i, CIRCLE APPLICABLE ITEMS: Include diagnosaes, dates, duration
. First Name M. Last Name and names and addresses of all attending physicians and medical
b:. Birth Date (mnvddlyy) / / ' facilities.) :
SS# - -

2. Ever been treated for or had any known indication of: Yes No
a._Disorder of eyes, ears, nose, or throat? ... 0O 0
b. Dizziness, fainting, convulsions, headaches; speech

defect, paralysis or stroke; mental or nervous disor-
der?
€. Shoriness of breath, persistent hoarseness or cough,
blood spitling; bronchitis, pleurisy, asthma, emphy-
sema, tuberculosis or chronic respiratory disorder? ) (3 |
..
d. Chest pain, palpitation, high blood pressure, rheu- %3 '
matic fever, heart murmur, heart attack or other dis-
order of the heart or biood vesseis? ......... Crereserires
€. Jaundice, intastinal bleeding, uicer, hernia, appen-
dicitis, colitis, diverticulitis, hemorrhoids, recurrant in- .
digestion, or other disorder of the stomach, intes-
tines, liver or galibladder?
f.  Sugasr, albumin, bload or Pus in urine, venereal dis-
ease; slone or other disorder of kidney, bladder,
prostate, reproductive organs or breasts?.......... .. Q
9. _Diabetes; thyroid or other endocrine disorders? .. ] (O
h. Neurilis, sciatica, theumatism, arthritis, gout, or dis-
order of the muscles or bones, including the spine,
DACK OF JOIMST? .....oooeererree u a
..__Deformity. lameness or amputation? .............. .Q Q
j- Disorder of skin, lymph glands, cyst, tumaor, or can-
Cer? .....vevinen. ST N eeetentas v e enate s et eees e a
k. _Allergies, anemia or other disorder of thebloed? [ [ ¢ v
- : es No
!. _Alcoholism or drug dependence? e i B | 8. Have you ever been diagnosed or freated for Ac.

3. Within the past 5 years used amphetamines, cocaine, guired Immune Deficiency (AIDS) or an AIDS Related 0
marijuana, narcotics, or any other drugs, except as Qg Condition? ...
medicalion prescribed by aphysician? ... 9. Other information:

4._Now under treaiment or taking any prescription drug? L L] a. Name and address of your personal physician:

5. Any change in weight in the Pastyear? ... 3 3 (i none, so state)

Gain Ibs, Loss ibs, Name

6. Other than abov i : Address
a. Hadany mental or physical disorder notlisted above?d [ "b. In the past 5 years have You consulted your per-
— T sonal physician for any matter not recorded in an-
b._Had acheckup, Consultation, iliness, injury. surgerny?d O swers 0 questions 2-87? If “Yes®, furnish reason, de-
C. Been a patient in a hospital, clinic, sanatorium, or 0 tails and date in "Details" space above...... . .. Q 0
- -

other medical FaCHY? coovooovrroe 10. Any family history of diabetes, cancer, high blood

d. Had electrocardiogram, X-ray, or other diagnostic pressure or cholesterol, heart or kidney disease, or
est?......e, e O mental ilness? .veevenreeveee U

¢. Been advised to have any diagnostic test, hospital- Age if Age at
ization, or surgery which was.nol completed?..... O J Living Cause of Death Death

7. Ever: . ) Father
a. Had military service deferment, rejection or discharge Mather

because of a physical or mental condition? Q Brothers and
: Sisters
b. Requested or faceived a pension, benefits, or pay- # Living
ment because of an injury, sickness or disability? a Q # Dead —

The foregoing statements
liens and not warranties.
Dated at

Witness

and answers are to the bes| of my knowledge

City and State

[Medical Examiner

and belief, complete, true, and correctly recorded and are representa

on the month, day and year of

Signature of person proposed for insurance, if age 15 or over, or
Applicant, # parson proposed is under ane 15.




tion related fo treatment for drug and/or sicohol abuse or for.psychiatric and/or mental conditions, the history obtained, physical and laboratory findings.
diagnosis, and treatmant. '

| acknowledge feceipt of the Federal Fair Credit Reporting Act notice which contains on the feverse side a nolice concarning the Medical Informa.
tion Bureau, )

A photostat of this authorization is as valid as this original.

1
LI

Name of proposed insured il under ags 15 (PRINT) Signature of proposed insured, if age 15 o over, or Applicant, if proposeq
\ insured is under age 15,

Form ALCMF-100 7/00




.

‘ART C — PARAMEDICAL

a. Is appearance unhealthy or older than stated age or are there any obvious physical impairmenis?
0 Yes (J No (fyes, please explain: ' ]
b. Currently smoke cigareties? (J Yes (3 No Former Smaker () Yes () No Ifyes, date last smoked

SUSSR (1. -7,

Smoke Bgars or pips, or use other tabaceo product(s)? [} Yes {J No ifyes, what products? moiyn
——— e e e —— e e —

MEASUREMENTS

a. Height (in shoes) ft in b. Weight (clothed) lbs.

c_For Males only: (i) Chest circumfarence: Full inspiration in. Forced expiration in. (il) Abdomen at umbilicus in.
BLOOD PRESSURE Applicant to be sitting. Take pressure in both arms. {{ more than 10mm. difference, rapeat'in both snms; otherwise repeat in

either arm. If B.P. is over 135/85, record additional reading with applicant sealed, after completing axam. Diastolic Dressure is to be noted at
disappearance of sound,

Right Arm Left Arm
Systolic Diastalic Systolic Diastolic
1st Reading
- 2nd Reading L *
—Min tater
Min later
PULSE /min. {at rest). I over 90, repeat in 5-10 min. and record e Imin,
Any irregularities? (O Yes [Q No If yes, enter number per minute:

URINALYSIS :

If female applicant Is menstruating on date of examination, please arrange to collect the specimen on another day, afler flow has stopped.
a. Was specimendone? [ Yes {3} No, because: Q) client menstruating; [J client unabte to vaid; Q) other (specify)

b. Was dip stick used? (J Yes [J No if yes, resuits: albumin ; sugar . other

SEND SPECIMEN TO HOME OFFICE REFERENCE LAB (UNLESS INCLUDED IN BLQOD KIT) IF:
" 1, Albumin or Sugar is prasent, or Blood Pressure over 150/100. or 2. History of Hypertension, Diabetes, Cardlovascular, or Renal Disorder,

c. Is specimen being forwarded to Home Office Reference Lah? QO Yes Q No
d. Have any medications of any type been taken in the pasttendays? [ Yes [J No
I yes, spacify .

OTHER STUDIES (if required by instruction from agency or home offica)
] Blood Kit sent to HORL (please attach pink copy of authorization)
[ Electrocardiogram attached Other studies aflached. specify

THIS SECTION IS TO BE COMPLETED BY MEDICAL EXAMINERS AND PARAMEDICAL EXAMINERS. -
centify that | personally asked each and every question and accurately recorded the anawers. on the Part-B Form ALCMF-100,
rersonally performed the physical measurements and observations recorded on this page.

Signature of person completing form.

_Exarniners Account Number.* PARAMED/MEDICAL EXAMINER'S VOUCHER ‘W
To assure prompt payment of your few, this voucher should be fully compigted. Fee;*'
{*lems o be completed by examiner.) N
gency Name Agency Number: Amount of
Date of Exam’ Bithdate of Examines* | Insurance:

. oLl S
lame of Person Mo. Day Yr. Mo Day yr. U8 Code;
xamined (Please Print): (

‘Y 0 Voucher Number: ) Reporied
‘ame* By:

ireel Address® .

ity*, State* Zip* Dawr




g 5Star Life Insurance Company
W AFBA Building
. : 909 North Washington Street
LIFE _Alexandria, VA 22314
NOTICE AND CONSENT FOR ORAL F LUID OR BLOOD TESTING WHICH
WILL INCLUDE AIDS VIRUS (HIV) ANTIBODY/ANTIGEN TESTING
APPLICATION FOR LIFE INSURANCE

To determine your insurability, S Star Life has requested that you provide a sample of your ora) fluid or blood for testing and
analysis. Al tests will be performed by a licensed laboratory.

The consent you give by signing this form authorizes the insurer to withdraw oral fluid or blood and order laboratory tests
only in regard to your present application for life insurance.

The test or tests to be performed are used to determine the presence of antibodies or antigens to the Human
Immunodeficiency Virus (HIVL), also known as the AIDS virus. The HIV antibody test that we perform is actually a series
of tests done by a medically accepted procedure. The HIV antigen test directly identifies AIDS viral particles. These tests
are extremely reliable,

TESTS TO BE PERFORMED

We will use an ELISA_test or a Western Blot Assay, or both.

An ELISA test is an enzyme-linked immunosorbent assay serologic test, which has been licensed by the Federal Food and
Drug Administration to detect antibodies to the human immunodeficiency virus, A positive ELISA test means an ELISA test
performed n accordance with the manufacturer’s specifications which is reactive on an Initial testing and on at least one of
two additional tests of the same specimen.

A Western Blot Assay is an assay which uses reagents consisting of HIV antigens separated by polyacrylamide-gel
electrophoresis and then transferred to nitro-cellulose paper to detect antibodies to the human immunodeficiency virus. A
reactive Western Blot Assay is a Western Blot Assay which is reactive according to the standards of performance and results

reagents and laboratory apparatus.
MEANING OF POSITIVE TEST RESULT

Positive HIV antibody/a‘n.tigen test results do not mean that you have AIDS, but that you are at significantly increased risk of
developing AIDS or AIDS-related conditions. Federal authorities say that.persons who are HIV antibody/antigen positive
should be considered infected with the AIDS virus and capable of infecting others.

Positive HIV antibody or antigenvte§Vscreening results or other significant blood abnormalities will adversely affect your
applicdtion for insurance. This means that your application may be declined, that an increased premium may be charged, or
that other policy changes may be necessary.

CONFIDENTIALITY OF TESTS REéULTS

All test results will be treated confidentially. They will be reported by the laboratory to S Star Life. When necessary for
business reasons in connection with insurance you have or have applied for with 5 Star Life, S Star Life may disclose test
results to others involved solély in the underwriting process such as its affiliates, reinsurers, employees or contractors. A
report may be made to the Medical Information Burean (MIB, Inc), signifying only a non-specific blood, oral fluid {saliva), or
urine tests abnormality. If your test is normal, no report will be made to the MIB, Inc. The organizations described in this
paragraph may maintain the test result in a file or data bank. There will be no other disclosure of test results or even that the
tests have been done except as may be required or permitted by law or as authorized by you.

CA




COST OF TESTING
The cost of any testing will be borne by the 5 Star Life Insurance Company.
NOTIFICATION OF TEST RESULTS
If your HIV test results are normal, no routine notification will be sent to you. If the HIV test results are other than normal, 5

Star Life will contact your designated physician, or you if you have not designated a physician, 5 Star Life will ask you for

the name of a physician or other health care provider to whom you may authorize disclosure and with whom you may wish to
discuss the results.

TIME LIMIT

This Consent shall be valid for a period of 30 months from the date noted below.
CONSENT

I have read and I understand this Notice of Consent for Oral Fluid or Blood Testing Which Will Include HIV
Antibody/Antigen Testing. I voluntarily consent to the withdrawal of oral fluid or blood from me, the testing of that oral
fluid or blood, and the disclosure of the test results as described above.

I understand that I have the right to request and receive a coby of this authorization. A photocopy of this form will be as
valid as the original. o

)

Name of Proposed Insured Date of Birth

Name and Address of Designated Physician:

¥

Signature of Proposed Insured or Parent/Guardian Date State of Residence

CA




