LINCOLN BENEFIT LIFE COMPANY P.0.BOX 80469  LINCOLN, NE 68501

MEDICAL EXAM PART ONE PLEASE PLEASE PRINT ALL ANSWERS
Name Birthdate
(Last name first, include middie initial) Month Day Year

1. Full name and address of personal physician. If none, so state.

2. Date and reason last consulted:

3. To your best knowledge and belief have you ever sought or received treatment or advise for:

(a) Heart attack, stroke, paralysis or cancer, or ever had or been told that you had any of these disorders? Q YES 0 NO
{b) The use of alcohol or been arrested for having used it? O VYES Q NO
{c) The use of any narcotic, barbiturate, amphetamine or hallucinogenic drug or been arrested for the use or
possession of such drug or are currently using except as prescribed by a physician? 0 YES 0 NO
4. Have you, within the last ten years, had or been treated by a physician or 6. Have you, within the last five years
practitioner for disease of: {a) Had any iflness, disease or injury that is
not included in your other answers? 3 YES QNO
{a} Hear, blood or blood vessels? a YES ONO (b) Been examined or treated by any physician
{b) High biood pressure or chest pain? Q YES QNO or practioner not named in connection
{c) Brain; mental or emotional disorder? Q YES anNo with your other answers? Q YES ONO
{d) Lungs, shoriness of breath, asthma (c) Had a checkup or routine physicial
or emphysema? Q YES aNo examination? (Give full reasons and
(e) Tumor? Q YES =] \e} details below.) 0O YES QNO
(f) Acquired immune deficiency syndrome (d) Had an electrocardiogram, X-ray or
(AIDS) or AIDS related complex (ARC)? Q YES anNo any laboratory test or study? 0 YES ano
(g) Stomach, intestines, liver or pancreas? Q YES aNo 7. Has your parent, grandparent, brother or sister
{h} Diabetes, thyroid, or pituitary gland? 0 YES QUNO ever had cancer, heart disease or diabetes?
{i) Anemia requiring prescription medication? O YES QNO If yes, advise on whom and if deceased, state
{i) Kidneys; sugar, albumin or blood in the cause of death and age at death. 3 YES QONO
urine? Q YES QNo 8. Have you smoked cigarettes in the last
(k) Nervous system; seizures, convulsions 12 months? Q YES [s]\e}
epilepsy, dizziness or fainting spells? Q YES aNo 9. If no, do you use tobacco in any other form
5. Have you ever been advised o have or have you used tobacco in the last 3 years? O YES QNo
a diagnostic tests, hospitalization or
surgery which was not completed? Q YES QnNOo

10. DETAILS IN CONNECTION WITH QUESTIONS ANSWERED "YES" ABOVE

Give full details for each question answered "YES,” including nature of iliness or injury,
Question Date of number of attacks, duration, severity, treatment, results, name and address of doctors,
Number History hospital or clinic involved.

| represent that the above answers are true and complete to the best of my knowledge and belief and | agree that such statements and answers shall be part of the
application and are made to induce the Lincoln Benefit Life Company to issue the policy applied for.

Dated at
Signature of Applicant
this day of - Witness
Signature of Medical Examiner
Form 9010

AUTHORIZATION AND DISCLOSURE

| authorize any (a) physician, medical practitioner, hospital, clinic, or other medical or medically related facility, (b) insurance or reinsurance company, (c) M.1B. Inc.,
consumer reporting agency, (d) Veterans Administration or (e) employer having information available as to diagnosis, treatment and prognosis with respect to (1} any
past and present physicai, mental, drug and/or alcohol conditions and/or treatment and (2) any other non-medical information about me, including information obtained
after this authorization is signed, to give any and all information to Lincoln Benefit Life Company, its reinsurers, and (except for M.|.B. information), its legal representative,
or consumer reporting agency. (1 want to be interviewed if an investigative consumer report is obtained on me. | understand that the information obtained by
use of this authorization will be used to determine eligibility for insurance andfor benefits. Any information obtained will nt be released by Lincoln Benefit Life Company
to any person or organization except to reinsuring companies, M.1.B., or other persons or organizations performing business or legal services in connection with my
application or claim, to other companies to which | have applied or may apply or as may be otherwise lawfully required or as | may further authorize

| may request a copy of this authorization. | agree that a photographic copy of this authorization shall remain valid for 24 months from the date it is signed. | may revoke
this authorization in whole or in part at any time except to the extent that action is taken in reliance thereon.

Date

Signature of Witness Signature of Proposed Insured



FEE $25.00 DO NOT DETACH
EXAMINER'S FEE VOUCHER
LINCOLN BENEFIT LIFE COMPANY

LINCOLN, NEBRASKA

Examination of

Date made
By M.D.
Examiner's Name. Please Print
Address
Address

(Payment of this Voucher will be made within 30 days)

Amount of Insurance $ Name of agent who solicited application

Lincoln Benefit Life Company
PO.Box 80469
Lincoln, Nebraska 68501
402/475-4061

PART TWO {MEDICAL EXAMINER'S REPORT)

This examination should be made in private. If a 3rd person is present, give details.

. ALES ONLY:
HEIGHT WEIGHT CHEST (FULL CHEST {FORCED ABDOMEN, AT
(IN SHOES) (CLOTHED) INSPIRATION) EXPIRATION) UMBILICUS RELAXED
Did you weigh? O YES QO NO
Weight change in the past year? Lbs. Q Gain 0 Loss - Cause?
12 All readings to be taken in sitling position, If first
Blood Pressure {Record all readings)  reading over 140/90 make two additional observations
Systolic
Diastolic
13. Pulse: Irregularities Per Min.:

ALL EXAMINATIONS MUST HAVE A URINE SPECIMEN SUBMITTED TO:
OSBORN LABORATORIES, BOX 2920, SHAWNEE MISSION, KS 66201-9890

14, Have you submitted a urine specimen to Osborn Laboratories? Q YES O NO
16, If proposed insured does not smoke cigarettes,

DOES he/she use tobacco in any other form? O YES 3 NO
16.  Urinalysis: SPECIFIC GRAVITY |  ALBUMIN SUGAR

17. HEART: (a)ls there any cyanosis, dyspnea, edema, arteriosclerosis, peripheral vascular or

other cardiovascular disorder? O YES O NO

(b) Is heart enlarged? Q YES O NO  (If yes, describe)

(c) s murmur present? Q YES Q NO  (if yes, complete 17d)

(d)  Murmuris: QO Systolic 0 Apical Q Soft (Gr1-2)
0 Constant U Transmitted O Presystolic 0 Basal a Mod. (Gr. 3-4)
O Inconstant O Localized O Diastolic Q Other Q Loud (Gr. 5-6)
After exercise: O Unchanged O Increased

O Decreased J Absent

Show Location Of:
Apex by
Area of murmur by x
Point of greatest intensity by ¢

Transmission by —

Your impression?

18. s there on examination any abnormality of the following:

(Circle applicable items and give details.) YES NO
(a) Eyes, ears, n0se, MOUth, PRAMYNX ..o a a

{If vision or hearing markedly impaired, indicate degree and correction.)
(b}  Skin (incl. scars); lymph nodes; blood vessels (incl. varicose viens) .. Q
{c} Nervous system (include reflexes, gait, paralysis) . Q
(d) Respiratory system .... a
{(e) Abdomen (including scars}. a
{f)  Genitourinary system (including prostate} .. [m]
{(g) Endocrine system (include thyroid and breasts) ... [m]
(h)  Musculoskeletal system (include spine, joints, amputations, deformities) . a
Have you any pertinent information not brought out above? .......c.o.ccceevinsinncrinsen a

Details of "Yes" answers. (Identify item.)

M.D.

Examiner's Signature

Date

Examiner's address:

Examiner's phone number:




LINCOLN BENEFIT LIFE
COMPANY
A Member of Allstate Financial Group

P.O. BOX 80469 : . _
LINCOLN, NE 68501-0469 Date of Birth Social Security #

NOTICE AND CONSENT FORM FOR AIDS-RELATED TESTING

Name Policy #

To evaluate your insurability, the insured named above (the Insurer) has requested that you provide a sample of your
blood, urine, or oral 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 wili be
based on the test result. A series of three tests will be performed by a licensed laboratory through a medically accepted
procedure.

Pre-Testing Considerations
Many public health organizations have recommended that before taking an AIDS-related test a person seek counseling to
become informed concerning the implications of such a test. You may wish to consider counseling, at your expense, prior
to being tested. A list of counseling services is located on the reverse side of this form.

Meaning of Positive Test Result
The testis not a test for AIDS. Itis a test for antibodies to the HIV virus, the causative agent for AIDS, and shows whether
you have been exposed to the virus. Antibodies are blood cells produced by the body in response to infection. A positive
test result does not mean that you have AIDS but that you are at significantly increased risk of developing problems with
your immune system. The test for HIV antibodies is very sensitive. Errors are rare, but they do occur. Your private
physician, a public health clinic, or an AIDS information organization in your city might provide you with further information
on the medical implications of a positive test.

Positive HIV antibody test results will adversely affect your application for insurance. This means that your application will
probably be declined, or an increased premium charged, or other policy changes may be necessary.

Confidentiality of Test Results
All test results are required to be treated confidentially. They will be reported by the laboratory to the Insurer. The test
results may be disclosed as required by iaw or may be disclosed to employees of the Insurer who have the responsibility
to make underwriting decisions on behalf of the Insurer or to outside legal counsel who need such information to effec-
tively represent the Insurer in regard to your application. If your test result is positive, it may be released to an insurance
medical information exchange or another insurer only if a non-specific blood test result code is used which does not
indicate that you were subject to testing related to the human immunodeficiency virus.

Notification of Test Result
If your test results are negative, no routine notification will be sent to you. If your test results are reported by the laboratory
to the Insurer as being positive, you will receive that information. Because a trained person should deliver that information
so that you can understand clearly what the test result means, you are asked to list your private physician so that the
insurer can have him or her tell you the test result and explain its meaning.

Name and address of physician for reporting a positive test result:

In the event the result is positive, you will be urged to contact a private physician, County Health Department, State
Department of Health Services, local medical societies, or alternative test sites for appropriate counseling. If no physician
is named above, the result will be sent to you at the address provided by registered mail with delivery restricted to you only.

Consent
| have read and understand this Notice and Consent for AIDS-Related Blood Testing. | voluntarily consent to the collec-
tion of blood, urine, or oral fluid from me, the testing of blood, urine, or oral fluid, and the disclosure of the test results as
described above. | have read the information on this form about what a test result means and understand that | should
contact a local AIDS service group or my private physician for further information and counseling if the test is positive.
I understand that | have the right to request and receive a copy of this authorization. A photocopy of this form will be as
valid as the original.

Signature of Proposed Insured or Parent Guardian Name of Proposed Insured (PRINT)

Date Signed:

(This Consent is not valid 6 months after this date!) Address

LBL-1019CA (6/00)



AIDS COUNSELING
ORGANIZATIONS

The following organizations can assist you in understanding
the meaning of the HIV antibody test and its results,
as well as provide or help you secure counseling:

San Francisco
AIDS Foundation
25 Van Ness Avenue
Suite 660
San Francisco, CA 94102
415/864-5855

Sacramento
AIDS Foundation
1900 K Street
Suite 201
Sacramento, CA 95814
916/448-2437

Central Valley
AIDS Team
P.O. Box 4640
Fresno, CA 93744
209/264-2436

AIDS Services Foundation
of Orange County
1685-A Babcock Street
Costa Mesa, CA 92627
714/646-0411

AIDS Project
-East Bay
400 40th Street
Suite 20
Oakland, CA 94609
415/420-8181

ARIS Project
595 Millich Drive
Suite 104
Campbell, CA 95008
408/370-3272

AIDS Project
Los Angeles
3670 Wilshire Blvd.
Suite 300
Los Angeles, CA 90010
213/380-2000

San Diego
AIDS Project
3777 Fourth Avenue
San Diego, CA 92103
619/543-0300




