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Medical Examination Report 
 
Proposed Life Insured 
 
L
 
ast name First name & initial Date of birth (mmm/dd/yyyy) 

1. a) Name and address of your personal physician. (If none, so state.)   
   
 b) Date and reason last consulted.   
 c) What treatment was given or medication prescribed?   
 
(‘Treatment’ includes the professional services of a therapist, medical practitioner, 
physician, medical professional or practitioner of alternative medicine and also 
includes a weight loss or control program.) 
Does/Has/Is the proposed life insured: 
2.1 Presently taking prescription medication?..............................................................  
2.2 Presently under treatment? ....................................................................................  
2.3 Had medication, treatment or a diagnostic test prescribed or advised that has not 

yet been started or completed? ..............................................................................  
2.4 In the past 10 years, had an exercise ECG, echocardiogram or other ultrasound, 

angiography, CAT or MRI scan, biopsy, endoscope, or other special screening or 
diagnostic test?.......................................................................................................  

2.5 In the past 10 years, been diagnosed as having, or received treatment for: 
a) High blood pressure, stroke, transient ischemic attack (TIA), swelling of the ankles, 

shortness of breath, chest pain, pressure or discomfort, angina, aneurysm, leg pain, 
disorder of the arteries, heart attack or murmur, irregular heartbeat, or other disorder 
of the heart or circulatory system?................................................................................. 

b) High levels of cholesterol or triglycerides in the blood? ....................................  
c) Anemia, swollen glands or other disorder of the blood or lymphatic system? ..  
d) Cancer, tumor, polyp, cyst, abscess, unexplained swelling or lumps? .............  
e) Auto-immune disease or other disorder of the immune system (other than HIV)...... 
f) Asthma, emphysema, chronic cough, sleep apnea, coughing of blood, or other 

disorder of the nose, throat or lungs?................................................................  
g) Chronic hepatitis, pancreatitis, diarrhea, indigestion, colitis, ileitis, abdominal 

pain, bleeding, bowel obstruction or chronic disease of the esophagus, 
stomach, gall bladder, pancreas, liver or bowels?.............................................  

h) Chronic kidney disease, kidney stones, an incident of blood in the urine, or a 
disorder of the bladder, kidney, prostate gland or reproductive organs? ..........  

i) A seizure, convulsion, epilepsy, paralysis, multiple sclerosis, or chronic 
disorder of the nervous system, brain, eyes or ears? .....................................  

j) Depression, anxiety, schizophrenia or other psychiatric disorder? .................  
k) Arthritis or other chronic disorder of the joints, bones, muscles, skin or 

connective tissues? .........................................................................................  
l) Diabetes or other disease of the pancreas, thyroid, pituitary or other endocrine 

glands? ...........................................................................................................  
2.6 Consulted with another physician/medical practitioner, other than identified in 

question 1, in the past 5 years?............................................................................  
2.7 Ever tested positive for HIV (Human Immunodeficiency Virus) as part of a test for 

obtaining insurance?.............................................................................................  
2.8 Within the past 5 years applied for or received, from any source, waiver of 

premiums, disability income or a critical illness benefit? ......................................  
2.9 Had/Have a parent and/or sibling with a history of diabetes, heart attack, angina, 

stroke, cancer, polycystic kidney disease, Huntington’s Chorea, Alzheimer’s, ALS 
(Amyotrophic Lateral Sclerosis) or other hereditary disorder?.............................  

 (If ‘Yes’, specify the parent and/or sibling, condition and age at onset in number 
2.10.) (For cancer, specify type.) 

 
 
 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
 
 
O Yes. O No. 
 
 
 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
 
O Yes. O No. 
 
O Yes. O No. 
 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
 
O Yes. O No. 
O Yes. O No. 
 
O Yes. O No. 
O Yes. O No. 
 
O Yes. O No. 
 

Details of ‘Yes’ 
answers. 
(Identify question 
number, circle 
applicable items. 
Include diagnoses, 
dates, duration and 
names and 
addresses of all 
attending physicians 
and medical 
facilities.) 

2.10 Age if Age at Details of condition/ Age if Age at Details of condition/ 
  living Death Cause(s) of death Living Death Cause(s) of death 
 Father       Sibling        
 Mother       Sibling       
 
I hereby declare that I have read this Medical Examination Report. I was asked every question that applies to me and 
provided the answers shown to these questions. The statements, answers and representations contained in this Medical 
Examination Report are full, complete and true. No material circumstance or information concerning the subject matter of 
the questions asked has been withheld or omitted. All statements made in this Medical Examination Report shall be 
epresentations and not warranties. r 

Dated at  in the State of  on  
 City  (mmm/dd/yyyy) 
In the Presence of 
 Medical Examiner (please print) Signature of Proposed Life Insured  



 
 
Medical Examination Report This examination should be made in private. 
 

Males only: 3. a) Height 
 
 
 ft. in. 

Weight 
 
 
 lbs. 

Chest (full 
inspiration) 

 in. 

Chest (force 
expiration) 

 in. 

Abdomen, at 
umbilicus 

 in. 

 

 b) Did you weigh? O Yes. O No. Did you measure. O Yes. O No. 
 c) Is appearance unhealthy or older than stated age?  O Yes. O No. 

    
    
    
    
  

At Rest After Exercise 3 minutes later  
    
    
    

6. Heart  Is there any: Enlargement O Yes. O No. Dsypnea O Yes. O No. 
  Murmur(s) O Yes. O No. Edema O Yes. O No. 
  (Describe below – if more than one, describe separately.) 
 Murmur #1 Murmur#2 

 Location: 
 
 Constant O O 
 Inconstant O O 
 Transmitted O O 
 Localized O O 
 Systolic O O 
 Presystolic O O 
 Diastolic O O 
 Soft (Gr. 1 – 2) O O 
 Mod (Gr. 3 – 4) O O 
 Loud (Gr. 5 – 6) O O 
 After Exercise: 
 Increased O O 
 Absent O O 
 Unchanged O O 
  Decreased O O 

7. Is there on examination any abnormality of the following:  (Circle applicable items and giv detailse .) 
 a) Eyes, ears, nose, mouth, pharynx. O Yes. O No. 
 (If vision or hearing markedly impaired, indicate degree and correction.) 
 b) Skin (incl. scars), lymph nodes, varicose veins or peripheral arteries.  O Yes. O No. 
 c) Nervous system (include reflexes, gait, paralysis). O Yes. O No. 
 d) Respiratory system. O Yes. O No. 
 e) Abdomen (include scars). O Yes. O No. 
 f) Genitourinary system. O Yes. O No. 
 g) Endocrine system. (include thyroid and breasts). O Yes. O No. 
 h) Musculoskeletal system. (include spine, joints, amputations, deformities).  O Yes. O No. 
 

8. Are there any hernias? O Yes. O No. 
 
9. Are you aware of any additional history? 
  (A confidential report may be sent to the Medical Director.) O Yes. O No. 
 

Albumin Sugar Blood 
    

 If history or presence of albumin, sugar, kidney disease or stone, blood pressure over 150/90, send 
specimen to: ExamOne 

  10101 Renner Blvd., Lenexa, KS  66219 
 Are you sending a specimen? O Yes. O No. 

  

Details of ‘Yes’ answers. 
(Identify them.) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When completed mail 
to: 
The Independent Order 
of Foresters 
P.O. Box 179 
Buffalo NY 14201-0179 

   4. Blood pressure(record ALL readings) 
 Systolic 
 Diastolic – 4th phase. 
 – 5th phase. 

10. Urinalysis: 

5. Pulse 
 
 Rate 
 Irregularities per min 

 

Numbers 
Indicate 
interspaces 

Apex by X 
 
Murmur 
area by  
 
Point of greatest 
Intensity by  
 
 
 
Transmission by  

O

Mid-clavicular line 
Indicate: 

O

For comments and 
Your impression 
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Arkansas 
The Independent Order of Foresters 

 
NAME OF COMPANY:           The Independent Order of Foresters 
                                                   Forester House, 789 Don Mills Road, Toronto, Ontario M3C 1T9 
                                                   (416) 429-3000 
____________________________________________________________________________________________________ 
A. Option Selected 
 

    1. Policy and its related forms are scored for the Flesch reading ease test as one unit and the combined score is below. 
    2. Policy and its related forms are scored separately for the Flesch reading ease test. Scores for the policy and each form 

            are indicated below. 
 
Form and Form Numbers to which Certification is Applicable: 
 

Form Form Number Flesch Score

Medical Examination Report 104907 US 06/08 61.8 
   

 
 
B. Test Option Selected 
 

    1. Test was applied to entire policy form(s). 
    2. Test was applied on sample basis. Form(s) contain(s) more than 10,000 words. Copy of form(s) enclosed indicating 

            word samples tested. 
 
 
C. Standards for Certification 
A checked block indicates the standard has been achieved. 
 

    1. The policy text achieves a minimum score of 40 on the Flesch reading ease test in accordance with the option chosen in 
            Section A above. 
 

    2. It is printed in not less than 10-point type, one point leaded. (This does not apply to specification pages, schedules and 
            tables). 
 

    3. The layout and spacing of the policy separate the paragraphs from each other and from the border of the paper. 
 

    4. The section titles are captured in bold-faced type or otherwise stand out significantly from the text. 
 

    5. Unnecessarily long, complicated or obscure words, sentences, paragraphs or constructions are not used in the policy. 
 

    6. The style, arrangement and overall appearance of the policy give no undue prominence to any portion of the policy or 
            to any endorsements or riders. 
 

    7. A table of contents or an index of the principal sections is included in the policy. (This applies only if the policy has 
            more than 3,000 words or consists of more than 3 pages). 
 
This certification must be signed by an officer of the insurer. 
 
  
          
____________________________________________                            ______________________________________                                 
Steve Lintner                                                        Date 
Director, Business Analysis, Product Solutions Group 
 

fali
Typewritten Text
June 11, 2008



 

Individual Life 
NAIC # 763-58068 
FEIN 980000680 

 
June 11, 2008 
 
Arkansas Division of Insurance 
 
 
Re: Medical Examination Report Form #104977 US 06/08  
 Replacing Form #OF – 145 – 90 (US) 
 
We are submitting the above form for approval in accordance with the insurance laws of your state. 
This form will replace our previous form noted above. We have given our Medical Examination Report 
a new look and have updated the medical questions to reflect how they are now asked on our current 
Applications. This form is used by our authorized paramedicals to collect additional medical information 
during the paramedical exam, to supplement the information that is provided by the applicant on any of 
our existing or future life product applications.  The Medical Examination Report will be used when 
additional medical information is required to properly underwrite any coverages applied for.  It will be 
used with our suite of term life, whole life and universal life products that have been previously 
approved by your department and with future product approvals. 
 
The form will be available electronically downloadable on a secure website and as a pre-printed 
orderable form. The electronic version of these forms may be downloaded, printed off and filled in by 
hand, or may be filled out electronically.  This may occur in person with the applicant or via telephone 
interview.  Once completed, it will always be printed and ‘wet-signed’ in ink, by the paramedical and the 
proposed insured. At that point it may be transported in its hardcopy form, or it may be transmitted 
electronically over secure systems, as needed, in order to expedite the underwriting process. 

 
Depending on the method of generation and printing, the formatting and fonts may be slightly altered 
but all content will remain identical to the approved forms.  The font size will never be less than 
required by your state. 

 
No part of this filing contains any unusual or possibly controversial items from normal company or 
industry standards.  

 
Approval of these forms is not required by the Insurance Laws of Canada where this Society is 
domiciled. 
 
If you require further information, please call me toll-free at 1-800-828-1540 Ext. 4107 or email me at 
fali@foresters.com. 
 
Fraternally, 
 
 
 
Faida Ali 
Compliance Analyst 

ForestersTM is a trademark of The Independent Order of Foresters, a fraternal benefit society • T. 800 828 1540 • www.foresters.com  

789 Don Mills Road, Toronto, Canada M3C 1T9 • T. 416 429 3000 • F. 416 429 3896 • U.S. mailing address, PO Box 179, Buffalo, NY 14201-0179                                            
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    1. Policy and its related forms are scored for the Flesch reading ease test as one unit and the combined score is below. 
    2. Policy and its related forms are scored separately for the Flesch reading ease test. Scores for the policy and each form 
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B. Test Option Selected 
 

    1. Test was applied to entire policy form(s). 
    2. Test was applied on sample basis. Form(s) contain(s) more than 10,000 words. Copy of form(s) enclosed indicating 

            word samples tested. 
 
 
C. Standards for Certification 
A checked block indicates the standard has been achieved. 
 

    1. The policy text achieves a minimum score of 40 on the Flesch reading ease test in accordance with the option chosen in 
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Medical Examination Report 
 
Proposed Life Insured 
 
L
 
ast name First name & initial Date of birth (mmm/dd/yyyy) 

1. a) Name and address of your personal physician. (If none, so state.)   
   
 b) Date and reason last consulted.   
 c) What treatment was given or medication prescribed?   
 
(‘Treatment’ includes the professional services of a therapist, medical practitioner, 
physician, medical professional or practitioner of alternative medicine and also 
includes a weight loss or control program.) 
Does/Has/Is the proposed life insured: 
2.1 Presently taking prescription medication?..............................................................  
2.2 Presently under treatment? ....................................................................................  
2.3 Had medication, treatment or a diagnostic test prescribed or advised that has not 

yet been started or completed? ..............................................................................  
2.4 In the past 10 years, had an exercise ECG, echocardiogram or other ultrasound, 

angiography, CAT or MRI scan, biopsy, endoscope, or other special screening or 
diagnostic test?.......................................................................................................  

2.5 In the past 10 years, been diagnosed as having, or received treatment for: 
a) High blood pressure, stroke, transient ischemic attack (TIA), swelling of the ankles, 

shortness of breath, chest pain, pressure or discomfort, angina, aneurysm, leg pain, 
disorder of the arteries, heart attack or murmur, irregular heartbeat, or other disorder 
of the heart or circulatory system?................................................................................. 

b) High levels of cholesterol or triglycerides in the blood? ....................................  
c) Anemia, swollen glands or other disorder of the blood or lymphatic system? ..  
d) Cancer, tumor, polyp, cyst, abscess, unexplained swelling or lumps? .............  
e) Auto-immune disease or other disorder of the immune system (other than HIV)...... 
f) Asthma, emphysema, chronic cough, sleep apnea, coughing of blood, or other 

disorder of the nose, throat or lungs?................................................................  
g) Chronic hepatitis, pancreatitis, diarrhea, indigestion, colitis, ileitis, abdominal 

pain, bleeding, bowel obstruction or chronic disease of the esophagus, 
stomach, gall bladder, pancreas, liver or bowels?.............................................  

h) Chronic kidney disease, kidney stones, an incident of blood in the urine, or a 
disorder of the bladder, kidney, prostate gland or reproductive organs? ..........  

i) A seizure, convulsion, epilepsy, paralysis, multiple sclerosis, or chronic 
disorder of the nervous system, brain, eyes or ears? .....................................  

j) Depression, anxiety, schizophrenia or other psychiatric disorder? .................  
k) Arthritis or other chronic disorder of the joints, bones, muscles, skin or 

connective tissues? .........................................................................................  
l) Diabetes or other disease of the pancreas, thyroid, pituitary or other endocrine 

glands? ...........................................................................................................  
2.6 Consulted with another physician/medical practitioner, other than identified in 

question 1, in the past 5 years?............................................................................  
2.7 Ever tested positive for HIV (Human Immunodeficiency Virus) as part of a test for 

obtaining insurance?.............................................................................................  
2.8 Within the past 5 years applied for or received, from any source, waiver of 

premiums, disability income or a critical illness benefit? ......................................  
2.9 Had/Have a parent and/or sibling with a history of diabetes, heart attack, angina, 

stroke, cancer, polycystic kidney disease, Huntington’s Chorea, Alzheimer’s, ALS 
(Amyotrophic Lateral Sclerosis) or other hereditary disorder?.............................  

 (If ‘Yes’, specify the parent and/or sibling, condition and age at onset in number 
2.10.) (For cancer, specify type.) 

 
 
 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
 
 
O Yes. O No. 
 
 
 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
 
O Yes. O No. 
 
O Yes. O No. 
 
O Yes. O No. 
O Yes. O No. 
O Yes. O No. 
 
O Yes. O No. 
O Yes. O No. 
 
O Yes. O No. 
O Yes. O No. 
 
O Yes. O No. 
 

Details of ‘Yes’ 
answers. 
(Identify question 
number, circle 
applicable items. 
Include diagnoses, 
dates, duration and 
names and 
addresses of all 
attending physicians 
and medical 
facilities.) 

2.10 Age if Age at Details of condition/ Age if Age at Details of condition/ 
  living Death Cause(s) of death Living Death Cause(s) of death 
 Father       Sibling        
 Mother       Sibling       
 
I hereby declare that I have read this Medical Examination Report. I was asked every question that applies to me and 
provided the answers shown to these questions. The statements, answers and representations contained in this Medical 
Examination Report are full, complete and true. No material circumstance or information concerning the subject matter of 
the questions asked has been withheld or omitted. All statements made in this Medical Examination Report shall be 
epresentations and not warranties. r 

Dated at  in the State of  on  
 City  (mmm/dd/yyyy) 
In the Presence of 
 Medical Examiner (please print) Signature of Proposed Life Insured  



 
 
Medical Examination Report This examination should be made in private. 
 

Males only: 3. a) Height 
 
 
 ft. in. 

Weight 
 
 
 lbs. 

Chest (full 
inspiration) 

 in. 

Chest (force 
expiration) 

 in. 

Abdomen, at 
umbilicus 

 in. 

 

 b) Did you weigh? O Yes. O No. Did you measure. O Yes. O No. 
 c) Is appearance unhealthy or older than stated age?  O Yes. O No. 

    
    
    
    
  

At Rest After Exercise 3 minutes later  
    
    
    

6. Heart  Is there any: Enlargement O Yes. O No. Dsypnea O Yes. O No. 
  Murmur(s) O Yes. O No. Edema O Yes. O No. 
  (Describe below – if more than one, describe separately.) 
 Murmur #1 Murmur#2 

 Location: 
 
 Constant O O 
 Inconstant O O 
 Transmitted O O 
 Localized O O 
 Systolic O O 
 Presystolic O O 
 Diastolic O O 
 Soft (Gr. 1 – 2) O O 
 Mod (Gr. 3 – 4) O O 
 Loud (Gr. 5 – 6) O O 
 After Exercise: 
 Increased O O 
 Absent O O 
 Unchanged O O 
  Decreased O O 

7. Is there on examination any abnormality of the following:  (Circle applicable items and giv detailse .) 
 a) Eyes, ears, nose, mouth, pharynx. O Yes. O No. 
 (If vision or hearing markedly impaired, indicate degree and correction.) 
 b) Skin (incl. scars), lymph nodes, varicose veins or peripheral arteries.  O Yes. O No. 
 c) Nervous system (include reflexes, gait, paralysis). O Yes. O No. 
 d) Respiratory system. O Yes. O No. 
 e) Abdomen (include scars). O Yes. O No. 
 f) Genitourinary system. O Yes. O No. 
 g) Endocrine system. (include thyroid and breasts). O Yes. O No. 
 h) Musculoskeletal system. (include spine, joints, amputations, deformities).  O Yes. O No. 
 

8. Are there any hernias? O Yes. O No. 
 
9. Are you aware of any additional history? 
  (A confidential report may be sent to the Medical Director.) O Yes. O No. 
 

Albumin Sugar Blood 
    

 If history or presence of albumin, sugar, kidney disease or stone, blood pressure over 150/90, send 
specimen to: ExamOne 

  10101 Renner Blvd., Lenexa, KS  66219 
 Are you sending a specimen? O Yes. O No. 

  

Details of ‘Yes’ answers. 
(Identify them.) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When completed mail 
to: 
The Independent Order 
of Foresters 
P.O. Box 179 
Buffalo NY 14201-0179 

   4. Blood pressure(record ALL readings) 
 Systolic 
 Diastolic – 4th phase. 
 – 5th phase. 

10. Urinalysis: 

5. Pulse 
 
 Rate 
 Irregularities per min 

 

Numbers 
Indicate 
interspaces 

Apex by X 
 
Murmur 
area by  
 
Point of greatest 
Intensity by  
 
 
 
Transmission by  

O

Mid-clavicular line 
Indicate: 

O

For comments and 
Your impression 
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Individual Life 
NAIC # 763-58068 
FEIN 980000680 

 
June 11, 2008 
 
Arkansas Division of Insurance 
 
 
Re: Medical Examination Report Form #104907 US 06/08  
 Replacing Form #OF – 145 – 90 (US) 
 
We are submitting the above form for approval in accordance with the insurance laws of your state. 
This form will replace our previous form noted above. We have given our Medical Examination Report 
a new look and have updated the medical questions to reflect how they are now asked on our current 
Applications. This form is used by our authorized paramedicals to collect additional medical information 
during the paramedical exam, to supplement the information that is provided by the applicant on any of 
our existing or future life product applications.  The Medical Examination Report will be used when 
additional medical information is required to properly underwrite any coverages applied for.  It will be 
used with our suite of term life, whole life and universal life products that have been previously 
approved by your department and with future product approvals. 
 
The form will be available electronically downloadable on a secure website and as a pre-printed 
orderable form. The electronic version of these forms may be downloaded, printed off and filled in by 
hand, or may be filled out electronically.  This may occur in person with the applicant or via telephone 
interview.  Once completed, it will always be printed and ‘wet-signed’ in ink, by the paramedical and the 
proposed insured. At that point it may be transported in its hardcopy form, or it may be transmitted 
electronically over secure systems, as needed, in order to expedite the underwriting process. 

 
Depending on the method of generation and printing, the formatting and fonts may be slightly altered 
but all content will remain identical to the approved forms.  The font size will never be less than 
required by your state. 

 
No part of this filing contains any unusual or possibly controversial items from normal company or 
industry standards.  

 
Approval of these forms is not required by the Insurance Laws of Canada where this Society is 
domiciled. 
 
If you require further information, please call me toll-free at 1-800-828-1540 Ext. 4107 or email me at 
fali@foresters.com. 
 
Fraternally, 
 
 
 
Faida Ali 
Compliance Analyst 

ForestersTM is a trademark of The Independent Order of Foresters, a fraternal benefit society • T. 800 828 1540 • www.foresters.com  

789 Don Mills Road, Toronto, Canada M3C 1T9 • T. 416 429 3000 • F. 416 429 3896 • U.S. mailing address, PO Box 179, Buffalo, NY 14201-0179                                            


	Filing Info
	Filing at a Glance
	State Filing Description
	General Information
	Filing Description
	Company and Contact
	Filing Fees

	Correspondence Summary
	Dispositions
	Amendments

	Disposition
	Amendment Letter
	Form Schedule Item Changes
	Supporting Document Schedule Item Changes

	Form Schedule
	Attachment: Para Medical Questionnaire_Jun 5 FNL.pdf
	Rate Information
	Supporting Document Schedules
	Attachment: Readable Score Certification.pdf
	Form
	Form Number
	Flesch Score
	Medical Examination Report


	Attachment: Paramed US Gen Sub Letter FNL.pdf
	Re: Medical Examination Report Form #104977 US 06/08 

	Attachment: Readable Score Certification.pdf
	Form
	Form Number
	Flesch Score
	Medical Examination Report


	Superseded Attachments
	Attachment: Para Medical Questionnaire_Jun 5 FNL.pdf
	Attachment: Paramed US Gen Sub Letter FNL.pdf
	Re: Medical Examination Report Form #104907 US 06/08 


		2008-06-11T11:01:09-0400
	Faida Ali




