Medical Exam Form  aasio

Admerico

Proposed Insured Name (Last, First, Middia inifiaf) (plzase print)

Birthdate {mo/dayyear)

" PROPOSED INSURED'S'STATEMENT TO THE MEDICAL.EXAMINER

Proposed Insured’s personat physician: (ifrons, s staie)

1. Physician's Name: 2. Physician's Address:

3. Date and reason last consulted?

4, Physician's Phone Number:

5. What treaiment was given or medication prascrihed?

Health Questions Asked by the Medical Examiner and Answered by the Proposed Insured. Check “Yes"” or “No” and circle applicable items.

6. inthe past 10 years, have you been treated for or had any known indication of; Yes No
a. Disorder of eyes, gars, nose, or throat?.... Cesbrs it e [ O
b. Dizziness, fainting, convulsions, headache speech defect paralysis crslrcke
mental 6f NBIVOUS QISOMEIT .......eiecerueriemesmsreneeseecnsssresssrrmsssstossessrsssss s ssssssssnsssons O o
c. Shoriness of breath, persistent hoarseness ar cough, blood spitting, brenchitis,
plaurisy, asthma, emphysema tubercuiosis, or chronic respiratory disorder?....... O O
d. Chest pain, palpilaticn, high blood pressure, rheumaltic fever, heart murmur, heart
attack, or other disorder of the heart or blood vessels? ... SR i B
e. Jaundice, intestinal hleeding, ulcer, hemia, appendicitis, cclrhs dwertrcuhﬂs
herncrrhmds recurrent |nd|gesucn or offer disorder af the stomach, inlestines, lrver,
or gellb!edder? - . 3 O
f. Sugar, Albumin, Blccd or pus inurine, venareal dlseese stcne crclherdmordercf
kidney, bladder prostate, breasts, orreprcduchve crgans‘? ............................................ 0 O
g. Diabetes; thyroid or other endocrine disorders?.... w O I
h. Neuritis, sciatica, rheumatism, arlhyitis, gcul or diSOI’dEI‘ of the muscles or hcnes
mcludmg the spine, back, or Jc:nis? SO OROVPR I B |
i Defarmity, lameness, cramputatron? i |
j-  Disorder of skin, lymph glands, cyst, tumcr crcancer? -~ O O
k. Allergies; anemia or other disorder of the blccd?........... O O
7. Are you now under obsarvation ar taking rEaIMENE? ...co...veeevesresesocensereesssesmsesssimemneee. [ [
8. Have you had any change in weight in the Past Year? ... 01 L1
9. Otherthan the abave, have yau within the past 5 years:
8. Had a checkup, cansultation, llness, injury, surgery?..... - -0 O
b. Been a patient in a haspital, clinic, senatorium, or cthermedtcal famlsty'? SO0
€. Had electrocardiogram, X-ray, other diagnostic tesi? ... R I |
d. Been advised to have any diagnostic lest, hcspﬂallzahcn or surgery whzch was nct
completed? ... - [ Od
e. Been dlagncsed or treated forAcqmred lmmune Def crency Syndmme (AIDS)
AIDS Related Complax {ARC)T....uuurmmmsmmms isssssesssssssssenssioreeeremseressersessssssssosssssresssossessron 0 O
10.  Are you planning to consult a doctor for any physmel or mental symplcms that ycu have
experienced within the past 60 days? ... e 1 [1]
11, Have you ever had military service deferrnent rejecthn ar d|scherge because cf a
physical or mental condifion?... e e 1 O
12, Have you ever requested or rccawed a penslon bener ls ar paymenl because cfan
injury, sickness, or disability?..... e [ [
13, Family history: Tuberculosis, cliabeles CAncEr, hrgh b]cud pressure heart ar kldney
disease, mental ilness, or Sticide?............ DTOIOORRN I S I
Age (age at death lf deceased) Cause cf Deelh
Father
Mather
Number of Brothers ar Sistars:
Living: Deceased:

Details of “Yes" answers. include dagnoses, dates,
duration and name and address of alf atiending physicians and
medical facilifies.

Agent's Name:

| represent to America Financial Life and Annuity Insurance Company that the above answers are true, complete, and carrectly recorded to the best of my
knowledge and belief. | agree that the above answers shall form a part of my application and that the Company can rely an these answers,

Dated at this day of

Signature of Propased Insured (Chik's Parent if Propased Insured is under aga 16) Signature of Medical Examiner
Americo Financial Life and Annuity Insurance Company  «  Home Office: Dallas, Texas  »  Administrative Office; PO BOX 410288, Kansas Cily, MO 64141-0288  »  www.amerlco.com
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AAAS10D

. MEDICAL EXAMINATION REPORT {Completed by the Medical Examiner) i
Height Weight ____|bs. Chestatfullinspiraion ____in. Abdomen, at Details of “Yes” answiers. {idently fien)
{In Shoes) (Clothed) ~ Chestatforced full expiration  __ in. umbilicus _____in,
Did you weigh?.... -[dYes [No Did you measure? ... «...[]Yes [ONo
Is appearance unhealmy 0r o than stated ager... - [0Yes ONo
Blood Pressure (Record ALL readings. Repeal B.P. if first aver 13585)
Systalic
Diastolic 4% Phase
| 5% Phase
Pulse At Rest After Exercise 3 Minutes Later
Rate
Imegularities per minute
Heart: |s there any: Location | *
Enlargement [3Yes [JNo Dyspnea [JYes [[INo  Constant O O
Murmur(s) [3Yes [ONo Edema [JYes [JMNo  Inconstant | O
(describe below - if more than one, describe separately)  Transmitied L] O
Indicate: Localized O (W]
Apex by X
Murmur area by [ Systalic O |
Paint of greatest Prasystalic [ |
Intensity by O Diastolic [ [
Transmission by
2> Soft {Gr, 1-2) O O
Yaur impression? Mod. (Gr.34) O O
Loud (Gr. 5-6) 0 |
After exercise;
Increased 1 [l
Absent O O
Unchanged [l Ll
Decreased O |
On examination, is there any abnormalily of the following?
Check “Yes"or ‘No', circle applicable item end give delails.
a. Eyes, ears, nose, mouth, pharynx? (lfuismn urheanng markedwmua:red indicate degree
andcurreci‘mn) oer w OYes ONo
b.  Skin {incl. scars) Iymph nodes varicose veins or penpheral artenes? ......................... [AY¥es [INo
t. Nervous system? (inchude relexes, Gail, PABMSIS) .. .ee.resveeremsrersesmessesossoreen [FYes [ONo
d.  Respiralony SYSIEIMT . esessessientess s sestossssssessanns OYes [JNo
B ADJOMENT fNCHITE SCAE) coorvrmrsinriinsinstss st sesssssestss i tesemsststesnons OYes ONo
f. Genitourinary system? include prosiats)..., OYes [CINo
g. Endocrine system? ke thyroid and breasts). .. OYes [1No
h.  Musculoskeletal system? (inciude spine, joinis, ampiatans, defunmriesj wvresesmsesnnsenne 1) T8 [ No
Are there any hemnias? ... OYes [No
Are there any hemorrhcnds'? OYes ONo
Are you aware of additional medical h|stnry? ........................................................................ [OYes [ No
{A Confidential report may be sent to the Medical Doctor)
Urinalysis Speciiic Gravity Albtimin Sugar
HOME OFFICE SPECIMEN REQUIRED  Mail to: Clinical Reference lL.aboratory (CRL), 11820 W. 85th St., Lenexa, KS 66214

MEDICAL EXAMINER:
Please print name | certify that | made this examination at: COAM. 3P
onthe day of , .
Address
Signature

THIS REPORT NOT TO BE GIVEN TO ANY COMPANY REPRESENTATIVE, MAIL THIS REPORT DIRECTLY TO ADMINISTRATIVE OFFICE.

Americo Financial Life and Annuity Insurance Company
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