
a. Have any of your close relatives ever had cancer, diabetes, heart disease or a cardiovascular
        disorder?
b. Has your weight changed more than 15 pounds in the past year?
c. Have you ever received treatment or joined an organization for alcohol or drug abuse or
       dependence?

*DT034*

Application Part 2
Medical Health History

1.          PROPOSED INSURED:     (Surname, Given Name) 2.  DATE OF BIRTH: (mm/dd/yyyy)

3.  FAMILY RECORD:  Give age and present health, or if deceased, give age at death and cause of death.

4.  Name and address of your personal physician:  Name and address of your personal physician:  Name and address of your personal physician:  Name and address of your personal physician:  Name and address of your personal physician:

5.  Date and reason for last visit to your physician:  Date and reason for last visit to your physician:  Date and reason for last visit to your physician:  Date and reason for last visit to your physician:  Date and reason for last visit to your physician:

6.  Are you presently taking medication?Are you presently taking medication?Are you presently taking medication?Are you presently taking medication?Are you presently taking medication?       Yes        No

7.  WITHIN THE PAST FIVE YEARS HAVE YOU:

a. Consulted, been examined or been treated by a physician?
b. Had an X-ray, electrocardiogram or any laboratory test or study?
c. Had observation or treatment at a clinic or hospital?
d. Had or been scheduled to have surgery?
e. Had dizziness, shortness of breath, pain or pressure in the chest?
f. Had any injury requiring treatment?
g. Used nicotine in any form? (Indicate type and frequency)

8.  HAVE YOU HAD OR BEEN TOLD BY A MEMBER OF THE MEDICAL PROFESSION YOU HAD:

a. Epilepsy, fainting spells, nervous or mental condition, neuritis, paralysis, or any disease or
abnormality of the brain or nervous system?

b. Heart attack, heart murmur or palpitation, high blood pressure, anemia, or any disease or
abnormalityof the heart, blood or blood vessels?

c. Tuberculosis, asthma, or any disease or abnormality of the lungs, bronchial tubes, throat or
respiratory system?

d. Ulcer, indigestion, colitis, gallstone, hernia or any disease or abnormality of the stomach,
intestines, rectum, gall bladder or liver?

e. Urinary sugar, albumin or stone, syphilis, menstrual disorder, or disease or abnormality of the
breasts, kidneys, prostate, urinary or genital systems?

f. Diabetes, gout, or any disease or abnormality of the thyroid or other glands?
g. Arthritis, rheumatic fever, back trouble, or any disease or abnormality of the joints, muscles
       or bones?
h. Any disease or abnormality of the eyes, ears or skin?
i. Cancer, tumor, leukemia, Hodgkin’s Disease, or Iymphoma?
j. A diagnosis of or treatment by a member of the medical profession for an immune deficiency

disorder, Acquired Immune Deficiency Syndrome (AIDS), sexually transmitted disease or
positive test results for antibodies to the AIDS virus?

9.  WITHIN THE PAST TEN YEARS, HAVE YOU USED:

a. Amphetamines, barbiturates or sedatives except as prescribed by a physician?
b. Cocaine, heroin, morphine, LSD, marijuana, PCP, or any other hallucinogenic or narcotic drug?

10.

The statements and answers given above are true, complete and correctly recorded. To the extent allowed by law, I waive my rights to prevent
disclosure of any knowledge or information about the above questions.  This waiver applies to any physician, hospital official or employee, or other
person who has attended or examined me, or who has been consulted by me.  I authorize such person to make such disclosures.  Such person
may also testify to their knowledge.  This authorization is made on behalf of myself and any person who shall have or claim any interest in any
contract of insurance issued on this Application.

Signature of Medical Examiner
MPM 1SG-406

Signature of Proposed Insured

Give details of all “Yes” answers
including all dates, diagnoses,
durations, outcome and the names
and addresses of all attending
physicians, clinics and hospitals.

Yes  No

Yes  No

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

Yes  No

Yes  No

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

Signed at

Witness

on

Transamerica Life (Bermuda) Ltd.
Singapore Branch Office
1 Finlayson Green
#13-00
Singapore 049246
Co. Reg. No. F   06768D

AgesAgesAgesAgesAges Present HealthPresent HealthPresent HealthPresent HealthPresent Health

Father

Mother

Brothers

Sisters

Cause of DeathCause of DeathCause of DeathCause of DeathCause of DeathAgesAgesAgesAgesAges Present HealthPresent HealthPresent HealthPresent HealthPresent Health Cause of DeathCause of DeathCause of DeathCause of DeathCause of Death

City, Country Date (mm/dd/yyyy)

Rev  09/07



(Not a part of the Application for Insurance)(Not a part of the Application for Insurance)(Not a part of the Application for Insurance)(Not a part of the Application for Insurance)(Not a part of the Application for Insurance)
The questions on the reverse side must be completed and signed before you.

You must ask the Proposed Insured each question and record the answer.

1.  Name of Proposed Insured:Name of Proposed Insured:Name of Proposed Insured:Name of Proposed Insured:Name of Proposed Insured:

2.  NRIC/SSN/Passport No.:NRIC/SSN/Passport No.:NRIC/SSN/Passport No.:NRIC/SSN/Passport No.:NRIC/SSN/Passport No.:

3.  Amount of Insurance: $Amount of Insurance: $Amount of Insurance: $Amount of Insurance: $Amount of Insurance: $

4.  Height:                         Height:                         Height:                         Height:                         Height:                         Ft. In.

5.  Weight:                  Weight:                  Weight:                  Weight:                  Weight:                  Lbs.               Did you weigh?      Yes       No

6.  Males OnlyMales OnlyMales OnlyMales OnlyMales Only

A. Chest Expanded  In.

B. Chest Contracted  In.

C. Abdomen  In.

7.  Blood Pressure  Blood Pressure  Blood Pressure  Blood Pressure  Blood Pressure  Obtain 3 Readings

A. BRAIN, NERVOUS SYSTEM?BRAIN, NERVOUS SYSTEM?BRAIN, NERVOUS SYSTEM?BRAIN, NERVOUS SYSTEM?BRAIN, NERVOUS SYSTEM?
B. EARS, NOSE, EYES, THROAT, TEETH OR GUMS?EARS, NOSE, EYES, THROAT, TEETH OR GUMS?EARS, NOSE, EYES, THROAT, TEETH OR GUMS?EARS, NOSE, EYES, THROAT, TEETH OR GUMS?EARS, NOSE, EYES, THROAT, TEETH OR GUMS?
C. THYROID OR LYMPH GLANDS?THYROID OR LYMPH GLANDS?THYROID OR LYMPH GLANDS?THYROID OR LYMPH GLANDS?THYROID OR LYMPH GLANDS?
D. HEART, BLOOD VESSELS? HEART, BLOOD VESSELS? HEART, BLOOD VESSELS? HEART, BLOOD VESSELS? HEART, BLOOD VESSELS? (If yes, please complete

Question No. 13.)
E. LUNGS?LUNGS?LUNGS?LUNGS?LUNGS?
F. STOMACH OR ABDOMINAL ORGANS?STOMACH OR ABDOMINAL ORGANS?STOMACH OR ABDOMINAL ORGANS?STOMACH OR ABDOMINAL ORGANS?STOMACH OR ABDOMINAL ORGANS?
G. GENITO-URINARY SYSTEM?GENITO-URINARY SYSTEM?GENITO-URINARY SYSTEM?GENITO-URINARY SYSTEM?GENITO-URINARY SYSTEM?
H. SKIN OR EXTREMITIES?SKIN OR EXTREMITIES?SKIN OR EXTREMITIES?SKIN OR EXTREMITIES?SKIN OR EXTREMITIES?

12.  Any evidence of or disorders of the:

13.  TO BE COMPLETED IF QUESTION 12D IS ANSWERED “YES”.TO BE COMPLETED IF QUESTION 12D IS ANSWERED “YES”.TO BE COMPLETED IF QUESTION 12D IS ANSWERED “YES”.TO BE COMPLETED IF QUESTION 12D IS ANSWERED “YES”.TO BE COMPLETED IF QUESTION 12D IS ANSWERED “YES”.
A. Is there a history of rheumatic fever, chorea, scarlet fever,

diphtheria, recurrent tonsillitis, syphilis?

B. Is there a murmur?  Is there a murmur?  Is there a murmur?  Is there a murmur?  Is there a murmur?           Yes       No
TimingTimingTimingTimingTiming IntensityIntensityIntensityIntensityIntensity QualityQualityQualityQualityQuality
    Systolic     Faint     Soft
    Presystolic     Moderate     Blowing
    Diastolic     Loud     Rough

C. Is the murmur constant or inconstant?Is the murmur constant or inconstant?Is the murmur constant or inconstant?Is the murmur constant or inconstant?Is the murmur constant or inconstant?
 Constant Inconstant

D. On exercise, does the murmurOn exercise, does the murmurOn exercise, does the murmurOn exercise, does the murmurOn exercise, does the murmur
 Intensify?
 Decrease?
 Disappear?

E.   Show location of murmur Show location of murmur Show location of murmur Show location of murmur Show location of murmur

Apex by

Area of murmur
by outline

Point of greatest
intensity

Transmission

F.            Apex beat is         cm. to left of midsternal line in the         interspace.

Complete all questions above.

To The Physician:To The Physician:To The Physician:To The Physician:To The Physician:

8.  Pulse Rate  Pulse Rate  Pulse Rate  Pulse Rate  Pulse Rate                                 per minute.

Irregularities     Yes     No  Give number per minute

9. Have you ever seen the Proposed Insured professionally
before? If “Yes”, give details.

10. Are you in any way related to the Proposed Insured or
Solicitor?

Yes  NoYes  NoYes  NoYes  NoYes  No

11. Name of Solicitor requesting examination:

Mail the specimen for laboratory analysis to the laboratory listed on the collection kit or as instructed by your paramedical company.

EXAMINATION WAS MADE IN PRIVATE AT:EXAMINATION WAS MADE IN PRIVATE AT:EXAMINATION WAS MADE IN PRIVATE AT:EXAMINATION WAS MADE IN PRIVATE AT:EXAMINATION WAS MADE IN PRIVATE AT:

My Office
Residence of Proposed Insured
Place of Business of Proposed Insured.

At onAM/PM

SIGNATURE OF EXAMINERSIGNATURE OF EXAMINERSIGNATURE OF EXAMINERSIGNATURE OF EXAMINERSIGNATURE OF EXAMINER

Print Full Name

Address

When completed mail to:When completed mail to:When completed mail to:When completed mail to:When completed mail to:
Transamerica Life (Bermuda) Ltd.
Singapore Branch Office
1 Finlayson Green
#13-00
Singapore 049246
Co. Reg. No. F   06768D

INSTRUCTIONSINSTRUCTIONSINSTRUCTIONSINSTRUCTIONSINSTRUCTIONS

No examiner has any authority to issue a certificate of health or to declare the Proposed Insured acceptable for insurance.  Under our rules,
only the Company’s underwriting department has authority to determine the insurability of the applicants for insurance.

1st reading

2nd reading

3rd reading

Systolic (mm) Diastolic (mm)

Yes  NoYes  NoYes  NoYes  NoYes  No

Date (mm/dd/yyyy)

Yes  NoYes  NoYes  NoYes  NoYes  No


