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Insured's Name: Social Security #
Street Address: Date of Birth: Age:
City/State/ZIP Height: Weight:
Telephone Number: Home: Occupation:

Work:
Beneficiary: ' S8N: Relationship:

Please furnish details to all *Yes* answers and your persenal Physician's name and address even if you answer "No" to all questions,

YES NO
1. Have you or any family member to be covered ever been told you had or been treated for any of the following

{check all that apply and give details on the next page):

D 2. Cancer, tumor, ulcer, neurological disorder or related disease, or disease of the breast or reproductive organs?
1 [0 b Heart attack, angina pectoris, chest pain, high blood pressure or any other disease of the heart or blood vessels?

¢ Disease of the kidney, urinary bladder, stomach intestines, liver, gall bladder, lungs or respiratory system,
nervous or mental disorder?

0 e Diabetes, chronic hepatitis, leukemia, internal organ transplant, eirrhosis of the liver, or paralysis?

[0 2z Have you ever been diagnosed or treated for or been told you will require treatment for a disorder of the Immune
System including Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex {ARC), or any other
AIDS-related condition or had a pesitive test for the AIDS virus (HIV)?

0 O 3 Have you ever had or been treated for alcohol or drug abuse or addiction? (If yes give full defails on the next
page)

O
-

Have you been hospitalized, consulied a physician, or received treatment for any iilness or injury in the past 5
years, other than as stated above?

5. Have you smoked cigarettes or used tobacco product in the pasi 12 months?
6. Have you missed more than 5 consecutive days of work due to accident or sickness in the past 12 months?

Have you ever been declined or rated-up for life or health insurance?

1 o I I
[ e [

8. Within the past 2 years have been advised to have any diagnostic test, hospitalization, surgical procedure or
treatment that has not been done?

[
.

9. Do you currently have any growth, eyst or lump or any new pigmented area of skin that has not been evaluated
by a physician?

O O 1o within the past 5 years have you had any sympioms for which future medical assessment is pianned,
confemplated, or for which you have not yet consulted your physician?

a [0 11 Are you currently taking, or been advised to take, prescription drugs? Indicate drugs and prescribing physician
on the next page.
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Details of **Yes" answers, Please include dates, duration, attending physician's or hospital's Provide personal physician's name and

jon #
Questio name, address or phone number address

To the best of my knowledge and belief, all of my statements and answers are true and complete,

I agree that reinstatement of the policy as granted by Colorado Bankers Life Insurance Company upon the application, shall be
contestable for fraud or misrepresentation of any material facts stated herein or in connection herewith for two years from the
date of reinstatement and that this reinstatement application shall become a part of the contract of insurance. I undersiand that
my coverage is not to be considered reinstated until this application has been approved by the Company during my fifetime and
past due premium has been paid. Payment of the past due premium is not binding upon the Company until this application is
approved.

1 hereby authorize any physician, medical practitioner, hospital, clinic, Health Maintenance Organization, including Mayo,
Kaiser Foundation, Veterans Administration, or other medical or medically related facility, insurance company, the Medical
Information Bureau, or other organization, institute, or person that has any records or knowledge of me or my family, or our
health, medical history or physical condition, to give Colorado Bankers Life Insurance Company or its reinstures any such
information including psychiatric histories and testify as to such information.

This authorization is valid for thirty (30) months after the date it was signed. A photo static copy of this autherization will be as
valid as the original.

Date Stgoature of Insured
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