T‘i PROVIDENT PART 1l-ANWERS MADE TO EXAMINER

In continuation of and forming part of applicarion for insurance to

1 Fountain Square, Chattanooga, TN 37402 Provident Lifc and Accidenr Insurance Company
Full Namc of Person Examined Place of Birth  Date of Birth . Occupation
{Last) (Firse) (Middle) g
1. a. Name and address
of your personal physician ([fnone, O Check)
b. Datc and reason last consuleed? }
c. Whar rreatrent nor listed below, was given or medication preseribed?
2. Have you ever becn treared for or ever had any known indication of: Yes No | DETAILS of “Yes” answers. (IDENTIFY QUES-
a. Disorder of ayes, cars, nose, or throar ..v.ooccoosvveeeeeesemcreessenenns rrrrrenre e O O |TION NUMBER, CIRCLE APPLICABLE ITEMS:
b. Dizziness, fainting, convulsions, headache, speech defect, paralysis or Include diagnoscs, dates, duration and names
stroke; mental of nervous disorder? ... oieecoo s e : ...O O and addresscs of all atrending physicians and medical
¢. Shortness of breath, persistent hoarseness or cough, spirting blood, bronchitis, facilitics.)
pleurisy, asthma, cmphysema, tuberculosis or chronic respiratory disorder? . O O
d. Chest pain, palpitation, high blood pressure, theumaric fever, heart murmur,
heart attack ot other disorder of the heare or blood vessels? ......overvvveennnnee.. C 0
¢. Jaundice, intestinal bleeding, uleer, hernia, appendicitis, colitis, diverticuliris, ‘
hemorthoids, recurrent indigestion, or other disorder of the stomach, '
intestines, liver or gallbladder? ..o oot seseens O 0
£ Sugar, albumin, blood ot pus in urine, venereal disease, stone or other
disorder of kidncy, bladder, prostate or reproductive organs? ..o @ O
g Diabetes, thyroid or other endocrine disorders? vuvuure.cvvnvvvrsssrsessssvens 00
h. Neuritis, sciarica, theumarism, arthritis, gout, or disorder of the muscles or
bones, including the spinc, back, or joints? ... .ccieee e QO O
i. Dcformity, lameness of amputation? ... eesieece e seseeeenns O 0
j- Disorder of skin, lymph glands, cyst, tumor, or eancer? ovveereenorerre, 00
k. Allergics, anemia, hemophilia, leukemia and other blood disorders? ............. O 0O
3. Are you now under observation or taking treatment® .........oeeveio—eoeereveennnnn. O 0O
4. Have you had any change in weight in the past yeart ......o.coeeercerornnvnn O 0
5. Other than above, have you within the past 5 years:
#. Had any mental or physical disorder not listed above? ........coovvovrveennsnnon o, ONN®)
b. Had a checkup, consulration, illness, injury, surgery? ovvvvvcceerrrrsssinnnn. O O
¢ Been a paticnr in a hospital, clinic, sanatorium, or other medical facility?.... O O
d. Had electrocardiogram, X~ray, other diagnostic tese® .....cooeevceroooooovv, OO0
¢. Been advised to have any diagnostic test, hospitalizarion, or surgety which
was 0Ot COMPLEed? ...ivuiii it es e 0 0
6. Have you ever uscd barbiturates, narcotics, excitants or hallucinogens or cver
__sought ereatmenc or been arrested for their use? _........oveeoeoosiee 0 0
7. Have you ever sought help or rreatment for alcohol use? coveeroyovoove 0 O
8. a. Have you ever had any disorder of menstruation, pregnancy or of the
reproductive organs o BrEasts® ... ieersioercoeseesss e eeesosseeeseen oo O 0
b. To the best of your knowlcdge and belief, are you now pregnant? ............... O O
9. Have you ever had military service dcferment, rejecrion or discharge becausc
of a physical or menral cONAITion? o.v.v.c....ovvvvveeoeeceesosese oo O O
10. Have you ever requested or received a pension, bencfits, or payment because
of an injury, sickness or disability? ..........oooviereereornereonenoee 0O 0O
1. To the best of your knowledge and belief has any proposed insurcd:
a. Used tobacco within past 12 months? O
b. Used tobaceo within past 36 months? O
c. Ever used tobacco products? ........cooeereon, O SR 0 0
Tobacco products means cigarestes, cigars, snuffldipfchew, pive
12. F._qmily History: (Father, Mother, Brothers, Sisters) Tubereulosis, diabetes, cancer,
high blood pressure, heare or kidney discase, mencal itlness or suicide? wenn. @ O (For addirional comments, use back side)
Age if|Age at Number | Ageif|A
2 LivingDcach? Cause of Dearh? b. Living? Dead? Li%ing? Dgcit? Cause of Death?
Father Brochers )
th:hcr Sisters :
* The foregoing staterncnts are Gull, complete, and true ta the best of m
knowlcdge and belief. Dated ac Y| Witness (X) :
this day of 19 Signature of Examiner Degrec
(X) = | PARAMEDICAL ORGANIZATION (Pleasc stamp or type below)
Signature of person examined




PART HI-EXAMINER'S REPORT
Examination for Insurance O Life O Disability O Pension O Group Life O Pre-Employment Examination

13. a. Heighr (in shoes) ft. in.  b. Weighs (clothed) lbs.
c. Abdomen, at Urabilicus ins. .
d. Did you weigh examinee? ................. rrsasssseseenenen OYes ONo -
c. Did you mcasure examinge? ..........ocoveeeecomeoneeeeeeee e OYs OnNo
£ Is appearance unhealthy or older than stated age? vvvvvveereeeeee. OYes ONo 1
g- Any obvious impairments (physical or meneal)? ..o, OYes ONo
14. Blood Pressure: a. Syseolic Diastolic
Repeat after 10 minutcs rest if systolic prassure is over 140 or diastolic pressure is over 90.
b. Sysrolic Diastolic
15. Pulse: At Rest Afrer Exercise 3 Minutes Later
Race
[rregularities
Per Minute

16. Urinalysis: (a) Specific graviey? (b) Albumin? (c) Sugar?
17. Blood Draw and Home Office Specimen Requirements:

OYes ONo H.O. Specimen is being sent to the laboratory
OYes ONo Blood Draw completcd and sent to the laborarory
OYes ONo Current menses, if applicable

The remaining questions (18, 19, 20, 21) arc to be answered by PHYSICIAN EXAMINER ONLY
18. Heare: Is there any: Enlargement OYes ONo  Dyspnea O Yes O No
Murmur(s) OYes ONo  Edema OYes O No
(desctibe below —if more than one, dasetibe separatcly)
Yes No
Constant.....m 00
Transmitted ....... 00 Indicate Location:
Systolic vunninn, 00 Apex by
’resystolic ......... OO0 Murmut area by
diastolic .o, 00 Poinr of grearest
oft (Gr. 1-2)...0 O Intensicy by
Aod. (Gr. 3-4).. O O Transmission by
00
O
@]

0O Ox

.oud (Gr. 5-6) ..
\frer exercise:
Increased...... O
Absenr ....... O Use spacc below and to

Unchanged .. O O right for your comments and impressions,
Decreased ... O O

2. s there on examinarion any aboormality of the following: Yes
- (If Yes, circle and give details. ): )
a. Eyes, ears, nose, mouth, pharynx?
(If vision or hearing markedly impaired, indicate degree and correction.) ........
b. Skin (include scars); lymph nodes; varicosc veins or peripheral arrerics? ......
¢. Nervous system (including reflexcs. gait, patalysis) .cuueooorirnann.,
d. Respiratory system? ..., ...
¢. Abdomen (include scars)?
£, Genitoudnary system (include proscace)? w.....uwmmneceonseeccn
g Endocrine syscem (include thyroid and breasts)? ......covmurs e
h. Musculoskeleral system (include spine, joints, amputations, deformitics)? ... ()
). a. Arc there any herniae® O Yes O No b, Any hemorrhoids?
+ Are you aware of additional medical history? IR © |
confidential report may be sent to Mecdjcal Dizector)

&

.............................................................

00000000
0000000000

T

ectify that I madc this cxaminarion ar A M, PM. on the dayof ' 19
amination made a: O My Officc O Applicant’s Officc - O Applicants Home O Other
equest of AGENT, if applicable SIGNATURE

. Signarure of Examiner Degree
10547 (Rev. 10-97) rol




PROVIDENT
LIFE AND ACCIDENT

INSURANCE COMPANY
1 FOUNTAIN SQUARE CALIFORNIA

CHATTANOOGA TN 37402-1338

NOTICE AND CONSENT FOR BLOOD TESTING
WHICH MAY INCLUDE AIDS VIRUS (HIV) ANTIBODY/ANTIGEN TESTING

To determine your insurability, the Insurer named above (the insurer) has requested that you provide a sample of your
blood testing and analysis. All tests will be performed by a licensed laboratory. .

Unless precluded by law, tests may be performed to determine the presence of antibodies or antigens to the Human
Immunodeficiency Virus (HIV), also known as the AIDS virus. The HIV antibody test that we preform is actually a series of
tests done by a medically accepted procedure. In order to ensure a reliable result, we require that three tesls be done on
the blood specimen. The first is referred to as the ELISA test. It this shows the presence of antibodies, we repeat the
same test. If it is again positive, we perform a different test known as the Western Blot test.. This is a more specific test
and if it is also positive, we can conclude the specimen doed show antibodies to the AIDS virus. These tests are
extremely reliable. The HIV antigen test directly identifies AIDS viral particles. Other tests which may be performed
include determinations of the presence of medications, biood cholesterol and related lipids (fats) and screening for liver or
kidney disorders, diabetes, and immune disorders.

All test results will be treated confidentially. They will be reported by the laboratory to the Insurer. When necessary for
business reasons in connection with insurance you have or have applied for with the Insurer, the Insurer may disclose
test results to others such as its affiliates, reinsurers, employees or contractors. The persons or organizations described
in this paragraph may maintain the test results in a file or data bank. There will be no other disclosure of tes! results or
even that the tests have been done except as may be required or permitted by law or as authorized by you,

if your HIV test results are normal, no routine notification will be sent. If the HIV test resuits are other than normal, the
Insurer will contact you or the person you have designated below to receive such results.

Positive HIV antibody/antigen test results do not mean that you have AIDS, but that you are at significantly increased risk
of developing AIDS or AlDS-related conditions. Federal authorities say that persons who are HIV antibody-antigen positive
should be considered infecied with the AIDS virus and capable of infecting others.

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

I have read and | understand this Notice and Consent For Blood Testing Which May Include AIDS Virus (HIV)
Antibody/Anfigen Testing. | voluntarily consent to the withdrawal of blood from me, the testing of that blocd and the
disclosure of the test results as described above. | understand that | will receive a copy of the current Red Cross
Brochure, concerning AIDS at the time the blood is drawn and a list of counseling resources available. | 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.

AUTHORIZATION
In the event of a positive test, | authorize the Insurer lo send the results of this test:
[ 1 Directly to me, the Proposed Insured. v
[ 1 Tomy personal physician (print name and address):
]
[ 1 To other designated person (print name and address):
Date Printed Name of Proposed Insured Signature of Proposed Insured Parent/Guardian

L-21431






