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“ Return to: . » BCS LIFE INSURANCE COMPANY
Sl mple@ Sanegament Chicago, illinois

e s e— Solutlan® .
. .. .. A Euneniatnt e B
T e e 1077 East Highway 98, Suite 200
Destin, FL 32541 $
Insurance Amount
GROUP INSURANCE HEALTH STATEMENT - SHORT FORM EMPLOYEE
Name of Employee Social Security Number ~ -
Last Name First Name Middle Initial
Employee's Residence Address
Street City State Zip Code
Telephone Nurnber{s). (Day) (Evening)
a Male Date of Birth Place of Birth
O Female Month Day Year
Name of Group Employer/Policyholder Group Policy No.
Occupation {Describe) Date Employed
Month Day Year

ALL OF THE FOLLOWING QUESTIONS MUST BE ANSWERED

1. Height ft. in. 5. Have you had any lilness, injury, operation or condition within the
Weight (clothed) Ibs. past (5} years which has:
Yes No Yes No
3. Do you have any physical or mental A. Caused you to consult any physician
impairments or physical deformity? (| or other practitioner? O [}
4. Have you ever been treated for, or taken : -
medication for, any of the following: B. Cenfined you to a hospital, sanatorium
of ¢linic? . a 0
. Hean, blood pressure or blood vessels?
. Lungs or Bronchi? 6. Have you missed work in the last year
. Brain or nervous system? due to sickness or injury? (] O

. Liver or digestive tract?

. Kidneys, bladder or genital organs?

. Thyroid, diabetes or glands?

. Cancer or tumor?

. Any other physical or mental disorder?
Any treatment for alcoholism or drug
addiction?

. Acquired Immune Deficiency Syndrome?

{AIDS) or Aids Related Complex (ARC)?

K. Any Condition which you were medically

advised is related to AIDS?

7. Have you ever been declined or rated
for life or health insurance, or been offered
a policy other than as appfied far? 0O d
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8. Ifyou answered YES to any part of questions 3-7; attach a separate
sheat giving the details, including diagnosis, dates, duration and
names and addresses of alt attending physicians and medical
facilities.

—_

9. Aftach a separate sheet giving the nama(s), address(es) and
telephone number of your regular doctor(s).

0O 0 0 0Booooan
O 0O 0O 00nDoooon

i apply for insurance and understand that if | am disabled or not able to perform the duties of a person of the same sex or age or am
confined at home or in a hospital at the time of this application (or for any future increase) the insurance will not be effective until the
later of day when | am not confined or the day this application is approved by the Company. 1 agree the copy of this form may be
accepted as my signature. :

1 understand that the insurance applied for shall become effective on the date specified by BCS Life Insurance Company (“the
Company”) only if this application is accepted by the Company and the first premium is paid during the lifetime of the insured. |
represent that to the best of my knowledge and belief all statements and answers recorded on this application are true and complete.

1 authorize any physician, medical practiioner, hosgpital, clinic Medical Information Bureau or medically related facility, insurance
company, or employer that has any health related records or knowledge of me or my dependents to give to the Company or its
reinsurers all such information to use to determine eligibility for insurance or for benefits under an existing policy. This Authorization
shall be valid for 26 months and a copy shall be as valid as the original. | may receive a copy of this form upon request.

| acknowledge that | have read, or had read to me, this completed application and that [ realize that any false statement or
misrepresentation in application may result in loss of coverage under the policy. In addition, f acknowledge that any person who
knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application
for insurance is guilty of a crime and may be subject to fines and confinement in priscn.

Date Signed Employee's Signature
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