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PART Ul; Paramedisal/Medical Exam Gase/Policy No.:

(d Metropolitan Life Insurance Company [ Metropolitan Tower Lif2 insurance Company
[ MetLife Investors Insurance Company of California [0 Metropafitan Insurance: and Annuity Company
(1 New England Life Insurance Company 03 MetLife Investors USA Insurance Company
O Texas Life Insurance Gompany [J General American Life Insurance Company

The Company Indicated ahove is referred to as “the Company™.
For Texas Life: It madical examination & not required: Questions are to be completed by Agen.

The spaces below are for answers of persan to ba examined only. Nothing but the angwers of such parson should be recorded.

1. | Name of Proposed Insured: (Last, First, Middle) ? Date of Birth: (Mo./Day/Year)
2. Tobacco Use —~ Indicate date last smoked/used: ’
e T T3 Never 1 Never e /(O Never et o1 [ Never
. Clgarette Smokeless Tobacco Clgar/Pipe Patch/Gum
AmountFrequency: Tobacco Never Used:
) OYes (ONo

3. Who is the doctor, practitioner, or health care facility who can give us the most complete and up to date Information concerning
your present health? If "None”, check (7.

Name, full address, and phone number:

When was this doctor last consulted? Why?

What treatment was given or medication prescribed? If "None®, check [J.

Reasons, findings, earlier consultations past 5 years?
, .

4. g) Height b) Weight ¢) Change In weight in past 12 months {give reason)
it in. Ibs. Pounds lost Pounds gained Reason

5. | Have you EVER received treatment, atiention, or advice from any physician, practitioner | Details: List question number. Give:

or health facility for, or been tald by any physician, practitioner or heaith facility that details; dat:s; duration; diagnoss;

you had: t;edatmem; And doctors’ names and
addresses, .

a) High blood pressure: chest pain, heart attack; or any other
. disease or disorder of the heart or circulatory system? ClYes [ONo
b} Asthma; bronchitis; emphysema; slaep apnea; shortness of

breath; or any other disease or disorder of the fungs or

respiratory system? CiYes ONo
c) Seizures; stroke: paralysis, Alzheimer's disease; multiple sclerosis;

Lou Gehrig's disease (ALS); memory loss; Parkinson's disease;

progressive neurological disorder; headaches; diziness; or any

other disease or disorder of the brain or nervous system? OYes ONe
d) Ulcers; colitis; hepatitis; cirrhosis; or any other disease or
disorder of. the liver, galibladder: stomach; or intestines? [JYes [No

¢) Any.disease or disorder of; ihe kidney, bladder; prostate;
reproductive argans; or breasts; sexually transmitted disease;

sugar; albumin; blood or pus in the urine? OYes ONo
f) Diabetes; thyrold disorder: or any other endacrine disorder? CYes ONo
g) Arthritis; gout; or disorder of the muscles, bones, or joits? Oyes [INo

h) _Cancer, wmor; polyp: or cyst? Any disease or disorder of the skin? (TYes [ No
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| Details ‘Continued):
i) Anemia; leukemia; or any other disorder of the blood or lymph
) glands? Cves QNo
i} Depression; stress; anxlety; or any other psychotogical or
D emotiopal disorder or symptoms? CJYes CONo
k) Any disease or disorder of the eyes, ears, nose, or throat? OvYes CNo

6. | Are you now, or within the last six months, under observation or
taking medication or treatment? (Including over the counter .
medications, vitamins, herbal supplements, etc.) O Yes+ ] No

7. | Do you have any doctor's visits, medical care, or surgery scheduled? [J¥es "[No
8. | Other than the above, durinig the past five years have you had any:
a) Checkup; electrocardiogram; chest x-ray; or medical tast? Cyes ONao

b) IMness; injury; or health condition not reveated above; or have
been recommended to have any. treatment; hospitalization;
surgery, medical test; or medication? DOYes ONo

9. | Have you:

a) ever been diagnosed or treated by 2 member of the medical
profassian as having Acguired Immuna Deficiency Syndrome
(AIDS) or AIDS related Complex (ARC)? OYes ONo

b) ever tested positive during a medical examination for He
insurance for the AIDS (HIV) virus or for antibodies to
the AIDS (HIV) virus? DOYes INo

18.|a) Have you ever used heyoin, cocaine, barbiturates, or other
drugs, except as prescribed by a physieian or other licensed
practitioner? O Yes {INo

b) Have you ever received treatment from 2 physician or counselor
regarding the use of alcohol, or the use of drugs except for
medicinal purposes; or received treatment or advice from an
organization that assists those who have an alcohol or drug

problem? COYes [INo
11, Doyouexercise? [JYes [JNo Type How often?
. 12. Areyou now pregnant? [JYes [JNo If “Yes", estimated date of delivery?
13. Has a parent or sibling of any person to be insured ever had: heart dissase: coronary artery disease; high
blood pressure; cancer; didbetes: or mental lliness? (I Yes, indicas below,) ~Yes INo
o rl:cggg:ﬁ:z ::d: Age(s) f Living | Age(s) at Death State of Health (Specific Conditions) or Causs of Death

Attach additional sh1et(s) ¥ nacessary.

J

14. a) Do you currently use any machanical equipment such as a walker, whéelchair, long leg braces or crutches? [ Yes CNo

b) Do you need any assistance or Supervision with the following activities: bathing, dressing, walliing,
moving Infout of a chair or bed, toileting, cantinence or taking medication? OYes COINo

4

| have read the answers 10 questions 2-14 before signing. They have been correctly written, as given by me, and are true and complete
to the best of my knowledge and belief, Thers are no exceptions to any such answers other than as wn!{':en. oomplet

Witness to Signature T |- City and State Mo./Day/Year Signature of Proposed |nsured
{Parent or Guardian if under 18)

—
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ical/Medical Examiner
e Complete Sections | and Il for Paramedical Exam
s Complete Sections I, Il and Il for Physician's Exa

Section |
1. {a) Dats of bir{h

Il

(b) Sex: M FOJ) (o) If female, was proposed insured menstruating on date'of this exgmination? Yes [J No ()

2. Height (in $hoes) y Weight (clotied) Chest (full inspiration) Chest (forced expiration) | Abdomen {at umbiicus) |
ft in. ‘ Ibs. Males in. Males in, Malss in,

Did you measure? Yes ) No[D  Did you waigh? Yes & Ned
3. Blood Pressure (Record ALL readings — at least two):

if systalic over 140 or disstolic over 80, repeat later in exam
Sy l /

.

Sitting
Systolio/Diastolic ~ Bth phase
!

4. Palse At Rest: Rate (per min.) ~— Irreguiarities (per min.) :
§. Is appearance unhealthy or clder than stated age? Yes(J No 0 Urine camples m st be sant to lab for analysis
6. Urnalysis: Proteln: Positive D Negstive O Sugar: Positive £3 Negative () Place Kit Sticker Here

I blgod also being sent to 1ab? Yes (J Ng(J  ECG done?: Yes O NoD e .
Section I Details for answers to questions 7-11.
1. Heart: Is there any: ’ )

a) Enlargamen?  Yes (3 No[J ¢} Dyspnea? Yes(3 No[g

b) Murmur(s)?  YesD3 Ne[d d) Edema? YesJ NolJ

(! Yes, complate belaw) }

Murmur 1
Location (Apical, Aortic, Pulmonic, Pgrasternal)
Timing (Systofic, Pfesystalic, Diastolic)
Quality (Coarse, Blowing, Rumbling, Musical)
Loudness (Grade 1-6)
Constant (Yes or No)
Transmitted (Yes or No)
After Exareiss (Increased, Absent, Unchanged, Decraased)

Indicate:
Apex by: X
Murmur area by: s
Poirt of greatest Intenstty by: 0
Tranamigsion by: —~

B. Is thera on examination any ahaormality of the following? OvYes CInNo

8) Eyes, ears, nose, mouth pharynx? (If vision or hearing markedly :

impalred, indicate degrae and correction.) OYes DNo
b) Skin (intlude scars); lyman nodes; varicose veins or poripheral arteries? [CIYes [Np
&) Nervous system (inelyde reflexes, gatt, and paralysis)? OYes DONp
d) Respiratory systom? ClYes 3JNe
¢) Abdomen (deseriba scars, Jiver enlargement)? (IYes ONo
f) Genltourinary system? ClYes
9) Endacrine system (include thyroid)? ‘ O Yes
h) Mosculoskeletal system {include spine, joints, amputations,

and deformities)? ' .

9. Are there any hernfas? - O Yes
10. Are you aware of additional medical history? Q Yes
11. Are you the personat physician of the applicant? Qvyes
12. Please provide your overall glinieal impression of propesed insureg:

Section IN_Name of DBrson examined Dste/Time of exam. -
Place of exam: [ Examiner's office —

O Proposed Insured's Residence {0 Proposed Insured's Businegs

2= 2z

cooa gog
OO0

e OO0




T Mewopelitan Life Insurance Company 3 Security First Life lasurance Com
One Madison Avenue 1300 Delaware Trust Bidg, P.O. Box 25130
New York, BY 10010-3680

Wilmingron, DE 19888
The Company checked off above is referred to as " the Insurer,”

CALIFORNIA NOTICE AND CONSENT FORM FOR BLOOD OR OTHER BODILY

FLUID TESTING WHICH MAY INCLUDE AIDS VIRUS (HIV} ANTIBODY/ANTIGEN TESTING
To detecmine your insurability. the insurer named above ("the Insurer”) has requested that rovide a sarple of your
mm:m%ﬂw for testing and analysis. Al tests will be performed by a licensed Libaratory. peofyo

Tests may ba performed to determine the presence of antibodies ar antigens to the Human lmmunodeficlency Virus (IV),
aisoluwwuasdmAlBSvim&TkeﬁWanﬂhodyt&k%&ﬁudm&m@amﬂh&ymﬁeﬂ ure.
The HIV antigen test directly identifies AIDS viral particles. tests ace extremely reliable. Other tests which may be

ermed include determinations of blood chelesterol and related Uipids (fars) and screening for liver kidney disorders,
iabetes, and immune disorders,

All test results will be treated confidentlally. They will be reported by the laboratory to the lnsurer, When necessary for
business reasons (n connection with insurance you have or have applied for with the fasurer, the Insurer may disclose
test results to others involved in the undcrwmmd clalms review process, I the HIV test is positive the msuitswi!ibe
reported to the Medical Information Bureay Inc.). in 8 generic code which signifies only non-specific bloed or other
bod\:yﬂuid test abnormalities. If your HIV test is normal, no report will be ; about it to the MIB, Inc. Other test
results may be reported to the ‘hcmmsmdﬂcmr.mawm&mmwmmm“y
maintain the test results in a file or data bank. There will be no other disclosure of test 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 seat to you. If the HIV test results are other than

normal, the Insurer or your designated physician will contact you. The Insurer may also contact you If there are other
abnormal test results which, In the Insurer’s oglnion.msi@u&t.mlnm may ask you for the name of a physician
to whom you may authorize disclosure and with whom you may wish to discuss the results.

Positive HIV antibody/antigen test results do not meas that you have AIDS, but you are st significantly tncreased risk of
developing AIDS or Amsﬁma conditions. Federal medical autharities haviméonduded that el who are’ BTV

antibody/antigen positive should be considered infected with the AIDS virus and capable of infecting others.

Positive BIV antibody or antigen test results or other significant blood abnormalities will adversely alfect your

application for insurance. This means that your a lication may be declined. that an increased premium may be charged,
w’fgatomrmticyckmgumyhcnemy. e e

1 have read and 1 understand this KIV Notice and Consent form, {have also received 2 list of AIDS counseling centers from

the Insurer. | voluntarily consent ta the withdrawal of blood or other bodily fluids frem me, the testing of that blood of
-other bodily fluids, and the disclosure of the test results as described abave.

In the event of an HIV test result that is ather than normal, | authorize the Insurer to send the test results to the following
health care professional for post-test counseling.

Prysician’s Name

Physician's Address

City State 2P Code

1 UNDERSTARD THAT | BAVE THE RIGRT TO REQUEST AND RECEIVE A COPY OF THIS AUTHORIZATION. A PHOTOCOPY
OF THIS FORM WILL BE AS VALID AS THE ORIGINAL,

Propased Insured (Print) Date of irth
Sigriaturs of Froposed Insured of Parent/Cuardian Date State of Residence
Agency Diseict Name/Sumber ] '
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