AlA International Limited
& (Incorporated in Bermuda
with limited liability)

qI™

CONFIDENTIAL MEDICAL CERTIFICATE - B4 &%

PART Il - To be completed by doctor at Insured’s / Claimant’s expense £33 (RRARPBEABEHTLBEER)

Policy Number R B85 55

Name of Insured ZR A A ID Card / Passport No. &7 3% / #EBRIRIS

CRITICAL ILLNESS — AUTISM
ek — BFRIE

GENERAL INFORMATION —f&& %}

1. Are you the Insured’s usual medical physician?
BTREZRAEERD 2BE?
D Yes &
L INo&
If “yes”, when did the Insured first consult you? 1 “2” - FEZRABEXEOE TR 2B ?
( / / ) MM/DD/YYYY B/B/%E

2. When were you first consulted for this illness?
ZRABABERERFEAETRZ 2B -
( / / ) MM/DD/YYYY B/B/%E

What were the symptoms? 2R A ZFH °

3. Has the Insured previously suffered from this iliness or any related conditions?
ZRAREEREZFE?
D Yes =
D No &

If “yes”, please give dates of consultations and the resulting diagnosis. 21 “ B~ - BRMHRD AHRDEFALER -

4. Please provide details of the illness. (12 ZRBE 2 #5185 ©
i. Has Autism been definitely diagnosed? B BIE 22 EIE B IER?
|| Yesh
D No %48 Diagnosis of the Insured:
FRAZDHE

ii. On which date was the diagnosis made? & B8R 2 22 B 2 B B X FERR?
( / / ) MM/DD/YYYY B/ /4

iii. Was the diagnosis confirmed by a registered pediatric psychiatrist?
ZHRERAR R ERSERNEERR?
D Yes == Please give the name of the registered pediatric psychiatrist if it is not the undersigned

BFRHERURECELERR FRERI CZERHENEEL R

D No & Please give the name and specialty of the physician who confirmed the above diagnosis
BRAER LMD o BERERER
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iv. Please describe the extent of the disease. &M ZHE 2 AR °
A. Date of onset & HH © ( / /

B. Based on the Diagnostic and Statistical Manual of Mental Disorders (DSM-5),
RIEREGRIB 2 M RSt F M (DSM-5) »
What is the severity level for autism spectrum disorder of the insured?
TRANWBFEZREREERER?
D Level 1/mild D Level 2/moderate D Level 3/severe
1B E 2 BRIFE IWEE

Which of the following diagnostic criteria are met? Please provide details for those met.

ZRAFE UT WL ? FRETSIRAFHES -

) MM/DD/YYYY B/B/E

a.

Persistent deficits in social communication and social interaction across multiple contexts

EZERETREREHBEREREEHED

D Yes 2 Please describe details on insured’s behaviour:
CINo& BHANAZRANTRER :

Severe deficits in verbal and nonverbal social communication skills causing severe impairments in functioning, very limited
initiation of social interactions, and minimal response to social overtures from others
SERFESENERBBRDRERE  BEYRLERERR  EEXEHFEHIZERENTIHREEMANEREY
RTEHBNHEIE

D Yes 2 Please describe details on insured’s behaviour:
[N & EHAERSRANTRRE :

Restricted, repetitive patterns of behavior, interests, or activities
FREM - ERMMNITS - BESUED

D Yes 2 Please describe details on insured’s behaviour:
[ No & BEAHMEAZRANTARR

Inflexibility of behavior, extreme difficulty coping with change, or other restricted /repetitive behaviors that markedly interfere
with functioning in all spheres

TRRZEN BEHNERRE  SFHARTIE/ EEMNTA  BELRSERINDERE

D Yes 2 Please describe details on insured’s behaviour:
D No & BHMELZRANTARER

Great distress / difficulty in changing focus or action

HYBEHITHARRTBEEE R R

D Yes 2 Please describe details on insured’s behaviour:
CINo® EHEMAZRANTEER :
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f. Symptoms are present in the early developmental period

IERTERHIBRREERER

D Yes 2 Please describe details on insured’s behaviour:
[N EHAEASRANTRRR :

g. Symptoms cause clinically significant impairment in social, occupational, or other important areas of current functioning

FEREHR - BESHMERHENRENEERALERERERSE

D Yes 2 Please describe details on insured’s behaviour:
[ No & BEAHMEAZRANTARR

C. Has the above autistic conditions continuously existed for at least 6 months after the diagnosis was made?
L EREMRREELH R FEHRED6 BA?
D Yes 2 How long has the condition been medically documented?

EHARRAFET ZR?

D. Istheinsured undergoing behavioral therapy, occupational therapy, speech therapy, psychological interventions or special education
at a recognized institute for autistic children?
ZRAREBERAMEREMRVATERREZTRHER  BRAE 5068 - DENNABEIEHRBE?
D Yes 52 Since when did the insured receive special education at the institute?
ZRABARRIRESSHREE?
( / / ) MM/DD/YYYY B/B/%

Therapy RECEIVEA FEZ 2B 1 .ottt s et s s a bt a bbbt ettt bena

Name Of INStitute A B A & ettt en e
L INoE
5. Is there anything in the Insured’s family history which would have increased the risk of this illness?
FRAZFERERSENETRABR LR HE ?

D Yes = Related family history (including relationship and age of family members)

HEFFRLE (BERERSNERNFER)

6. Other physicians or medical facilities the insured has consulted for this condition
ZRABKAIFEMR D 2 B g4 0t B Bk B8 Rt -
Name of physician / facility Address Date of consultation / confinement

BAMANER AR i period (MM/DD/YYYY)
R BE AR REER (B/B/F)

7. Please state if the Insured has suffered/been treated for any other major iliness(es) in the past.

FIAZRAR B LR AENEMERRE -

8. Please enclose copies of all reports and supporting documents, including psychological assessment report, treatments progress report,
special education record etc. and any relevant reports that are available.
R EPrE ATRHNBENEZ A NEIER 8 CEFTGRE - AREERS - SREERHEUREAHEERS -

9. Please provide other information which in your opinion will assist us in assessing this claim.

FRUEAMERARBYELARREERZER -
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| / We hereby declare that the information given on this form is true and complete to the best of my / our knowledge and belief.

AN BMRBALBPFE LIHEEREREIA/ BAMARFEZSERER2E -

PERSONAL DATA COLLECTION AND USE
PLEASE READ THE AIA PERSONAL INFORMATION COLLECTION STATEMENT (“AlA PIC”) BEFORE YOU
SIGN THIS CERTIFICATE. IF THE AIA PIC STATEMENT IS NOT ATTACHED, YOU CAN ASK FOR A COPY FROM US. Also,

the updated version of AIA PIC is available for download from its website: www.aia.com.hk.

All the personal data and other information contained in this Confidential Medical Certificate will be used by us for the processing
of the Insured’s claim(s), and will also be utilized in accordance with AIA PIC. By asking you to fill in this Certificate, the Insured

/ Owner has given you the express consent to release his / her personal data and other information to our Company.

BARFU SRR EH
HENBREREN  BEMBAABAZTHRSRER - MAABAERBSEEAREERAELBERS  BTAME
BMZEBENE -1 o AIAMBABERBRERBHORITRAT TR TBUTH © www.aia.com.hk °

FEEAREMREBERERERENENERSERBRMAEEERRAZRERE - EATTREAABA
ERBERACAZLEEN AR TREEREFUBAEBRENRTZRA/ REFFACREBRTIRLERS
ERM/ wHBEAERREGERGEM -

Name of doctor and qualification B4 1 B & BEEE 1% Signature and official chop 28 & ZE

Address and telephone number Hb il % B 4% B 55 Date HHA
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