AlA International Limited
S. (Incorporated in Bermuda

4 I P with limited liability)

CONFIDENTIAL MEDICAL CERTIFICATE - B4

PART Il - To be completed by doctor at Insured’s/Claimant’s expense £ — ({5 ( Z{RABERFZAEBERTZESIEE )

Policy No. {REESEHS

Name of Insured =R A1 ID Card/Passport No. &43:%/:&BREETE

CRITICAL ILLNESS - SEVERE CENTRAL OR MIXED SLEEP APNEA |/
SEVERE OBSTRUCTIVE SLEEP APNEA
ek - BEPEPEHEEZSENESHERERE / REMAEYEEZRE

GENERAL INFORMATION —j§& %

1. Are you the Insured’s usual medical physician? B T 2B R ABEKZZELE ? Details of “Yes” answers.

(Include diagnosis, dates,
= N
Oves 2 ONo & duration and names and

If “yes”, when did the Insured first consult you? 21 “&" - FEEZEAEXEAE TKZ2BEH ? addresses of all attending
physicians and medical
( / / ) MM/DD/YYYY B/H/% facilities).
& ‘27, sEjahIspraem |
2. When were you first consulted for this illness? 2 {EANE X BREAKRRABE T ki22BHH - ;ZEDH":H . fmﬁgﬁﬁgggz{ﬁﬁzgzg';z
( / / ) MM/DD/YYYY B/H/% M BEERTER I EE

What were the symptoms? SR A Z R o e

3. Has the Insured previously suffered from this iliness or any related conditions? SR A 2B BRIFEZRE ?
Ovyes2 [ONo &

If “yes”, please give dates of consultations and the resulting diagnosis. 2l “B” - FEHKZHERZZEIEY
HEAESR -

4. On which date was the diagnosis made? 7 Ra&R Z 2N =R & hESR?

( / / ) MM/DD/YYYY B/B/%&
On which date was the Insured first made aware of it? SR AR E X AR ERAERZZ2EN ?
( / / ) MM/DD/YYYY B/B/4&E

5. Is there anything in the Insured’s family history which would have increased the risk of this illness? 2{R A2
FIFREERIENZRAB LR ZEE ?
Oves2 DONo#&

6. Is the Insured a smoker? ZFAEEBEAAL? Oyves2 ONoF
If “Yes”, what is his/her smoking habit? & &lgE A+ - fth/AIRIEZR (&40 ?
Daily smoking amount £ HIEEEE : For how many years? IR R F & :

OTHER/ADDITIONAL INFORMATION Efth/Fin&¥

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

FBRMHZREAN B TEBE R R Rt -
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Policy Number {REE SRS

DETAILS OF THE INSURED’S ILLNESS Z{® A @2 5¥15

1. Please provide full and exact details of the diagnosis. 512 {HtE%RZ AN REZEMER -

pu

HMEZRZ AR
Approximate date of onset. j@gEg HEA : ( / / ) MM/DD/YYYY B/B/&

R’
oul
Nt

2. Please describe the extent of the disease.

3. Claimed Diagnosis EBZR32ER
O Severe Central Sleep Apnea (Go to Question 4) BxEHiETHSHIEIRE B (BRZEE 458 )
0O Severe Mixed Sleep Apnea (Go to Question 4) BEESMIERESME GERIZEFE 48 )
[ Severe Obstructive Sleep Apnea (Go to Question 5) EREFHEMIERE S GERIZE S8\ -)
O Others, please specify Efth, S551A5: (Go to Question 6) (FERIZ /<58 - )

4. Details for Severe Central or Mixed Sleep Apnea & PRI EIEIRE SEE B E R S IEIRE BAEZ5¥15
Has the patient undergone surgical treatment for sleep apnea? JRAB G FIERE BEIESFMIEE?
Ovyes® ONokAE
If yes, the type of surgical treatment performed? #0F » 1T T AREFHIEE ?

i. Through Permanent Tracheostomy &@/k A REEAEEIRZESE OYes®Ed ONo RE
(Please provide proof of undergoing permanent tracheostomy. S512 4t G Rk A B E S A EAYEEE - )

ii. Through other procedure(s) E@EHMFMEE OYesH ONo BB
Please specify the name of procedure done. 55| FMfFEFaIETE

iii. Date and place of surgery Ffif F Hi & t#h 24

Date of surgery F1fifHEHR : ( / / ) MM/DD/YYYY B/B/%

The hospital where the surgery was performed F{ijE&[5 :

Name of Surgeon FAifEE 4144

iv. Was the surgical treatment medically necessary? Flii/AEEREREME? OYesE ONo &

5. Details for Severe Obstructive Sleep Apnea E; EREE IEIRZ BAEZ 5415 :

. Has sleep study ever been done? ZEEHEITIERAIEL? OVYesH ONo JRF

If yes, is it showing an AHI > 30? 205 » E&8FE/R~AHI>30? OYesE ONo&
Is nocturnal mean O2 saturation < 85?7 REIMEEEMFIFE <85? OYesE2 DONo&
(Please provide a copy of the sleep test report. EIRHREARAIG RS - )

i. Is the patient being treated with continuous nocturnal CPAP therapy? R A 2 & IR IEESIHERIE EETR2S (CPAP) 2 I REAE ?

OvYyesg2 ONoZ

If yes, since when was the treatment rendered? Z032 - /AR (AIBFRILE?

( / / ) MM/DDIYYYY B/B/%

6. Details for Other Diagnosis H{thi2Eh 2 5¥15:
i. Please give details of the sleep apnea disorder of the insured and the current condition. E51RHESHFEARERE BIEZ/ERFIERIAE ZIER -
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Policy Number {RE25ETE

7. Was the diagnosis confirmed by a specialist in the relevant field? 2§ 2 A miARFELsEMNERES4EE? O Yes2 [ONoFH

Please give the Name, Address and Qualification of the specialist if it is not the undersigned. ZIERIEB b RIGZEELTEET » HIEHEREL
P - Hhht REEER AR .

8. Please enclose copies of all surgical reports, sleep test and any other imaging studies, laboratory evidence, etc. and any relevant hospital
reports that are available.

FRUAEFMEHRE  ERAS  REMPGRS - tBREF  SiEEREnNERERE -

9. Please state if the Insured has suffered/been treated for any other major iliness(es) in the past. EFIFASZREA LS FeiESEERNEMTER
5K o

10. Is there any further information, which in your opinion will assist us in assessing this claim? SERHHMMBHHBERZARERBE 2B -

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/ BFIRBPRLRFEE LAUEEREREAN/BPIFMARFECSEREEE -

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.

EAEHWESERER

RENIBELRED] - BEME AIA BABHIKERHR - 41 AIA BABRUINERBREREMMRARELERE B TaM
BIREGEENA—1D - AIABAERINERZBAIRITARATRA] FA LT @it T & : www.aia.com.hk °

FTEEAREM L EAEREWNEMSNEMERRESRAFIBERERRAZRERE - HFITFARE AIA BAE
FHNEEREAZLEN - AR MEHERKEBLEEEREHRTZRA/REFEACRER T AN EEE M
/B EA B R R E B R HE T -

Name of doctor and qualification BE4- 144z REEEAE % Signature and official chop 25Z& &Z&EN
Address and telephone number Hhii & B4% E =2 Date HEA
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