MONUMENTAL LIFE INSURANCFE, COMPANY

Administrative Offices: Proposed Insured:
2 I, Chase Street/Baltimore, MD 21202
300 W. Morgan Street /Durham, NC 27701 Policy #: —

MEDICAL EXAM - APPLICATION FOR INSURANCE
(TO BE. COMPLETED BY MEDICAL EXAMINER)

1.a. Name, address, and phone number of your personal physician or other medical care provider. (If none, so state):

b. Date and reason last consulied:
¢. Treatment given or medication prescribed:
d. List all current medications taken:

2. Has proposcd insured ever had, been treated for, or been advised 1o be treated for:

(SIIOW DETAILS OF ALL ‘YES' ANSWEKRS ON IN SPACE PROVIDED.) Yes No
a. Disorder of ¢yts, cars, NOSe, 0F LAI0AY..........ccoooocviiurioeeeiceeeeeemsssssreee e eeeee oot L 1 | 1

b. Anxiety, depression, dizzincss, fainting, convalsions, cpilepsy, headache, tigraine, paralysis, mental retardation,

schizophrenia, seizurcs, speech defect, multiple sclerosis,stroke, or mental or nervous disorder?............o..o . [ 1] Pl
¢. Shortncss of breath, persistent hoarseness or cough, blond spilting, bronchitis, pleurisy, asthma, allergics,

cmphysema, tubcereulosis, sleep apnca, pulmonary disease, chronic respiratory disorder, pneumonia, or

HRIOAT AISOTUCTS Y. coiviti et asasbats oo oot s oeeees e [ I
d. Chest pain, palpitation, high blood pressure, rheumatic fever, irregular heart beat, high cholesterol, ancurysm,
- blood clot, stroke, heart murmur, heart attack or other disorder of the heart, blood vessels, or circuldtory system?...... [ ] [ ]

e. Chronic diarthea, jaundice, intestinal biceding, ulcer, hernia, hepatitis, citrhosis, colitis, diverticulitis,
recurrent indigestion, or other disorder of the stomach, intestines, liver, gallbladder or digestive

SYSEILY it et [ I A
{. Sugar, albumin, blood, pus in urine, scxually transmitted disease, stone of other disorder ol kidney or
g. Diabctes, thyroid, pancreas, abnormat growth or function (including dwarfism and gigantism) or other endocrine
OF RIANU UISOTELS?.........isrieceeece e ossasis oot oottt et 1 1 |
h.
I
i T 1
]
|
k. .
L I
m,
I I
n. Any mental or physical disorder not revealed above?... ..o [ ] o
3. Arc you now under observation, taking medication, or receiving treatment not revealed
abovu Y I
4. In the past ycar, have you had a gain or loss of weight of more than 10 POUNAS?. i | ]
5. Other than above, within the past 5 ycars, have yow:
a. Tad a check up, consultation, illness, injury, or SUEZLTY? ., ! [ ]
b. Gone o a hospital, clinic, or other medical FACTHEY? et l []
¢. Hud an electrocardiogram, X-ray, ov other diagnostic test?............. e e | I 1
d. Been advised to have any diagnostic (est, hospitalization, or surgery that was not completed?...iiviei L {1 [ 1
6. Have you used any Lobacco or nicotine products in the last 12 MONTHS? ..ottt | ]
7. Have you cver used marijuana, cocaing, hallucinogens, heroin, barbiturates, amphetamincs, or other habit forming
drugs except as prescribed by a licensed PRYSTCIANT e Il [
8. Have you cver received treatment or joined an organization for alcoholism or drug use or been advised to discontinuc
the usc of AlCohol o AruEs?...uve . et e [ 1 11
9. Have you ever been medically diagnosed as having, or been treated for Acquired Immune Deficiency Syndrome
CATDS) .ttt [ ] [
0. Have you ever had military scrvice deferment, rejection, or discharge for a mental or physical condition?.. I | [ ]
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Propased Insured:

Policy #:

Medical Application (Continued) ‘ . .
I'l. Have you ever requested or received a pension, benelits, or payment becausc of an injury, sickness, or disability?....... [ .| [ 1
12. Any family history of Tuberculosis, diabetes, cancer, high blood pressure, heart, or kidney diseasc,
MENLA] HTINESS OF SUICIAET..... oooioo oot oeee oo e oo i1 [ 1]

13. Family History: Age if Living Ape at Death Cause of Deuth

Biological Father '

Biological Mother o

Deceased Brothers and/or Sisters N/A

Numbcer Brothers/Sisters [Living: L . Number Brothers/Sisters Deceascd:

Details of “Yes® answers should include, but not be limiled to: Diagnoses, test results and findings, frequency of occurrences,
durations, hospitalizations, procedures, surgeries, medications, dates, and names and addresses of all attending physicians and
medical facilitics. dentify question number. Indicate applicable items. Use revetse side if necessary,

l ack_rilnwledgc and agree thal the answers to the ahove questions were given by me, that these answers will be relied upon by the
Company in issuing, the policy, and thal these answers shall becomc a part of the poticy. Ialso acknowledge and agree that these answers
are true and correct to the best of my knowledge and belief, and that they shall be part of my apptication. 1 cxpressly waive, (o the extent
permitted by law, all provisions of law that forbid any physician, or other person, lrom disclosing any knowledge or information that he
may have acquircd by attending or examining me.

Sipnedat

City . ' State o Signature of Proposed Insurcd

Date

Examiner - Please Print

Witnessed by:

Signature of Mcdical Bxamincr ' ' Exam lirm - Please Print
Form AG0200CA (Medical) UWCG-026CA



MEDICAL EXAM - APPLICATION FOR INSURANCE
(MEDICAL EXAMINER’S CONFIDENTIAL REPORT)

, Malcs Only: ]
Ja. Height (in Weight Chest (Full Chest (IForced Abdomen, at Policy #
Shoes) (Clothed) Expiration) Lxpiration) Umbilicus
fl. in, Ibs. in, n. in. | Proposed tnsurcd:
h. . Did yon weigh?  VYes = No Did you measure? “* Yes .. No
Birthdate: _ /7 /_
2. Llood Pressure (Record ALL readings): ]
At Rest After Lxcreise | 3 Minutes Later | SS# - "
Systolic
Diastolic 4" phasc i Driver’s License # _ o —
5" phasc . N
3. Pulse: _ALRest After Excrcise | 3 Minutes Luter District Name/# __ —_— —
R-alc e — Medical Examincr
trregularitics per min, . . : - _—

Examining Firm

4. Hcart; s there any;
Lulargement - Yes " No Dyspnea 7 Yes I No
Murmur(s) ZYes 11 No Fdema — Yes 2 No
(describe below — if more than one, describe scparately)

Address

Lacation L |

. Indicate
Constant - ‘ O
Inconstant il i Apex by +
Transmitte i 77N
,{ oc a“m:m - X Murmur area by l\_/)
Systolic T I o
Presystolic 0 P(_;ml ofhgreatesl Q
Diastolic 1 - mtensity by
Sofi (Gr. 1-2) . ! Transmission by ™9
Mod. (Gr. 3-4) i i
Loud (Gr.5-6) i =
Aller Bxercise: For comments and your impression
[ncreased N .
Abscul 2 -
Unchanged A
Decreased m M ] .
5. Is there on cxumination any abnormality of the following: Urinalysis: Albumin | Sugar
(Cirele applicable items and give details.) Yes  No | Specific Gravily
a.  Fyes, ¢ars, nose, mouth, PRarYNX 7. " Ll
(If vision or hearing markedly impaired, indicated degree and correction) ) : )
h. Skin (incl, Scars): lymph nodes; varicose veins or peripheral arteries?. ...~ - ALL SPECIMENS MUST BF SENT
¢. Nervous system (include reflexcs, gait, paralysis)?............ ... .. - L TO DESIGNATED 1LABORATORY,
d. Respiralory syStem”..........oooiiiioeio i u M REFER TO COMPANY
¢ Abdomen (include sears)?....... 0 SPECIFICATIONS,
I Genitourinary system (include prostate)?...................._. ... -
¢ Ludocrine system (include thyroid and breasts)?....o = j
h. Musculoskeletal system (include spinc, joint, ampulations, delormities)? U i
6. (a) Are there: Any hernias? i Yes = No (b) Any hemorthoids? 11 o
7. Arc you aware ol additional medical histoty?............................. . o -
(A confidential report may be sent to the Medical Dircctor) 1] )
USE RLVERSE SIDE FOR ADDITIONAL REMARKS
Ieenify that 1 have carclully examined (print name of proposed insured), . __ of (proposed
insured’s home) . in private at (exam location) L this _  day of
. yuar of at — o'clock AM./P.M. for insurance of § __on the proposed

insurcd's life; that the proposed insured’s answers made Lo the Medical Examiner on the Part 2-Medical arc recorded exactly as made
by the proposed insurcd to me,

IMPORTANT: This examination is the property of Monumental Life Tnsurance Company, and when completed, must be mailed
immediately 10 Monumental 1.ife Insurance Cotupany, or its authorized representative, and not given Lo any other person,
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Proposed Insured:

Policy #:

AUTHORIZATION
Vauthorize any physician, medical practitioner, hospital, clinic, other tuedical or medically relared facility, insurance, or reinsuring
company, the Medical Information Bureau Inc., Consumer Reporting Agency, or employer, having information as Lo diagnosis,
treatment, and/or prognosis with respect to uny physical or mental condition (including drug and/or alcohol abusc, AIDS, and AIDS
related discases) of any proposed insured, and any other non-medical information of any proposed insured, including information as to
your employment, finances, chuaracter, general repulation, personal characteristics, or mode of living, to give to the Monumental Life
Insurance Company, or its legal represcntative or reinsurcrs, any and all such information.

1 understand the information obtained by use ol the Authorization will he used by the Monumental Lile Insurance Company (0
determine eligibility for insurance and cligibility for benefits. Any joformation obtained will not be released by the Monnmental Life
insurance Company to any person or organization EXCEPT to reinsuring companics, the Medical Information Burcau, Inc..
Consumer Reporting Agency, investigative agencics, or other persons or businesscs performing legal services in conucction with my
application, claim, or as may be otherwise lawfully required or as I may [urther authorize.

1 know that I, or my aulhorized representative, may request a copy ol this Authorization. As it pertains Lo cligibility for insurance, this
Authorization will be valid for 26 months from the datc shown below. As it pertains to a claim for benefits, this authorization will be
valid for the duration of the claim. A photocopy or facsimile of this Authorization will be as valid as the original.

Date Proposcd Insured
(Tf proposed insurcd is a minor, signature of Parent, Guardian or
person liable for child’s support)

Name of Minor Child .
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