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1 ) Name of Proposcd Insurcd Dale of Birth
Residence (City and State) .

2 ) Primary Physician, Heulth Care Provider or Clinic:
Name Address

Phone Number

N
/

Date of Last Visit
Reason for Last Visit (Please include details of cvaluation, treatment and/or referrals made.)

Fave you had a consultation, treatment or examination by a physician, health care provider or clinic for any reason not lisied above?
Do you have any reason to belicve that you are not currenily in good healdy?  Good health is dcfined as a state in which there is no

current or pending need for the scrvices of a membor of the medical profticion for rensons other than for conditions such as 2 com-

mon cold or an annual physical exam.

7. | Do you engage in regular exercise? (I*Yes,” provide dotails).

8, | Have you lost 10 or more pounds in the last 6 months (tot due to change in diet)? _ E—
9. | Lave you, in the past S years, used any illicit drug o prescription dsug that was 1ot prescribed by x physician? (1*Yes,” provide de-

=3 ol ol o

» tails o inclndc treatment recommended or given.)

* 10. | Do you currently consutne alccholic beverages? (If“Yes,” how many per day and per week?) '
5 11, | Rave you ever beon treated of counseled, or had trestment recommended thet was not completed, for aleohol or druy abuse?
' 12. | Fernales only: Are you curently pregnant? ([“Yes,” what is your due doi?)

13. | Have you lost more than 5 conscoutive days of work due to any health condition in the last 3 years?

' Printed in U,
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H S L “YES” W E Yes 1 No
3. | Do you take any prescription, over the contor medication or herbal remedy? (If*“Ves,” please provide names and doscs.) 0 (@]
4. | Have you ever kud, been treated for or had treatment recommended by a member of the medieal profession fors
a. | High Blood Pressurc; Heart Mumur or Heart Valve Abnonmality; Chest Pain; Heart Surgery; Hearl Attack; Abnormal Heart m -]
Rhythm; other Heart or Vascular Disease, Condition or Disorder; Stroke or Mini-Struke (TIAY?
b. | Cancer, Tumor or other abnormal growth; Recurrent Infictions; Lymph Gland Swelling or Enlargement; Immune System Disease, Ol O
Hurman Immunodeficiency Virus (HTV) Infoction, or Acquired Immune Deficiency Syndrome (AIDS)? I
¢. ] Diabetes or other Endocrine Disease; Congition or Diisorder (¢.g. thyroid, adrenal, phtuitary, etc.)? =
d._| Ancmis; Blood Transfusion; Blood Vesscl Disease; other Blood Disease, Candition or Disorder? OB
e | Dizziness; F'inting or Loss of Consciousness; Alzheimer’s Diseasc or Dementia; Epllepsy or Seizure Disorder, Brain or Spinal Cord | 13 | [
Disordcr; other Nervous System Discasc; Dopression, Anxiety, Stress or Panio Atacks; or other Psychalogical Disease, Condition or
Disorder? -
Agsthma, Chronic Branchitis or Emphyséma; other Lung Discase, Condition or Disorder; Skocp Apnea or Narcolepsy? [m ]
' g | Disease of the Esophagus, Pancreas or Stomach; Ulcerative Colitis or Crohn's Disease; Chionkc Indigrstion, Diarthea or Vomiting, (i} O
. Hepatitis or ather Disease of the Liver; Hemis, other Gastrointestinal Discase, Condition or Disorder?
h. | Bladder Disease; Kidney Discasc; Prostate Disease; Sugar, Protin or Blood in the Urine; Breast Disease; other Genitourinary Dis- O O
ease, Condition or Disorder?
i. | Rheumatoid Arthritis, Lupus, other Connective Tissue Disesse, Condition or Disorder; Arthritis, Rheumatism or other Jomt Discase, | [ | O
Condition or Disorder ; Diseasc, Condttion or Disarder of Bones, Back or Spinc; Disease, Condlition , or Discrder of Muscles, Ligs-
i ments or Tendons?
' Ear Diseasc or Eye Disease, Condition or Disorder? gl 0
. Chronic Fatigue, Fibromyalgia or Myalgia? %_%
o] O]
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Currem Agc Kultll History (include age at vaset) Cause of Death
or Age at
Death
Futher
Mother
Siblings
DETAILS OF “YES” ANSWERS (Please attach additional sheet if more spuce is needed.)
Question | Diagnosis, reason for visit, Dates of | Nume, nddress, and phone number of doc-
Number |treatment, medication, onset and | tur, health carc provider, clinic or hospital
hospitalization, surgery, advice recovery

Tagres that, to the best of my knowledge and belicf, the information herein is complete and truc uad shall be the basis for and a part of
any insurance issucd.

Dated at Date,
City State Mounth Day Year
Witness, : e ——
Signature of Examiner/Agent . Signature of Person cxamined
, Printed in US.A
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Mecdical Examiner's Report

1) 2) Blood Pressurc; take 3 readings 3) Pulse:
Height Weight
Did you weigh? YesQ Ne 0O |Systolic Ratc
Did you measurc? YesQ No O | Diaswolic Trrcgularities/mn.

4 ) Please use the space provided to give details of the physieal cxam (—a- )
Cardiovascular Exam — Is there any evidence of:
a.) Peripheral Vascular Disease Yes 0 No O

U Abnormal or diminishcd pulsc
Q carotid
Q otherpulse
. @ Other signs of PVD

b.) Enlarged heart semsem-semmee-Yes 0 No O

Details of Questions 1 - 9
USE ONLY FOR QUESTLONS ON THIS PAGE

¢.) Hearn mumur —~memmeecmneee Yes O No O b
Murmur is . 0 Systolic Q Apical
Q Constant 0 Transmitted O Presystolic 0 Bosal =
Q Inconstant 0 Locatized  Q Disstolic Q Other -
Q Trace (0-1) € Mild () OModeratc (1H) Q Loud (1V)
ShowLocation of: -- Apex by X
Area of Murmur by £
Point of greatest intensity by —-—-———..- (@)
Transmission by —
Your impression? .
d.) Other CV diseasc (describe) Yes O No Q

§) Arc there any abnormalities on cxamination of:

a) Eyes Yes O No O 1) NervousSystem Yot O No Q
b.) Ears Yes 0 No O g.) Lungs Yes O No Q
¢.} Mouth, Pharynx Yes O No O h.) Abdomen, Liver,
d.) Skin, Lymph Nedes Yes O No O Spleen, Kidney Yes O No Q
c.) Blood Vessels Yes O No O i) Musculoskeletal

System Yes & No O

6) Is the person’s appearance unhealthy or older than stated age? Yes 0 No 0O !

7) Do you have any information or observations relating to this
person’s physical or mental health that are not alrcady

recorded? (If “yes,™ please give details.) Yes O No O
8 ) il Temale, 1s this pcrson menstruafing today T Yes O No O
9) Urinalysis SPECTFIC GRAVITY ALBUMIN SUGAR

w*4:SEND SPECIMEN TO LAB EN ALL CASES****
1 certify that 1 have carctully sxamined

whose statements and signature appcaring on

the reverse side hercot, were made and signed in my presence and that the examination was made in privale st 0 My office,

8 Applicant’s reridence, Q1 Applicant’s place of busincss, this day of .

Examined at ‘ i : M. D.orD.O.
City State (Medical Examiner's Signature)

This examination must bear the actual date that the exam was completed and no other.

Examinecr Name (Print), Paramedical Co. Name

Address

Phone Numbcr. %,

Name of Agent Agent’s Phane Number.

A —— Triated .l‘i [SA
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O Muriford Life Insurance Company ’ \
O  Hartford Lifc and Aznuily Isyurnocc Company
Hartford, CT 06104-2999
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Instructions for the examiner:

C LETE FOR ALL PR S, AGE 71 AND 0V,

la. {Read aloud the insfructions below to the Proposcd Insurcd. Then read aloud each of the words on the list, onc at a time, whik: show-
ing the corvesponding flashcard, and ask the Proposcd insured 10 make up a sentence using each word, The proposcd insurcd may

not record anything on paper. It is not necessary 1o record the proposed insured®s response; draw a line through any word that the
proposed insured cannot use in a sentence,

In this part of the survey, 1 will read a word while showing the word 1o yod. Please use each word in a sentence. The sentence
muy be as long or as short as you like, Later I am going to ask you to recall the words, Do you have any quextions?

Ib. | Fallow the same instructions as for Part a. Read aloud the instructions below, When done, piace the flashcard out of sight. Note the
time and allow at lcast 5 but not more (han 15 minutes before procceding to #6.

Now I am going to repeat the sume words as defore, show you the words und aguin ask you to use each in a sentence. You may

make up a new sentence or use the sume sentence that you used before. Do you have any questions?

2. {Read instructions to the proposed insured and record number of seconds/minutes jt takes to complete the task. The proposed insured
must stand up from & seated position withaut using the arms of the chair for help, walk 10 feet, turn around and sit down.

Please complete this exercise: Stand up without using the arms of the chair, walk to (insert place in the room that is 10 Leet
away), turn around, walk back, and sit down.

3. | Ask the propased insured about the activities listcd. Record details of answers, giving specifics of activitics they do perform and
reasons for ones they arc unable 1o perform or able to pexform only with assistance,

4. | Ask the proposed insured if they perform any rcgular exercise. Record detuils, including duration and frequency.

5. | Record details of any falls, including circumstances, injuries, and treatment.

L}

6. |Read instructions to the proposed insured. R inglydi list that the applicant rccalls. DO NOT read
the words 1o the proposed insurcd; this must be donc from memory. AT LEAST $ MINUTES BUT NO MORE THAN 15 MIN-
UTES MUST HAVE ELAPSED FROM PARTS 1a AND 1b BEFORE DOING THIS ACTIVITY.,

A few minuies ago 1 read some woris to you and you used them in sentences. Please repeat (0 me as many wards as you can re-
call,

7. |Read the instructions to the propossd insured. Allow 60 seconds for the tagk. Straight edge or ruler is nat atlowed.
Please duplicate the follawing drawing.

Upon complction of the examination, pravide any additional information or observations within the details section ofthe answer page.
Vetify that the efient name and date of birth, and your gignalute are on the Senior Supplement. Return the answer page with the ot!icr ex-
amination papcrwork. Discard this instruction page and the {lashcards prior to mailing any and all cxamination paperwork or spocimens,

HL-LSKTR(03) ! Pnge 5 Friated in USA
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O  Hariford Life Tnsarance Company
D Hariford & He and Anauity lnsursnce Company
Hartlord, CT 06104-2999
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WING FOR ALL P

PLEASE COMPLETE THE FOLL

Name of Proposed Insured: Date of Birth:
la. | Follow the instructions for question la. Draw s line through any DETAILS SECTION: Please indicate the question num.-
word below that the proposed insured cannot use in & sentence: ber and all details below.
Book Flower Train Rug Meadow
Salt Finger Patk  Chimnsy RButton

Ib. | Pleuse repeat the task in 1a exactly, using the words in the same or-
der,

Book Flower Train Rug Mcadow -
Salt Finger Park  Chimucy Bution '

2. | Please ask the proposed insured to stand up, not using the arms of
the chair, walk 10 feet, turn around, walk back and sit down. Re-
cord the amount of time from start to finish:

3. |1s the proposed insured able to do the following without assistance?

Record details at right.

A. Clcan home, do yard work? YesO Nold

B. Shop (food, clothes, etc.)? YesO Noll

C. Drive, travel? YesO nNoO

D. Manage finances (pay bills, balance check  ves 1 No [
book, etc)?

4. | Does the proposcd insured engage in any type  Yesll NoO
of regular exercise (walking, rcadmill, run-

ning, aerobics, swimming, strength training,

cte.)? Record details at right,

5. |Has the proposed insured fallen at any time in s O ~0Q )
the last 2 years? Record details at right.

6. |Pleasc ask the proposed insured 1o repeat as many words as they can
recall from #1 above. Record responses to the right.

7. | Please ask the proposed insured to draw the figure below in the
space al the right.

I certify that 1 have personaily asked all of the quostions and accurately recorded responscs and results,

Signature of exsminer o Date " Print name of examiner

; Triniad in USA
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HARTFORD LIFE INSURANCE COMPANIES
National Service Center

P.O. Box 39179

Minneapolls, MN 55459-0179

Telephone Number: (800) 541-6757

Hartford Life

Information Statement
Information/Consent Regarding Blaod Or Other Bodily Fluid Sample Testing
importent Inforretion About Biood Or Other Bodily Fiuid Sample Testing
Before consenting to tasting, please read the foliowing important information.

To evaluate your Insurability, the insurer named above has requested that you provide a sample of your blood and/or other
bodily fluid 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 and that underwriting decisions will be basad on the test
result. A series of three tests will ba performed by a licensed laboratory through a medically accepted procedure.

1. Description of Tests to be Performed. A blood or other bodily fluid sample is drawn for the purpose of laboratory
testing to provide madical information concemning your inaurability. These tests may include but are not limited to teats
for: infection by the HIV virus; immune disorders; cholesterol and related blood lipids; diabetes; liver or kidney
disorders; or the presence of medication, drugs, nicotine or other metabalites.

When HIV testing is performed, it will be perfosmed according to the medical protorols required by Section 789 of the

California Insurance Code. _

2. Purpose. An HIV tast is done to determine whether you may have been infected with the HIV virus. This testis not a
tast for AIDS; AIDS cen only be diagnosed by medical evaivation. If you have a positive ELISA test followed by a
positive Western Blot Assay performed on the same specimen of blood or other bodily fluid semple, your life insurance
application may be declined.

3. Potential Uses. If your HIV test results are positive, the company with whom you are applying for insurance will report
a "nonspecific abnormality” of your blood or other bodily fluid sample to the Medical information Bureau, The Medical
Information Bureau contains the names and computerized madical records of insurance applicants nationally. The
report will not identify you as having an abnormal Hiv antibody test because many other blood or bodily fluid sampla
abnormalities are reported to the Bureau under the same classification. )

4. Limitations. An HIV test is considered positive only when conducted according o the protoccl spacified by Section
799 of the California Insurance Code. Nonetheless, the HIV antibody test Is not, 100% accurate. Possible errors
include:

a. False positives. The test gives a positive result, sven though you are notinfacted. This happens only rerely and is
more commoan in parsons who have not engaged in high risk behavior. Retesting should be done to help confirm
the validity of a positive test. )

b. False negatives: The test gives a negative resuit, even though you are infected with HIV. This happens most
commonly in recently infected persons; it takes at least 4-12 weeks for a positive test result o develop after a
person is infected. )

5. Meening of the Test Results. While positive HIV antibody test resuits do not mean that you heve AIDS, they do
mean that you are at serlously increased risk of developing AIDS or AIDS-related conditions. Federal authorities say
that persons who are HIV antibody positive should be cansidered infectad with the AIDS virus and capable of infecting
athers, If your blood or other bodily fluld sample is tested for HIV antibodies and if your test results are positive, the
company with whom you are applying for Insurance will notify the physician designated on Pege 3 to whom you have
authorized disciosure and with whom you may discuss the results. Positive HIV antibody test results will agversely
affect your ingurance application,

HL-12470-3 Page 1 of 3 .
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6. Disclosure of Test Results. All test results may be treated confidentially. Test results will be reported to the
company with whom you are applying for insurance. The results may be reported to the company's affifisfes,
reinsurers, or contractors in connection with insurance you have or have applied for. In addition, if your HIV antibody
tast is positive, a generic code signifying a nonspecific blood or badily fluid sample abnarmality will be reported to the
Medical Information Bureau (MIB, Inc.) as described in the notice given you at the time of application. The fact that the
test has been done and the results of the test will not be otherwise disclosed except as may be required by law or as
suthorized by you, :

7. Confidentlality of Test Results. Like all medicel information, HIV test results are confidential, An insurer, insurance
agent, or insurance-support organization is required to maintain the confidentiality of HIV test results. However,
certain disclosures of your test results may occur, including those authorized by consent farms that you may have
signed as part of your overall application.

8. Notice of Available Counseling Resources. The California Code requires that a list of counseling resources be
made available, where the applicent can obtain assistance in understanding the meaning of the test and its results.

There are meany counseling resources In your area for you to contact. Below are sa

counseling resources:

mples of some of the many

Valley Aids Project Aids Project Los Angeles
4341 Railroad Ave #H 1313 Vine Street

Pleasanton, CA Los Angeles, CA 90028
(825) 485-3260 (323) 993-2300 b
Aids Project of The East Bay Aids Project Monterey County
1755 Broadway Fi 2 12 E Gabilan Street

Oakland, CA Salinas, CA

{510) 663-7979 (831) 772-8200

Aids Heaith Care Foundation Aide Emergency Assistance
8631 W 3" §t. 2440 3™ Avenye

Los Angeles, CA San Diego, CA

(310) 857-9353 (619) 544-0221

San Francigco Aids Foundation Being Alive

16" Streat 4068 Centre St.

8an Francisco, CA San Diego, CA

(415) 487-3000 (619) 291-1400

Aids Benefit Counselors Santa Monica Aids Project
973 Market Street 2020 Santa Monica Boulevard
San Francisco, CA Santa Monica, CA 9040%
(415) 777-0333 (310) 852-7627

AIDS HOTLINE Sacramento Alds Foundation
Us. Public Health Service 2411 F Street Apt. 5

(800) 342-AIDS Sacramento, CA 935814
(800) 922-AlDS (Southermn CA) {916) 448.2437

California Department of Health Services Spanish AIDS Hotline
Statewide Services ~ Office of AIDS (800) 222-AIDS

(916) 323-7415

9. Printed Materlal about HIV. By my signature on Page 3, | acknowledge raceipt of a copy of the Amevican Red Cross
pamphlet "AlDS: The Facts” (AIDS-1) before executing the following CONSENT TO BLOOD OR OTHER BODILY
FLUID SAMPLE TESTING AND DISCLOSURE AUTHORIZATION.

Form HL+12170:3 Page20f 3
Printad in LS A For Use in California Only _ Proposed Insured’s Copy
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HARTFORD LIFE INSURANGE COMPANIES
National Service Cantor PO, Box 59179
Minneapolls, MN 55459-0179

Telephona Number: (800) 5418757

Hartford Life

CONSENT TO BLOOD OR OTHER BODILY FLUID SAMPLE TESTING AND DISCLOSURE AUTHORIZATION
I give my consent to the company with whom | am applying for insurancae, its employsas, contractors, affiliated companies
and reinsurers, to conduct the following:

1. Biood test or other bodily fluid testing for antibodies to the AIDS Virus (Hiv).

2. Such other or additional blood or other bodily fluid sample tests which the company with whom | am applying for

insuranice may Tawfully order.

My consent to this testing is freely given, based on the following understandings: i -

1. The purpose of the test(e) is to determine whether 1 am insurable for life insurance.

2. Tknow I have the absolute right to refuse to take the test(s). | know | can exercise this right by telling the axaminer
| do not want to have my blood or other bodily fluid sample tested and by refusing to give a blood or other badily
fluid sample. | know that if | do not take the test(s), my application to the company with whom | am applying for life
insurance will be declinad,

3. The test(s) for the antibodias to the AIDS virus (HIV) (or other test(s) permitted by taw) will be conducted following
approved test protocols.

4. ldesignate the following physician to receive nofice of positive test resutts:

3

Physician's Name Telephone Number

Street City, Stato. Zip Code
{if no physician is designated, we will notify you directly, but we strongly urge you to designate a physician).

I further understand that test resuits will not be released or disclosed to any perty (other than the company with whom | am
applying for insurance and related parties identifiad above, to whom | hereby authorize disclosure) unless:

8. ! expressly authorize their releasa in writing; or

b. A public health reporting law required disclosure; or

€. A court order required disclosure.

| undsrstand that disclosures under 4(b) and 4(c) may be made without my consent. '

S. | understand that the company with wham | am applying for insurance may report to the Medical Information
Bureau (MIB) any abnormal blood or other bodily fluid sample test, but, in case of a positive HIV antibodly test, the
company with whom | am applying for insurance will not disclose the type of biood or other bodily fluid sample test
which was abnormal. 1 acknowledge receipt of the company's Notice Regarding the MIB, Inc.

! acknowledge receipt of a copy of this form. | agree that the authorization to disclose information set forth above shall be
valid for 24 months from the date shown below. .

| HAVE READ AND UNDERSTAND THIS CONSENT TO BLOOD OR dTHER BODILY FLUID SAMPLE TESTING AND
DISCLOSURE AUTHORIZATION.

Name of Proposed ingured Signature of Proposed Insured

Address of Residence of Proposed insurad i Date

City, Stale. Zip Code Signature of Examiner/Agent

Form HL2170:3 HIHTE - Howe oFRce ";‘;’;‘g‘é‘:‘f gposeo ?‘RED e AGIE-";: Use In Catifornin Only
Printed inU.S.A. * ;
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Book Salt

Flower Finger
Train - Park
Rug Chimney

Meadow  Button




