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[ Provident Mutual Life Insurance Company . PC 0111
Providentmutual Life and Annuty Company of Ametica MEDICAL EXAMINATION : ,
A Stock Lifa Insurance Company _ i
1. Name of Propased Insured 2. Date of Birth 3. Sociaf Security Number
4. a. Name, address and telephone number of personal physician (if nong, physician last consulted)
b. Date last consulted, reason and results
c. What treatment was given or medication prescribed?
5. Within the past 12 months, have you used arg substance containing tobaces or nicotine or any nicotine cessalion product? Yes No
(If yes, explain type and frequency of use in Question 8) 0 0O
6. Measured Height __ & __in. Scale Weight ___— Ips.
Has your weight changed 10 pounds or more in the PASLYEAI? ... O 0O

i

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 physicians and

()

medical facilities in Question 9 below. Also, for each “yes” answer in Question 7, please circle the item to which it applies.

7. Tothe best of your knowledge and belief, have you ever been treated for or been diaghosed as having: Yes No

a. heartattack, angina (of other pain, discomfort, or tightness of the chest), shorness of breath, palpitation,

irreguiar or rapid pulse, heart murmur, rheumatic fever, or any other disease of the heart or blood vessels? .. ......... . O O
b. high blood pressure, elevated cholesterol, anemia, or any other disease of the blood? .. ............. P, 0o O
c. dizziness or headaches, fainting spells, convulsions, seizures, epilepsy. stroke Alzheimer's disease, multicie sclerosis,

neurosis, affective disorder, psychosis, or any other brain, nervous 8r ?nenta! e 0 O
d. asthma, emphyssma, tuberculosis, coughing or spitting blood, bronehitis, persistent cough, or any other disease of the

lungs or respiratory system? ... ... =T T PRTISTENt cough, or any othe T O 0O
8. any disorder or disease of the eyes (not fully corrected by glasses), ears, nose or throat, hearing or speect? ............... . O 0
f. recurrent indigestion or abdominal pain, colitis, ulcer, hemia, persistent diarrhea, rectal bleeding, or any other disease

or disorder of the stornach, intestines, or rectum? ... T T T Ly oerdisease O O
g. nephritis, sexually transmitted disease, or any other disease of the kidnays, bladder, prostate, testes, breasts, uterus,

ovaries, or any other part of the urinary fract or reproductive system? .. .0 e e e g 0
" suqa, aloumin, bood, or pus inthe wine? .. ........... ..., T o 0
I diabetes, jaundics, or any disease of the liver, pancreas, thyroid or gallbladder? ... ... O Db
} dsarder of any glands orimmune system dsease ordisorder? ... ... T O 0O
k. eancer, or any malignant or benign tumor or eyst (lumps or growth}, or any disease of the skin orlymph glands? ..... ..... ... O O
. arthritis, rheumatism, chorsa, or gout; or any chronic back, neck, Spine, joint, or muscle condiion? ... ........ ........ ... O 0O
m. phiebitis, swelling of legs or ankles, varicose veins, or any deformity, paralysis, orloss of imb? .. .. ..... ... ......._ 0O 0O
n. use of alcohol, marijuana, hallucin ens, stimulants, sedatives, or nareotics or taken an treatment for aleohol or drug use

(kindanciamoumused)?.......o.g........,....,...............‘.........a.,y....,.....0 ............ g ........... 0 0O
o A198 (acquired immune defcency syndrome)?. ..., T o O
P any chroni¢ or persistent disease, infection or disorder; injury or operation not mentioned previously? ... .......... ... . .. 0O 0

3. Within thelpast 5 years, have you:

a. consulted, orbeen examined or treated by any physician, ehira ractor, or other medical practitioner or by ar hospital,

cinie, or other medical facility not previously rXepnti"‘tIJned? . p ................... p R y .. ly . p ............. O 0O
b.  had any X-rays, electrocardiograms, or other medical tests, that were not covered above? .. ... g g
¢. been aclvised to haye surgery, hospitalization, treatment, o test, that was not completed?.................... ... ... O O
d.  taken any drug or medicine presenbed by 2 physician or other practiioner?. ... ... .. 77 O 0O

Question No. & | etter Date Details (be specific - give full names, addresses of physiciang, hospitals, etc.)
). Age if Living Cause of Death  |Age at Death [No. LivinglAges if L'iving No. Deceased Causes of Daath Ages at Death
Father Bmthers} )
Mother | [Sisteli_‘ i
t i i inat
Q&fﬁ?&fﬂ? Efea&ds jgg\év:rs on this medical examination form are complete and frue to the best of my kncwiedge and shall becorne part of my
Signed at
g(;vty ét’( Stakfe). On (Date)
ignature of Signature of
dical E

ma_ woal EXxaminer -—  Proposed Insured
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11. Chest (full inspiration) | 12. Blood Pressure: Record two addiional blood pressure readings | 13. Pulse After Exercise
( TSP ) if the initial blood pressure is greater than 145%ystolic or 80 g?sm;tohc. at rest “i ;thlvais- Sgllgrs'
— 15t Reading 2nd Reading 3rd Reading :
Abdamen (at umbilicus) Systolic’ Puise Rate
ystaic Irreqularities
— Diastolic per min.
14. CARDIOVASCULAR EXAM FINDINGS: Please explain any "yes" answers in Remarks section below.
Yes No
a. Increased AP diameterof chest (0 (J k. Heart mumur(s)
b. Abnormal lung sounds g g Location If murmur present, does:
¢. Gallop sounds o 0 Oconstant  or [ Inconstant Exercise (Jincrease or [ Decrease
d. Absentradial orpedalpulses [ O (] Transmitted or (] Localized Standing (J Increase or [ Decreage
e CEJ&a;dlac enlargement g 8 Osysolic o [ Diastolic Squating (O Increase or () Decrease
A ma
. of () Moderate (3 Lou
g Cyanosis U a U ?gr‘%e) (gr.3-4? (gr.g-b‘)
h. Clubbing of fingers U O
i. Dyspnea g ] Examiner’s Clinical Impression of Murmur
j. Oth | sounds
I er abnomal soun Additional indings
15. OTHER (Explain "yes" answers in Remarks section below; circle each 16.a. Have you seen the Proposed Insured professionafly Yes  No
applicable item ) ‘ , ' before thigexam?........................... O 0O
On examination, is there any abnommality of the following: Yes No b. Is the Proposed Insured's appearance unhealthy,
a. Head and neck, vision and eyes, hearing and ears, nose, unusual, or older than stated age? .. ............
tnouth, throator thyreid? . ... ........... ... ...l o ¢. Can the Proposed Insured speak and understand
b. Skin (include scars and tattoos) o lymph nodes?......... .. O English? (If no, explain)...................... 0
¢. Nervous system (include reflexes, gait, paralysis, memory)?.. 0 | o Was any third party present during the examination?
d. Chest (includelungs)? ............................L O O (If yes, give name, relationship, and reason for
€. Abdomen (include liver, spleen and scars)? ............... G presence.) ......... e, O 0
f. Musculoskeletal system (include spine, joints, amputation, —
and deformities)? .. ... O 17_. After reviewing the answers and as a result of your
8. Vascular system (include varicose veins and peripheral §m£2§3?&sea£‘£?$§%ﬁﬂeﬁéi33323 mﬁi <
artenies)? . ... . e O O application? .. ..... ... T 0 0
REMARKS (Identify question number with each explanation.)
18, Where was this examination made? [} Examiner’s office ~ [J Agent's office
[J Proposed Insured's Residence (3 Proposed Insured's Place of Business
O Other
Examiner's Name and Professional Designation
S.8.N. or Tax L.D. No. Telephone No. () Exam Fee §
Name and Address of Examiner's Fim .
lime and Date of Examination:  Time AM PM Date .

\ame of Agent
Qequesting Examination

Examiner's Signature

(please pring)
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f - Authorization t Physicians, Practitionsss and Hospizals or other Institutions
Name of Propowed Insured (Print) T Agency No.

os/

AUTHORIZATION TO OBTAIN AND DISCLOSE INFORMATION

1. The Company, s uiasum: im_uuoce PPN organizations, and their apthorized represeatatives, may abta’s
Medical and other informasion in arder to evaluste my four) application far ife o halth jasurance.

1 Aay physician, practitioner, hospltul, clinik, other medical or medically related faciliny, the Veterans
Adminiscration, the Medical Iafotmation Burean, tae. (*“MIB™). my employee and conscmer reporting agensy
of insurance Tompsny who possesaes informalion of care, treatment or advics.cl me miay furaish such
informazion to the Campany upon presenting this autkorization or 2 photocopy. If family insurance it spphiedt
for. this aythorizazion shall pestain 1o me ¢ the merbers of my faniily. No informatio obiained from MIB per-
taining to Human Immunodeficiency Yirus (HIV)o: Avquired Immune Deficieniy Syndrome (AIDS) will
affect the issusnce or the underw riting of this policy, excep: upon written consent to be medieally sested for HIV
or AlDS and the results of such testing prove positive,

3. This authorization inchades information about drugs, alccholism or mental finess.

4. The Companf or its reinsurers may make 3 drief report megarding me o7 membery of my family ta ether
sompanics to whorh | have applicd or may apply. '

5. This authorizasion will be valid from the date signed for a pesiod of 30 months (26 months in MN).

6. § suthosze the Compasy to obtaln an invemigattve coRsumer rapurt on me. Upon written request, i

may receive a copy of it
1. I ehect to be iaterviewed if an inveszigalive consumet repon iy prepared in connestion with chis applicauon.
Picase chack if ingerview i desired,

@ “Watge of lsuance nfomation

<hirsi 23t e racrived w o py. Copes of o .
B. I have read this anthorizatioe and have racei Wt il e yare Notice™ ars priated

Practces™ acd “huvestiganve Conpumer Report Nanloin” and the *
on the tavesse sice of thas authonzation.
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