CNA INTERNATIONAL LIFE

PART Il - MEDICAL SUPPLEMENT

TO PERSONAL FACT SHEET

Please print or type all information

NAME OF PROPOSED INSURED: (Please Print)

BROKER, MGA, OR LIFE SALES OFFICE: (Please Print)

BIRTH DATE:

Mo.

Day Yr. Q Female

SEX: Q Male PRODUCING BROKER: (Please Print)

PLACE OF BIRTH:

AMOUNT OF INSURANCE APPLIED FOR:

PROPOSED INSURED’S OCCUPATION:

PROPOSED INSURED'S RESIDENCE:

1. Who is your Doctor? Address
A. When and why did you last consult your doctor?

B. What were you told about the findings?

C. What treatment and drugs were prescribed?

D. Are you still under treatment?

E. Any prior consultations? If Yes, give details.
2. Have you been treated for or had:

Yes No (If Yes, circle each applicable item.)
A. [ [ Any disease or disorder of eyes, ears, nose or throat?

B.OO
c.Oong
D.OO
EOO
F.OO
c.OnOd
HOO
L Ogd
J. OO
KOO
L OO
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QOO
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Dizziness, fainting, convulsions, epilepsy, head injury, headaches, speech de-
fect, paralysis or stroke, tremor, muscle weakness, depression, other mental or
nervous disorder?

Shortness of breath, persistent hoarseness or cough, blood spitting, bronchitis,
pleurisy, asthma, emphysema, tuberculosis or chronic respiratory disorder?

Chest pain, palpitations, high blood pressure, rheumatic fever, heart murmur,
varicose veins, phlebitis, or other heart or blood vessel disorder?

Hepatitis, ulcer, hernia, colitis, diverticulitis, recurrent indigestion, or other disor-
der of the stomach, intestines, liver, gall bladder, pancreas, or spleen?

Sugar, albumin, blood or pus in urine, sexually transmitted or venereal disease,
stone or other kidney, bladder, prostate or reproductive organ disorder?

Allergies, anemia, bleeding tendency or other disorders of the blood?

Neuralgia, neuritis, sciatica, rheumatism, arthritis, gout, or disorder of the muscles
or bones including the spine, back and joints?

Disorder of the skin or lymph glands, cyst, tumor or cancer?
Persistent fever, night sweats, chills, and/or diarrhea?
Diabetes, thyroid or other endocrine disorder?

Diagnosis or treatment for AIDS by a member of the medical profession?

Any mental or physical disorder not listed; had or been advised to have any
checkup, consultation, illness, injury, hospitalization, treatment or surgery includ-
ing an EKG, X-ray or other diagnostic test not already listed?

Are you currently receiving treatment or taking any medication?

Have you ever received or been advised to seek treatment or counseling by a
member of the medical profession for alcohol or other drug use?

Have you been advised by a physician to quit using tobacco for health reasons?
Have any of your parents, brothers, or sisters ever had diabetes?
Are you now pregnant? (If yes, give anticipated delivery date.)

Details of Yes answers (Include item #,
dates, duration, medication, names and
addresses of all physicians and hospitals)

3. Have you used tobacco in any form? [_] Never [ ] Present | Former Check type: [_]smokeless [ ] cigar | cigarette [ ] pipe
Mo./Year quit: No. of Years as a smoker: No. of packs per day:
4. FAMILY
HISTORY  Age if living or Atdeath Cancer History? Heart Disease or Circulatory Disorder?
Mother 1 No O Yes, since Age No[ Yes, since Age
Father 1 No [ Yes, since Age 1 No[ Yes, since Age
Sibling 1 No O Yes, since Age 1 No[ Yes, since Age
Sibling [d No [ Yes, since Age [J No[ Yes, since Age
I have read the above statements and answers and agree that they are true and complete to the best of my knowledge and belief.
Dated this day of , (month, year)
Witness Signed
Examiner Proposed Insured
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1. a. Height ft. in. c. Girth: Waist in. |2 a. Did you weigh? Measure?

without shoes b. Any weight change in past year?
Chest exhaled in. Gain Ibs. Why?
b. Weight Ibs.  Chest inhaled in. Loss Ibs.
Is there any defect or abnormality of— Yes/No| Describe fully any abnormalities noted in questions 3-8f.

3. Head and neck, vision and eyes; hearing and ears; speech;
mouth; thyroid gland?

4. Skin; lymph nodes; extremities; muscles; bones; joints; or spi-
nal curvature?

5. Chest, lungs or breasts? Palpate breasts for masses.

6. Abdomen — any scars, tenderness, masses or hernia?
Is liver or spleen palpable?

7. Nervous system — muscle tone, gait or reflexes?
8. Cardiovascular system —
a. Any arteriosclerosis?

b. Please examine eye grounds and grade them 1, 2, 3, or 4.
Describe fully grades 2, 3 or 4.

¢. Any varicose veins or edema of legs?
d. Blood Pressure Minimum 2 Readings Add’l. Readings

Systolic

5th phase diastolic
Report all readings. Take sitting and recumbent BP if history of If applicable, blood profile kit to be sent to the Laboratory for

hypertension or suspected therapy, or if BP over 140/90. analysis.
Before Immediately 2 Minutes Urine: To be voided by all applicants in your presence or
e. Pulse Rate Exercise |After 50 Hops After next room. All Specimens to be sent to the Laboratory
for analysis
Place [JYour Office [CJApplicant’s Business Office
Irregularities Examined: [CJApplicant’'s Home Where?
per minute AM
f. Heart: Date Examined Time PM
(1) Any murmur? Any enlargement?

(2) Locate PMI

(3) IF MURMUR HEARD Signed
(a) Systolic[] Presystolic[] Diastolic[] Identification No.
(b) s it faint?[] Moderate[] Loud[] Paramed Co. Name
(c) Is it constant?[JInconstant?[_] Rough[]
(d) Where is it loudest? Address
(e) Transmitted up or laterally? City State Zip Code

(f) What response to exercise?
(@) Any history of rheumatic or scarlet fever?
(h) What is your impression?

Are you a regular examiner of this company?

AUTHORIZATION TO OBTAIN INFORMATION
| HEREBY AUTHORIZE any physician, medical practitioner, hospital, clinic, other medical or medically related facility,
insurance or reinsuring company, the Medical Information Bureau, Inc., consumer reporting agency, having information
available as to diagnosis, treatment and prognosis with respect to any physical or mental condition and/or treatment, including
psychiatric conditions, drug or alcohol abuse, and any other medical or non-medical information about me or my health to give
to CNA International Life Company or its legal representative, any and all such information.
To facilitate rapid submission of such information, | authorize all said sources, except MIB, to give such records or
knowledge to any agency employed by the Company to collect and transmit such information.
| UNDERSTAND the information obtained by use of this Authorization will be used by CNA International Life Company to
determine eligibility for insurance. Any information obtained will not be released by CNA International Life Company to any
person or organization EXCEPT to reinsuring companies, the Medical Information Bureau, Inc., or other persons
or organizations performing business or legal services in connection with my personal fact sheet, or as may be otherwise
lawfully required or as | may further authorize.
| UNDERSTAND that | may request to receive a copy of this Authorization.
| AGREE that a photographic copy of this Authorization shall be as valid as the original.
| ACKNOWLEDGE having received and read the Notice to the Proposed Insured and the Medical Information Bureau Notice.
| AGREE that this Authorization shall remain valid for two years from its date.
[ I elect to be interviewed if an investigative consumer report is prepared in connection with this personal fact sheet. Please

contact me during the hours of and . My telephone number is :
Proposed Insured (If signing in behalf of Proposed Insured, Witness Examiner Date (month, day, year)
specify relationship/authority)

X
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CNA INTERNATIONAL LIFE CONFIDENTIAL VOUCHER

Please print or type all information

DOCTOR: Please Complete:

1. Name of Proposed Insured Birth Date: Mo. Day Yr.
2. Have you examined the Proposed Insured in the past year? As a personal patient? Or for insurance? When
Any abnormal findings?

3. Is the Proposed Insured your private patient? If so, please give details of any history, finding, or treatment that you wish to be

kept confidential.

Date Signed M.D.

INSTRUCTIONS

A.  PHYSICIAN EXAMINERS: Complete both sides in full.

B. PARA-MEDICAL EXAMINERS: Complete part Il in full. If you do not have your own report form for physical measurements, you
may complete page 2, omitting questions: 3, 4, 5, 6, 7, 8a, 8b, 8c, and 8f, otherwise
complete your own form. If an extended examination is done, complete the blocks below,
indicating the additional studies made:

[]JECG CJCHEST X-RAY  [PFT [OBLOOD KIT [JOTHER
(Specify)

C. ALL EXAMINERS:

1. The completed report must be mailed to the broker, or to the Medical Director in Nashville.

2. When the report is forwarded to the broker, detach the confidential voucher only and mail to the Medical Director, CNA International

Life Company, P.O. Box 305153, Nashville TN 37230-5153.

3. If the report is mailed to the Nashville Processing Center, leave all vouchers attached. (Paramedical facilities which bill monthly

need not complete the fee voucher).

4. The report must not be shown, given or mailed to a Broker.

5. The broker must not be present during the examination.

6. Fees will be paid from the Home Office. Do not accept payment from any other source.

7. Proposed Insured should be weighed fully clothed except for coat and shoes.

8. Report all blood pressures taken. Take a minimum of 2 readings.

If initial blood pressure is higher than 140/90, take at least two additional readings, sitting and recumbent. Question carefully
for possibility of medication.

9.  When history of “Check-up” is given question carefully to determine the reason(s).
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