ANSWERS MADE TO THE MEDICAL EXAMINER

Forming part of an application for insurance to

AUTO-OWNERS LIFE INSURANCE COMPANY, P.0. BOX 30660, LANSING, MICHIGAN 48909

Part It

Proposed Insured

First Name Middle Name Last Name

Birth Date:

Month

Day Year

1. a. Name, address and phone of your personal physician

(If none, so state)
b. Date and reason last consulted (if within 5 years)

2. Have you EVER been treated for or EVER had any known indica- Yes No | DETAILS of “Yes” answers. (IDENTIFY QUESTION NUM-
tion of: BER, CIRCI:E APPLIGABLE ITEMS: Include diagnosgs,
a. D?so.rder of eyes, ears., n_ose, or throgt? ................. oo ::;es?éigl;rsazgg ’"f::i:;n,‘::iﬁ;;g:;’msses of all attending
b. Dizziness, epilepsy, fainting, convuisions, headache; speech
defect, paralysis or stroke; mental or nervous disorder? . . . . . O O
¢. Shortness of breath, persistent hoarseness or cough, blood
spitting; bronchitis, pleurisy, asthma, emphysema, tuberculosis
or chronic respiratory disorder? .. ............ .. ...... . O O
d. Chest pain, palpitation, high blood pressure, rheumatic fever,
heart murmur, heart attack or other disorder of heart or blood
VBSSBIS? L o0
e. Jaundice, intestinal bleeding; ulcer, hernia, appendicitis, colitis,
diverticulitis, hemorrhoids, recurrent indigestion, or other dis-
order of the stomach, intestines, liver or gallbladder? ... . ... OO
f. Sugar, albumin, blood or pus in urine; venereal disease; stone
or other disorder of kidney, bladder, prostate or reproductive
OFgANS? . e O
g. Diabetes; thyroid or other endocrine disorders? ........... 0O O
h. Neuritis, sciatica, rheumatism, arthritis, gout, or disorder of
the muscles or bones, including the spine, back, orjoints? ... O O
i. Deformity, lameness or amputation? ................... 0O O
j. Disorder of skin, lymph glands, cyst, tumor, or cancer? .. . .. O O
k. Acquired Immune Deficiency Syndrome, AIDS Related
Complex or AIDS related conditions? ................... OO
I. Allergies; leukemia, anemia or other disorder of the blood? .. O 0O
m.Excessive use of alcohol, or any drugs? ................. 0O O
n. Disorder of menstruation, pregnancy, or breasts? ., ........ O O
3. Had any mental or physical disorder not listed above? ........ 0O O
4. Have you used tobacco in any form within the last 24 months? . O O
If so, please explain
5. Other than above, have you within the past five years:
a. Had a checkup, consultation, iliness, injury, surgery? ....... O a
b. Been a patient in a hospital, clinic, sanatorium, or other medical
facility? .. ... a o
c. Had an electrocardiogram, X-ray, other diagnostic test? . . ... O 0
d. Been advised to have any diagnostic test, hospitalization or Age if |Present| Age at
surgery which was not completed? .................... O O Living? | Health? | Death?|Cause of Death?
6. Have you ever had military service deferment, rejection or dis- Father
charge because of a physical or mental condition? ........... O O Mother
7. Have you ever requested or received a pension, benefits, or pay- :
ment )lgecause of gn injury, sickness or %isability? ........ p 'y. . 000 Brothfers and Sisters
8. Family History: Tuberculosis, diabetes, cancer, high blood pres- No.Living .......
sure, heart or kidney disease, mental iliness or suicide? ... .. .. g o | No.-Dead ........

| declare that the statements and answers shown above are true and complete to the best of my knowledge and belief, and | agree that

they shall be considered the basis of any insurance issued.
Dated at this

day of

Witness

M.D.

(Signature of Medical Examiner)
1003 (9-87) AL, AZ, FL, GA, IL, IN, MO, NE, OH, SC, SD, Wi

(Signature of Proposed Insured)



MEDICAL EXAMINER’S REPORT Part Il

9. a. Measured Height | Scale Weight | Chest (Full | Chest (Forced | Abdomen, at | Details of “Yes” answers. (Identify item.)
EUEel | Inspiration)| Expiration) | Umbilicus
ft. in. Ibs. in. in. in.
b. Any change of weight in past year? Cause?

¢. Is appearance unhealthy? [JYes [JNo

10.Blood Pressure [ENORIRGEEGIIE

Stystolic

: . §4th phase
Diastolic {Sth phase

11.Pulse: At Rest After Exercise 3 Minutes Later
Rate
Irregularities per min.
12.Heart: Is there any:

Enlargement (O Yes (O1No  Dyspnea []Yes [JNo History of rheumatic fever [JYes [ No
Murmur(s) [JYes [JNo Edema [JYes JNo

(describe below — if more than one, describe separately)

Murmur 1 Murmer 2

Location:
(Mitral, aortic, pulmonary, elsewhere)
Character: Constant ] O
Inconstant O O
Transmitted [ U
Localized O O :
Timing: Systolic Cd O Indicate:
Presystolic O O Aeexby X
Diastolic O 0 Murmurareaby o
Grade: Soft (Gr. 1-2) O [J  Point of greatest
Mod. (Gr. 3-4) O O intensity by o
At ] }-OUd (Gz 5-6) % S Transmission by ~ #
er exercise: ncrease ; P
Absent 5 0 Comments and your diagnoses?
gggpezr;%%d S g Does the murmur impress you as organic [  as functional [J
13.1s there on examination any abnormality of the following:
(Circle applicable items and give details) Yes No
(a) Eyes, ears, nose, mouth, pharynx? .......... ... .. ... ... .. ..... 0O g
(If vision or hearing markedly impaired, indicate degree and correction.)
(b)  Skin {incl. scars); lymph nodes; varicose veins or peripheral arteries? .. ] [
(c) Nervous system (include reflexes, gait, paralysis)? ................ O o
(d) Respiratory system? ... i O d
(6) Abdomen (include scars)? ............ ... g od
(f)  Genitourinary system (include prostate)? . ....................... 0o
(g) Endocrine system (include thyroid and breasts)? .................. 0o |
(h) Musculoskeletal system (include spine, joints, amputations, deformities)? (1 [ |
14.Are there any hernias? [IYes [CJNo  Any hemorroids? ............. OO , |
15.Are you aware of additional medical history? Are you forwarding |
(A confidential report may be sent to the Medical Director) a spec:men? N
16.  Urinalysis: Sugar vesl ol
PLEASE FORWARD SPECIMEN TO LABORATORY
| Certify that | have carefully examined of .
. ' {place of business} ' (City and Street Address) AM.
in private, at § home this day of . at PM.
my office
Signature of Examiner Address
Name of Examiner, Yrs. Patient known s
(Please Print) 3

Review report carefuily for completeness of all sections. Then mail directly and without SiE e W

exception to the Medical Director at the Home Office of the Company.
THE COMPANY APPRECIATES CONFIDENTIAL INFORMATION ALWAYS

Or Fed. 1.D.




