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AlA International Limited
(Incorporated in Bermuda
with limited liability)

CONFIDENTIAL MEDICAL CERTIFICATE - B4 &

PART Il - To be completed by doctor at Insured’s/Claimant’s expense 5 —28{5 ( Z{REAHREABERTE

HEEEE)

Policy No. {rEE55zH%

Name of Insured S {R At

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

CRITICAL ILLNESS - SEVERE ASTHMA
ek - BEEW

GENERAL INFORMATION —& &%}

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

Oves 82 ONo &

1=t
E

 BREIRRAEXAR T RZ22AE?

If “yes”, when did the Insured first consult you? 0

( / / Yy MM/DDIYYYY B/H/%&E

Details of “Yes” answers.

(Include diagnosis, dates, duration and
names and addresses of all attending
physicians and medical facilities).

mE ‘B FEIRMHEERER  BE
B R TR - B
BRBRHIEEH -

2. When were you first consulted for this illness? S A B X BRAEKRAE FKi22HEH -
( / / ) MM/DD/YYYY B/B/%

What were the symptoms? SR A ZRE °

3. Has the Insured previously suffered from this iliness or any related conditions? Z{EAEREERFEZ
mse? OYes 2 ONo &

 FERRMLKRZAHR

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

SOBMRHAIAESR -

4. On which date was the diagnosis made? B Ra&RZ 2k 2 (AR E X FESR?
( / / ) MM/DD/YYYY B/B/%&E

On which date was the Insured first made aware of it? SR A (AR & X ANEERAERZ 226 ?
( / / ) MM/DD/YYYY B/B/%

RAZKEREEEEMNSRAZ LR ZHES ?
OYes 2 ONo &

5. Is there anything in the Insured’s family history which would have increased the risk of this illness? 5

OTHER/ADDITIONAL INFORMATION E{th/Bfi &

FRHZFABEMNZ BB MR BR BRIt -

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 SRS

DETAILS OF THE INSURED’S ILLNESS Z{R AR 5¥15

FxaZ|

1. Please provide full and exact details of the diagnosis. FE12 %R Z AN R EZZERER -

2. Please describe the extent of the disease. sE#EM IR Z AR

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

ii. Was it an acute attack? EE =437 OYes £ ONo &
If no, when did asthmatic attack first appear? #N7 > ZEERBAESE X HIR?
( / / ) MM/DD/YYYY B/B/%

iii. Was the insured with persistent status asthmaticus? SH{EAE B RN IEHEEZIHIREE? OvYes & ONo &

iv. Was the insured required to be admitted into hospital? Z{RA B EEESEfTAE? OYes & ONo &
If yes, please state the period(s) of hospital confinement(s). #ZN&2 » 55 EFTAFES -

From g ( / / ) MM/DD/IYYYY B/B/% ToZE ( / / ) MM/DDIYYYY B/B/%

Name of Hospital Bz 75 :

Name of Attending doctor 52824 %75

v. Was the insured required to undergo endotracheal intubation and mechanical ventilation? Z{F A B8 £ BB R B MR RE BN &R BN
1524

OYes 2 ONo &

If yes, was it required to continue for at least 4 hours? #NE » EEEEEERYL 4 @E/\8F? OYes 2 ONo &

Date & Time HEARAFRT:

vi. Was the above treatment(s) recommended by a pulmonologist? Fili/AEE BEMRERESZE? OYes 2 ONo &

Please give Name and Address of the pulmonologist confirming the diagnosis if it is not the undersigned. ZIERIEE thRIEZEELTES - &
R EREL 22 Rt -

p:1l]
i

3. Was there history of any past asthmatic attack prior to this incident? If so, please give details. +E&HBTE B BEHRARE 2 I0FH - S5IEMHE¥
1% -

Oves s ONogE

4. Please enclose copies of all reports including laboratory evidence, x-ray, spirometry, etc. and any relevant hospital reports that are available.

BIRUMEREEERERE BT  RAEES  SEMERENERRS -

5. Please state if the Insured has suffered/been treated for any other major iliness(es) in the past. :E5|EAHEA L & FayisSaENHt T Ex
7o
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Policy Number {RE25ETE

6. Is there any further information, which in your opinion will assist us in assessing this claim? SR E Mt BERARERBEZ2EH -

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/ BPRERIRFEE FFHREHEAARN/BPIRAMEFEZEEREZE -

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 AlA 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.

EAFTHWERER

BEEBLERER - FEMHE AA BABHKERA - M AIA BAERINEZRFRERMNAEERS > BTAMA
HPIREVEENA—17 o AIABABHINEZRRIGRITARA IR AT A LUT #8iE T & : www.aia.com.hk °

FTBEEAREMR LB RS NEMSHNEMERRSREMIRERERRAZRERE - HFIFARE AA BAE
FHINEEREAZLEEN - AR TMEHERKEBLEEERSHIRTRRA/REFEACRER T AN E:EE M
/AR EA B R R E BRI G -

Name of doctor and qualification BE4- 44z REEEAE R Signature and official chop 2%Z B &E
Address and telephone number t#hiit B B4R ESF Date HEA
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