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Q1™

CONFIDENTIAL MEDICAL CERTIFICATE - B4t

PART Il - To be completed by doctor at Insured’s/Claimant’s expense £ _ 27 ( R{RAFFEABERTZSESIES )

Policy No. {REE5HE

Name of Insured SSH{F AR

ID Card/Passport No. 54355 /:ERB5ES

CRITICAL ILLNESS - ALZHEIMER’S DISEASE / IRREVERSIBLE ORGANIC DEGENERATIVE BRAIN

DISORDERS fgf& - D@HIMER / TRz R EME xR

GENERAL INFORMATION —ji &5}

1. Are you the Insured’s usual medical physician? B FE 5 SEABERZZESE ?
Ovyes2 ONoZ&E
If “yes”, when did the Insured first consult you? 20 “2” - FRISERAEXABE T KkiZ2HE?
( / / ) MM/DD/YYYY B/B/%

2. When were you first consulted for this illness? RN & X BRIERAE T KEZ<BE -
( / / ) MM/DD/YYYY B/R/%

What were the symptoms? SR A2/ H -

3. Has the Insured previously suffered from this illness or any related conditions? SR A BEBRIZEZRE ?
Oves2 0ONoZF

If “yes”, please give dates of consultations and the resulting diagnosis. 21 “B" - FiEM K2 BEIRZZER

PR

4. On which date was the diagnosis made? B Ra&RZ 2k 2 AIAFE X FESR?

( / / ) MM/DD/YYYY B/H/%E
On which date was the Insured first made aware of it? S AR E X AR BREERZZE ?
( / / ) MM/DD/YYYY B/B/&%

5. Is there anything in the Insured’s family history which would have increased the risk of this illness? ={®
AZRIERERSIEMZEANB LIRSS 2
Oyves2 ONoZF

6. Is the Insured a smoker? SREAZBBEAAL? OYes2 [ONoFH

If “Yes”, what is his/her smoking habit? & &lgI(E A4 - fth/HAIRRIEZR (&40 ?
Daily smoking amount & HIRIEEE : For how many years? IR R FE]:

Details of “Yes” answers.
(Include diagnosis, dates,
duration and names and
addresses of all attending
physicians and medical
facilities).

mE ‘B ERHEZERER
HER - RERERT AR T 0%
% - BRSERE RN EE
B e

OTHER/ADDITIONAL INFORMATION Eth/Bi &t

FRUZRABEMZ A EE M R BRI

1. Please provide names, addresses and dates of doctors and hospitals which the Insured was referred and/or admitted to.
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Policy Number {REE 205

DETAILS OF THE INSURED’S ILLNESS Z{R AR Z5¥1E

1. Please provide full and exact details of the diagnosis. FFEHEZR 2T REZERER -

. What is the age of onset of Alzheimer’s Disease? 3§J& 2 FE#; -

. Was the diagnosis confirmed by a neurologist? £ G#SpSTeiSERIEESE2? OYes 2 ONo &

Please give Name and Address of the neurologist confirming the diagnosis if it is not the undersigned.

HIFEIAB L RIB AR,  FiRERZCEREE 2R Rt -

. Please describe the extent of the disease. FEEMEZRZ AR °

Is there any deterioration or loss of intellectual capacity noted? ;%8 RE8HARLEEEL? O YesH O NoBRE\
If yes, please give details: 207 - ;EIRHFEE:

. Is there any abnormal behaviour noted? BRE1TARIFLE? O Yes & O No)®RF

If yes, please give details: 207 - sEIRMHEFIS:

Was/were the above condition(s) directly caused by Alzheimer’s Disease or other irreversible organic degenerative brain disorder? it
&N ES B ERT R A KR T AEER 2 8 B MAGR L AR 5 217
OYes & ONo &

. Has any test been done to prove the correlation? B8 FHETERAIER LI THEEZRR? O Yes B O No BB\

If yes, please state all the test(s) done, date of test(s) done and result(s) of the test(s)? 4075 - ZE5IHETA S ESTARIE « RISt ST B EA
REAER

Tests done BIEtIEH Date of Test Done #7785 H# Result #£ 8

. Was it resulted in significant reduction in mental and social functioning of the insured? HREEHZRAZE R EENEENBRERRE

VI.

&2
O Yes 5 ONoZE

If yes, please give details: 207 » FEIRMHLFIE:

Does the insured require continuous supervision as a result of this disease? =EAZ 5 H ALK BB BB
O Yes & ONo &

If yes, please give details: 207 » SEIEMHEFIS:
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Policy Number {RE25ETE

vi. Was deterioration or loss of intellectual capacity or abnormal behaviour arose from any of the below? BEgE/RIE « TAEITAERIELE

EERER T IIRERER?

a. neurosis TEFEHEEERIR? O Yes & ONo &

b. psychiatric illness f&i#fR? O Yes & ONo &

c. any drug related organic disorder {£{a]Z24) 5| FEAYHERE S 32 O Yes & ONo &
d. any alcohol related organic disorder {F£{];E 55| FEAVHERESFE? O Yes 2 ONo &
If any the above is yes, please give details. #ll Fifi{FA—IgAE - SEIEMHFIE:

5. Please enclose copies of questionnaires, test reports, imaging evidence or any relevant hospital reports that are available. ;512 I EREE

EHERAZAE - RERT  FERBREWERRS -

6. Please state if the Insured has suffered/been treated for any other major illness(es) in the past. &5 FEAE B FaisSABENEMEE
&R e

7. Is there any further information, which in your opinion will assist us in assessing this claim? SR E BB ARERBREZEH -

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

AN/ HPIRERBIRFEE LFHREHEARN/BPIRAMEAECEEREZE -

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.

BAZFUWERER

BENELRER - FAENHEAA BABEBKERH - a0 AABAERNEZBRREREMMABLERS BT
HPIREIVEBENA—15 - AIABABRIEZE BRSHTARATR AT LU T84 T & : www.aia.com.hk -

FTEEARE A LB A S ISR E MBS SR A PIRFRERRAZRERE - AFIFAIRE AA BA
BERINERAGAZLEEN - AR TREZEKEBHELERSAIRTIREN/REFEACEER T AINILRESE
Bt/ haIEA BRI R EE RGN -

Name of doctor and qualification BE4-ff 7 B EEEA TR Signature and official chop 2§& K &E
Address and telephone number tthit Bz B& ESE Date HEf
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