@ Medical Application Part I|

GE Group Life Assurancs Company

Amfvnuﬂmu ing 16322

osdow Bovievard, PO Bax 1965
CT oo 15

&F Fnanclal
Emplaywr Services Group

Examination to be made in private. Please read all questitns to applicant. Answers to be recorded by the Medical Examiner in his/ker own handwriling.

Name of Proposcd Inzured {Lasy, Pirat, M.3,) Sex Cata of Binh Ocrupetion Account Number
1. Porsonni Physicion: {tf none, 40 sue) 9. Femily Record Agn Health hge Causa
Nome: 81 Death | of Donth
Agrons: Fathar
Mother
Brothars and lgters
Duote: lass soon: Resaon and Ouicome: No, Living_.___No. Dond_____
Ves No Pleasa Check (v) Apprispsiate Cobumn Yes No Plesse Chock (v] Appropriate Colwmn
[m} O 2 Toyour knawledge, have any of your parents, brothers, ar |0 ) | Impairment of haaring or evesight?
misters had tubcrculosis, nervous or mentsl digorder, or a 0 k. Peralysis, deformity, or any injury or disorder of the
diabetes? o - L :‘usc'l“ﬁ bnnm]mm,rsﬂmr back? )
ernia, hemorrholds, o 38 vaina?
O 0O 3 s ;i:vw; Iuo; I:::;;’ had or bean treated for alcoholism or 8 a m. Otherthan ab,',’,}'" a ;vk;hv;':cal of “5' entsl Q’iﬁ’ rder,
y s operation, or njury within the past 5 yeare
O O b Hoveyousverused orcotics, barbiturans, ampheta- |y [ AIDS-related complex (ARC) or scquired Immune def-
mines, hallucinogens or other drugs except as pre- ciency syndroma (AIDS) caveed by the HIV
scribed by a physiclan? infiection or other sickness ar condition derived
0 O 4 Have you ever applied for or racaived sickness or accident from such infection?
benefits or & disability perision from any sourte? 9. a.  Have you ever had ] )
O T3 5. Have you sought trestment or consulted a physicanor | = 0 (1.} Abnormal menstruation, sbriorma! pregnancies
other practitioner for any reason in the last 5 years, includ- ::l":::r‘:?'mo“,' miscariags or Caesaragn
Ing routing exsminations or check-ups? (Glve full details) ;
O T & s Have you ever bean a patientin sy hospial, sanate- | = 8 (2} Dicaase ofthe breasts, ovaries, or uterua?
iurs, o similar institution? = B frs yornow ””“"'“‘: date of confioamect)
O ] b.  Have you ever had, o7 boan advised to have any sur- {It "yes”, give sxpactad date of confinema
ical i g tro e e ———————e————
g,é;;::%’::&‘:‘t:? slsctrooardiograms, bioad [w] [wIRT Y Hav.e you ever bean daclined, postponed, rated,
[N m] ¢. Has a physician ever advised youto diet? of ridered for insyrance?
0 O  d lathere anykind of medicine which you take reguta- | D b Areynunegotisting for other insurance?
v or at frequent intervais? ()F"ves” mame companies and smounts.)
7 ;r:l ;hbev h:;t h;fs _?:r knolxesg‘ m J':l: mr y.;:dn:'n been | Dmails of sl questions answared “yes”, Include Dates, Nawes, and
1Eran or othal - resses of al docto , Duration, T Results.
DO O a Hihblood pressurs? (ir-yse", gve ful detals of any | " r# eonsulied, Buratios, Treatment. and
traatment given.)
0 (m} b.  Pagin, pressurs, or discomfort in the chest, palpitation,
swelling of the ankles, or undus shortneas of breath?
[} [m] ¢. Hearcdisease, haarc murmyr, angina pectoris, or
caronary disease?
m] O d.  Rheumatic faver, chores, rheumatism, or arthritia?
0 (m] 8. Pneumonig, pleurisy, astima, tubarculosis, chronic
¢cough, or any other disesse of the lungs?
[m] =] f.  Epilepsy, feinting spells, concussion, skull fracture,
severg headachee, diziness, meival disorder or nerv-
ous breakdown?
o m] p. Indlgestion, stomach or duodenal ulcer, colitis, or
other diseaas of the Inmtestines or rectum, gel bladder
disprder, Jaundice, hapatitis, or liver disorder?
O 0 h.  Kidney dizaase, nephritis, kidnay stona, bledder or
prostate wouble, or albumin, sugar, pus, or blood in
the urina?
O m} i.  Diabstes, syphilis or ather sexuakty transmittad dis-
asxe, gout, thyroid disease, enferged glands, tumor, R
polyp, ¢ancer pr skin disease? Failore to answet all quesiians and supply all ralevant details
may restit is underwriting delays
The foregoing statements are full, complete and irue tn the best of my knuwiadge and belief,
Dated, Date,
Witnass,
EI!IM Propossd tnsared Sign Poll Nomp
- To NAr Daiach - Plaxss Lompiols ACHLZAINA o e leuid WWrmatien v

| suthprize .the foliowing parsons and/or Ingtiurtions that have any records or knowledge of me, sty smployment, 8nd my haatth to glve ary such information to
GE Group Life Assurance Compeny {"GEGLAC™) and its lepal representativaz; Any physician, mudical practitioner, hospital, clinic of other medical or medically

related facility, insurance company, the Medicel Informistion Bureay, or sny similar orgenizetion, institution or person, any employer, group policybolder or
certificate holder,

} undesstand that the information released to GEGLAC will be vsed w determina my ellgibility for the insurance requasted. GEGLAC may redigciose such
information for that purpoee to the employer or unipn connected with the group Insurance coversge involved herein, the group poficyholder or certificets
holder, ar their representatives, 1o any reingurer, and to any parzon or enthty performing B husiness or lagal function for the benefit of GEGLAC. This information
may oiso be redisciosed az otherwise spacifically permitted or required by law. This suthorization is velid for up v 24 manths from the date it was executed. A
photocopy of this eythorization shall be ag valid 93 the original

This authorization extends to and includse HIV-related Informvation, AIDS or AIDS-retated disorders or Informvation ralsting to alcoho! or drug abuse or mental
health care to the extent permitted by law. This authorization or photocoples of it will b velid for two and one half years following the dete signed, unless
atherwize required by law. The information releasad to GEGLAC will nat be givan, 2old or transfarred to eny other parson or entity not mentionad above.

| understand thet | sm entitied to a photocopy of this authorizetion upon request.

Dats P ! d,

ESG-GM242 (YDR3)




Medical Examines’s Report

Where indicated, give full detalls under question

Yes No Please Chack (v) Appropriaie Colasin

[0 O 1.s general appesrance a8 to heaith and hebits good?
{1F“No*, give detadls undar nuimber 8

2. 8. Heightinshoes_ i i Weight {Clothed)
Did you measure? YesO  moDd
Didyouweigh? vl NoTl

b. Anychange in weightin past year? Gain The.lons______ |bs

¢. Reason for change?

Present weight maimained how loag?

0. Chest inspiration, in3. expiration jns. abdomen, ins.

1]

Yo No Plessc Cheek{v) Appropriste Colvmn

O _E 8. 3. Any varicosiiies, edems, emputstion or deformity?
0O

b, Artificial limb, brace or crutch used?

4. Cardiovescular Examination

a. Blood preseure (aitting).
If pressure is above 140
systolic or 90 giastolic or if
there is a hittory of hypertension,
take at least thrae additional . .
raadings 8t Imervale and g:amr::iese IAnl"!me: et m:m“
record under 8 “Details”,

b. Pulse Rate

¢, [Irregularities

Systolic,
Diastollc

Disappaarants of Sound

8 of In & separaie letiar 10 the Medical Dlrector

Yes  No Plusse Check () Appropriste Column

6. Do you find any evidence of past or present disease of:

O a2 Breinornervous system? (Test pateller and pupilary
refiexes and observe geit)

b. Lungs or respirstory organs?

. Abdomen? (Describe scera, tendemass of masses. Ife
hernia ie presart, give size and reducibiity.}

d.  Genitourinary system? {Examine prostate if indicated by
history.)

¢ Eyes, eors, noss or throat?

f.  Bones, ymph glands, thyroid or skin

o. Any part of the body?

7. Urinalysis (Dipatick required for every wrem)
Albumin:
Sugan:
Specific Gravity e
Send Home Office Specimen only i
1. Specimen is abnormal or
2. History or finding of diabetes, hypertention, or 8.U. dls-
ease.
i& specimen being sent?

oo ({ona o oo D
oo |{ooo o 0o

o

Cuestions 5 85 6 10 e suzwered 7 Exewines is MLD,
No  Piease Chack () Approprine Calumn

5a.  Anydyspnes, pain or discomfort aher exerclse?

Any sclerasis uf peripheral vessels, clubbing ar cyanasis?
15 the heart enlarged? (locate apex by () on diagsam.)

18 there a murmyy? {Examine heart in erect sng
recumbent positians.}

Timing: D Systolic [ Presystolic 01 Diagtolic
ntensityy (D Faimt O Moderate O Loud
Plasse commen on tha presence or absence of thrills or any
undue sccentuation of heart sounds, and on the effect of
exercise, chenga of position, o phese of reapiration.

Yos

oooa
noog
app

On Diagrem, Locate: Apex by X
Point of maximum intenaity by @

Area of murmur by O
Trangmigsion by =»

o. Based onthe hiatory and findings, whet iz your impression ofthe
cardiac stats?

8. Details and Additionsl Remaris:

0O [0 9. Has this applicant used any type of tobecco products inthe
past 36 months?

10, Please stata fee if applicable §

To the Medical Examinar: Any erasures or phierstions in this réport should be initialed by you. If you prefer to do a0, you may send this report or any nforma-
tion which you prefer nat to emhody in this report o the Medical Director ofthe Company, 100 Bright Meadow Bivd, R.0. Box 1965, Enfield, CT 06033-19%5.

{Use separata sheet if necessary.)

Dated at

Date

Examination mads at [ Office or [J Residence of
At request of |- Group Medical Underwriting — Enfield |

3 Examinar

Signature

Address,

of D Proposed Insured at

Tax1.D. #

PM.

Do Not Write Below Thiz Line




