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. . ) Jadkson National Life |

Medical Examination Report - Part 3 Insurasice Company® |
‘ Home Office: Lansing, Mishigan

PLEAGE PRINT, USE DARK INK. werw jnd.corn

Proposad Insuredfs Name (first, middie initial, last nama) | B8N (nclude dashes) | Chacte o Birtts (mimiicidfiryyy)

1. Have you ever been treated far, ar ever bad any indication of

a. Disorder of eyes, sars, nose, MOUtH oF TRFAETT .........c.ecvcevusvrrcersresrecsrsmmmerres P P R e A YR8 O] No
b. Recurrent dizziness, fainting, convulsions or seizures, recurrent haadachss spaam demaat paralysis

or stroke, mental or nervous disorder, deprasaion ot episade of attemptad suicide?.......ore. e ] Yea [Tl hs
c¢. Persistent shortness of breath, cough, blood spitting; nran\chmsﬂ bronchigctasis, pleurlsy, asthma,

emphysema, tukerculosis or chronic resplratory disorder?... Lk e st antes e mnenen e eRees CiYes CiNo
d. Chest pain, discomfort or tightness; palpitations, kigh blood pmssure rheumatio fever, heart murar,

heart attack or ather disorder of the heart or blood Vesgels? .. ......ecocecernerns i Yes TONe

e. Jaundice, intestinal bleeding; ulcer, hernia, colitis, divertizulitis, hem@rwhm ds, racurrﬁnt md[geﬁtlm,

recurrent diarrhea, or other disarder of the stomach, mtestmes liver, gall bladder or pancreas?.... .. ¥es ONe
f. Sugar, albumin, blood or pus in urine: venereal disease; smne or other disorder of mdneyu bladdrar.

prostate or reprOtductive QIGAMET it s crecceressbeones cmenn imosescronsors srisssemessanmenos cererence: LY Y88 T NG
g. Diabetes; thyroid or other gl&ndulaur or eundocrnne dhsardem‘? LOYes DNo
h. Neurltis, sciatica, rnaumatism, arthritis, gnut or disorder of the musc[es Qr mnss. sg}ma, baﬂk

o jointa?.......ovne A O AdYes CNo
i. Deformity, lameness or amputatnom ceteesen !J Yes ONo
j. Disorder of skin, lymph glands, cyst, tumor, ar cam:er'-'ﬂ N TS S v I No
k. Allergies; anemia or other distrder of the BlOOGT ... ..o v amsseese s ersssse srsss ser ot sonstemieeeennsorsmen OYes CINo
I.  Enlargement of lymph nodes (glandis) chronic dluarrhea,x unusuaﬁ or pemnstem awrkm ﬂﬂ&lﬁﬂﬁ or chmma
infections?.............. ettt B0 OOt E LR S5 22 e e rame e re e b b deaneehanres El‘«‘eﬁ O o
2. Have you, inthe past 10 years
8. Consulted with or been treated by a physician or other medical/health practitioner?...........co.oovovn 0 Yes [JNo
b. Had surgery of any kind?.................. e ebeenerreenn o snas e sabae et enten Yez o
c. Been a patient in a hosputal clmw. or medlcal facu[rty” ~-OYes ONo
d. Had an electrecardiogram, X-ray or other diagnostic test’?...‘ cnen 3 YRS CIMo
6. Been advised to have an examination, consultation, or other diagnostic tast, haspmauzarlm m
surgery which was not completed?. ., T PRSI U & £ - - S [ [
3. Are you presently taking any prescribed mecﬂmcatnon" ................ verrcemeeer R R 8 AR RN e A58 OE O hu g o ek Lk e nmrn COYes [INa
4. Have you had any medication prascribed of recommenda?. ... erreceronr i s censemmencrnmnnmon dod €8 L No
5. Are you presently taking any non-prescribed medication, herbal remedies, or aﬂtemat Ive or
COMPHMENATY MBGICINGT ciiv...,cciiie i carecrsiecsrsrenreeseeeeereese e eescesanerersestateses sreseieesns P e canniecimnns ~Oves ONo
6. Have you ever used tobacco in any form? 1f *Yes," give month and year last used: Cerersecimicas OYes ONo

7. Havs you lost or galred any weight in the past vear? srersensancomneenennid Y88 Tl NG
It "Yes", Indicate amount of gain ar loss and how long current weight has been can@tmt
8. Have you, in the past five years:
a. Used barbiturates, hercin, cocaine, marjuana or any other controlled substance except as prescribed
by a physician?............. e SPAVETTRRRO i b -T2 .17

b. Been advised by a member nf the m9d10&| prnfesswn to saak tra tmem ar cwnsehng fm' aloohal or

contralied substance use, or ta Mt 2lcohol USET....v v crcensedeessesans -fYss ONe

c. Been counselod or treated for alcohol or controflled substa,nca usa‘-‘ ...... N e dYes CINg

d. Attended or joined any organization far alcohol or contrelied substance abuse? ... .v..................... i3 Yes CiNa
9. Have yoy ever tested positive for the Human Immurodeficiency Virus (HIV), also known

as the AIDS (Acquired Immune Deficiency Syndrome) virus?........... wendY¥es CONo
10.Has any immediate family member died as a result of, or been daagnased thh canwr. kndnay ot hean

disease, diabetes or high blood pressure prior to age 707................ et e nene s .OdYes ONo
11.1f Insured Is under age 1, was the Insured's birth abnormal ar premature’? .[] Yes ONo

If "Yes," weight at birth: ____Ibs. oz, Number of months premature:
12.1f insured is female, hava you had:

a. Any disarder of breasts, uterus or ovaries?.. i‘: Yes ONo

b. Any medical problems during preghancy?. .. OO UUUOORIPRN o & o S i 1 Y|~

¢._Are you pregnant now? Anticn@tad date of dahwm .LIYes OINo
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Medical Examination Report - Part 3 (Continued)

Personal Physicisn's Name  sone. check heve: ]

Phone Ne. (uclude sreacode)

Personal Physician's Address | Data st Seen {Immd‘didb’ww]ﬁ

Reason lor last vigit and results

Detalls of "Yes® answers. (If more space ia needsd, please attach an additional page with signature and date slgned.)
No, Dates/Duration Diagnasie/TreatmentRaszuit Attanding Physivian's/Medical Faclilty's Mame and Address

READ CAREFULLY BEFORE SIGNING

1)1 represent to the best of my knowledge and befief that my answeare and staternsn
correctly recorded.

2) | understand that this Medical Examination Report - Part 3 (the “Repart”} shall be part of the Application Ineluding but not
limited to sxamination reports, questionnalres, supplements, and amendmenis, and that my statemenis and answers on this
Report (and on the Application) must continue fo bs true and complate as of the date coverage hecomes effective, |
understand that If any of my answers and/or statsments on this Heport or the Application change prior to coverags

becoming effective, | must inform the Company in writing; and ho coverage will be In effect until ths Company determinas
whether to provide coverage, and on what terms.

itz above are frue, complets, and

Signature of Proposed {nsurad (or informant) Date Sigred {mm/ddiyyvys

Measured Halght Measured Weight Pulse Blood Pressurs
{without shoes) (clothed) {at rest) [ At Alter Repest i
in. ibe. Fast 10 min. =138/85
; / P

| parformed this examination at the above tima and date and witnessed the proposed insured's signature. | [Tlam [Jam net related
to the applicant or producerfrepresentative {agent).

Medical Examiner's Names

| Signature

Addrass
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