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PART Il - To be completed by doctor at Insured’s / Claimant’s expense £ =7 (ZEARFBEABBHILELIER)

CONFIDENTIAL MEDICAL CERTIFICATE— &4 &

Policy Number R EE 555

Name of Insured Z{R A Z ID Card / Passport No. &7 3% / # BIEHE

CRITICAL ILLNESS —LOSS OF INDEPENENT EXISTENCE
Bk — TR 45F
GENERAL INFORMATION —f& & %l

1.

Are you the Insured’s usual medical physician?

ETRESRABERD ZBE?

D Yes &

| [ No &

If “yes”, when did the Insured first consult you? 1 “2” - FESRABEXEOE TR 2B ?
( / / ) MM/DD/YYYY B/B/%

When were you first consulted for this illness?
ZRABAHEERFEABTRZ 2B -
( / / )y MM/DD/YYYY B/B/%

What were the symptoms? 2R A ZFH

Has the Insured previously suffered from this illness or any related conditions?

SFRAREBEREZREE?
D Yes 2
L INo&

If “yes”, please give dates of consultations and the resulting diagnosis. 21 “ &~ - FEMRD AHRZE AR -

On which date was the diagnosis made? B BIFE 2 2 E S0 & X ER ?
( / / ) MM/DD/YYYY B/B/&

On which date was the Insured first made aware of it? 1R ARG E X ANBEBEBE 2D ?
( / / ) MM/DD/YYYY B/8 /5

Is there anything in the Insured’s family history which would have increased the risk of this illness?

ERAZFHEFRLRZDTENZRABLEF ZHE 2

DYes;%
[ [No&

Is the Insured a smoker? ZRARERIE A ?

DYes;‘?’z
DNO’ET

If “Yes”, what is his / her smoking habit? & &WE AL - 1/ A RIEZERM ?
Daily smoking amount & AREEE © ..o for how many years? IREFE © ..o

Please provide names, addresses and dates of doctors and hospitals which the Insured was referred and / or admitted to. FEIREZ/RA

BRBP AR LEH ERER AR

Please provide full and exact details of the diagnosis. B2 Zm 2R R 2 Hi &R -

\
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PolicyNumberRe8sgas | | [ [ [ [ | | | | |

9. Is the condition due to psychiatric related causes?
ZRRRREOEREZERE ?

If “Yes”, please give details. 2 "2” , ;&IRHEE o

10. Investigation done & 15 :
Dates HHH Procedures #Z518 H Results &%

Note : Please enclose copies of all reports, including biopsy reports, cytology reports, X-rays, CT scans, MRI, USG and other imaging studies, laboratory tests,
surgical report, etc. and any relevant hospital reports that are available.

e BRETAREEIEERRRCE - ARITEHRE - XARE - R  BAOHER  BBK - HUPE& - CRRFITRES  EAERNERERS -

11. Details of treatment rendered. A& 15 :

i. Was there any surgery performed? SRAERBES FHEE? L] YesH || NogE
ii. If“Yes”, please state details of surgical procedure(s) &l “&” - FEFIHFMEE o

12. Is the Insured bedridden? R AR B EEEAK ? D Yes 2 D No &

If “NO”, which of the following daily activities the Insured is NOT able to perform? (Please check the appropriate items)

mE o RRATETHTHBLERELED ? FREEENIER)

D Getting in and out of a chair or bed without requiring any physical assistance.
EEFZEMEBNBERT - TETLEERK - YERERF Y -

D Ability to move from room to room without requiring any physical assistance.
EEFEAEBHNERT - TETHEE-RHEEEBHES—BEME -

D The ability to voluntarily control bladder and bowel functions so as to maintain personal hygiene.
BEGIBEMR RBBIEER B IR - MRIFEANEE -

D Putting on and taking off all necessary items of clothing without requiring the assistance of another person.
EEFHMATEYWERT @ TRTFERRIE—IRERY

D The ability to wash oneself in the bath or shower (including getting in or out of the bath or shower) or wash oneself by any other means.
A BATEAESME BETAMNE (BFEELARISUNAR) SEAEMA X IERMNEED -

D All tasks of getting food into the body once it has been prepared.
ERCHEABFZRUN YRR -

How long have such bedriddenness / inabilities been medically documented? RIEEEEZTE - FHIMBIR/ BAFBEENCHFETZA?

PrOGNOSIS. JEIEHER «.vvvvevieieeiesete ettt ettt bttt s st s e s s s b s b e84 st s s s sttt

13. Please state if the Insured has suffered / been treated for any other major iliness(es) in the past. 53 AZ R AL B L SEZ ABMNEA
FERRE ©

14. Is there any further information, which in your opinion will assist us in assessing this claim? FEIRIEE A BER AR EERZER -
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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 LIHEERERTA/ BAMARFE2SERERZE -

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 AIAPIC. 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.

BASHESERER
HENBEREH  WERBAABASERESRR - MAIABAERKESHREBHNABERE B TAG
RAZREBEDNER—7 o AINBAERBERBBENRITIRATS TR THAUTE © www.aia.com.hk °

FERAREMREBERERERENEMESERBMAEEERIRAZRERE - BATTREAABA
ERBERACAZLEN AR TRHEEREFUBEABRENRTERA/ REFEACREBRTIRLERS
ERM/ wHNBEAERRAEGERGRM -

Name of doctor and qualification B4 i & Kk BEEE 1% Signature and official chop 258 & &£/

Address and telephone number 31t 7 B4 4% B 5% Date HHA
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