[ Provident Mutual Life Insurance Company

0J Prgvidentmutual e and Amity Gompany of America MEDICAL EXAMINATION ' | PC 0111
"+ Name of P Insured 2. Date of Birth - | 3. Social Security Number

4. a. Name, address and telephone number of personal physician (¥ none, physician last consuited)

b. Date last consulted, reason and resuits
¢. What treatment was given or medication prescribed?

5. Within the past 12 months, have you used ala' substance containing tobacco or hicotine or any nicotine cessation product? Yes No
(If yes, explain type and frequency of use in Question 9) 0O
©. Measured Height __ L _in. Scale Weight ___—_ Ibs.
Has your weight changed 10 pounds or mare in the pastyear? . ........................................... O g
If yes, how much? Ibs. Explain in Question 9.

For Questions 7 and 8, please provide diagnoses, dates‘ duration, and names and addresses of all attending‘fhysicians and
medical facilities in Question 9 below. Also, for each "yes™ answer in Question 7, please circle the item to which i applies,

7. Tothe best of your knowledge and belief, have You ever been treated for or been diagnosed as having: Yes No
a. heart attack, angina (or other pain, discomfort, or tightness of the chesf), shortness of breath, ggg)itation.

irregular or rapid pulse, heart murmur, theumati fever, or any other disease of the heart or blood vessels? .. .. ...... .. ... O 0
b.  high blood pressure, elevated cholestero, anemia, or any other disease of the blood? ........................... . O O
C DCatou shocaaches, fintng spals, or oy oot . oSy, Stoke Azheimers dssase, e Seros 0o
d. asthma, emphysema, tuberculosis, coughing or spitting blood, bronchitis, persistent cough, o any other disease of the

mgs o respiaiy system .1, oL T Persent oough, oreny obher dseaseofthe 0O 0O
e. any disorder or disease of the eyes (not fully corrected by glasses), ears, nose or throat, hearing orspeech? . ........... . ... O 0O
f.  recurrent indigestion or abdominal pain, coliis, ulcer, hemia, persistent diarrhea, rectal bleeding, or any other disease

or disorder of the stomach, intestines, orrectum? ...y Oherdsease 0o g
9. nephyifis, sexually transmitted disease, or any other disease of the kidneys, bladder, prostate, testes, breasts, uterus, .

ovaries, or any other part of the urinary tract or reproductive system? .. ... . .. '@ e e, e g o
r- sugar, abumin, bood, orpusinthe urine? ... ..., ... d O
I diabetes, jaundice, or any disease of the liver, pancreas, thyroid or galbladder? .................................... ]
k- csordr ofany glands o immune system diseese or dsorder? ... . . U O 0O
k. cancer, or any malignant or benign tumor or eyst (lumps or growth), or any disease of the skin or lymph glands? ... ... . ... g 0O
| arthritis, theumatism, chorea, or gout; or any chronic back, neck, spine, joint, or muscle condiion? .......... ... ... O 0
m. phlebitis, swelling of legs or ankles, varicose veins, or any deformity, paralysis, orloss of imb?.......................... O a
n. use of alcohol, marijuana, hallucinogens, stimulants, sedatives, or narcotics or taken any treatment for alcohol or drug use

(n andamountused? ... 1. T BT O ken any eatmert for dohol or duguse 0O 0O
o A1DS lacqured immune defiency syndrome)?....................... | O 0
P.__any chronic or persistent disease, infection or disorder; injury or operation not mentioned previously? ... ... . .. ... 0O 0

. Within lhelpast 5 {)ears, have you: cian. o ] . hospitel
* i, or cther mecion ey o e ey phvsicie, ey S oter meccal prectoner or by any hospital, Q0 o
b. had any X-rays, electrocardiograms, or other medical tests, that were not covered sbove?.......................... O 0O
C. been advised to have surgery, hospitalization, treatment, or test, that was not completed?. ................. ... ... 0O Qg
d. _taken any drug or medieine prescribed By a physician of other practitioner?....................................... 0O 0O
Question No. & Letter Date Details (be specific - give full names, addrasses of physicians, hospitals, etc)
. Age if Livin Cause of Death  |Age at Death No. Living|Ages f LivingNo. Deceased _ Causes of Death _ |Ages at Death

Father Brothers
Mother [Sisters
The statements and answers on this medical examination form are complete and true to the best of my knowledge and shall become part of my
application for life insurance,
Signed at
(City & State) On (Date)
Islllggigllrg:afminer Pianature of

A Proposed insured
4 1.99




11. Chest (full inspiration 12. Blood Pressure: Record two additional blood pressure readings 13. Puise After Exercise
( . ) if the initial biood pressure is greater than 145 systolic or S0 diastolic. at rest (12 ma)!s- 3&2&
— In )
_ 1stReading 2nd Reading 3d Reading PussRate ___ T L
Abdomen (at umbilicus) Systofic \mequjarities
—hn Diastolic permm. - — -
14. CARDIOVASCULAR EXAM FINDINGS: Please explain any "yes” answers in Remarks saction below.
Yes No
a. Increased AP diameterof chest (3 [J k. Heart mumur(s)
b. Abnormal lung sounds 8 O  Location If murmur present, does:
c. Gallop sounds O O [Clconstant o [ inconstant Exercise (Jincrease or () Decrease
d Absentradialorpedaipuises L[] O [JTransmitted or  [JLocalized Stending [ Increase or [} Decrease
;3- gge’dac enlargement 8 8 O systolic of [ Diastolic Squatting [ Increase or [] Decrease
- moema O soft ] e [
g. Cyanosis Q O AR iz @56
h. Clubbing of fingers O Qa
i Dyspnea EDJ 8 Examiner's Clinical Impression of Murmur
.' ds
j. Other abnormal soun Addtional findings
I5.OTHER (Explain “yes" answers in Remarks section below; circle each 16. 2. Have you seen the Proposed Insured professionally Yes  No
applicabie item.) , _ before this exam? . ....... . e |
On examination, is there any abnormality of the following: Yes No| b, isthe Proposed Insured's appearance unhealthy,
a. Head and neck, vision and eyes, hearing and ears, noss, unusual, or older than stated age? .............. O O
mouth, throat or thyroid? . ................c..0uuuees.. L CJ| c. Canthe Proposed Insured speak and understand
b. Skin (include scars and tattoos) or lymph nodes?. ... ... ... .. g o English? (If no, explain.) . ...............on.... a
¢ Nervous system (include reflexes, gait, paralysis, memory)?.. [0 01| 4. Was any third party present during the examination?
d. Chest (include lungs)? ................0veeeenen., . 8 (if yes, give name, relationship, and reason for
€. Abdomen (include fiver, spleen and scars)? ............... PreSENCE.) ..vvveeettirrririineeennnnnnn, |
f. Musculoskeletal system (include spine, joints, amputation, —
and deformities)? .. ................................ o g_&mgggmmggg&mgggg
9 Vascular system (include varicose veins and peripheral O L
BOCE)? .o sovrssse e 0|  Jpresentdsease notspectioaly mentonedin tis |
REMARKS (Identify question number with each explanation.)
3. Where was this examination made? () Examiner's office [J Agent's office
L Proposed Insured's Residence [ Proposed Insured's Place of Business
0O Other
Xaminer's Name and Professional Designation
S.N. or Tax I.D. No. TelephoneNo. () Exam Fee §
lame and Address of Examiner's Firm .
ime and Date of Examination:  Time AM PM Date
ame of Agent
equesting Examination Examiner's Signature

(please print)



NOTIGE AND CONSENT FOR BLOOD TESTING
WHICH INCLUDES AIDS VIRUS (Hiv) ANTIBODY TraTiNG

To determine your Insurability, the Insurer named above has requested that you provide a sample of your blood for test.
Ing and analysis. Al tests willbe performed by a licensed laboratory. A test will be performed to determine the presence
ol antibodies to the Human Immunodeliciency Virus (HIV), also known as the AIDS virys. The HIV antibody testis actually
a series ol tests done by a medically accepted Procedure. The series consists of two ELISA tesls lollowed by a Western
Blottest. The testis extremely reliable. Qther tests which may be performed include determinations of blood cholesterol
andrelated ipids (fats) and screening for liver or kidney disorders, diabetes, and immune disorders.

All test resulls will be treated conlidentially, They will be réported by the laboratory to the Insurer, Whehn necessary for
businass reasons in connection with insurance you have or have applied for with the Iasurer, the Insurer may disclose
lestresulls tq others such aslts affiliates, reinsurers, employees, or conlractors. If the Insureris a member of the Medi-
callnlormation Bureay (MIB,Inc.), and if the testresult lor Hiv antibodies Is other than normal, the Insurer will report to
the MIB, Inc. a generic code which signifies only a non-specific blood test abnormality. If your HIV antibody testis normal,
No report will be made about it to the MiB, Inc, Other lestresults may be reported to the MiB, In¢. in amore specific man-
paragraph may maintain the test resuits In a file ordatabank. There will be no
other disclosure of test results or even that the tests have been done except as Mmay be required or permitted by law or as
avthorlzed by you., e

A positive HIV antibody lest result does not mean that you have AIDS, but thatyou are at significantly increased risk of
developing AIDS or AIDS-related conditions. Federal authorities say that persons who are HIV antibody positive should
be considered Infected with the AIDS virus and ¢apable of infecting others. A negalive HIV antibody test result means
that no antibodies to the HIV virus were found. Because of i i i

notnecessarily mean thatyou have not been inlecled with

A positive Hlv'antibody lestresult or other signiticant blood abnormalities will adversely alfect your application for ins_ur-
ance. This means that your application may be declined, that an increased premium May be charged, or that other policy
changes may be necessary.

dthe interpretation of the results of the test may be obtained
fom a private physician, the County Department of Health, the State Department of Health Sérvices. local Medical Soci-

have read and I understand this Notice and Consent (or Blood Testing Which Includes AlDS Virus (HIV) Antibody Test-
1g.t voluntarily consent 10 the withdrawal of blood from me, the testing of that blood, and the disclosure of the test re-
ulls as described above. - :

understand that | have the right to request aﬁd receive a Copy of this authorization. A photocepy of this form willbe as
alid as the original. Thig aulhorization is valid for Six months,

YAME OF PROFOSEG INSUNED (PLEASE FRINT, SATHORTE
JIGNATURE OF PAOPOSEG INSURES BATESTONES STATE OF ACSIDEREE
-— - CALIFQORNIA

-

12:2950 (Calitornia - Northern)

Copy 1 -Insurer Copy 2 - Proposed Insured



