Texas Life Insurance Company
P. O. Box 830 Waco, Texas 7670
Part ! MEDICAL HISTORY

It medical examinaticn is not required; questions are to be completed by Agent.
If medical examination is required, questions are to be completed by Medical Examiner.

12. [ PROPOSED INSURED (Print full name In black ink) . DATE OF BIRTH NAME OF SOLICITING AGENT
First Name Middie Narme Last Name month day year
13. FAMILY HISTORY OF PROPOSED INSURED
Living Famify Member Age State of Health Deceasad Family Member Age at Death Cause of Death
FATHER FATHER
MOTHER MOTHER
BROTHERS & SISTERS BROTHERS & SISTERS
14, A. Height B.Waight C. Change in weight in past 12 months. {Give reason.)
fi. in. Ibs. Ibs. Loss Ibs. Gain Asvason

15.| A. Name and address of your personal physician:

(i none, so state)
B. Date and reason last consulted:

o

What treatment was given or medication prescribed?

D. Do you take other medication? If yes, details, please. [JYes [J No

16. HAVE YOU EVER HAD OR BEEN TREATED FOR: Yes No B L DAL O AL e

A, convulsions, paralysis, neuritis, nervous breakdown, dizziness, fainting spelis,
nervous or mental disorder?

B. high blood pressure, chest pain, shortness of breath, paipitation, heart attack,
disorder of heart or blood vessels?

C. hemowhage, chronic hoarseness or cough, ulhma. wberwlosls disorder of
resplratory system?

D. chronic indigastion, ulcer, hemia, colltis, intasﬂnaiblutﬂng disorder of
stomach, gail bladder, liver, digestive or abdominal trgans?

E. kidney stone, diabetes, sugar, albumin or blood In usine, deorderoflddneys
bladder, genito-urinary organa?

F. rheumatic fever, arthritis, gout, disorder of bones, joints, or apine?
impairment of vision or hearing or disease of eyes, ears, nose or throat?

H. tumor, cancer, venereal disease, disorder of blood, skin, thyrold, breast,
ovaries, or othor glands?

. treatmsnt or observation in any hospital or Institution? {past 5 years)

J.  X-ray or electrocandiograms? (past 5 years) When, why, by whom, with what
results?

K. treatment or consuliations with any physicians or practiioners, other than as
stated above? (past 5 years) Give details.

L. s the person proposed for insurance now pregnant? (If so, how many
months?)

M. Does proposed Insured smoke clgarettes?

O

o |o|o |ojo |ojojo o |o |o
oo |o (o |ojo |ojB|jo |o |o |o

17. IN THE PAST TEN YEARS HAVE YOU: Yos
A. had, or been diagnosed by a member of the medical profession as having

z
=]

Acquirad Immune Deficlency Syndrome (AIDS) or AIDS Related Complex (ARC)? o 0O
B. received treatment in connection with any item mentioned in (A.) above? | .
Date
X X
Signature of Agent or Examiner Signature of Proposed Insured (If A Minor, Parent’s Signature}

Form No. 930-4-83-CA



18.
19,

21.

22

23.

24,

25,
26.
27.

28.
29,

FOR HOME OFFICE USE ONLY — NOT TO BE INCLUDED IN ANY POLICY ISSUED

Plaase do not give the Proposed insured any opinion as 1o his insurability in order that no misunderstanding or
conlroversy may arise on account of any possible differance batwesn the clinical and life insurance viewpoint.

MEDICAL EXAMINER’S REPORT
Give detalle under remarks of any adverss findings.

How Iongt}myouknwn proposed insured?
" Doss Appeidrante indicate haalth snd wigor? 20. Any deformity o loas of limb?
A. Helght in shoes i . - .1 . iB/Weightinclothes ___ pounds
C. Girth mcnmarmnmmu N E ’ mmmsommm__,_n 3 ABOOMEN FULLY RELAXED _____ .
Aammmsmmmmmm1w- B Pulae: EXTRA OR DROPPED BEATS
systolic or 80 diastolic, retake later In examinstion) . RATE  PER MINUTE EACH STAGE
FIRST AEADING: AND ADDITIONAL READINGS TAKEN: (1)Atrest ........ Cevedaearareaas
Syswlic MM {2) Immediately after exercise .......
Disstotic MM (3) Thive minutes after sxercise .....
FIFTH PHASE—AT CESSATION OF ALL BOUND o ‘ Swate Type of Arrhythmia:
Heart . S : _N_DTE.HMnmmurishurd.mmmﬂoMnoquuﬂom:
A. Are the heart sounds normal? .. OYes ONo,expigin G Whiré is it bast heard?
D. is it systollc, diastolic or presystolic?
E. }» it constant?
B.Ilﬂ-lﬂ.t deﬂ' we of . P._h " m‘mw
'{2) Arteriosclerosis?. : — . " H. Diagnosis of heart condition?
 is thers on examination any abnormality of the following: - EXPLAIN ANY AFFIRMATIVE ANSWER, GIVING DETAILS
- mmn,mmm:wwm) S Yes No AS TO THE EXACT NATURE AND DEGREE OF IMPAIRMENT.
A Eyes, sars, 1080, MOUth, PRAIYIX? ..., ooooniviiiasiisseinnes o o
asm.wmmm;«mw 00
CN«vmmancmmxnmmﬂ? g o
D. Respiratory syshemT .. .....ocivirvicerancanses ileeeies o o
E. Abdomen (include sCars)? ..........crveveageareniiizessrses oo
F. Genitourinary system (include prostate)? ..... a0
G. Endocrine system (include thyroid and bressts)? ......v... .. oo
H. Musculoskeletal system? ................. A PR 0o a
i. Are there any hemnias? ..... R Ceiteenaserdinannes oo

QUESTIONS FOR EXAMINER

Are you awars of additional medical history?. (] Yes ‘(I No if “yes,” piease describe below or attach a confidential report

Classify applicant’s general heatth: First Class Average Poor

Aspecimmduhnomuabonuihdhmohbomorvbrmamls in every case.

Where was examination conducted? What time:

REMARKS:

Dr. X
Please Prin} {Signature of Medical Examiner)

Address Date

Tax Payer Identification No.

OUR USUAL FEE FOR THIS EXAMINATION IS $35.00
THIS EXAMINATION MUST BE MAILED DIRECT TO TEXAS LIFE INSURANCE COMPANY BY THE EXAMINER




ExamOne

NOTICE AND CONSENT FOR BLOOD, UKINE & SALIVA WHTCH MAY INCLUDE AIDS VIRUS (RIY)
ANTIBOQDY/ANTIGEN TESTING

lnsurer:

hl

THE HSV ANTIBODY TEST

To cvaluate your insursbility, the Insurer namod above has requested that you provide a
specimen sample of your blood, urine or saliva for testing and analysis to detcrmine the presence
of human immunodeficiency virus (HIV) antibodics. By signing snd dating this form, you agree
that this test pray be done. A scries of tests will bo performed by a Jirensed laboratory through
medically sccepted procedure,

The HIV antibody test is extremely accurate. However, like any medical test, it is not 100%
accurme. Inminﬁaﬂmlhetutmaybeposidvehpusonsvﬂwmnotinfcaedwhbthe
virus. Adtliﬁomlly,thctestmtyoecasionnuybenepﬁwhpumnswhoueizﬁectedwithl-nv
(n fals2 negative), especially when infection occurred within the previous 3-6 roonths prior to the
test,

MEANING OF TEST RESULTS

Positive HIV antibody/antige test results do not mean that you have AIDS, but that you arc at
significaptly increased tink of developing AIDS or AIDS-related conditions. Federal avthoritics
say that persons who are HIV agtibody/antigen positive should be considered infeeted with the
AIDS virus and cepable of infecting others. o

Amgnﬁvemmﬂtmuomﬁbodiesmthmvmmfound. Becanse of varying
incubation periods, sbsence of HIV mtibodies does not mean that you have not been infected
with the virus. Absence of HIV antibodies docs pot mean that you cannot get the virus in the
future.

COUNSELING

Many public heaith organizations have recornmended that before taking an ATDS-related test, &
person should seek counseling to become informed concerning the inoplications of such a test.
You may wish 10 consider counseling at your own expense, prior to being tested. Public health
amlwnucs urge that everyone become educated about how to protsct themselves from HIV
infoction, If you have any questlons or concems, you may wish to consult your own physician or
heatth care provider. A list of counseling resources is provided for your information.



infection. If you have any questions of concems, you may wigh to consul_t your ¢wn physician or
health care provider. A list of counscling resources is provided for your information.

NOTIFICATION OF TEST RESULTS

If your test results arc negative, 1o routine notification will be scnt to you. If your test results are
other than ncgative, you are cntitled to that information. Because a trainesd parson shouid deliver
that information so that you can understand clesrly what the result means, you are asked to Hst

your persaial physician £0 thal the Insurer may know whom to contact with thosc reaults.
Name of

Physician: . - _ Address

CONFIDENTIALITY OF TEST RESULTS -

All test results are treated comfidentinlly. The laboratory will report them only to the Insurer.
The teat results may be disclosed to employees of the Insurer who have the reeponsibility to
make voderwriting decisions on behalf of the jnsurer, or 1 outside legal counsel who need such
information to effeitively represent the Insurer in regard to your ication. The tesalts soay be
disclosed to reinsurers, involved in the underwriting process. The test resuits may be rclessed fo

an ibsurance medioa) inforroation exchange using only general codes that include results of tests
for other discases or conditions not related to AIDS, or for the preparation of statistical reports

that do pot disclose the identily of any paticniar person. No other disclosure will be made of the
Tesults except as roquired by law. "

CONSENT
I have read and I understand this Notice of Aids Virus (HIV) Antibody Testing'and Cunsent for
Testing. 1 voluntarily consent 10 the withdrawal of blood Brom me, the icsting of my blood for
- HIV antibodies, and disclosure of the tost resalts as desceibed above,

1 wnderstand that I have the right to request and receive a copy of this suthorization. A
photocopy of thiy forn will he as valid es the criginal. - :

Name of Proposed Insured (Fiean Priot) Date

- Sigasiure of Fropesed Imsured ' ‘ I Address




