Application / policy number

€ canadalife’

Paramedical / Medical exam

In this form, the terms you or your mean the person to be insured unless stated otherwise. The terms we and
us mean The Canada Life Assurance Company.

Name of the person to be insured

First name Middle name { Last name
| H

%Date of kirth {dd/mmm/yyyy)

1. Lifestyle questions

1.1 In the past 5 years, have you used tobacce or any nicotine products?

{1 Yes — provide details below [_] No:.°

Produst(oeck l that ni oot ate st sed ()
) Cigarettes / e-cigarattes -~ 7 .. #Used-[:]every:-ljbay Owesk OMonts vear|]
(] Cigarillos #used|  Jevery:[ ] Day (JWeek [)nonin (] Vear!l T
|:| Pipe : # Used [:} every:{_] Day [ Week [_]Month (] Vear [
(] Cigars _ #Usad :_j every: 1 Day [ week [_J Month [ ] Year]
{"] Niectine patch or gum # Used D very: ] 0y [ woek CJoonin (vVer||
s ol . 53| ves sy oy s oo v |
| |

1.2 Do you drink alcoholic beverages?
{(Examples of serving sizes: bottle of beer, glass of wine, or ounce of liquor)

i (] Yes - complete right column [_] No | How many drinks in total da you have weekly (wine, beer, liquor)? __}

i
| S

1.3 In the past 5 years, have you used marijuana or hashish?
! 1 ves - provide details below [_] No

| 'Daté last Used (mmm#

7_Jevery:D Day []

=7

E Fused| Wesk (] Month [ Year 1]
1.4 Have you ever been treated, counselled or gone to meetings for alcoho! or drug abuse? Clves (o
1.5 Has a healthcare or olher professional ever recommended thal you get treatment or : J*t[? ‘ DNW
' 8s a

counselling or limit the amount of alcohol or drugs you use? é LT T

1.8 In the past 10 years, have you ever used any drugs or narcolics that weren't prescribed I D l:] o
to you {for example, cocaine, L.SD, anabolic steroids or amphetaminas)? : 2_______?5,.,,, ,N,Q, i

If you answered yes to questions 1.4, 1.5 or 1.8, complete question 1.7.
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Application / policy rumber

1. Lifestyle questions (continued) -

1.7 Provide details for all yes answers in 1.4, 1.5 or 1.6.

2. Medical questions

2.1 Healthcare provider details
{Full name of regular healthcare provider or the clinic you visit

Type of healthcare pravider iAdd{ess (sirzet number and name)
[_] Physician [_] Other (specity): '
Tity Pravince Phone number

2.2 Tell us about your last v:sﬁ 0a heaithcare prowder

ate the tasts results and treatment

2.3 Answer the foiiowmg and for all yes answers, completa 2.7 Details of your health history

-Havg yuu ever been |nvastlgata s

a) The heart, such as: f (] Yes {_INo
* High blood pressure < Pacemaker = Angina « Heart murmur :
« Bypass or angioplasty = Chest pain = irregular heart beat / palpitations < Any other disease or:
= Abnormal ECG = Shortness of breath » Heart aitack disorder of the heart: !
b) The blood vesseis, such as: ] Yes DNU
. Aneu‘rysm _ * Blood clot * Transient ischemic attack {TIA) = Any other disease or
= Arigriosclerosis » Peripheral vascular disease » Circulatory prabtems disorder of the hlood:
b Stroke : vassels
t) The endecrine system, blood or glands, such as: : D Yeg DNO
. Diabetgs . = Enlarged lymph glznds = Elevated (high) cholesterol or = Any other disease or \‘
. Gesta;mnal diabetes = Disease or disorder of the adrenal, triglyzerides disorder of glands, blood
= Anemia pituitary or thyroid glands « Abnormal blood sugar or endocrine system '
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Application / policy number

2. Medical questions (continued)

2.3 Answer the followmg and for aII yes answers, complete 2.7 Details of your health h.'srory(conti{_\ued)

Haveyuue rbee

d) The bedy, such as: o ' . . [dves [JHNo
s Gancer “Polyp - - ..« Growth, lesion, or lumg o
. qut = Tumour - ' of any type- _
e) The skin, such as: I ves [fmo
= Psoriasis = Dysplastic nevus syndrome  » Skin sares or ulcers = Any other disease or disordar
* Dermatitis » Abnormal Meles of the skin
f} The brain or nervous system, such as: (D ves Cino
* Epilepsy * Alzheimer's d|sease = Convulsions = Dizziness ar fainting
» Loss of spasch » Migraines - " + Parkinson’s diséase - - = Multiple sclerosis
* Tremors » Amyotrophic lateral stlerosis ~ + Paralysis * Neuritis
» Numbness or tingling. " “(ALS or Lou Gehrigs disease) »Weakness of the extremltles » Any other disease or disorder
« Loss of sensation. = Motor neurgn disease = Seizures * of the brain or nervous sysiem
* Loss of balance « Memory loss or impairment » Headaches
0} The lungs or respiratnrv system, or disorders such as: [yes [ no
» Asthma « Tuberculosis » Sarcoidosis « Any ather disease or disorder -
» Persistent cough or pleurlsy = Chronic obstructive « Sieep apnea or sleep disorder  of the lungs or respiratory ;
» Chronic 8ronchitis pulmonary disease - COPD = Emphysema system
h) The gastrointestinal or digestive tract, such as; ' o : 3 (] Yes Mo
« Ulcerative coiitis «Ulcers " ' - -« fny other disease or disorder + Any other disease or disorder
* Recurrent indigestion » Crohn's.disease of tha mauth, throat or of the stomach, intestines or
« Rectal bleeding » Hernia gsophagus rectum !
{) Mental health, such as: [Oves [[Ino
* Anxiety + Atiempted suicide « Other psychological, = Developmentally/intellactuatly |
« ADD / ADHD » Bipolar disordar kehavioural, eating or disabled
= Autism spectrum disorder » Schizophrenia gmotional disorder * Any other psychiatric diseass
» Depression = Burnout or stress or disarder
) The immeune system, such as: RET S o . S Jves [INo
* Acquirad immunodeficiency syndmme (AIDS) ar -« Lupus : = Any other disease or disarder
tested positive for HIV, the virus that causes AiDS = Stleroderma of the immune system
k) The ears, eyes, nose, or throat, sueh as: | l:] Yag I:[ Mo
« Blindness = Deafness « Oplic neuritis or other * Any other disaase or disordar
« Allergies visual disturbance af the eyes, ears, nose, of throat -
) The pancreas, gall hladder or fiver, such as: : [)ves [_Ino
* Girrhosis of the liver » Hepatitis or hepatitis carrier = Any other disease or disorder of
= Pancreatitis ' = Jaundice _ the pancreas, gall bladder or liver .
m) The kidney, biadder, breast or reproductive otgans, such as: E]Yes I:] Nn
* Blood or protein in the * Abnormal pap or mammagram - Venereal disgase or ofher * Any other disease or disorder !
urine + Breast lump sexually iransmitted infection  of the kidney, bladder, prestate,
» Nephritis « Kidnay stones » Elevated prostaia specific breast ar reproduclive system
antigen (PSA}
n} The spine, back, neck, muscles or bones including soft tissue disorders or Injuries, such-as: { ]ves []no
= Chronic fatigue » Repetitive strain injury = Conditions causing crippling, = Any other disease or disorder
» Osteoarthritis = Fibromyalgia - ~ limited motion, or requiring of the back, muscles or bonas
« Chronic pain * Rheumatoid arthritis - adaptive devicas | including joints, neck and spine
: : “or a hip, knee, or other joint

replacement

2.4 Have you ever received treatment or counsefling or had any time off wark for any disease N
or disorder listed in question 2.3 i}? L D\'ES,{:I NDJ
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2. Medical questions (continued)

Genetic Non-Discrimination Act

You should not tell us about any genetic test (th'at. is, any aﬂalyéié of DNA or RNA chromosomes} which
you may have had. You must however, tell us if you are having treatment for or experiencing symptoms

of a genetic condition. You will also be asked to give us full information about your family hisfory,
including all genetic conditions.

2.5 Answer the following and for all yes answers, complete 2.7 Detalls of your health history

a) In the past 3 manths, have you undergone a medical-or dizgnostic test (other than a genetic test) for which you have not | ] Yes ([T No
received the results? _

i) Are you currently scheduled for, or have you ever been advised to have, any test (other than a genetic fest) ar procedure | ] Yes [ No
that has nol been completed?

c) Olher than for a regular annual checkup, are you currantly scheduled for or have you been advised to return for a follow-up visit? | ] Yes |:] Nu W

d) Are yuu aware m any indications or comptaints for which you have not yat consulted & healthcara provider or received lrealmem? D Yas D NUI '.

2.6 Answer the following and for all yes answers, complete 2,7 Delails ofyour health history
:'—:lnthe pas!ﬁyea: : i e

a) Have you consulied with more than one healthcare provider or clinic? [ ]¥es [:] No

b} Have you had an illness,-surgery, lnjury or disease not mentionad elsewhere in this appllcatlon? |:| Yes [_INa

&) Have you had any diagnestic tests (other than a genetic test) that were not pari of a routine exammatnon and are not - E]Y_ES_D N[] -
mentioned elsewhere in this applicatian, for example an electrocard iogram, mammagram, A-ray or blood test7 :

d) Have you been a patient In a hospital, clinic, or other healthcara facility? ) C]Yes [:||\|g

g) Have you been absent from work or schea! for mere than 15 days in a row for health reasons or injury? ﬁ“\'es iNo

2.7 Details of your health history

If you answered yes {o any questions in 2.3 to 2.6, provide details below. Don't include annual physicals. if you've
already gzven us the information in 2,2 Your last visit lo a heafthcare prowder you don't have 1o nge it lo us again.

Duastlu
Canswercd:
“yesio.

|- Namieand adrgs

of healthcare provider ©~

(] sameas 2.1
[_] As below:

a Same as 2.1
D As below;

[:] Same as 2.1
(] As below:

D Same as 2.1
(L] As below:

[}same as 2.1
(] As below:

Page 4 of 9
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2. Medical questions (continued)

2.8 Has anyone in your biological family (father, mother, brothers or sisters} had heart clisease, |
DYBS DND i
cancer or stroke before age 657

If you answer yes, complete 2.10 Details of your biolagical family health history.

2.9 Has anyone in your biological family (father, mother, brothers or sisters) ever been diagnosed
before age 70 with the following?

If you answer yes, complete 2.10 Details of your biological family health history.

* Alzheimer's disease = Chronic kidnay disease = Motar neuron disease * Polycystic kidney disease | [_] Yes [_] No
» Amyctrophic lateral « Dementia * Multiple sclerasis = Any other hereditary

sclerosis (ALS ar Loy * [iabetes * Parkinson's disease disease or disarder? “

(Gehrig's disease) = Huntingtan's chaorea i

2.10 Detalls of your biclogical family health history
Complete fo

oo s notiving,
P Gurrent'age -age at-death
{Chack: une il living ‘1and cause

[T ratmer [ Mother
(] &rother (] Sister !

[Jrather ] Mather
(] Brother [_] Sister

() Father ] Mather 1
[ 8rother [ Sister 1

[ Father [} Mather
(] arother [ Sister

(I Father  [_J Mather
() 8mother [ Sister

211 If yes, to farily history of breast or ovarian cancer in question 2.8, have you seen a healthcare provider for &
breast examination, mammagram or other form of monitoring?

Ll ves— complete 2.14 (] Na

2,12 If yes, lo family history of colon cancer in question 2.8, have you had a colonoscopy? yves CTlno

2,13 Answer the following and for all yes answers, complete 2.14 Details of your hiealth history
a) In the past 3 years, have you fallan ar een rn]ured? : | (]Yes [ Na

b} Are you currently, or within the past 5 years, have you baen unable to perform activities of daily living on your ewn, such . [:] Yas [] Mo
as bathing, dressing, toileting, eating, transferring fram bed te chair, or controlling bladder or bowel function?

¢} Are you currently receiving, or within the past 5 years, have you recaived home care or adult care, or been confined to a I:I Yes [_]No
home for the aged, nursing home or other institution, or recommencded lo. receive any such care?

d} Are you currently, or within the past 5 years, have you been a user of any medical equipment such as & respirator, oxygen | [_J Yes o
device, walker, wheelchair, cane or any other typs of mobifity assistanca?

e} For physical or psychiclogical reasons, do you currently need or use the help or supervision of another persen to perform Cdves (Ino
any of the-following activities: drlving, arranging transportation, using the tef gphone, managing finances, doing housewark i
or lzundry, shopping or meal preparation? J
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2. Medical questidn_'s'_(continu‘ed)

2,14 Details of your health history . ‘
If you answered yes o any questions in 2.11, 2.2 or 2,13, provide details below. Don't include annual physicals. If

you ve aiready glven us the information in 2.2 Your las wsrt hea{th_care P c;(yfgf;_'r, you don't have to give it to us again.

Namg:and address ol healthcare provider
[ Jsameas2.1
[ As below:

yesido oo 3. The tests restlts andtreatment

[} same as 2.1

] As belaw

[ }same as 2.1

] As below:

§:] Same a5 2 1
(] As below: |

() sameas 2.1
[} As below:

You have read this form and confirm the information you've provided in this form is complete, current and accurate, to
the best of your knowledge. If you faii to provide the required information, we could decline a future claim and cancel
any policy we've issued. You agree to notify us immediately of any errors, omissions or changes in the information
you've provided in this form. -

You agree that this form is a part of the application to The Canada Life Assurance Company, identified by reference
to the application or policy number above, You have read, understood and agreed with the contents of the Notice
regarding your personal information and Agreements and signatures section in the appiication for insurance.

You agree that a copy of this agreement is as valid as the original.

: Signed at (city or town and province) } Date (ddfmmni/yWY) - S - -V i

' Signature of person to be Insured " Slgnature of medlcal examlner/paramedinal lechmc[an ‘
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Application / policy number

Name of the person to be Insured
First name Middle name Last name

t

3. Medical examiner's / paramedical technician’s report

in this section, you and my refer to the medical examiner or paramedical technician.
Questions 3.1 to 3.3 are to be completed on the person to be insured by a medical examiner or paramedical technician

3.1 Height and weight

Height: [ ifeet { |lnchas, or E—___i cemimet.fes Weight: ___. pounds, or [___i kilograms
Waislcircumfe‘re'nce: E nnnnnn m:jinches, or . jcentimetres

Did you measure? [_] Yes {_J Mo Did you welgh? ] Yes L] No

in the past 12 months, has the insured parson lost mare than 10 pounds (4.5 kilograms)? [_] Yes E] No
If yes, haw much and why?

3.2 Vitals
Blood pressire
Take three readings, five minutes apart:
First reading Second reading  Third reading

Systolic

Diastofic
(at cessation of sound)

Pulse per minute o
. Rate Irregularities

Pulse at rest

If pulse at rest is over
100 or under 60, recheck
pulse five minutes later

3.3 I a specimen is collected as part of the routine requirements. place lab barcade sticker here.
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Applicatian / policy number

3. Medical examinet’s / paramediCaI_technician‘s report (continued)

Questions 3.4 to 3.7 are to be completed by a medical examiner only

3.4 is there evidence of past or present disease or abnormality of the following:

a) Eyes, ears, nose, mouth, pharynx'? (it visian ar hearlng marke'dlf/ impaired, indicate degree and correction in question 3.7} {[]Yes [_| No
by Skin {include scars), lymph nedes, varicase veins or peripheral arteries? L__]YesDNu
¢) Nervous system? (include reflexes, gait, paralysis) 7[:[ Yes [_JNo
d) Chest and respiratory system? ) [ 1Yes (dNo
e) Abdomen? (include scars, harniaa) [(CJves [ No
1) Genitourinary system? ves I\iow |
g) Endocrine system? o (CJves (_Ino
i} Musculoskelelal system? {include spine, joints, amputations, deformities) ; DYBSD No
3.5 Answaer the following guestions _
a} - Do you find any evidence of past or present disease or impairment of the heari-or cardiovascular system? JYes [N
If you answered yes, indicate on the diagram below the position of the apex beat and any murmurs.
b} Are therg any abnormalities of the peripheral pulses? I _]Yes DND "
¢} Isthere any cardiac enlargemeni? m Yes E[ Nﬁ ‘-
d} Are there any arrhythmias? {:]Yesl:] No ‘
If you answered yes, please describe;
g) Is there any cyanasis, dyspnea or edema? [Jves 0o
1) s there any evidence of varicose veins ar phlebitis? ] YesDNo |

”g] Cardiac diagnosis {if any):

Indicate on diagram:
Position of apex beat X

i murmur Is present:

Area of audibility >
Point of greatest intensity O
0
'3 =7
Direction of transmission  —» M-SR

3.6 Are you aware of any additional medical history?. dyes Clno

3.7 Far questions 3.4 to 3.6, provide full details of any abrnormat findings and details for any questions answered yes.

Page 8 0f 9
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3. Medical examinet"{é’.l para_‘n_':l_edi'cal té_ﬁ:hnician’s report (continued)

First name | Middle name i Last name

i :
| |

Print full name and address of medical examiner or paramedical technician, anq_'ggrrarrnelgdli_c_:a_l_"f_acility beiow.

?Name of paramedical facility

|Address (street number and name)

Gty ' iProvince Phone number

L

i - i

l
! Date examination completed {dd/mmmAyyy): : Time: l:l aM []PM

- At T My ofiice [[] Other (spacify):

Person to be insured identification - documentation must be original and valid.
Check the type of government-issued photo ID the insured person chooses to show:

. [} Driver's ficence ] Passport [ Other (excluding health insurance cards) -spe’cify.which:.[ )

Document number Jurisdiction of issue . Date of Issute (dd/mmm/yyyy) Expiry date (dd/mrmun/yyyy)

 Signature of medical examiner or paramedical technician '

Mailing information:

The Canada Life Assurance Company
Canada Life New Busingss, T-019

255 Dufferin Avenue

London, ON NBA 4K1

Fax number: 1-877-812-0012
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