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1. Allmmﬂommuslb:mdcmfuﬂymlhpmpo&cdl led and full anywers recarded in ink.
2. The medical examiner will complese Part 1 and the revprsc side (Part 3) of this form when medical examination is made. All medical
cxaminations, cven parsially completed, must be fofwarded by the agent to the Home Office.
3, If spplication is submitted dieally, the agent will complets Part 2.
4, Fees for cxaminations will be paid from the Home Officejonly.
TLLINOIS MUTUAL LIFE INSURANCE COMPANY — 300 S.W. Adams Sereet, Peorta, llincis 61634
Applicazian Part = Statements to Madieal Examincy, or Company's Agent, if non-medical case.
[. (rint) Fieic Name Middie Jnicial Last Naroe {b) Been o patlent er confined In any hospital, clisic, Ya HNo
o 7 sanitarim or any other medical factity? o o
3, Birth deto Day = {¢) Had an electrocardiogram, stress test, echocar-
3. Have you ever: N Na di*og:im. angiogrephy, x-ray, blaed studies or
{3} Been dischurged or deferred from armed services @ grostic test? =
for a physical, mental or other reason? i CH Bc!'m advised to hw‘:h i diagriostic "l;:'e;mpi' -
b} Had Ii!“ee,d hﬂl‘fh or accident Ir:is:un;e,‘ d‘éd‘;ned., - I-h: ;wmonm :r amgery was not rompleted?
POSTPGI different ] 3
1fyes, ﬂ";u. company .,.d‘:um:,' 0O O {a) Had or been sold by a medical practitioner he/she
A ] L nad Acquired Immune Deficiency Syndrome
{¢) Claimed benchit fr sckenss or injiry? o o TAIDS) AIDS Related Complex (ARC), or AIDS
(d) Betn treated, counsehed or joined a group duc to relited condiclons? oo
ﬁmaoralcoholmorohlseofbeen:dvmdby (b} Received in ion with any of the .
» madical peactitionct to da o7 categories mentioned in (3} above? [m R ]
{c) Used heroin, cocaine, barbiturates or other {e) Tested positive for antibodies sa the AIDS vinss? o 0
convrolled substances? 7 Ea:e you had ;ny plr!nl,b rrorher x‘)‘r "‘h".‘" };uhbpl ha;
P you cer b o been 1l s you b or b R A e or ibadasi? Lo @ @
treated for:
(a) Disorder of the back, muscles, knees, banes or 8. (a) Have you smoked cigorectes during the past 12
joints,; gowt ot arthritis; deformity or amputation? 0 0O months? [
{b) High blood pressure, heart muemur, chest pain, (b) Do you ui¢ any other tabacco products? [w ]
heart attack, angina, streke, theumatic fever,
varicose v, g_h'.eb;tii. Sorenary artery dgm‘el 9. Whatis youn (a) Height and Weight . fr. —in. —__ Ibs.
:L:eny other disarder of the heart or bloos A ® of gain of fos In weight in past year?
{ed. Cancer, cyst or umor? 0 O | Give fill denalls of Questions 3.8 ancwered *Yes.*
{d) Brain or narve dt , dizziness, hainting Specify dawes, duration, severtty, rosults, the names and addresses of any
“ convulsions, headaches, uscansclousncss, shysicisns, hospigals, ete.
P“.'IP“‘ mental ‘d'lseﬁc or &Q:i:owlflld:wrsler Iodicate murmber of question t which details apply.
or prychiatric or fing 0 O
() Shortness of breath, persistent or chronic ¢ough,
asthma, chromic bronchitis, emphyssma or any
other king o respiratery disorder? O Q
(0 Hepatitis, jmundice, ulcer, homia, colitls, recurrent .
diarthea, rectal disease of disorder of the
stomach, intestines. Tiver, gall blodder. pancreas
or spleen? a 0
(g} Sugar, bloed or albumin in urinc; sexually
tratismicted or vencreal disease, kideey storic,
fisorder of b wdriey, reproducth
organs, or any other disorder of the generative or
urinary fystem? 0O o
(i) Diabetes, thyroid or other glandular disorders Cc O
(i} Disorder of yes, ears, nosc or throat? [ ]
(i} Disorder of the skin or lymph glands, allery? 0O O
(k} Are you pregrant? o O
1f yes, expected date of delivery: .
{} Have you ever had a Cesarean sction or other
complications of pregnancy? 2 0 .
5. Have you during the pait 5 years, ocher than a
stated tbove:
{a} Seen & physician, surgeon, chitopractor of other
practitloner for a check-up, consutation, illness,
injury or turgery? [m]
1 agree that the foregoing statements and answers are compless, true and carteetly recorded and shall form Part Two of my pending applicasion for
insurance, and also of vy sub polication by me for i in this Company, unless 1 then undcrgo another medical eamination which
by its verms is made a part of such appl and of mbsequpnt applicari § express] waive on behalf of myself and of any person who shall
have or claim sy interest in any policy issued hersunder oll |provisions of law forbidding any physician, hospital ofticial or enmloyee, or other
person who has h f ded or 4 me, or wh hereafter attend of in¢ me, or who hat been or may be consulted by me.
from discloting any | dge or ink jon thereby ‘mdhunmxifyln;withnhrmu:ﬁaem.mdlmmdynﬂmﬁumﬁmms
1o make such disclosures, all to the extent permitted by law,
Dated ;t o
Signanme of Propowed lnsured
Witness
Foem R202-U0
Phis Authorization Shauld B¢ Signed [n Every Cace. Do Not Detach.
Authorization
1 hereby mnbortze any physi medical itioner, hospital Jchiric, other medical or medically relaced health carc hacility or health care provide
. o e ing the Medical Inb thon Bureadd, 1nc., cporting agency or player, aving n . PR ™
the disgnost or prognosis of any physical or mental cdndition of me, my spouse ar my minot children, to give to Wlinoss Mwmal Lifc lnsuesnc:
o hereinafoer called the G ot its begal ve sy and alt such informarion,
[ und d the in jon ob d by usc of éhis Authortzatipn will be used by the Company to determiae eligibiliy for insurance o eligibitiey fo
benchits under an existing policy. Any information obtained ot be rleased by the Company to agy penon of Grganization ecept 16 ¢ i
ies, the Medical Inf lom Buresy, inc., or other & organizations performing business or legal services in connection with m!

lppli'catlonordumurumybcoﬂmviiellﬂilymmdor § may further authorize

{ understand dhat [ may receive & copy of this Autharization
original and agree that this Authorization shall be valid for twe

Forni 2948

request, agree that 3 pt
from the date shown below,

hic copy of thit Autt

shall be as valid as th

Sigraturs of Praposed loswed



Application Part 3 -

Hedical Examine s Report

10. How long have you known oroposed lnsared?

16. Urinalysis: Microscopic examination is raquired in atl cases.

{a) Heght ___ R ____in.

Weight [, Didyouweigh? OlVes CIMg
{by Chess at inspiration —_in.
{c)} Chestat expiration —_in.
(d} Girch of abdomen in.

(e} Any weight chungeinpmtyess 1Yo ONo
1F Yet, state arnout and cause under "Details”

Please send specimen to:

LahOne, Inc.
15101 Renner Blvé,
Lenaxa, KS 862199752

Give hall details of any *Yes” answers and 4dd any ocher pertinent
inforrnation or comments.

2.

Do you tnd evidence of past or present diseasc ar ¥
sbnomality of the lollowing?

(s) Eyes, Ears, Nose, Throas (Measure markedly
impalred vision, corrected and uncorrccred.)
Geate IF hearing nid used.

(b) Skin, Thyroid ar other Endocrine Glands

() Liavgs or Pleurac

() Abdpminal Qrgans (including Hernia)

{c) Musculoskeletal Syseeen {Any deformicy?}

(f) Vascular Systcm (Any Varicose Veins?}

(g} Mervous Syrem (Any tecmor of sbnormal
reflexcs?}

o F

oo on
pnooooo

13, Blood Pressurcs  {IF above 140V90, report additiona) eeadings.)
Sysolic . Hol Taken
Diastolic 5th phase]

®
1. P Tomedasaly | 3|Minuses
Afver Afer
Race
RO
“Type of mregularity?

NOTE:  1f resting pulse 90 or aver and/or irregutar and if
Tnsared is able to exercise and there ts no hes
complete fesction to Everclse portion.

broposed
Tth rigk,

. Hewrt:

&) Isheartentargedr [OYes O No
) lscheresmurmary OYes [ No
{c) The murmor it~
Tope: Quatity: Intensity: Locard
[ Systolic ) Sefr 0 Rined1-2y O Apf
] Diastolic 0 Rough O Med. {347 O Aoy
O Presystolic ) Blowing (1 lowd(5:6) (O Pl
{d) Teasmisgon =
O None O To ek
0 To axila 3 Etsewhere

;%“S

e} Themurmutis: [ Consmnt
O Inconsrant
() Murmur beard best in which

position?
3 Ercct {1 Recumbent
O Left lateral
{g) Indicate on diagram:
Apical isprdse ()
PMI (s)
Tramsmission { — ) arca of
mutomur by oudine (3 )

(h} What effect does cxercise huve 0n x

(i) Your diagnosts andior

YOU MAY SEND CONFIDENTIAL 'NFORMATION BIRECTLY TO THE MEDICAL DIRECTCR,

| cextify thiat 1 have made this examindion with the results d.an this day of ) ——
My Office ]
in privane at Applicant's residence m
| Applicant's place of tassiness [u] X
Bamine’s Signaaire
Foes R202-0
DO NOT DETACH THIS VOUCHER,
MEDICAL EXAMINER'S YOUCHER
TC) ASSLIRE PROMIT PAYMENT OF YPUIR HEE THIS VOUCHER SHOULD BE RULLY COMPLETED.
Name and Plewse Prins or Rubber Samp Date | Mo, | Duy | Yo | Agowt
Addrens of E:;!m
Examiner
Yenr lee H
ﬂeucv:e'f:xl.!?jhh.z _— l ]
Name of Please Print i -
i Employer LD, Na. [

Form 1721




