UNITED LIFE INSURANCE COMPANY

Part Two @ APPLICATION FOR LIFE INSURANCE
P.O. Box 73909 Cedar Raplids, lowa 52407-3909

1. Name of Proposed Insured. Print in full: 8. Other than above, any examination or treatment
by a doctor, practitioner or hospital in the past
five years? O Yes (0 No
2. Date of Birth: Month: Day: Year: 9. Have you ever smoked cigarettes? O Yes OO No
goso, number of months since you last smoked v
B
3. Have you ever reccived disability benefits because of injury or illness? ylou use o7y otf'lcr tobacco p r'od‘ucts. - Yes U No
10. Family Record (List parents or siblings that died before
4. Have you ever applied or been examined for life, accident or health rcac]'_L}ng age 65
insurance which was declined, postponed or modified as to rate Relationship Age Cause of Death
or amount? 1
5. Have you applied or been examined for life insurance within the 533

past six months? Give name of company and results.

- 11. Name & Address of personal physician,
6. HAVE YOU EVER HAD OR BEEN TOLD BY A MEDICAL

PRACTITIONER YOU HAD: Yes No Date and reason last seen.

a. Epilepsy, Alzheimer’s or Parkinson’s Discascs, Paralysis, : 12. What is your: Weight ___Ib.; Height: i in,
or ANY Brain, Nervous or Mental Disorder? ..................... oo Have you gained or lost weight in the past year?

b. Pneumonia, Emphysema, Asthma, Chronic Cough, A Gain Ib. Loss Ib. Reason for change?
Tuberculosis or ANY Respiratory or Lung Disorder? ........... 0o o Please give DETAILS of all “YES” answers.

¢. Chronic Diarrhea or Indigestion, Ulcer, Liver Discase, Date—Durations—Results—Doctors’ names and addresses
Colitis, Rectal Disease, or ANY Abdominal Disorder?.......... OO :

d. Kidney Stone, Albumin or Blood in urine, Kidney,
Bladder, Prostate, or ANY Genito-urinary Disorder? ........... 00

e. Chest Pain, Heart Attack, Stroke, Heart Disease, Murmur,
High Blood Pressure or ANY Heart or Blood Vessel

DHSORAEI? ..o e e O O
f. Anemia, High Cholesterol, Sugar in your urine or

Diabetes? .. ..o e o o
g Rheumatic Fever, Arthritis, Gout, Back trouble, or ANY

Bone or Joint Disorder? ............oooiiiiiii e, o o
h. ANY Sexually Transmitted Disease? ..............c.oooe. oo
I Cancer, Tumor, Goiter, or ANY Blood, Gland, Spleen or

Skin Pisorder? ..o o o
J Immune Disorder?.............cooiiiiiii OO

k. Were you ever treated for use of alcohol or drugs and
have you ever used narcotics or hallucinogen drugs

{except under a physician’s care)? ... (|

1. Enlarged lymph nodes, unexplained weight loss,
Kaposi’s sarcoma® ... m
m. Herpes, Candida, Epstein-Barr virus? ..................c.oo a o

n. ANY injury, operation, medical attention or special
diagnostic tests (EKG, X-ray, Blood, etc.) not
stated above? ... 0o o

7. Have you taken prescription drugs during the last 12 months? O O

The statements and answers in Part I and Part II of this application are true and complete to the best of my knowledge and/or belief.
They are to he considered as the basis on any insurance written hereon, In order to determine eligibility for insurance coverage, of benefits
under an existing policy, I hereby authorize any physician, medical practitioner, hospital, clinic or other medically related facility, insurance
or reinsurance cornpany, the Medical Information Bureau, Inc., or Insurance-support organization to give UNITED LIFE INSURANCE COMPANY
all information it holds that pertains to medical consultations, treatments, surgeries, and hospital confinements as concerning the physical and
mental condition of myself, my spouse or my minor children. UNITED LIFE INSURANCE COMPANY is free to disclose the data so acquired
to its reinsurers, the Medical Information Bureau, Inc., other insurance companies, or any physician designated by me, provided such disclosure
is for insuring purposes or involves my continuing health care, or as may otherwise be lawfully required, or as I may further authorize. 1
acknowledge my right upon demand to obtain a true copy of this authorization from UNITED LIFE INSURANCE COMPANY. This authorization
shall be valid for two (2) years from the below date. I agree that a photographic copy of this authorization shall be as valid as the original.

Signed at this day of .19

SIGNATURE OF EXAMINING PHYSICIAN SIGNATURE OF PROPOSED INSURED
LIG-40 (8-93)



MEDICAL EXAMINER'S CONFIDENTIAL REPORT
Please see Medical Examiner’s Instructions on back of Voucher Stub

11. How long have you known the applicant? ___ Areyourelated? ____ Are you his/her physician?
12. Height ft. n. Chest, full expiration in, YES NO  Please comment below on
Chest, full inspiration in.  Ihd you weigh? a 0 any significant gain or loss
Weight Ib. Abdomen, at umbilicus inn. Didyoumeasure? O O of weight in past five years,

13. Does inquiry (history) or examination {operative scars, etc.) indicate any past or present disease, function impairment
or abnormality of the:

Nervous System? Abdominal Organs? _____ Cardiovascular system?
Respiratory System? . Genito-urinary System? Glands, Skin, Joints?
14. Pulse: Rateperminute: . Rythm: ______ Hover 90 or irregular complete #19 below.
15. Blood Pressure: 16. Is there evident arteriosclerosis?
Systolic 1 2 3 Is there a heart murmur?
Diastolic (5th Phase, Is there any hypertrophy?
end of sound) ' Is theni‘cyanosis, dyspnea, edema?
If over 140 or 90 report several readings and complete #19 below. Wany “YES” answers complete #19 below.
17. Is general appearance healthy? - Is there any deformity or physical defect? -
Is appearance older than g-nen age? - Any disorder of prostate?
Any eye or ear disease or function impairment? Are there any varicosities? Any hemias?
Are there any abnormal reflexes?
18. Urinalysis: Please send the urinalysis specimen to Osborn Lab Please give DETAILS and YOUR DIAGNOSTIC OPINION
in the container provided. of any “YES” answers
13. HEART SECTTON: Please give DETAILS and DIAGNOSTIC
OPINION.
A. Heart Murmurs:
RIBS L. R :
ARE . Report Intensity as
NUMBERED Grade I to Grade VL
. M 2. Location? YES NO
Apical Area: O 0O
Aortic Area: o o
Pulmonic Area: O 0O
Other o o
3. Timing?
Systolic: O o
Presystolic: O O
Diastolic: O 0O
4. Transmission:
Axilla: O 0
Neck: o o
j Scapula: O 0
MIDSTERNAL 5. Constant?
LINE e 6. Effect of exercise?
MID-CLAVICULAR LINE 7. Effect of recumbency
PLEASE MARK ON ABOVE DIAGRAM: B. Hypertrophy?
O None O Moderate
X - apex O Slight O Marked
©Q = Maximum Intensity of murmur C. Apexislocatedinthe____ intercostalspace ____inches to left of the midsternal line.
.3 = Arsa overwhich murmurishears D). Exercise test: If not done, ie., contraindicated, please state why. Have applicant do at
3= = Direction of murur trenemission least 50 vigorous hops or, preferably, 15 ascents on an ordinary chair in one minute in order

to secure an adequate exercise response, ie., an increase of more than 20 beats per minute.

Exercise Test Pulse Rate Irregularitics Blood Pressure Murmurs
Number per min.

a. At rest bhefore exercise

b. After exercise

¢ 3 min. after exercise

d. 5 min. after exercise (p.r.n.)

this day of 19 AM. Signature

P.M, Examining Physician
Agent Address

LIU-40 (8-93)



VOUCHER STUB

Fees for examinations are paid only through Name of Proposed Insured: {Print)
the Home Office. This Voucher Stub should Date of Birth: Date of Examination:
be completed at the time of the examination
and mailed by the examiner to:

m Narmne of Examniner: (Print)

Name of Agent: (Print}

Address of Examiner:

United Life Insurance Company Please £ill in: § Fee # Taxpayer Identification
P.0. Box 73909
Cedar Rapids, lowa 52407

Please record any additional information or comments which would assist the Medical Director to evaluate this applicant.

L1U-40 {8-93)



INSTRUCTIONS TO THE MEDICAL EXAMINER

1. This examination report, once begun, becomes the property of the Company and must not be destroyed or suppressed even il the
applicant or anyone else offers to pay the examination fee in order to avoid having the report sent to the Company.

Da not examnine for the Company anyone who is your relative,

. Initial any corrections or alterations you make i the report, do not erase.

- Give a few details and a diagnostic evaluation of any abnormality noted in the applicant’s medical history and examination.

Complete the #19 Heart Section whenever there is any history, or examination findings indicative of cardiovascular impairment or
when the amount of insurance applied for is more than $200,000.

6. Please send urinalysis specimen to Osborn Lab in the container provided.

<ok o

LiU-49 (8-93)



