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T0: 1 Pap-American Life nsurance Company , t e Pan-Ameriean Uit Caier :
= 7x-American Assurance Company PART !t OF APPLICATION L e e Orléans; Leulgiania: - 70130 -
Statamants Made by Propused Insured to Examiner — Do Not Use Typéwriler io Resord. - ’

Birth Date . Ei
L ..~ Month

Propased insured |

Last Name _ First Name  Middle [nitial

1. a. Name and address of your personal physician? °
{If consuited in the last 10 years, If none, so state)

b. Date and reason last consulted?
¢. What treatment was given or medication prescribed? _ — —
2. To the best of your knowledge and belief, within |YESNO|  (e) Have yoil ever requested or recé

the last 10 years, have you ever been treated for: benefits,"or‘pqy'ment'beh‘ausa)
! sickness, or.disability?. .\’

(2) Disorder of eyes, ears, nose or throat? O 00 | 5. Have youi gvér had military service deferment,
(b) Dizziness, fainting, convulsions, headache, fele'v‘“f’! ar d‘#ﬁ‘?'!ﬁ[ge. because of & physica
paralysis, stroke, mental or nervous mental conation?. & .. .o o oo
disorder? ' O O | 6. Family History: Diabetes, carncér, heart diseaSe
(c) Shartness of breath, persistent hoarseness or mental illness? . * iz s
cough, blood spitting, bronchitis, pleurisy, 7. Are you now pregnant?. -
asthma, emphysema, tuberculosis or ¢hronic 8.(a) Are you now a cigarette Smoker?

respiratory disorder?” L oo

(d) Intestinal bleeding, ulcer, hernia, colitis,
diverticulitis, hemorrhoids, recurrent

(b) Have you been'a smoker and quit?
{c) Did you quit during the past-12 months? = - -

indigestion, or other disorder of the stomach, (d) or more than 1 yearago? - . *" . :
intestines, liver gallbladder? oo (e) Did or do you smoke more than oné pack .. ..

{e) Sugar, albumin, blood or pus in urine, . daily? -~ - AL (0
menstrual disorder, venereal disease or other DETAILS OF "Yes" ANSWERS (IDENTIFY QUESTION NUMBER;:
disorder of kidney, bladder, breasts, prostate CIRCLE APPLICABLE ITEMS) Include diagnosis, dates, dura-

of reproductive organs? D O | tions, treatment and names and addresses of ALL attending
(f) Diabetes, thyroid or other endocrine disorders? | 01 [0 | physicians and medical facilities.) . o

{a) Neuritis, sciatica, rheumatism, arthritis, gout
or disorder of the muscles, bones, spine, back

of joints? o0
{h) Deformity, lameness or amputation? oa
{i) Chest pain, palpitations, high blood pressure, L
rheumatic fever, heart murmur, heart attack or o
other disorder of the heart, or blood vessels? oo e
(i) Allergies, anemia or other disorder of the bload? | OO [0
(k) Disorder of skin, lymph gland, cyst, tumor or,
canger? oo
() An immune deficiency disorder, AIDS or the
AIDS related complex (ARC)? oo
{m) Alcoholism? ca
{n) Use of, except as prescribed by a physician,
narcotics, barbiturates, hallucinogens, ’
tranquilizers? oo ;
3. Now under observation or taking treatment? oo e
4. Other than the above (2a through 2n) have you RN =
- within the past five years: 0O 07 9 Family Age if R Age At
(a) Had a check-up, iliness, injury, surgery? 00 Record | Living Cause of Death Death
(b) Been a patient in a hospital, ¢linic, sanatarium?] O O Father R co
{c) Had EKG, X-Ray, other diagnostic test? oo Mother
(d) Been advised to have any diagnostic test, Brothers
surgery, which was not completed? Co & Sisters| .

B v ‘y”\- o ,',’ EREE - :‘..‘, “."..
 agree that the foregoing answers are complete and true ta the best of my knowledge, information and belief and shall be part
application which shall consist of Parts | and Il taken together. Co T e R

Signed at on the day of
Witnessed by :

Form A-1467 Rev. 6-86 (CA) -

Signature of Proposed Insured

. o o _ AUTHORIZATION . .~
I hereby authorize any licenséd physician, medical practitioner, hospital, clific of othef’ dical of medicaliy related facility: |
insurance company, the Medical Information Bureau or consumer reporting agency, that has-any records or knowledge of me or
my minor child or me or my minor child’s health, to give to the Pan-American Life Insurance Company, Pan-American Assurance
Company or to its reinsurers’ any such information in order to evaluate my application for life or disability insurance.

| agree this autharization shall be valid for two and one-half years from the date signed.
A photegraphic copy of this authorization shall be as valid as the eriginal. ‘ '
| know that | may request to receive a copy of this authorization. ’

Witness Signature of Proposed Insured

Date
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"
&
R MEDICAL EXAMINER'S REPORT
10, & Height Weight Males Only . ]
" (InShoes)|  (Clathed) Chest (Full | Chest (Forced | Abdomen, at M G;r;r’::;g)r;rary system (include Yés NEC;
el Insplratron) Expiration) Umbilicus E docri : t et ‘I' d th ' ':d
e il lhs Ihs. in. i {9) Endocrine system (include thyroi
- and breasts)? ............... oo

b "Did you wengh" 0 Yes [ No Did you measure? O Yes [ No
" ¢. Is appearance unhealthy or older than stated age? 01 Yes O No

spine, joints,

ﬁ Blood Pressure (Record ALL readings)
. Systo ic

deformities)

" Diastolic 5th phase

» —_—
- 12. Puige:” At Rest | After Exercise |3 Minutes Later
Rate

Irregularltres per min.

13 Heart is there any:
Enlargement O Yes -0 No Dyspnea O Yes
© Murmur(s)r .0 Yes I No Edema O Yes
. (describe below — if more than one, describe separately)

[APexoace |

[J No
0 No

‘ Locatlo'ri

D o
Constant<.. .m0 O
|neonstant LaemeaL
: varan?mrtted P u‘g ~-a. Indicate
f Localized 4 0
y Systolrc 8- .0 rApex id X
. A o - Mumiir - area by 9
oo Point of greatest
. D IR = T Intensrty by
' g.. o 'Tra smission’;b
P A= - I ", y
‘After BXercise; L ‘
Increased " Oy
: o
Q.
g r

history? ......

15. (a) Are there any hernias?
(b) Are there any hemorrhoids? ...
16. Are you aware of additional medical

() Mussculoskeletal systerm (include

amputations,

o0

{A confidential report may be sent o the Medical Drrecror)

14 Is !hére on, exarnlnatmn Ny, abnormality ot the following:
‘ (Clrple applrcahle itefns' ‘and - grve detarls)

/(@) Eyes.ear$,-nose.aiouth, p RAOVIRY. o
» {If visign or* nearlng mark y |rnpalrea |nmca!e degree and carrection)

() Skrn(intl 5Cafs);, Iymph nodes varlcosevems orperrpheral anteries?. . . ...
(o) Nervoils “Systemd(int

o) nesplratory‘ Stérm?-

" (@), Abdoman” (mclude scars)

Details of “Yes" Answers. (ldentify item)

‘ Unnalyms Specrfy Gravrty Albumin Sugar | Send Specimen To Home Office It
P ey, : Hequested by agent.

' — e B0 or over. Albumin or sugar is found
ls spegimen- bemg sént, tu Home Oﬂrce? ‘DYes O NO. Od pressure is high. History of G. U. disease.
I have carefully exammed L 1l this ‘day.;of 19 -, at oclock AM
Pt o = my ofﬁce "
__Exammatlon was made rn pnvate at O residenice of proposed insured M.O.
D U S p|ace of busrness of proposed insured  FRfer signing, print, tyne or rubbgr stamp name and oFice
: L : ST e address below

Exarnmed at :

(Town) (County) (State) Name

\‘NB —THIS EXAMINATION MUST BEAR DATE OF DAY WHEN AGTUALLY MADE
““AND, UNDER NO CIHCUMSTANCES ANY GTHER

Name of Agent Requestlng Examination - -

Street and Number’

City, State and Zp Code

I Must Be Fumlshed Under' Authnnty Of Law Individual Practitioners

i, - (whire © apphcable)

— 8oc. Sec. No.

All Others — Employer 1D, No.




