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ANSWERS MADE TO THE MEDICAL EXAMINER i
In continuation of and forming a part of application for insurance to &
LINCOLN MUTUAL LIFE INSURANCE COMPANY, LINCOLN, NEBRASKA 68501 Part
Birth Date: ]
Proposed Insured First nomd Middwe inllial host nams ' Monlh Day Yoar 1

1.9. Namo and address of your personal physician
(If none, so statc)

b, Date and reason last consulted

. What treatment was given or megication prascriped?

2.Havo you ever had or been treated for! Yes No | DETARS of “Ycs” answers. (IDENTIFY QUESTION NUMBERE
a, scl’z’ﬁm disorder, lainling, paratysis, nervous or mental dis- CIRCLE APPLICABLE ITEMS: Include Yiagnoses, dales, cursl
order, dizzinese or any digease or abnormalily of your brain tion a2nd names and addresses of at atending physicians angg.
OF NBIVOUS SYSIEM? e sssmsinsss s o o4 | Medical facilities.) { |
b. High Diood pressure, chest pain, heart attack, rheumatic
fever, heart murmur, stroke or any disorder of your heartor
BHOOH VESSLIS? ..o sy, O
. Asthma, emphysema, shottness of breath, chranic esugh,
pneumnonia, or any diserder of your Iungs or respiratary sys-
1OM? o ” PR i iy
d. Recurrent abdominal pain, indigestion, ulcer, diarrhea, coli-
tis, hepatilis, any bleeding from or disease of your siomach,
intestines, gall biadder or iver?. ... fiisb e A AL sssgt s ., g
e. Sugar, prolein or blood in your urine, kaney stone or any
disorder of your kidneys, bladder, prostate, avarles, uterus,
or complieations of PreqnANCY? s v sz
f. Diabeles, thyroid of othor glanduiar disorder? .....couu e
n. Arinritie, nouritie, gout, rheurmatism, any disorder of your
bagk, bones or JOINIS? s usmsmessriassismsaessomssssssssoss spsmsers
h, Disorder of your eyes, ears, nose or throat?... i
i, Gyst, lumor. cancer, anemia or blood diSOrder? wewwm s
J- Disorder of your skin, lymph nodes or breasts? ... .
k. Sexually transmitted diSease?. . uresamms e s manspsaee:
I. Acquired immune Deficlency Syndreme (AIDS), AIDS 1
Related Complex {ARC) or any other immune deficiency
AIEONHBNT .ocunsissommsssinsssssssmsss s s s e
3.Have you Used any form of tabeceo within the last Three years?
___Iyes, state type and amount i
4.Has your welght changed in the last threo years?.. ..o
W yes, explain
5.0uring the iast five ysars, have yon
a. Had o checkup, consultation, illness or surqur?,..,.,..,...,.,...
b. Been treated at a hospital, clinic_or other facllit 7
€, Had an plectrocardiogram, x-ray or other medical lest?.......
d, Been advised 10 tako any test or surgery which waa nol
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ONET crvipspeersgrmsprsnssanssnsz sz sasascesars uvens Sstiintroiies v s ssans
0. Tesicd positive for antibodies 1o the AIDS (HIVi-Human
Immunadaficionoy Vieua? oo (]

f, If anawer to #56e ie Yoo, was the Y 16t ¢onflirmed by o
Weslorn BIod TESL? ... omweresisnsugsssensssnn igssrnm imsseessrs
6.Are you at the pragent time laking medication or under a doce
lor's cara for any conAItion? ....umessssmmsmsinrm s casserss YRR

7.Have you éver used drugs, othcr than e proscribed, of been
lreated or advised to be treated for alcohol or druq use?....... 0O O '
8.Have you ever roquesied of recei a pension, benefils, or [ i

E;_\xment beecause of an injury, sickness or disability?... e 0 O

i

!
9. Family Fisiory: Tuberculosis, “diabétes, cancer, high biood E;
pressure, heart or kidney disease, montal illness or sulclde.... 0O O
Age il Age st
Living? Cause of Death? Death?

Father

Mother
Brothers and Sisters -
NO. LiVING voovnssesinnrnisssnenas
NO. Deﬂd .............. FITYSTSTTN

! declare that the stalemenls and answers shown above are true and complele lo the best of ry knowledge and beliet, and | agree that they shall bl

|

i
3
8
&

considered the basis of any insurance issued. .7
Dated 8t ...« s o e this, day of 19 :
uwiea  Witness M.D. i

“(Bignalure of Medical Examinan (Signatirta < f Propased Incurad)
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MEDICAL EXAMINER'S REPORT

10a.
Height Weight Chesl (Full | Chest {Forced Abdomgn. at
{In Shocs) (Clothed) Inspiration) Expiration) Umhilicus
i, in. s, in, in. In,

Details of “Yes" arawers. (Identi y item.)

b. Dld you weigh? LI Yes LINO Did you measure? [ Yes LJNo
¢, Is appearance unhealthy or glder than stated age? []Yes [ No

11. Blood Prossure (Rocord ALL readings)

Syalolic
.. [ 4lh phase -
Diastalie { 5th phase —
12. Pulse: .. Al Rest Alter Exercise | 3 Minutes Later |
Rate e -
Irregularities por min, . .

13. Heart; |s there any:

Enlargement [TYes [INeo Dyspnea [OYes [INo

Murmur(s)  (lves O No . Edema {QYes ONo
(describo below ~ If mocg Ihan ono, dastribe separatatly)
bocatan Indicate:
Conslant ] a
Inconstan U [ Asexby )\
Transmilied a 9 Murmur area by 4
tocalized a D Poinl of grentest a)‘
i intonaity by (/
Diastolic 0 m ;
Seft(@Gr.1-2) D - For comments and your imprassion?
Mod. (Qr. 3-4) [y} 2
Loud (Gr §-8) [l a
After exerclse:
Increased n 0
Absent [} 2
Unehanged J 0
Doercased o O

14, 1s thero on cxamination any sbnormality of the following:
(Circle applicable ftems and give detalls,)

(a) E'yes, ears, nosg, mouth, Pharyrx?,..........cccvever.ceuaens PRTR 0o
(ifvielon or hearing markedly impairod, indicale degree and corroalion §

(b) Skint (Incl, scars); lymph nodes: varicose veing or peripheral arteries? O 3
(¢) Nervous system (include reflexes, galt, paralysis)?................. T b a
(d) ROspIratory BYSIEM?..........oocrvver e, e Cer e O o
(@) Abdomen (inelude SE8r8)?7 ........vvveeceeceiirs v TR i B |
{N Genitourinary system (include prostate)? ..............coeeooioivin o, N 0
{9) Endocrine system (Include thyroid and breasts)? .......oeeeeeeiovioinn 0o
! (h) Musculoskeietal system (inclucle spine, joints, amputations,
deformities)?................ T DT L e by et e A r e et ee e s ns O 0O
15. (a) Are there any hernias? (1Yes [INo  (b) Any herorrholda?... .. O o
16. Are you aware of additional medical NISTOTY? ooeve i, 00
(A conlidentisl rapar may be sant 10 the Muedical Dircelar)
Urinalysls: Specitic Gravily Albumin Sugar [ Send Specimen To Home Office If: Name of Company's
; . gfoy;ggso o!fgge of over, | Agont? 3
12 speciman being sent lo Homg Office lab? ElYes CINo 3. Hisior'yoltﬁagestmm?mg& IL‘?L?&M imEirment.L ‘,

Fcerlify that | have earefully examined

[ TIPS

my office (Cily and Sire ot Addirose) am ¥
in private, at ¢ 1his place of busincss + thig, day of V19 at_ . .PM
his home .

Signature of Examiner.........wee.

Address . .

b e

(Fleans Prini)

Reviaw repert carelully for completeness of all saclions then mall directly and without
axcoption to the Medical Director at the Horme Offlae of the Company,




