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CONFIDENTIAL MEDICAL CERTIFICATE - B4 &

AlA International Limited
(Incorporated in Bermuda
with limited liability)

PART Il - To be completed by doctor at Insured’s/Claimant’s expense 5 285 ( S{RABFEABERTZELIEE )

Policy No. {rEE55zH%

Name of Insured S {R At

ID Card/Passport No. 5 43:%/:&RB5EHS

CRITICAL ILLNESS - AUTISM
ek - BREE

GENERAL INFORMATION —& &%}

1. Are you the Insured’s usual medical physician? B T2 AR AIEEKZZELE ?

Oves 2 ONo &
If “yes”, when did the Insured first consult you? z0 ‘2" - FERISEAEBXEBE T XKZZ2HE?
( / / Yy MM/DD/YYYY B/B/%

2. When were you first consulted for this illness? SR A& X BRIERAE FRKZ22HE -
( / / ) MM/DD/YYYY B/B/%

What were the symptoms? R A ZJRE ©

How long had the symptoms been presented? ZREHITFE 7 ZA?

3. Has the Insured previously suffered from this illness or any related conditions? R A 2B ERIFEZRE ?
Oves 2 ONo &

If “yes”, please give dates of consultations and the resulting diagnosis. 21  “H”

MR -

HIRUOR AR

4. Has Autism been definitely diagnosed? B FIfiE 2 32E1E S H#EFER?
Oves® [ONogHE
On which date was the diagnosis made? B RA&R Z2EN =i & g3
( / / ) MM/DD/YYYY B/B/%
Was the diagnosis confirmed by a registered pediatric psychiatrist? &R E S HEERETEERESEE?
OYes2 [ONoZF

Please give the Name and Address of the pediatric psychiatrist if it is not the undersigned. ZIERIES thFR&
ZEBEEHER  BIRHEERNENEE 2R Kitt

()]

. Is there anything in the Insured’s family history which would have increased the risk of this illness? g A Z
KERERTIEMZEAB LR ZEE ?
Oves 2 ONo &

6. Other physicians or medical facilities the insured has consulted for this condition S{F A B & X tbiRMm L2
EthEE 14 2 B BE R B FE Rt

Name of physician/facility Address Date of consultation/confinement period (MM/DD/YYYY)
Bt R TR ik RESHE / (ERRRSES (B/H/%)

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

mzE B SEIRAEEE

R BE - RBIFEREEE
HEEME - BEK BEER
R o
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7. Please describe the extent of the disease. s5HELRZ AR ©

i. Date of onset JFEEHER : ( / / ) MM/DD/YYYY B/B/&E

ii. Has the Autistic conditions continuously existed for at least 6 months after the diagnosis was made? BEE{T ARG E2EIBISEHIRELD
6 @R"
OYes 2 ONo &

If yes, how long has the condition been medically documented? 202 - iR ENTEE 7 SA°?

iii. Is the insured undergoing behavioral therapy, occupational therapy, speech therapy, psychological interventions or special education at a
recognized institute for autistic children? RARAREEABFEREMAIRAERARRITHERE AR  B5RE  DENAAE
BN TAHE?

O Yes & ONo &

If yes, since when did the insured receive special education at the institute? 12 - 2R A R{ARSRIIRIESIEHAT?
( / / ) MM/DD/YYYY B/BH/%

Therapy Received #5527 B5&:

Name of Institute #i& Z5&:

iv. Based on the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), which of the following diagnostic criteria are met? 1R #E &R
RZENRARETFM (DSM-5) » AR AFFE LUTWRLEMR

a. Persistent deficits in social communication and social interaction across multiple contexts 1 Zf&IR1E F R HIGR
A5 5 VRS ok )] Oves | ONo&

b. 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
EERIFEEOMEERRETE - WM L RERR - T AR IR ERENEHRYEM | OYesE | ONo &
ARt 22 R R e &/ AU Bl

c. Restricted, repetitive patterns of behavior, interests, or activities [R&14 « EEIHRI1TE « BE#EEEE) OYes 2 | ONo &

d. Inflexibility of behavior, extreme difficulty coping with change, or other restricted /repetitive behaviors that
markedly interfere with functioning in all spheres TR ERZ 58 - LA BELNE - SEHBREIE/EEME | OYes 2 | ON0 &
B1Th  BEVESERENINEERE

e. Great distress / difficulty in changing focus or action ¥ E 2R 1T AR TAE R B R R OYes £ | ONo &
f. Symptoms are present in the early developmental period fEHATE B HIZE ERSES HIR OYes £ | ONo &

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

functioning FEAREITESE « B2 o Lt B B RO 0TV WAL E R R LR E TR OYes:Z | ONo &
If any of the above criteria is met, please provide details. 2075 & il (A —IEEH - SEIRMEFIE -

v. Was/were the above condition(s) certified by the insured’s treating pediatric psychiatrist? Fitii&E R 2B HEZFEANREEGERIELEZE?
O Yes & ONo &

Please give the Name and Address of the pediatric psychiatrist if it is not the undersigned. ZIEFHIBEE H RI§ZES MR - SEIRHRASHEHE
MBS 2 Rt -

8. Please enclose copies of all reports including laboratory evidence, psychological testing, etc. and any relevant hospital reports that are

available. FEIRMHFTEMSEIA(LERRE  OENERES  UEABERNERRS -
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9. Please state if the Insured has suffered/been treated for any other major illness(es) in the past. :E5IBZFEAE & FaiieSABENE T =R
7% o

10. Is there any further information, which in your opinion will assist us in assessing this claim? SSi2{tEtEBEZAREERZEN -

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/ BHFIRERLHFEE LAHEERE AR N/ BMIFMARFHECEEREEE -

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

BEEBLEHRER - BEME AA BABTHKSERER - M AIA BABRINEZBRFREREMMNARERS > BT
HPIRIVEBENA—15 - AIABABRIER BRSHTARATR AT LU T84 T & : www.aia.com.hk

FTE AR AR LB L T IEM SN EMERRSERAMBERERRAZRERH - RFITFARE AIA BAE
FUEERERAZLEEN - AR MEHEREBEEEREANRTZRA/ REFEACKEER T AR REEE
/R BEAB R REME IR -

Name of doctor and qualification BE4 7 BEEEAE L Signature and official chop 2Z K&E
Address and telephone number it & F##8EEE Date HEA
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