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VETERINARIAN'SSTATEMENT OF EXAMINATION FOR MORTALITY INSURANCE - Horses

I, hereby certify that | have this day of examined the following animal(s) at rest and in motion:
(Please Print Name)
(1) Name (2) Name (3) Name

1. How long have you been the veterinarian for the above animal(s)? _

2. a Do both eyesof the animal(s) appear CliniCally NOMMAI?.........coi et [dves [CINo
b. Werethe eyes examined With an OphthalMOSCOPE?..............c.evueiuiveceeeeeee e s sttt ss s [dyes [INo
c. Dothelungsand heart sounds fall Within NOMMEl FANGES?...............oviieiieieeieeieeeee e seseesse sttt enaes [Cyes [CNo
d. Do normal intestina sounds emanate from all quadrants of the abdominal Cavity?..........cccciiiiierrini i Clyes [INo
e.  Haveyou examined the animal(s) without the aid of ChEMICal FESTAINT?............c.iueveieeeeeeeeeeeeee et [Cyes [CNo
f.  Haveyou observed the animal(s) in gaitsmovements expected for itsbreed and USE?..........ooereiiiiiinencieiecee Cyes [No
g. Doestheanimal(s) appear relaxed and free of painin all gaitsmovements 0bServed? ..........ccoeveveieiicenescccecescee Cyes [CINo
h. Do radiographs appear CliniCally MOMMEAIZE* ............ccoiuievreeieeeeieeesess s essesees st es e s e sssssess s sensenssns s s sn e ssensens Cyes [ONo
i. Dateradiographsweretaken: _ ViewsTaken:
** Radiographs required when the Loss of Use coverage is being requested. (two views of each front foot and hocks are required)
If “No” to any of the above, please identify the animal and give pertinent clinical details.

3. a Doestheanimal(s) show any evidence or history Of NEIVING?........coiiiiiiieiee et see e Cyes [No
b. Doesthere now exist, or has there recently been any infectious disease in YOUr @rea?............ccocvvevvereeieiesesiesieseeiesesennens Cyes [CINo
c. Other than for routine care, isthe animal(s) receiving regular treatment or mediCation?............ccceeereeerenereneresese e [Cyes [CNo
d. Doestheanimal(s) examined show any symptom of previous sickness, disease of iNJUrY?........cccceevveeivieneveseseeiesseennens Cyes [CINo
e. Hastheanimal(s) listed ever had colic/Dloat OF INAIGESHION?. ...........cveeeereceeeeeeeeee e st esses st Cyes [No
f.  Doesthe animal(s) exhibit any respiratory or CirCUlatory GiSIIESS? .........ccuiveveiiveseesitesie sttt b b esas Cyes [CINo
g. Istheanimal(s) listed subject to chronic MEtritiS AN/Or MASHLIS?.............ovvvvceceeeiceee ettt ee s [COyes [CNo
h. Istheanimal(s) listed pregnant? If Yes, give the expected date of birth DEIOW. ..........cccovueveuiveieciiesiceseeee s Cyes [CINo
i. If theanimal(s) isabreeding animal, to your knowledge isthere any history of gestation, lactation, or parturition problems?....[ JYes [ONo
j.  Hastheanimal(s) been vaccinated for West Nile Virus? If Yes, please provide date of first vaccine and date of booster below .[JYes [CINo
k. Hastheanimal(s) been HY PP tested? If Yes, provide reSUltS DEIOW ...........ccecveeeeveieeeeeseeceseesee st Ovyes [CINo
I.  Hastheanimal(s) experienced any HY PP SIgNS OF SYMPIOMS?...........ocuvurureeureisiesosseesssseessssssssessesssssessesssssenssesssssssesanns Cyes [CNo

If Yes, to any of the above, please identify the animal(s) and give details.

4. Pleasegive abrief history of any major surgery and/or treatment for disease or injury you have performed on the animal(s)
listed during the last year

Veterinarian's Signature Date Telephone Number

Veterinarian’s Address:
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