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THE CANADA LIFE ASSURANCE COMPANY

O The Canada Life Assurance Company D Canada Life insurance Company of America

6201 Powers Ferry Rd., NW Atlanta GA 30339
(770) 963-1969

| PART Il B

MEDICAL EXAMINATION %,
Questions to ba answered by the Proposed Insurad and recorded by examine”.

1) Proposed Lifa Insured First Middie Last Sex Date of Birth

2) Usual Personal Medical Advisor;
Address:
Date, reason last consulted: Treatment or medicatlon:

3) Famlly Wistory-indicate any family history of dlabates, heart disease, cancer or any other hereditary disease:

- - Age if Age at
Family History or Cause of Degth Lieizg Ds:ath
Father
Mother
Siblings
. YES NO YES NO
4) Have you ever had or been treeted for: 5) Have you:
8) Disease or disorder of the eyes, ears, nosaorthrest? QO QO a} Ever been tested or treated by o medical
b) Asthma, persistent hoarsenass, blood spitting Profassional for significant vrelght loss, fever, night
Bronchitis, emphysema, tuberculosis or other . Sweats, persistent diarrhea, or swollen lymph nodag? g Q
Respiratory disordor?.......oovinnice v e vivec @0 0 b} Intha last 10 years, been dlagnosed or treated
¢} Chest pain or discomfort, abnormai blood pressure, by a medical professional for Acquired Immunie
Breathleseness, heart murmur or ary problems with Deficiency Syndrome (AIDS)? . ..................  Q
Your heart, veins or blood eireulation?......... .. ... QO O 6) . Other than the above, hava /ou Within the past flve
d) Ulcers, jaundice. hepatitis, gall bladder or liver a) Had any mental or physical 1fisease or disordar? , ., , g Q
Disease. intastingl bleeding, chronie diarrhea, other b} Consulted a physician or other practitioner? . .. .. . .. o a
Digorder of the bowel? .. .. .., e e Q Q c) Been a patient in a hosphtal, ¢linic or other madical o Q
@) Venereal disease, albumin, sugar, bisod or pus in d) Had an electrocardiogram, X=ray. blood (other
" The urine, or other kidney of urinary problems?,.... Q O Than an HIV test). or other ¢iagnostic tast? ..., ..., a Q
) Amputation, deformity, arthritis, or any problems e) Been gdvised to have an investigation, hospitalization
With your back or neck, muscles, bones, joints or Or surgery which has not been complete?.. ... . ... g a
Sping? .. ... i, e we Qoun Has your weight changed muore than 10 pounds in the
g) Dizziness, fainting, recurrent headaches, Yeer? H yes, amount________perweek, type__ o Q
Convulsions, paralysis, stroka, or other disorder of 8) Do you now or have you ever used alcohol? .. ... ... O Q
Thernervoussystem? . ........................ a a 8) |Ifyes. amount______perwask type ______ Q 0
h}  Nervous anxety, depréssion or any other mental b) Have you had any problem, received treatment or
Disorder?. ..............L, e e Q Q Advice or Belonged to an organization bacause of
i) Disease of skin, cancer, tumor, anamia, hemophilia Alcoholuse?.................. e Q Q
Or any ather disorder of the blood or lymph glands? . a Q g During the past fiva years, have you used heroin or
)} Diabetes or a disorder of thyroid ¢r other endocrine Narcotics, hallucinogenic or other habit ferming drugs,
Glands? ..............., e e g o Including cocaine and marijuane? , . .............. 0O 0O
D .

SPACE FOR DETAILS OF "YES" ANSWERS. Underiine history, Symptoms or Disease. Identify question by number Give Dates, Severity, Duration and
Outeome. State Names and Addresses of ali Attending Physicians, Hoapitals, Clinics, Sanatorla and other Medics! Fzcllitles,

2-Us  6/02

Page 1of4




_——— PAGE B6

SPACE FOR DETAILS OF “YES” ANSWERS (continuad)

AUTHORIZATION TO OBTAIN INFORMATION

The answers recorded above are given by me and are, o the best of my knowledge and befief, complete and true.

1. To determine my eligibility for insurance, | authorize the release of information conceming:
a. the diagnosis, treatment or prognosis of any past or present:
1) physical or mental condition; and
2) drug or alcohol condition; and
b. any non-medical data which relates to insurability,
2. The parties authorized to release such information are:
a, any physician ar medical practitioner,
b, any hospital, clinic or other medically related facility;
c. any insurance or reinsurance company,
| d. the Medical Information Bureau or any consumer feporting agency; and
| e. any employer of those proposed for insurance.
3. The information may be released to:
a. Canada Life Assurance Company (Canada Life);
b. the reinsurers of Canada Life; and -
c. the legal representative or any agent of Canada Life.
4. Any data obtained will not be released by Canada Life to any person or organization except:
a. tareinsuring companies; ‘
b. to the Medical information Bureau,
¢. to persons performing business or legal services in connection with my application;
d. to any physician named in my medica! declarations (as required for my medical care),
e, as required by law; or
f. as | further authorize.
I agree that a photocopy of this authorization will be as valid as the original.
| know that | may request a copy of this authorization.
| agree that this authorization shall be valid for 26 months from the date shown below. -
| know that | may revoke this authorization at any time except o the extent that action is taken in relying on it.

DATED AT ; THIS DAY OF

WITNESS Signature of Proposed Life Insured
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PART Wl - Continued
Activities of dally Hiving Memory/ Thinking
(plesse check yes or no) Yes No 18, Please thock "C” (Correct) or “I” (Incorrect) as the applloant
15. Does the applicant angwers these questions: c
Live independently in the community? u What Is tho.
In an assisted fiving environmant? 2 D year? o 0
Participate in activities outside the home atone? dmte? & B =
Working In an occupation? Q Q month? . : o Q
/MeRding chureh? D W soason? oo
Wlunteering? o u day of tha waek? o o
Traveling? o Q
Other? Q Q 17. Pointto three objects (6.g. pen, watch, chalr), sak the applicant to tall you
Take care of his/her own affairs? I nol, who assists? what they sre, Indicate that you will ask them to racall those later,
Banking? Qa a )
Housekeeping? a Q Give 1 point for each Indentified object { ‘ocall comes later).
Telephoning? O 9 Circle acore: 1 2 3 '
Shopping? o o
Cooking? O Q18 Askthe applicantte spell “world” backwards OR to do serlal sevens - beginning
Assisted by with 100 subtract seven at least 5 tim.pe: (93, 86, 79, 72, €5).
Relationship:
Take care of his/her own self? If not, who aasists? Give 1 point for each correct latter / number
Dressing? o Q Circlescore: 1 2 3 4 3
Eating? Q Q
Tranaferring? Q@ O 13 Ask the spplicant to recali the three o Jects identified in questions #17,
Bathing? Q 5
Toileting? Q O Give 1 point for each object,
Assisted by: Ciclescore: 1 2 3
Raiationship:
Comments!

SPACE FOR DETAILS OF “YES" ANSWERS AND CONCLUSiONS FOR PART Il

o | ~ —Jwe [ Jam [ Jem [ |

’ o
Eraminedat Exarniner’s nitiala and Sqnature of Beameer
My O | | sumemeio Capimis LTI I T T TIO0T
Applicant's Residence [ Jor|  Examiners Address and | |
Place of Business | || Teepnoneno. [ , N 1
Plaase review report carsfully befors Applicant leaves to cormrect i ' ility. 43 i
By Sherate ettt ancaratully Mediul‘g; e o= T;;;:‘:rzr:.oromuwms. Do not discuss Applicant's probable insurability. Send any confidential or additional infarmation
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PART Ill - Questions 1 to 6 to be answerad by all Examiners

1. Examination authorized by | ] |+ seight(in shoes)| Didyoumeasura? Q@ Yes O No
ight ( )]
2. GeneralAppearance of Apphicant [ ]| Weight(nordimaryciothes) { ] Pldyouwelgh? O Yes @ No
Chest Circunference: Full inapiration [ IFuII axpiration
3. Acquaintance withApplicant L Patient L Business O Social O Stranger Abd at Lmbilicus [_._......._.. Jine
Inital 2nd 3rd ¢
8. Pulse and Blood Pressure y . ___|ls. URINALYSIS . Specific Gravity Abumin  Sugac
Take seated, relaxed, diastolic bood pupe [ Beading Reading Y 1| 1
pressure at 5th point of .disappearance of per :
;gs:n?gbﬁgl,;:;?c I::;:;::‘:round!r  Minute important: In addition to your urinaiysis, please send
Systolic of 80 Diastolic, take two Blooo specimen to Head Office an confim that
additional readings afler a further Pressure specimen has been sent;
period of rest. o
CGuestions 7, 8, 9, 10 AND 11 are to be answered only by a Physician.
For applicants 76 years and older questions 12 thraugh 19 ehould be completed by Indicata on Diagram:

the examining nurse or physician.

Give full getails of "Yes" anzwers in the apace provided beiow Yes No Pasition of Apax Beat X
7. (@) Do you find any svidence of past or preaent disease or impairment o QO .
of the heart and cardiovaacular syatem? It murmur is present: T
o : Area of Audibitlty -
If 'Yes", indicate on the diagram the poeition of the apex beat and )
Sy murmurg,. Point of Greatest ! o)
Please descride any murmurs fully. intensity 1
(b) Are any paripheral pulsss absent? ... ... ... ... .. ... ... o a Direction of ——eem—
(c) s there any cardiac eniargement?. . . ....................... o u Transmisgsion
(@) Are there any amrhythmias? If so pleage deseribe . ... ........... u a
(e Ig there any cyanoals, dyspnosa, oromsema?, ................. [N ] -
(1) Is there any evidence of varicose veing of phiebitis?. .. .......... Q u Are any mumnurs present? QO Yes O No
(g) Cardiac diagrosia (ifany), . ..................ccoocelen O O ¥ryes" describe:
(3) Audibfiity EractD RecumbentOl Lt Laleral O
{b} Location: Aortic PulmonaryQ  Tricuspid 0
) Mitral 3 OtherQ
Effect of suitable . Pulze Extrasystolos (€) iming: \yatalic 3 DlastolicQ  PrestolicQ
axercise gufficiant to Resting {d) Intensity: FaintQ ModerateQ Loud
o Immediately (e) Effect of Exercise: increasedQ Dacroased O
indraase pulze rate at after ' Disappearance() Unchanged O
least 100 (e.g. 20 2 minutes {f) Quaiity: Soft Blowing A Harsh D
vigorous toe touches) i {g) Transmitted: Yen O NoQ ‘
5 minutes (if “Yes®, describe and indicate on diagram)
after . (M) Type of murmur: Functionait) Organic
a " (Ir Organic, give Diagnosis)
8. Do you find any evidance of past or present disease or impairment of: Yes No Yes No
(@) The Eyesand Vision? ., .. ....... ................. g o (TheSpineand Extremities?. . ... .. ... ... .oi0e.. Q a
) The Earsand Hearng? . ... ,...................... 0 2 OTheSkin? . ................. e e Q Q
(¢) Tha Chest and Resplratory System? ... .................. a o 9. Anydaformities or operative scars? ... ........., PR o
(d) The Gastrointestinal System, including rectatexam? .. .. ...... o g 10. Haveyou any reason to think that the Applicant has been intemperste
(e) The Kidneys and Genitourinary System? . ,................ o Q in the use of alcoho! or addicted to hablt forming drugs? ... ... ... Q Q
(f) The Brain and NEfvOUS SYBIEM? .. ... ... @ o 1. Doyoucensider the applicant to be in qood heakh physically and
{g) The Endocrine or Lymph System? ... .. ............... Q 0 mentally? ............... e e e o [w]
This section I to bo completed by the oxamining nurse or physiclan for al! applicams aged 76 years or older.
Mabiity ' Yes No
12. Does the proposed use a cane or walker, or have any difficulty . Yes No
ambulating or transfering?- ... ... ... ... g g T4 Asktheappicant o getup outof the chulr, walk at least 10 feel, turn
Plense describe: ) around and it down in the same chair, (Dbserve and recerd the
performance. Discretely time the tagk from start to finish and record
In secongs.
13. Has the applicant suffered any falls within the pastyear? .., ... ... o o Did the applicant use an aid to parform the get up and-
It yas - how many faila? . gotest? ... ... ... [»] [a]

How fong dit It Laka to get up from the falls? (drscribe the Iongnst iay Indicate aid used:

in minutes)

i the client was unable 16 do this 108t pisise indicate why.

—
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