Medical Examination Form

I NG n O3 ReliaStar Life Insurance Company, 20 Washington Avenue South, Minneapolis, MN 55401
O Security-Connecticut Life Insurance Company, 20 Security Drive, Avon, CT 06001-4237
0O Security Life of Denver Insurance Company, 1290 Broadway, Denver, CO 80203-5699
03 Southiand Life Insurance Company, Atlanta, GA-Administrative Office: 1290 Broadway, Denver, CO 80203-5699

1. Name of Proposed inswed Date of birth Social Security No
2. Name, address and telephone number of personal physician or clinic
Datelastconsuited ___________ Reason for, and results of consultation
3. Inthe past 10 years, have you ever been treated for or been diagnosed as having: Record Question Number, Condition, Diagnosis,
a. Dizziness, fainting, convulsions, optic neuritis, headache, paralysis, and Dates/Duration of Condition or Treatment and
SUroKe, Mental O NBIVOUS BISOMRI? .. ... .....c..ouurenensererenrenenss ‘OYes 03 No | Names and Addresses of All Doctors and Hospitals.
b. Shortness of breath, persistent hoarseness or cough, spitting of blood,
asthma, emphysema, tuberculosis, or chronic respiratory disorder?, . ........ OYes O No
c. Chest pain, palpitations, high biood pressure, heart murmur, heart attack »
or other disorder of the heart or blood vessels? .. ........................ OYes ONo .
d. Jaundice, intestinal bleeding, ulcer, hepatitis, colitis, diverticulitis, or other {

disorder of the stomach, intestine, liver or gali bladder? ................... OYes ONo ] !
€. Sugar, albumin, blood or pus in urine, venereal disease, nephritis, stone, or ,
other disorder of kidney, bladder, breasts, prostate or reproductive organs?...OYes O No

f. Diabetes, thyroid or other endocrine disorder?.............ooovvviiunnn, OYes ONo .
g. Rheumatism, arthritis, or disorder of the muscles or bones? ................ OYes O No v
h. Disorder of skin, tymph glands, cyst, tumor or cancer? ...........ccovuvenn OYes O No
i. Allergies, anemia or other disorder of theblood?......................... OYes ONo
4, Have you:
a. Experienced any symptom(s) for which you have not yet consulted a
health Care provider? .........oveunvnvuiriienearnierersorreceasanes OYes O No
b. Had any operation(s) inthe past 10years? ..............coovivvninnn.ns OYes ONo
¢. Been advised to have operation(s) or diagnostic tests not yet performed
inthelast 10years? ... .. ..o iiiiiiiiiiiiiiiiiiiin i OYes O No
d. Had an electrocardiogram, x-ray, or other diagnostic test in the
1astfive YBArST .. ... it ittt i e OYes ONo

e. Sought or been advised to seek heip or treatment for an alcoholic habit? ... .. OYes O No
f. In the last 10 years been confined for observation, care, or treatment

in 8 hospital or other health care facility? . ........................0000e OYes O No
g. In the last five years consuited any health care provider(s) not already
identified for any reason including routine physical examination? ........... OYes O No
§. Are you:

a. Presently taking any medication(s), including non-prescription/over the

counter medication or presently under the care of a member of the

medical profession for any condition? .............ccoiviiiiiiieiieia OYes ONo
b. Currently using, or have you ever received treatment or counseling

for the use of: ecstasy, marijuana, cocaine, amphetamines, barbiturates,

hallucinogenic agents, opium derivatives, or other drugs of abuse? ......... OYes O No
6. Family history of Proposed Insured: { Ageif living | Age at death | Current health or cause of death

Father

| Mother

Brothers
| have read the statements given in the examination and affirm that they are complete and true to the best of my knowledge and belief.
Signed at (city and state) Date (month, da)z year)
Signature of examiner Signature of Proposed lns;:red |

(parent or legal guardian ¥ Proposed Insured is under 15)
110984



Medical Examiner’s Report
Give further detalls needed for clarification in space at bottom of form.

1

a. How long have you known the Proposed Insured?

b. Are you related to him/her or to the agent? Oves CINo

a. Exact weight b. Exact height
8.

¢. Weight change in last year b

4. Girth (males only) Chest at forced expiration 1"
Foroed expiration L") Abdomen 11

a. Blood pressure: (right arm while seated) (Two readings are
recorded, none disregarded.) If systolic over 140 or diastolic
over 90, take 3rd and 4th readings after 10 minutes of rest.

1st nd 3rd 4th

Systolic
Diastolic
b. Rateofpulse.................c.... r
¢. Irregularities

Have the blood and urine specimens
DEON SBNTY ....ocvvreeveieinrierinreser e e O Yes O nNe

a. Lab ticket number:
b. Name of Lab:
Was the EKG completed? (if required) ........... CJves CINo
For females only.
a. Was dient menstruating at ime the urine
specimen was voided?.............cooe e
b.Is client pregnant?............cc.oorimnieninncn
Doss the client currenty use or have they
ever used tobacco or nicotine products in any
form, e.g., cigarettes, cigars, pipes, chewing
tobacco, nicotine gum or nicotine patchos?..-...D ves [INo
if yes, type and daily amount.
Date last used:

a. Peripheral pulses [ Normal [[] Decreased
b. Is there any irregularity or abnormality

o
per minuts l

] ves Clno
Yes No

of the cardiac thythm? ........c.ccccooovnunnn. CJYes CINo
Nature of irregularity F , J
Number of irregularities per minute................... E___j
Number of irregularities after exercise................ S

c. Is there any abnormality of the quality
or intensity of the heart sounds? ............ [Jves CINo
d. Are there any heart murmurs? ... ... ... 1 ves LI No
if yes, diagnosis: [ Functional ] organic
_J

Type: r

10.

"

Please indicate:

Timing intensity  Quality

O syswlic OFaint D Soft

[ Presystolic ] Moderate [ Blowing ne

O Disstolic [ Loud Rough . d

Indicate on diagram

point of maximum

intensity of murmur

with O and direction T

of transmission with  =»- S
0. Isheartenlarged?.............cocoeeeiiiinien Cves CIno
Have you found any evidence of past of presant disease of:
8. HOBA OF NOCK? ....vreeveerrerrsceceremnransons Cves ClNo
b. Eyes, ears, nose or hrodt? ..............cce.. CJ Yes O no
c. Lymphnodes? .............cccoveieee ! T O ves Clno
d. Brain or nervous system?.............. beeeeenens O ves ClNo
e. Lungsorchestl..........c.cc.coeinns LS Cves CINo
f. Abdomen?.........ccccooeerviniiminnnnenens eererreees Yes No
g. Genito-urinary system?,...... e O yes Tl No
h. Extremities or Peripheral vessels? ............ O Yes CNo
io SKIN? covoeeere el T ves Clno
j. Any other part of the body?.....cccoiriinnns D Yes CIno

(Explain any "yes" in #12.)

a. Is there any evidence of dementia? .......... O ves CIno
b. Is there any evidence the dlientis

unable to perform independent
activities of daily living? (IADL) ................ 3 Yes CINo

if your examination revealed any condition
requiring further investigation or immediate
treatment, have you advised the applicant? .... [ Yes [1No

12. Remarks and Explanations

TO THE MEDICAL EXAMINER: Any erasures or alterations in this report should be initialed by you.

12. Examination was made at: ] Residence [ Business O My office

13. [ Signature of Examiner i

a. Address

b. Phone number ¢. Social Security Number or Tax ID Nunfber
110984

[ Board Certified [ Board Eligible




INSURANCE COMPANY

NOTICE AND CONSENT FOR BLOOD, URINE & SALIVA WHICH MAY INCLUDE AIDS VIRUS (HTV)
ANTIBODY/ANTIGEN TESTING

THE HIV ANTIBODY TEST

rommmmmmy.mmmmm requestod thet you provido e spocimon semple of your blood, urine of saliva R testing ani scelysis 1o
determine the presence of human immunodeficiency virus (Hmmnynw;m&ﬁummmmmmmnmbedmA'muo(mvall
be performed by a Homeed isbormtory through medically accepied procedure.

The HIV antibody west is extremely scourste. Howwvesr, liks amy medical test, it is.mot 100% sccurste. 1n rase instances the tess may be positive in persons who are not
infeotad with the viros, Additionally, memmymmnybemhmwhominwmmmvaﬂmmdvc).ammywuhﬁmonmw
within te previous 3-6 months prior tp the test. |

MEANING OF TEST RESULTS ;

anluvamdmwmdudommummmm but thet you arc a¢ significantly increased risk of developing AIDS or AIDS-cchitod
vonditions, Fodc:luuhommnythupmwthanmﬁwWhmiWMmﬁhﬂDSmMMdm;

A negative jest rosult mosns no atibodies 10 the HIV virug wese found, Decwleofwmmbdm Mwummmwmhtmme
oot beon infected with the vinus. Absence of HIV antibodics doss pot mesn that you ostmot get the virys in the future, L

!

-

COUNSELING

Many public bealth onganizetions have recomuncaded that bofore taking sa AIDS-relstod test, & persons should seck counneling to becomne informod sonceming the
implications of such s tost, You may wish to tonsider couneeling at your own sxpense, prior to being testod. Public health suthorities urge thet cveryone brcome

MMMnmwnﬁmmvmmkmhwmmlwmmmmmtommmm&nawm

 provider. A list of Jing is provided for yous informetion.

NOTIFICATION OF TEST RESULTS
lfyowwmhmmpdw,mmmmiﬁmmhmwm 1 your test results are other than agative, you sre outitled to tiat information. Becauss &

trained person should deliver that inflarntation so that you can undersinad lywmmemuunm.ywueulwdwlmwérpmmnuhnmnmmm
may know whom t cantact with thoss results.

Name of Physician: Address

CONFIDENTIALITY OF TEST RESULTS

Aﬂmtmumnﬁadmﬁmmy Tha laboratory will repeet themm only & the tasuror, ‘The test results mey be disclosed to employecs of the lasurer who bave
the responsibility 10 make underwriting decisions on bohalf of the lamirer, or to outside fegal counsel who need such informstion W0 cffectively represcat the Insurer in
regard to your spplication, The results may be discloacd to reiasurers, involved in the underwriting process. The test results may be refeased 1o ag ioswranee medical
information exchange using only general codes that jnclude remults of tosts for athar discsses or conditions not related to AIDS, or for the preparation of statistical
1eports that do not disclose the identity of any particular person. No other disclosurc will be mads of tho results except o8 voquired by law.

CONSENT

IhlnmdmdIWMNMMMmeMmWngMthm lvohm:ﬂycmlwmmdwodmm.ﬁe
mﬁmhhﬁkmvmmddmmdhwwhuwnwn

T understand that | have the rigit to request and recvive s copy of this authorization, A photocopy of this form will be ss valid as the ariginal.

Name of Proposed Inswred (Plesse Print) . - . Date

Signature of Propesed Insured Date ..



