BART TOO STATEMENTS TO THE MEDICAL EXAMINER
In Continuation of and Forming a Part of My Application for Insurance to Use Dark
WICHITA NATIONAL LIFE ink Only
711 SW D AVENUE « Lawton, Oklahoma 73501 * Phone 1-580-353-5776

Proposed Insured (Please Print) MD&IMI Day ] Year

1. a. Name and address of your personal physician?
(If none, so state)
b. Date and reason last consuled?_

€. What treatment was given or medication prescribed?

2. Have you been treared for or had known indication of any of the follow- If question is answered “YES™, give full details.
ing? CIRCLE IMPAIRMENT and give details. Condition? Whes? Duserion? Resniss? Docsor(s) oe Medical Focili
a. CARDIO-VASCULAR SYSTEM
High blood pressure; artery or vein disorder..............ocoevneeee.
b ENDOCRIMNE S5YSTEM
Diaberes, thyroid or gland disease ... rnernaes

¢. RESPIRATORY 5YSTEM
Bronchins, asthma, emphysema ...
d. DIGESTIVE SYSTEM
Colinis, ulcers, ruprure; stomach or intestical disorder..............
Liver, spleen or gall bladder disease .....ooeooeiccneenee

e. GENITO-URINARY SYSTEM
Disarder of breast, prostate, ovaries, uterus or uprod.umn
Sugar, albu.mm blmd or pus in urine .

Colic, stones, stricrure; kidney or b[ldder dnem

f. MUSCULO-SKELETAL SYSTEM
Arthritis; disorder of muscle, bone, joints or skin .......cccomrvennne

O
O

g EEN T SYSTEM
Byenr ook ImpSEnEar ... mmmininmesnmminaiiamanmt L
O
=
. O

D0 O 0O OoF
o0 o o oo¥

h. NERVOLS SYSTEM
Hemorchage, stroke, paralysis .. PR
Convalsions, dizziness; brain, nervous or menu.l dum-d:

i. GENERAL
Cancer, rumor, cyst, blood disorder . ; furt
Any other disease, disorder, injury or phrnul |mp|:.rmm1? m

OO0 oo O 0O o0oo

3. Other than as stated above, have you ever: Yes No
a. Consulted or been treated by any physician(s) or practi-
tioner (s) or been hospimlized in past 3 yeaars?..ooccoo..e..... 0 O

b Had or been advised 1o have surgical operations, X-ray
[EEALMIEnL, Ehtuuudmpl.m X-ray, or other hborlmrr
studies? . i R i e

4. Do you now use or have you ever used or been treated for usage of :

& Heroin, Maorphine or other narcotic drags?......c..cccvmmmemmeee

b. L5.D., Marijuana, Cotaine or other similar agens? .......... O

c. Alcobolic beverages 10 EXOBE? ........o.oocoveinsoescesssses e cesmssases |

ooag

5. Have you ever:
2. Applied for or received any kind of disability compensation?.. 0 0O
h&tﬂdﬁllﬂpﬂﬂpﬁlﬁﬂ(hmﬂlﬂfm“‘rhﬁﬂdﬂ'

insufance or reinsmatement thereof? LAY e
- 10. Family History | Age if [ Age at State of Health or
6. Have you had an insurance examination done within last 30 days Living | Death Cayse and Date of Death
for any othet COMPEAYY ...cviiiiiiisscecsensssssssmarsies. ] [ Bites
7. Has your weight changed in past year? .. .ooncnninnnns O O
No.Lbs—_ Gained? (] Lost? [J Mother
8. Are you now mking any medication or treatment? . .............coow. oo .gN' Living ...
9. Are you in good health and free from impairment?................. O O No. Dead........|
I hereby declare that all statements and answers as written herein and in Part One of lication are full, complete and true, whether own
hmd.otnm,mdllpumnrt}ujlntobemusi.dﬂrddmhnildnriuulm_ndhﬂm - ke
Dated at Y this day of , 20
Witness. T
Ezaminer Blguatare in full of Proposed Insured or Parent or Guardian for Proposed Insured

3011-280



i o MEDICAL EXAMINER'S REPORT YOl Mg

Confidential Between
To be completed in private Company and Examiner.
by Examiner only. Examination of heart and lungs must be with stethoscope against bared skin.
Name Details of “Yes” answers. (Identify item.)
B e —— ——— —
1. BUILD {MALES ONLY): e
(N SHOES)  (CLOTHED) | INSPIRATION) | FXPIRATION) | UMBILICUS RECAXED)
PT. | IN. LBS. IN. IN. IN.

Did you weigh? [ Yes O M b. Did messure? [J Yes [0 No
hmuﬂnﬂlﬂt’u du-u-dﬁ? OYa O No
2. BLOOD PRESSURE (Record all readings)
Iimubhudmmuumﬂ.phucmdem:uddm

and record in space
MINUTES REPEAT
AT REST AFTER 30 HOPS an BP.
DIASTOLIC 5TH PHASE... |
L PULSERATE .. ]
Irregularities Per Mia. .........|

4. HEART a. Is there any cyanosis, dyspoes, edema, arteriosclerosis, peripberal vascular or
other cardiovascular disorder? O Yes [0 No

b. Is heart enlarged? O Yes O No (If yes, describe)
¢. Is murmur present? O Yes ] Mo (If ves, complete 4d)
d. Murmur is: O Systolic O Apical O Scft (Gr.1-2)

O Constant [J Transmitted [J Presystolic [J Basal 0O Mod. (Gr. 3-4)
[J Inconstant [] Localized [0 Disstalic [ Other 0 Lowd {Gr. 5-6)

After exercise: (] Unchanged [ Increased. .
[0 Decreased  [] Absent

Show Location Of:
Apex by
Area of murmur by [
Point of greatest intensicy by o
Transmission by —>

Your impression?

5. Is there on examination any abnormality of the following:

(Circle applicable items and give details.) Yer No
a. Eyes, ears, nose, mouth, pharynx ___... O 0
(If vision or hearing ly impaired, indicate drpu and correction.)
b. Endocrine system (include thyroid and breases) .. SR et AT v i W
c.Nm:rm{mdudemluu.nu pumlrm} S e w
e. Abdomen (including m] e s g g
f. Genito-urinary system [m:hdt p-wuu;l ................................................... O 0O
E- Skin (incl. scars), lymph nodes, blood vessels (incl varicose veimg) .oeoo.... [1 0| TOEXAMINER: Mail this completed examination directly to:
h. Musculoskeletal system (include Ipiﬂ. jodnes, AMPULAtIOns, ddorm&u} RS D D Wi[‘.hi'ﬂ Nnﬁml Life Insurance 'CD-
6. Are there any hernias, hemorrhoids? ... ... FUE o e P.O. Box 1709
T B o i iaf Ty R i R . oo Lawton, Oklahoma 73502
8. URINALYSIS: | SPECIFIC GRAVITY ALBUMIN SUGAR Send specimen 1o Home Office: 1f Applicant is 51 years of age or over, amount
applied for or total amount this Company is over $100,000, o in case of findings or
Is specimen being sent o Home Ofhce? history of any urinary or circulatory abnormaliry.
_D_Y_'ﬂ ] No
1 cemify that I, e made this examioation st [JAM_ [T PMonthe ______ day
of. 20
Where was exam done? Examination authorized by:
Examiner's Social Secarity
or Tax Identification Number must be furnished under authocicy of law
Examiner’s signature Examiner's address il

3011-280



