Part Two of

GERMANIA LIFE INSURANCE COMPANY Application

Every questlon must ba asked by tha Medical Examiner and the answers racarded In Ink In the Examiner's awn handwriting, Plaase print
namaes and addresses. The Proposed Insured must sign In the Examinar's presenca. Examinations must be mada In private. ,

1. Full Name of Proposed Inaurad : 2. a, Blrthdate _ b. Age
NN SN S RN T NN O U [N OO SN U T S N U OO (OO VY (N (O N AN IO I N [N O B I A '
3. For how much Insurance are you applylng? ‘ Yes No
i Y PP > B. Haveyouusedtobacco In any form inthe past 24 months? 0 |
4, Living Dead
' Family Age at 7. Haove you aver recelvad compensation for sicknass of Injury of
Record Age | Stala of Haalth Death| Cause of Death . been dalerred or discharged from military sarvice for physlical
. reason? O 0
Father
8, Inthapast5yaars, hava yau used:
Mother ' a, alcohollc beverages 1o excess or ntoxicaton? o 0O
Brothers and b. barblturates, sedalives, or tranquilizars habituafiy? g o
Sistars c. L.8.D., marljuana, cocaine, ar anyamphetarnine? g 0
No, Living______ d. heroln, morphine, orothsrnarcotlc drug? O 0O
Na. Dead :
tad ficoholism or
5. Hava any of your parents, brothers, or slsters ever had | Yes Mo 8. ‘21"31;5;:&;?4““‘ have you bean treatad for aicoholism O O
hearl diseass, dlabsles, or mental lliness? 2 0

Give complete Information regarding “Yes™ answers 1o questions 5 thru 17, under “Detalls” balow. Specify conditions, saverity, date,
duration, frequency of sttacks, aftersfiects, and name and address of sach docter and of each hospital, o

10, In tha past &5 ysars, have you been in a hospital, clinlc, sanatarium, or Yas No Details
Institutlon for examination, cbsarvation, diagnosis, oparation, or treatment? a O

11. In the paal 5 years, have you had an X-ray, alactrocardiogram, blood study, of other
diagnostic tesi? 0 O

To the best of your knowledge and beilal:

12. In tha pasl 10 years, have you had or bean told you had:

a, dizziness, fainting spalls, eplispsy, nervous breakdown, savere headaches, or any
disease or disorder of the brain or narvous systam? .

b, aslbma, hayfever, chronic cough, spliting of blood, tuberculosls, or any diseana
or disorder of the lungs or respiralory system?

¢. high blood pressurs, chast pain, shoriness .l braath, heart murmur, or any
disease or disorder of tha heant or.clrculatory systam?

d. any diseass or disorder of the stomach, intestines or bowsl, reclum, append|x,
liver, or gali bladdar?

8. nephritis, kidney sione, any diseaas or disorder of tha kidneys or bladder, or any
tumor or diseasa of the prastate, testes, breast, uterus, ovarlas, or compilcations

o0 O o a4
O O O o

of pregnancy? | O (W]
{. gout, arthritls, rreumatism, or any disease or disorder of the back, spins, bones,
jolnts, or musclas? ] a
g. anemia, gaiter, or any diseasa or disordsr of the blood or glands? [m] m]
h, rheumatlc faver, diabates, or sugar, aloumin, or blood I the urina? C O
. cancer, or a tumor or ulcer of any kind, or venareal disease? (] 0]
|.  varlcoss vains, phlabitis, or a hernla of any kind? 0 ]
k. any diseaas ar disorder of the eyes, ears, noss, or throal? [m] O
13. a. have you now any abnormality, deformity, disease, or disorder? m] [m}
b. ars you recelving treatment or taking medication of any kind? o W]
14, In the past 10 years, have you :
a. besn told that you had Acquired Immune Daficlancy Syndrome (AIDS), or "AIDS"
Aalated Complex (ARC), or “AIDS" ralated condition? ’ O
b. recelved advice or traatment In cannaction with any of theseAhings mantlonad in
{a) abovae? : ] G
c. lested postive for antl-bodles to the "AIDS" (Human T-Cell Lymphotrophtc, Type
i, HTLVMN)Y Virus, or, Lymphadamapathy Associated Virus (LAV)? 0 0O
15 a. When did a physlclan or practitioner last examine, advise, or ireal you?
Name Date
Addrass
b. Glve reason for and resulls ol consultation,
16. In the past 5 years, have you consulied or been \realed or examined hy any
physlcian or praciilionar {a) not named above? (] O
&) for any cause not recorded above? O O
17. Have you los! 10 or more pounds during past 12 manths? {give amount} O (m]

| hereby agrae thal the above quastions and answers shall form Pant Twao of my pendlng application for Insurance, and also of any subsequen! application by m
lorinsurance In this Company, unless | then undergo another medieal axamination which by ita tarms !s made a parl of such application, and of subsequent applicatlens

Dated this __. day of .20

Wilnass M.D, ' Signatura of Proposad Insured




PART THREE

This Repart is

To be completsd In MEDICAL EXAMINER'S REPORT Confidentlal Batwesn

private ty Examinaronly,

Company and Examiner.

Examination of heart and lungs must be with stethoscope agalnst bared skin.

NAME
1. BUILD {MALES ONLY}
HEIGHT WEIGHT CHEST (FULL CHEST (FORCED ABDOMEN (AT
{IN SHOES)  (CLOTHED) |  INSPIRATION EXPIRATION UMBLLICUS RELAXED)
FT. N, LBS, IN. IN. IN,
a. Old you welgh? 0 Yes 0O No b. Old you maasura? [ Yes O No

¢, |a appesrance unheslthy or older than stated age? O Yes O No

2. BLOOD PRESSURE {Record all readings)
it rasiing blood prassure exceeds 140/00, pisase repeat daterminalion at end of
axamination &nd racord in space providsd:
AFTER 3 MINUTES REPEAT
AT REST 50 HOPS LATER B. P.

SYSTOLIC, .o cvvvnvva s

DIASTOLIC 5TH PHASE ...

3, PULSERATE..........

lrrsgularities PerMin, ... ..

4, HEART a. Is thero any cysnosis, dyspnea, adema, arleriosclerosis, paripheral
vascular or other cardlovascular disordar? O Yes O No

b, |s heart sanlarged? | 1 Yes 03 No (If yas, describe) -
c. Is murmur present? O Yes O No (Il yes, complate 4d)
d. Murmur is: O Systolic 0 Apleal O Soft (Gr. 1-2)

O Conatant [0 Transmiitad O Presystolic O Basal I Mod. (Gr. 3-4)
O inconstant O Lacalized O Olastolic 0O Other 0O Loud (Gr. 58)
After axerclee: O] Unchanged 3 Incraased [~

O Decreased [1 Absent

pa S

Show Localtion OF;
Apex by >.{_
Area of murmur by -
Point of grealest intensity by
Transmisaion by

Your impression?

C
-

5. 1s lhare on examination any abnormality of the followling:

DETAILS OF “YES"” ANSWERS. (Identify itern.}

{Clrcle applicable Hems and give detalls.) Yes No
a. Eyes, ears, nose, mouth, pharynx . . ... Ceae e e, a (]
{if vislon or haaring markedly impalsad, Indicats degras and correction,)
b. Endocrine sysisminciude thyrold and braastsy . ., ... e a G
€, Narvous systemiinciuds reffexes, pall, parslysin . ... .......... AP O 0
d. Respiratorysystam ... ... ... ... . iviivninrnns et (] [m]
B, Abdomen{inciudingacars) ..., ... vurannna, e ae e vea [w]
. Ganlto-urinary system{inciude promiata). .., o.veeennen.e e .a [
g. Skinfinct, acars), l[ymph nodas, blood vessals fincl, varicose velng} ...,... 0 [ TO EXAMINER: Mall this completed axaminatlon diractly to:
h. Musculoskeleta! system (include splna, [oints, amputatians, delormitiesy ... 00 O g%ﬂggg:ym INSURANCE COMPANY
6. Arethere any hernlas, hemarrholds? .. ..o esiu s iiineinennerrress O [m] éRéNHAM,TExASﬂB%45
7. Have you any pertinant Infarmation nol brought out above? ..... PN [ 800-392-2202 :
B8, URINALYSIS: SPECIFIC GAAVITY ALBUMIN SUGAR
Have spacimens been sent to lab?
C Yes C No
Iceriify that |, made this examination al O A.M, ___CPM.

Examiners Mame [Pieass Prinl)

on the day ol =]

Where was exam done?

Examiner's social Securlly or Tax Identification Number must be {urnished undar authority of law

Examlner's signalure

Examination authorized by:

Examiner's address




GERMANIA LIFE INSURANCE COMPANY
P. 0. BOX 645 « BRENHAM, TEXAS 77834-0645 * 979/836-5224 ¢ Fax 979/277-1917

NOTICE AND CONSENT FOR HIV-RELATED BLOOD TESTING

To evaluate your insurability, the Insurer named above (the Insurer) has requested that you provide a sample of your blood for testing and analysis Lo
determine the presence of human immunoedeficiency virus (HIV) antibodies. By signing and dating this form you agree that this test may be done
and that underwriting decisions will be based on the test result. A series of three tests will be performed by a licensed laboratory through a medically

accepled procedure,

Pre-Testing Considerations

Many public health organizations have recommended that before taking an HIV-related blood test a person seek counseling to become informed
concerning the implications of such a test, You may wish to consider counseling, at your expense, prior to being tested.

Mocaning of Positive Test Result

The test is not a test for AIDS, It is a test for antibodies to the HIV virus, the causative agent for AIDS, and shows whether you have been exposed to
the virus. A positive test result does not mean thai you have ATDS but that you are at significantly increased risk of develeping problems with you
immune system. The test for HIV antibodies is very sensitive. Errors are rare, but they do occur. Your private physician, a public health clinic, or
an AIDS information organization in your cily might provide you with further information on the medical implications of a positive test.

Positive HTV antibody test results will adversely affect your application for insurance. This means that your application may be declined, that an
increased premium may be charged, or that other policy changes may be necessary.

Confidentiality of Test Results

All test results are required to be treated confidentially. They will be reporied by the laboratory to the Insurer. The test results may be disclosed as
required by law or may be disclosed lo employees of the Insurer who have the responsibility to make underwriting decisions on behalf of the Insurer
or to outside legal counse] who needs such information io effectively represent the Insurer in regard to your application. The results may be
disclosed fo a reinsurer, if the reinsurer is invelved in the underwriting process. The test may be released to an insurance medical information
exchange under procedures that are designed to assure confidentiality, including the use of general eodes that also cover results of tests for other
diseases or conditions not related to ATDS, or for the preparation of statistical reports that do not disclose the identity of any particular person,

Name and address of Proposed Insured:

Signature of Proposed Insured or Parent/Guardian

Date Signed:

AT 9-89



