mers US. FINANCIAL LIFE INSURANCE COMPANY
MEDICAL EXAMINATION PO. Box 2347, Cincinnati,Ohio 48201.2347
1, Fult Name of Proposed insurad . ' o 2. Date of Birth

3. Number & Street 4. Amount of insurance for which you are applying.

5. City State Zip Code 6. What is the Insurance Agent's Name?
7. Family record Living Deceased 8. Name of Personai Physician
Age Heflth . Al Age Cause
Father ' Number & Street
Mother : C
Brothers ! . ty State Zp Coce
Sisters 9. Whal is tha date you were ast examined, advised or treatad?
No. Living .. .
No. Dead Date: For what reason?

Give cornplete information regarding anarmﬁtwe answers 1o Questions 10 thru 21 under “Dalsils™ balow, Specity conditions, sevarity, date, duration,
frequency of atlacks, anereﬂects and the name and sddrass of each Doctor and of gach hospital.

10. Have you ever been rejected for military servics, for employment, or 1or Yes No Detalls
insurance because of medicat reasons? ! 2 o

11, Have you ever been in a hospitel, ciinie, sanitarium or institution for obsarvatlon
giagnosis, opsration, or treatment?

12. Duting the past 5 years, have you;
A. Boen treated for alcoholism or drug usage?
B. Used any drugs, narcofics or hallucmogens (inclutting LSD, cocaine,
marijuana, heroin) execpt as prescrived by a doctor?

13, In the past 10.years, have you been treated for or been diagnosed as having any immu-
nological disorder, AIDS (Acquired immune Oeticiency Syndrome) 0f ARC (Aids Relaied Complex)?

14. During the past 5 years have you had an x-ray, electrocardiogram, biood
study, ot other diagnostic tests?

15. Have you ever had or been told you had any of the following:

A, heart murmur, chest pain, heart atiack, anemia, varicose vains, high dlood
pressure, o any disease or abnormaiity of the heart, blood or circulatory system?

8. dizziness, fainling spells, epilepsy, convuisions, nervous or mental conditions,
paralysis, or any disease or abnormality of the brain or nervous system? -

C. asthma, emphysema, pleurisy, luberculosis, spitting blood, or any disease
or abnormality of the lurigs or respiratory system? :

D. uicer, hernig, or any disease or abnormality of the stomach, intestines,
liver, gallbladder,-bawels, rectum, pancreas, or splean?

E. atbumin, sugar, or blood In the urine, kidney stones, or any disease or abnor-
mality of the kidneys, urinary system, or of the male or female or mg

F. anthritis, rheumatism, theumatic fever, or any disease or abnormality of the
back, spine, bones, joints or muscles? ,

G. diabetes, gout, g,onter. or any disease or abnormality of the glands?

H. cancer or tumor?

. any disease or abnormafily of the eyes, ears, nose or throat?

16. Do you now hava any abnormality, delormity, disease. or disorder?
17. Are you receiving treatment of taking medication of any kind?

18, In the past 5 years, have you consulted, or been trealed, or been examined
by any physician or practitioner,
A not named above?
B. Jor any cause not recorded above?

19. Have you lost 10 or more pounds during past 12 moaths? _j@g__mwnﬂ

20. Have you used any tobacco producis within the past 12 months? If "yes®,
please indicate type of product used (cigareties, pipe, cigar, snufl, etc.),

O

oo oo
oo joo |o

Opjoocoo O 0 .00 o,

oD ooonooo o 0 0O Qo

NN |

0
O

Type S—
'21. Additional questions i appli applicable
A. Have you ever had or been told you had any cancer or tumor, or disease of the
breast or.femele organs, menstrual ittegularity, or complications of pregnancy? (]
8, Are you now pregnant? (if “ves”, how iong?) 0

0

Q

| represent that ail stalements and answers made in this Part il o ofws application ar full, c?mplete and true 1o me bcst of my knowledge and beliaf, It s
reed that the above questions and answers shall form Part i pending app catlo or Insurancs, and also

Iar?r p:‘r:s:.xtrzmcv.- in this 009npany unless | then undergo another medu mmma% ts terms is made 3 pa such apﬁuhon and subse uam

applications

Dated this Day of 19 o~

MD i
UND.16 1767 Witness , Signature of Proposed Insured
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'USS. FINANCIAL LIFE INSURANCE COMPANY

€. the skin, breasts, ears, eyas or thrgal?
7.1s there any enlargament of the thyroid?  *
13 it symmetrical, asymmetrical, nodular, difiuse?

PART il Y PO,Bax 2347, Cincinnati,Ohio 452012347
1, Measurements | 2. Pulse Sealed.  |3. Is Pulse rate imeguiar of intermittent? - o5 ¥
A, Height in shoes r s} OYes § Ny descibe and gve frequency per minute.
8. Weight withou! coatl__ s O No . ,
C. Chestlocced inspiration________ ins [ R - - .
0. Chestorcad expiration_ . _ins| "4 m w With history ol hypertension L 2 |
E | reading exceeds 140 svsioic ~
Abdomen at umbilicus ns. o §0 Gastolc, take two addtora! ad DSIY;:TZ
. ngs atintenals. o . 5th phase
5. Does examinalion reveal any abnormalily ot ) Yes.’ No §8. Heat:
A the heart and blood vessels? ~ G- O A lsther evidence of:
l§ there 2 murmu? g°'a enlargamant 0 Yes
B. the lungs and raspiratory system? Q of . e ‘ 8“3
€. the abdominal organs? g o edema. ves
any areas of lenderness or masses? O 0] Blsthesammu?
any enlargement of the liver or spleen? : OYes :ONo
D. the brain o nervous system? - o Co
are the knee jerks absent? ! Q.0 - - ”!gxnm
are the pupillary reactions abnormel? o g stm a £7 biowi

i
'g
g

. G. Does mrusc glect murmur?

& Are the lymph nodes anlarged? Describs . O o] OW On
9. Is there a hernia? ; O | O Is mamur ransmited?
Was it ever sirangulated? - 0.g Oves * ONo
10. Is there evidenge of varicosa veins or uicers? . ] ‘ e i
60 they extend above the knae? * - ] 8 E m&?&z‘ inl.enslty . X grem;;n:rmur by O
11. Is the Propused Insured lame, delormed, or maimed? Descrive. (3. [ i transmission by ~P
12. Doas the Proposed Insured appear older thar stated age? . } .,
(il “yes®, give apparent age T oo F.Whatis your impression of the murmur?
13. Does the Proposed Insured appear to have any health N
problems? P o -
14. Has the Proposed insured ever been 608 of ypur patients? 0 .l
15. Are you awase of anything about the healt, habits, A I
enviconment, or mode al living of the Proposad tnsured
which might have an unfavorabie aftect dn his of her ' -
insurability? R B
16. Are you related in any way to the Proposad lngured orfo . N B
the agent? Y . g— o 1, X
17. Use this section to provide details of “yes* angwers: S e Ty
T N , e
N .
Mail Examination Directly To the Homae Office, Do f{ot Relsase To The quicani Or 6 The ~,
' A ' O A
{ Have Examined ‘- 2 This'__ Dayol .. 19 At O'Clock [ PA
Name Of Persan Examined oo L
3 My Office . ¢ ' v

Examinaion Was Mage AL () e — M




Oo Not Oetach S . AUTHORIZATION

! heraby authorize: any licensed ian; any medical practitionars any hospital; and clinic; and medical or medically retated faciity: any insurance
.uuﬂwm:‘yﬂymmﬁéw of parsen: 1o give 1o e US. Fnancial Ulle Wasurance Company sy
which they may have ;anceming me o my health. . .
Ammdmuuamdumm.
Dated this. Day ol_. 19, .
Signahwe of Proposed Insured
; 14 ) . . ; ¢ - A
Do Nat Detach MEDICAL a.l'"NAEON FEE YOUCHER . Please Print, Typ‘. or Stamp
Person examined — : MO
. IR " Examiner's Name '
Date of examination HE : )
' v Mailing Address
. State ¢ Oip Code
Inseri your fee:  § t e

- 3 " Tax 1.D./Social Security Number _,




. ‘ NOTICE AND CONSENT FOR BLOOD TESTING
: NHICH INCLUDES AIDS VIRUS (HIV) ANTIBODY TESTING

~

ol antibodies to the Human Imraunode ficiency Virus (HIV}, also known as the AIDS virus, The HIV antibody test is actually
a series of tests done by a medically accepled procedurs. The serles consists of two ELISA tesls lollowed by a Western
Blot lest. The testis extremely ‘eliable. Other tests which may be performed include determinations of blood cholesterol
andrelated lipids (fats) ang screening for liver or Kidney disorders, diabetesiand immune disorders. )

Alllest resulls wili be !reated.ccmﬁdeptially. They will be réported by the laboralory to the Insuter. When necessary {or
businass reasons In connection with insurance you have or have applied for with the Insurer, the Insurer may disclose
lestresuits tq others suchas Ity sfliliates, reinsurers, smployees, or contractors. If the Insurer Is a member ot the Madi.
cal Information Bureau (MiB, Inc.), and if the test result for HYV antibodies is other than normal, the Insurer will report to
the MIB, Inc. a generic code which signifies ong 3 non-spegific blood test abnormality. If your HIV antibody test Is norma,
noreport will be made about it to the MIB, Inc. Other test results may be reported to the MIB, Inc. in a more specific man-
ner, The organizations described in this paragraph may maintalin the test rasults 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 bylaworas
© {authorized by you. . )

I your HIV antibody testresultis normal, no routine notification will be sent to you. It the HIV antibody test resultis other
than normal, the Insurer wili corlactyou. The Insurer may also contact you if there are other abnormal test resuits which,
inthe Insurer's opliion, are significant. The Insurer may ask you for tha name ol a physician or other health care provider
to whom you may authorize disclosure and with whom you may wish to diseuss the resuits. ' ’

A posltive HIV antibody lest result does not mean that you have AIDS, but that you are at significantly increased risk of
. {developing AIDS or AIDS-related conditions. Federal authorities say that persons who are HIV antibody positive should
be considered Infected with the AIDS virus and capable of infacting others, A negative HIV antibody testresult maans
that no antibodies to the HIV virus were lound. Because of varylng incubation periods, absence of HIV antibodies does
notnecessarily mean thal you have not been Infected with the virus. '

JApositive HIVantibady test result or other signiticant blood abnormalities will adversely alfect your application for Insur-
ance. This means that your application may be declined, that an increased premium may be charged, or that other policy
changes may be necessary. '

. .
Additional information concerning the meaning of the test and the Interpretation of the results of the test may be obtained
frorn a private physician, the County Department of Haalth, the State Department of Health Sérvices, local Meglical Socl-
eties, or Alternative Test Sites. ‘ . L

. . ,

Ihave read and | understand thie Notice and Consent for Blood Testing Which Includes AIOS Virus (HIV) Antibody Test.
-Hing. Lvoluntarily consent 1o the withdrawat efblood from me, the testing of that blood, and the disclosure of the testre-
Sults as described above.

j‘[uﬁderstand that | have the right to requas! afwd receive a copy of this autharization. A photocopy of this form will be as
. |walid as the ariginal, This authorization is valid for six months, '

NAME OF PROPOSED INSURED (PLEASE PRINT] BIRTHDATE
- [feRRATUREOFR ROPOSEQINSURED DATE SIGNED STATE OF RESIOENCE
' . CALIFORNIA __
P

4 -ﬁazzsso {Calilornla = Narihern)
i

Copy 1 “Insurer Copy 2 - Proposed Insured

18 3Idvd






