MAILTO: O NATIONWIDE LIFE INSURANCE COMPANY
O NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY

Life Underwriting EXAM]NATION o
P.O. Box 182835 (Part B of an application to Nationwide
Columbus, OH 43218-2835 Insurance Companies for Life Insurance)
Fax: 1-888-677-7393

Name of Proposed Insured (please print) Social Security No. Date of Birth

Physicians: Include both primary care and specialists and date last consulted. (If more than two physicians, indicate so under “details”.)

Name Name

Address Address

Telephone Telephone

Medical specialty Medical specialty

Date and reason last consulted Date and reason last consulted

Current medications to include prescription, over-the-counter medication taken regularly, dietary supplements, “natural” or herbal medications. Give
details of dosage and frequency.

To the best of your knowledge and belief, in the past 10 years, have you been medically treated for, or been diagnosed as having: Yes No
(Explain all “yes” answers in DETAILS OF YES ANSWERS section below unless otherwise instructed.)
1. AIDS (Acquired Immune Deficiency Syndrome), or any other AIDS-related condition, or received a positive result of an HIV (Human
IMMUNOAETICIENCY VITUS) TESE? ....ovecveeeet ettt bbb bbb s bbb bbb a bbbt b bbb s b e OO
2. Heart disease, heart attack, angina, chest pain, shortness of breath, cardiomyopathy, congestive heart failure, heart murmur, valvular heart
disease, congenital heart defect, or other disorders 0f the hEAM? ..ot O O
3. Abnormal electrocardiogram, heart catheterization, coronary bypass surgery, angioplasty, or other cardiac test or procedure? ...........c.c.ce...c. OO
4. Irregular heart beat, palpitations, high blood pressure, high cholesterol, or high triglyCerides?..........ccouviiniiieiiceccee s OO
5. Aneurysm, carotid artery disease, deep venous thrombosis, phlebitis, peripheral vascular disease, any other disorder of the blood vessels
OF PUIMONATY EIMDONISM? ...ttt bbb 8888828828888 OO
6. Diabetes, abnormal blood sugar, thyroid, adrenal, parathyroid, pituitary, or other glandular diSOrder? ... OO
7. Cancer, leukemia, lymphoma, any malignant or benign tumor, cyst, polyp or any chronic disease of the skin or lymph glands?........................ OO
8. Any abnormal screening tests for cancer including PSA (prostate specific antigen), mammogram, or PAP SMears?..........cccocvvunenininenineneens o a
9. Disorder of the blood including anemia, sickle cell disorders, thalassemia, hemophilia, or any other disorder of the red blood cells, or white
blood cells, platelets, OF CIOtHNG FACIOIS?. ..ottt bbbttt O 0O
10. Headaches, Stroke, TIA (transient ischemic attack), paralysis, epilepsy, seizures, fainting, tremor, Parkinson’s disease, mental retardation,
cerebral palsy, multiple sclerosis, Alzheimer’s disease, dementia, ALS (Lou Gehrig’s disease), or any other symptoms or disorders of the
NEIVES, SPINAI COMG, OF DIAINT ...ttt ettt e bbbttt b s e s bt e bbb bbb s s e s s b et et e s st s s s s se s et et et et e b es s n e aeseeis O 0O
11. Asthma, emphysema, chronic bronchitis, tuberculosis, persistent hoarseness or cough, sleep apnea or narcolepsy, or any other disease
Of the IUNGS OF FESPITAIONY SYSTEM? .......eieieiiiceciscec ettt a bbb b s bbb bbb st bbb bbbt bt OO
12. An abnormal chest X-ray, CT scan, MRI, Pet Scan, 0 URraSOUNG? ..ottt O a
13. Ulcer, intestinal bleeding, ulcerative colitis, Crohn’s disease, diverticulitis, persistent diarrhea, rectal bleeding, hernia, or any other disorder
or disease of the mouth, throat, esophagus, stomach, intestines or abAOMENT ..........cciriiiiir s O 0O
14. Jaundice, cirrhosis, hepatitis, or any disease of the liver, pancreas or gall BIadder?............cco.ceveiieiiciiece s OO
15. Sugar, protein or blood in the urine, kidney stone, glomerulonephritis, history of nephrectomy, any other disease or disorder of the kidneys,
bladder, or any part 0f the UMNAIY SYSIEM? ...t O 0O
16. Uterine fibroids, endometriosis, abnormality or change in menstrual cycle, ovarian cyst/tumor, prostate enlargement, prostate cancer,
testicular mass, sexually transmitted diseases, or any other disorder of the reproductive system or breasts?............ccoceeeeviveecicsciccenen, OO
17. Depression, anxiety, bipolar disorder, obsessive compulsive disorder, neurosis, psychosis, schizophrenia, attention deficit disorders,
affective disorders, eating disorder, hallucinations, or any other mental, behavioral, psychological or psychiatric disorders?..........c.c.cocoeveeene. O 0O
18. AlCONOIISM OF ArUG AAAICHONT ...ttt ee s s s e 2R s e 28 £ 2R E £ s e ee st b b s et esnne b s OO
19. Arthritis, rheumatoid arthritis, osteoporosis, chronic pain, chronic pain syndrome, fibromyalgia, herniated disc, or any disorder of the
muscles, joints, bones, tendons, ligaments, SPINE, OF DACK? ..ottt O a
20. Any disease Of €Y€S, €arS, NOSE, OF tNTOGL? ...........ciiririirieireeiere ettt s st es et s e es e st ea e s s e en st s st e s e s naesanns O Od
21. Any other disease, disorder or injury N0t AISCIOSEAY.........v i OO
22. If female, are you aware if you are currently pregnant? (If yes, please provide due date.)............cccouvveuevieiniieeieiieesiees e OO

DETAILS OF YES ANSWERS. Identify question number, the reason(s) and details of yes answers, diagnosis and name, address, and phone number of
the physician(s) or other health care providers. (Use additional blank page if additional space is needed.)
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NATIONWIDE LIFE INSURANCE COMPANY
NATIONWIDE LIFE AND ANNUITY INSURANCE COMPANY

(Part B (continued) of an application to Nationwide Insurance

EXAMINATION

Companies for Life Insurance)

(Explain all “yes” answers in DETAILS OF YES ANSWERS section below unless otherwise instructed.) Yes No
23a. Have you in the past 10 years, consulted, been referred to, or been examined or treated by any physician, chiropractor, psychologist or
other health care provider or by any hospital, clinic, mental health facility, treatment facility or other health care facility not already
disclosed? (If it was for a “check up”, annual physical, employment physical, efc., so state and give findings and results.)............cccccoovnuunc. OO
b. Have you in the past 10 years, been advised to have any surgery, hospilization, treatment or test that was not completed or results that
YOU NAVE NOT FECEIVEAT ...ttt £ £ £ £ bbbt O 0O
24a. Have you in the past 10 years, used tobacco or nicotine in any form? (If yes, specify dates and all forms of tobacco or nicotine
PIOGUCES USEU.) ...vvveieis ettt st s 2888288288288 28588 R bR bRt O a
b. Have you in the past 10 years, used alcoholic beverages? (If yes, how much, what kind (beer, wine, liquor), how often?) ...........cccccevveunnee. OO
c. Have you in the past 10 years, used any illegal, restricted, or controlled substance except as prescribed by a physician? ..........ccccoeovvnien. o a
25. Have you In the past 10 years, requested, applied, or received a pension, benefits, or payment because of injury, sickness or disability?...... O
26. Have you ever had any application for Life or Health Insurance (or any application for reinstatement for Life or Health Insurance) declined,
POSEPONEM, FAEA-UD OF IMITEA? ... ..cvies ettt s bbbt s s bbbt b st bsn st s OO
27. Inthe past 3 years, have you engaged in, or do you intend to engage in: flying as a pilot, student pilot, or crew member; organized racing
of an automobile, motorcycle, or any type of motor-powered vehicle; scuba diving, mountain climbing, hang gliding, parachuting, sky
diving, bungee jumping, SOAMNG, OF DAIOONING? .........cviviiieiieeieiee ettt ettt ettt OO
28. Have you ever had your driver’s license suspended or revoked; or ever been convicted of driving while impaired or intoxicated; or in the
past 3 years been convicted of more than one MOVING VIOIAHONT ........c..cvi i O ad
29. Except as prescribed by a physician, have you ever used, or been convicted for sale or possession of cocaine or any other narcotic or
MHEGAI AFUQG? ..tttk b Rttt O ad
30. Have you ever been charged with a violation of any CIMINGITAW? ............coeuriiiiiiiee e es s OO
31. In the next 12 months, do you plan to travel or reside outside of the United States or Canada?..........cooevveenicrncinnesee s O 0O
32. Do you belong to or intend to join any active or reserve military or naval 0rganization?.............ccoeerrnn s O ad
33. Have you had any bankruptcies in the past 7 years or do you have any suits or judgments pending against you at this ime? .............cc.cc...... OO

DETAILS OF YES ANSWERS. [dentify question number, the reason(s) and details of yes answers. Also, if applicable, provide the diagnosis and name,

address, and phone number of the physician(s) or other health care providers. (Use additional blank pages if additional space is needed.)

34. Livin Health Concerns or Age orAge | Brotheror Livin Health Concerns or Age or Age at
g Cause of Death at Death Sister 9 Cause of Death Death

Father Y N ¥ H

Mother YN Va

Other family members with diabetes, heart disease, cancer, kidney disease or other inheritable conditions?

All the statements and answers on this form are complete and true to the best of my knowledge and belief, whether written by my own hand or not; and
| agree that a copy of this examination form may be attached to and form a part of any policy issued. Any person who submits an application or a claim
containing a false or deceptive statement, and does so with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, may be guilty of

insurance fraud.
Signed this day of ,
Month/Day Year
Signed
Signature of Examiner Signature of Proposed Insured
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PARAMED EXAM

Proposed Insured (First, MI, Last) SSN/Tax ID # Date of Birth (mm/dd/yyyyy)

1. a.Height (in shoes) b. Weight (clothed) | c. Did you weigh? | d. Did you measure? | e. Chest f. Chest g. Abdomen
ft (full inspiration) (forced expiration) (at umbilicus)
- s OO Yes O No O Yes O No o N -

2. BLOOD PRESSURE: Record two additional blood pressure readings if the initial blood pressure is greater than 145 systolic or 90 diastolic.
Take measurements before blood draw and allow 5 minutes between readings. Was a large cuff used? [ Yes [ No

1st Reading / 2nd Reading / 3d Reading /
3. After Exercise 3 minutes After Exercise
PULSE AtRest | (15 squats - equiv.) later PULSE AtRest | (15 squats - equiv.) 3 minutes later
Pulse Rate Irregularities per min.
Complete the following questions: (explain all ‘yes’ answers for questions 4-7 in Details section below) Yes No
4. Is appearance unhealthy or older than StAIEA AGE? ......cccvieriiirce et b bbb et s et O O
5. Do you suspect anything unfavorable such as excessive use of alcohol, tobacco, O ArUGS?.......ccvierneiniee s (| O
6. Are you aware of additional Significant MEICAI NIStONY?........cvieririrere e enes | O
7. Did anyone accompany the Proposed Insured during the eXamination?...........c.cccceircieiiiense s sssens O O
8. Was the Proposed Insured able to understand and answer all questions asked in connection with this examination?
(If no, please Provide ELAIIS BEIOW) ...ttt bbb bbb bbb bbb bbb bbbt O O
If Insured is over age 70, complete the following questions and tests: (explain all ‘yes’ answers in Details section below) Yes No
9a.Does he/she exercise? (If yes, provide details below including exercise capacity, type and freqUENCY)........ccevreeernieernceninininenas | O
b. Does he/she do any volunteer work or have any NODDIES?...........cieirrire et | O
c. Does he/she have any gait or Mobility PrODIEMS?.......c.vceiecece s er s O O
d. Does he/she have any evidence of a cognitive disorder (e.g. dementia, MEMOIY l0SS)? ......cccvievieeinreniieeieeeseseneresss s O O
e. Does he/she drive? (If yes, how many miles per week? 1f N0, WhY NO?)........cvviirniiniienesn s | O
f. Does helshe need assistance with any instrumental activities of daily living (e.g. banking, ShOPpING)? ......cccvvvrrverrevnieesseeenens O O
g. Does he/she need assistance with any activities of daily living (e.g. feeding, bathing, dresSsing)?..........cccoeiviveviniieieininsneeneenns O O

Details of answers: Identify question number, letter and detailed information.

10. Timed get up and go test:

Time the number of seconds it takes for the insured to sit and rise from a straight back and armless chair, walk 10 feet and return to the chair and sit
back down. Timing should begin when the insured begins standing up from a chair and ends when sitting back down. seconds

Please check all that apply:

a. Rising from chair: b. Turning:
[0 Rises easily with no assistance [0 Smoothly with no hesitation
O Requires more than one attempt O Needs mild assistance or has mild difficulty
[0 Has balance issues, needs assistance or has severe difficulty [0 Stumbles or needs support
c. Walking: d. Sitting down in chair:
O Unassisted at a normal pace O Smoothly with no hesitation
O With assistance or mild difficulty O Relies on armrest for support or drops suddenly into chair
[0 Stumbles, extremely slow pace, needs substantial assistance with [0 Needs assistance

walker or cane
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11. Clock Draw Test:

Make sure that the insured understands your instructions, but you do
not need to score this test.

Have the proposed insured draw a circle in the space to the right and
put the numbers around the clock in the correct positions, then set the
hands of the clock at 10 minutes past 11 (11:10).

12. Signature Section

| have examined this day of

(Proposed Insured) Day Month " Year

and have witnessed his/her signature on the front of this examination.

Signature of Examiner

Please Print:

Examiner's Name: Phone Number:

Examination Company: Time of examination: a.m. p.m.
Address: Producer requesting examination:

Which of the following did you use to identify the Proposed Insured?
O Driver's License with picture O Other picture ID

The following are being forwarded to the authorized laboratory: O Examform [0 EKG [ StressEKG O HIV Consent
O Blood O Urine O Other
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