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Application for Individual Life Insurance—Part 2 – Medical
QUESTIONS TO BE ANSWERED BY PROPOSED INSURED NAMED IN APPLICATION PART 1 (referred to in this Part 2 as 
“YOU”).
(Please print or type all information in black ink.)

Name of Proposed Insured  _________________________________________________ Date of Birth ____________________
1. FAMILY HISTORY
 Have any of your immediate family members (parents, brothers and sisters) died or been diagnosed as having cancer, coronary 

artery disease, stroke, kidney disease or diabetes?   q  Yes   q  No  If “No”, proceed to question 2.

  Age if   Age at   
 Living   Death  Give details of cause of death or diagnosis and age at diagnosis. 
 A. Mother
 B.  Father

 C.  Sister(s)

  

 D.  Brother(s)
  

2. Your Height __________  Weight __________

 Describe any weight change in past 12 months        q  Gained        q  Lost __________ lbs. 

3. A. Name of your personal physician(s) (First, Middle Initial, Last) __________________________________________________________
  Address (Number, Street, Apt. #, City, State, Zip)  _____________________________________________________________________
  Specialty, if any  _________________________________
 B. Date of last visit (within 5 years) ____________________
 C. Diagnosis or outcome of 3. B. ____________________________________________________________________________________
 D. What treatment was given or medication(s) prescribed for 3. C.? ________________________________________________________

    ______________________________________________________________________________If none, check  q
 E. List all medications used in the past year ___________________________________________________________________________

    _______________________________________________________________________________________________If none, check  q

	 F. Physician who can provide us with the most complete and up-to-date medical records. (If different from above.)
   Name of Physician (First, Middle Initial, Last) ________________________________________________________________________
   Address (Number, Street, Apt. #, City, State, Zip) _____________________________________________________________________  

If you answer “Yes” to any of the following questions, circle applicable medical condition and provide details in question 10.
4.   Have you ever been diagnosed, treated, tested positive for or been given medical advice by a member of the medical profession for:
 A. Coronary artery disease, chest pain, angina, palpitations, high blood pressure, rheumatic fever, heart murmur,  

 heart attack, fainting spells or other disorder of the heart? .....................................................................................................................   q  Yes   q  No

 B. Diabetes or any disorder of the thyroid, pituitary, adrenals, pancreas or other endocrine disorder? .......................................   q  Yes   q  No

 C. Skin disease, growth, rash, tumor or cyst? ......................................................................................................................................................   q  Yes   q  No
 D. Kidney stone, or any disease of the kidneys, bladder, prostate, testicles, breasts, uterus, ovaries, or any other part

   of the urinary tract or reproductive system? ..................................................................................................................................................   q  Yes   q  No
 E. Convulsions, seizures, epilepsy, stroke, TIA (transient ischemic attack (mini-stroke)), Alzheimer’s Disease, dementia,
   Parkinson’s Disease, Multiple Sclerosis, ALS (amyotrophic lateral sclerosis), neuropathy or recurrent dizziness 

  or headaches?  ..........................................................................................................................................................................................................   q  Yes   q  No
 F. Shortness of breath, sleep apnea, asthma, cystic fibrosis, emphysema, chronic lung disease, tuberculosis, asbestosis,
   coughing up or spitting up of blood, pneumonia, bronchitis, pleurisy, hoarseness or cough lasting more than 6 weeks,

   or any other disorder of the lungs or respiratory system? ........................................................................................................................   q  Yes   q  No
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 G. Jaundice, intestinal bleeding, persistent diarrhea, ulcer, esophagitis, Barrett’s esophagus, gastritis, duodenitis,
   pancreatitis, colitis, diverticulitis, hepatitis, Crohn’s Disease, Ulcerative Colitis or other disorder of the esophagus,

   stomach, liver, gallbladder, pancreas, intestines or rectum? ....................................................................................................................   q  Yes   q  No

 H. Any disorder or disease of eyes, ears, nose or throat? ................................................................................................................................   q  Yes   q  No

 I.  Phlebitis, blood clot, thrombosis, embolus, aneurysm, arterial narrowing, vasculitis or gangrene? ........................................   q  Yes   q  No
 J. Amputation, deformity, osteoarthritis, lupus, rheumatoid arthritis, scleroderma, or other injury or disorder of the back,

   neck, muscles bones, joints or spine? ...............................................................................................................................................................   q  Yes   q  No
 K. Mental or emotional disorder, depression, anxiety disorder, ADD (attention deficit disorder), ADHD (attention deficit / 

 hyperactivity disorder), schizophrenia, bipolar disorder or other psychosis, psychiatric or neurological disorder? ...........   q  Yes   q  No
 L. Cancer, tumor, mass or growth of any kind arising in or spreading to any organ or tissue of the body including the  

 blood, bone marrow or lymph glands? ............................................................................................................................................................   q  Yes   q  No
 M. Any infection, inflammation, anemia, polycythemia, immune deficiency (other than HIV) or other inherited or 

 acquired condition not mentioned above? ....................................................................................................................................................   q  Yes   q  No

 N. Any surgery or biopsy?  Any catheterization of the heart or arteries? ..................................................................................................   q  Yes   q  No
 O. Within the past 12 months have you been under observation by a member of the medical profession or taking  

 medication or treatment for any illness, condition or injury not mentioned above? .....................................................................   q  Yes   q  No
5.   Have you been diagnosed with or treated for AIDS (Acquired Immune Deficiency Syndrome) or  

 ARC (AIDS Related Complex) or HIV (Human Immunodeficiency Virus)? ............................................................................................   q  Yes   q  No
6.   Other than as disclosed above, have you within the past 5 years:

 A. Been a patient in a hospital, clinic, or other medical or treatment facility? ........................................................................................   q  Yes   q  No
 B. Been advised by a member of the medical profession to have any diagnostic test or procedure, hospitalization,

   treatment, or surgery, whether or not completed (other than HIV)? ....................................................................................................   q  Yes   q  No

7.   Have you ever used any narcotic, sedative, hallucinogenic, marijuana, crack, cocaine, heroin, LSD, or any illegal,  
 restricted or controlled substance, or any other drugs, except as prescribed by a physician?....................................................   q  Yes   q  No

   If “Yes”, provide name(s), form(s), quantity, frequency and duration of use, and date last used, for each drug and/or
   substance used. _______________________________________________________________________________________________

    ____________________________________________________________________________________________________________

8.   Have you ever:

 A. Been advised to reduce or discontinue the use of alcohol? .....................................................................................................................   q  Yes   q  No
 B. Been counseled, sought help or treatment, or been advised to go for treatment or counseling for alcoholism  

 or drug use? ................................................................................................................................................................................................................   q  Yes   q  No
 C. Attended or joined any organization such as Alcoholics Anonymous (AA) or Narcotics Anonymous (NA) for alcohol  

 and/or drug-related problems? ..........................................................................................................................................................................   q  Yes   q  No

9.   Are you now pregnant?..........................................................................................................................................................................................   q  Yes   q  No
   If “Yes”, how many months? __________________

10.  Please give details of all “Yes” answers – Question Number, when (each instance), nature of illness or injury, number of 
attacks, duration, severity, length of illness, after effects, treatment names, addresses and telephone number of medical 
professionals, clinics and hospitals involved (attach additional sheets of paper, if necessary.) 
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AUTHORIZATION TO OBTAIN INFORMATION
•	 By	my	signature	below,	I,	the	Proposed	Insured	and	I,	the	Owner,	hereby	authorize	any	physician,	medical	practitioner,	hospital,	clinic,	

other medical or medically related facility, insurance or reinsuring company, MIB, Inc., consumer credit reporting agency, Department 
of Motor Vehicles, or present or former employer, 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, including motor vehicle and driving records, to give to Security Mutual Life Insurance 
Company of New York or its legal representative, or any reinsuring company or its legal representative, any and all such information.

•	 To	facilitate	rapid	submission	of	such	information,	I	authorize	all	said	sources,	except	MIB,	Inc.,	to	give	such	records	or	knowledge	to	any	
agency engaged by Security Mutual Life Insurance Company of New York to collect and transmit such information.

•	 I	authorize	Security	Mutual	Life	Insurance	Company	of	New	York,	or	its	reinsurers,	to	make	a	brief	report	of	my	personal	health	information	
to MIB, Inc. at any time within two years from the date of this Authorization. 

•	 I	understand	the	information	obtained	by	use	of	this	Authorization	will	be	used	by	Security	Mutual	Life	Insurance	Company	of	New	York	to	
determine eligibility and the premium rate for insurance.  Any information obtained will not be released by Security Mutual Life Insurance 
Company of New York to any person or organization except to reinsuring companies, MIB, Inc., other persons or organizations performing 
business or legal services in connection with my application, or as may be otherwise lawfully required or as I may further authorize.

•	 I	understand	that	I	may	request	to	receive	a	copy	of	this	Authorization.
•	 I	agree	that	a	photocopied,	facsimile	or	e-mailed	copy	of	this	Authorization	shall	be	as	valid	as	the	original.
•	 I	acknowledge	having	received	and	read	the	Notice	Regarding	Possible	Investigative	Consumer	Report	and	the	MIB,	Inc.	Disclosure	Notice.
•	 I	authorize	Security	Mutual	Life	Insurance	Company	of	New	York	to	request	an	investigative	consumer	report.
•	 I	agree	that	this	Authorization	shall	remain	valid	for	two	and	one-half	years	from	its	date	unless	I	revoke	it	by	written	notice	to	Security	

Mutual Life Insurance Company of New York.

I declare and represent that the statements and answers provided in this Application for Individual Life Insurance—Part 2 - Medical have 
been correctly recorded and that they are full, complete and true to the best of my knowledge and belief.  I agree that such  
statements and answers shall be part of the application for insurance.

Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to 
penalties under state law.

____________________________   _________________________________________  ________________________________________
 Date   Signature of Medical Examiner  Signature of Proposed Insured
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MEDICAL EXAMINER’S REPORT
(Examination to be completed with no third party present)

Name of Proposed Insured _____________________________________________  Date of Birth ______________________

1. a. Height ______ in. (without shoes)   Measured   Estimated
 b. Weight _____ lbs. (with clothes)   By scales   Estimated
 c. Has weight changed in past year?    Yes     No Gain? ________ lbs.  Loss? ________lbs.  Cause? _______________
 d. Chest expansion:  inspiration _____in.; expiration _____in. e. Abdominal girth (at umbilicus) _______ in.

2. Blood   Initial   3. Pulse
 Pressure Reading Subsequent Readings Reaction to Exercise
Systolic Before Immediately 3 Minutes
Diastolic Resting Exercise After Exercise  After Exercise
(end of sound) Rate
NOTE: If initial reading over 145/90, take subsequent  No. irregularities
 readings. per minute

 Type of irregularity? ___________________________________________
 NOTE: If resting pulse 90 or over and/or irregular, complete Reaction
 to Exercise portion, if not otherwise contraindicated.

4. Do you find any disease or abnormality of: YES NO If 4.a. through 4.i. answered
 a. Eyes, ears, nose, mouth or throat? (vision, hearing, etc.) ..................    “Yes,” describe (if additional space

 b. Brain or nervous system? (Reflexes, station, gait, paralysis, etc.) ......    is needed, attach separate sheet):

 c. Heart? (If enlarged and/or murmur present complete No. 7) ............   
 d. Lungs or Respiratory System? .............................................................   
 e. Abdomen or Gastro-Intestinal System? (Hernia, masses, etc.) ...........   
 f. Peripheral Vascular System (varicosities, arterial pulsations, etc.) ....   
 g. Lymphatic or Endocrine System? .......................................................   
 h. Musculo-Skeletal System? ...................................................................   
 i. Skin or other part of body? .................................................................   

5. a. How long have you known applicant? _______________When did applicant last consult you? __________________
 Why? _____________________________________________________________________________________________
 b. Have you personal knowledge of other factors which would have a bearing on this risk?    Yes     No
 If “Yes,” explain under remarks.

6. a. Are you examining this individual for any other insurance companies concurrently?    Yes     No
 If “Yes,” give name of each company __________________________________________________________________
 b. Type of insurance this examination is being completed for? _______________________________________________

7. Complete if 4.c. is answered “Yes.”
 a. Is heart enlarged?   Yes     No b.  Is there a murmur?    Yes    No
 c. The murmur is:   Systolic   Presystolic   Diastolic   Aortic     Pulmonic     Apical
   Constant   Inconstant   Faint   Moderate   Loud
 d. Transmission   None   To Axilla   To Neck   Elsewhere ______________________
 e. Murmur is heard best in which position?    Erect    Recumbent    Left Lateral
 f. Indicate on diagram:
 Apical Impulse (x); PMI (o); transmission () area of murmur by outline ( )
 g. What effect does exercise have on murmur? ____________________________________________________________
 h. Your diagnosis and/or comment? _____________________________________________________________________

Printed Name of Examiner Who Completed Exam ________________________________________________
Medical Facility ___________________________________________________
Office Address ___________________________________________________
 ___________________________________________________
Office Phone # __________________________  Date of Exam _______________________

REMARKS:
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INSTRUCTIONS TO THE MEDICAL EXAMINER

1.  Ask each question and record answers as given, developing details of affirmative answers in the space provided 
opposite the question.

2. Each question must be answered.  Blank answers are not acceptable.

3. The applicant or examiner must initial and date all corrections adjacent to the correction.

4.  The examination report, whether complete or partially complete, is the Company's property and is not to be 
destroyed.  All examination reports are to be forwarded directly to Security Mutual Life Insurance Company of  
New York, 100 Court Street, P.O. Box 1625, Binghamton, New York 13902-1625 by the Medical Examiner.

TO THE MEDICAL EXAMINER:

ALL FEES for examinations are paid by the Home Office.  No agent is authorized to pay you directly.  No fee can be 
paid until an invoice for services performed is received.  If you do not receive your fee within sixty days, notify the 
Security Mutual Home Office.

1. Name of Proposed Insured _______________________________________________________________________ 

2. Date of birth ____________________________   3.  Place of birth _______________________________________

4. Agent requesting examination _____________________________________________________________________

5. Name of examiner (please print) ___________________________________________________________________ 

 Office Address __________________________________________________________________________________



IMPORTANT NOTICES

NOTICE REGARDING POSSIBLE INVESTIGATIVE CONSUMER REPORT

This notice is to inform you that as part of our normal underwriting procedures in connection with an application 
for insurance, we may request a consumer report or an investigative consumer report. We may also request a 
subsequent consumer report to update our files.

Typically, the investigative consumer report will contain information as to character, general reputation, personal 
characteristics and mode of living, which information is obtained through an interview with you or an adult 
member of your family, employers or business associates, financial sources, friends, neighbors or others with whom 
you are acquainted. The information will consist, when applicable, of a confirmation of your identity, age, residence, 
marital status, and past and present employment, including occupational duties, financial information, driving 
record, sports and recreational activities, health history, use of alcohol or drugs (if any), living conditions, and type 
of community.  You may request to be interviewed in connection with the preparation of an investigative consumer 
report.

You may make a written request, within a reasonable time after you receive this notice, for additional information 
as to the nature and scope of the investigation, our information practices and your rights of access and correction. 
You may also request a written summary of your rights under the Fair Credit Reporting Act. We will inform you, 
upon written request, whether an investigative consumer report was made, and if so, we will provide you with the 
name, address and telephone number of the consumer reporting agency making the report. You may inspect and 
receive a copy of the report by contacting the consumer reporting agency directly.

Requests for additional information should be addressed to Security Mutual Life Insurance Company of New York, 
PO Box 1625, Binghamton, New York 13902-1625.  Please provide your name, address, telephone number and policy 
number to identify your request.

MIB, INC. DISCLOSURE NOTICE

Information regarding your insurability will be treated as confidential.   Security Mutual Life Insurance Company of New 
York or its reinsurers may, however, make a brief report thereon to MIB, Inc., formerly known as Medical Information 
Bureau, a not-for-profit membership organization of insurance companies, which operates an information exchange 
on behalf of its members.  If you apply to another MIB member company for life or health insurance coverage, or a 
claim for benefits is submitted to such a company, MIB, upon request, will supply such company with the information  
about you in its file.

Upon receipt of a request from you, MIB will arrange disclosure of any information in your file.  Please contact MIB at 
866-692-6901.  If you question the accuracy of the information in MIB’s file, you may contact MIB and seek a correction 
in accordance with the procedures set forth in the federal Fair Credit Reporting Act.  The address of MIB’s information 
office is 50 Braintree Hill Park, Suite 400, Braintree, Massachusetts 02184-8734.

Security Mutual Life Insurance Company of New York, or its reinsurers, may also release information from its file to 
other insurance companies to whom you may apply for life or health insurance, or to whom a claim for benefits may 
be submitted. Information for consumers about MIB may be obtained on its website at www.mib.com.

Agent:  Please give this Notice to the Proposed Insured.
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Leave this form  
with the proposed insured.


