& AlA International Limited
(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 _—2({5 ( R{EAREFEABERTZESIER)
Policy No. {RES SRS

Name of Insured R A% ID Card/Passport No. & 4355 /&858

CRITICAL ILLNESS — INTELLECTUAL IMPAIRMENT DUE TO SICKNESS OR
INJURY f&fk - RERE R EEE Rk

GENERAL INFORMATION —f&&

1. Are you the Insured’s usual medical physician? B T2 52 FAEE k22824 ? Oves®2 ONoFH Details of “Yes” answers.
Include diagnosis, dates
If “yes”, when did the Insured first consult you? £l “&" - FESFEAESXAE TKZ2BH ? duration and names and
addresses of all attending
( / / ) MM/DD/YYYY B/H/% physicians and medical
2. When were you first consulted for this illness? S{EA &t ERMEREE T RS2 AL - facilites). =~
wmE ‘8B w5 ‘g - HEREM
( / / ) MM/DD/YYYY B/R/& SERFER - BE - JRERISERT
= " B - B HE
What were the symptoms? SR A Z R o ﬁﬁ}i_ﬁi == =
o LIBRIHZER -

How long had the symptoms been presented? %R EFITFIE T S A7

3. Has the Insured previously suffered from this illness or any related conditions? Z{E A 2 & BRFEZRE ?
OvYes 2 ONo &

If “yes”, please give dates of consultations and the resulting diagnosis. #Z “B" - FFiEM K2 HEIRZ2ET
HAESR -

P

Has Intellectual Impairment been definitely diagnosed? & kG2 2B G S #hMESR?

Ovess ONogs

On which date was the diagnosis made? 5 Ra&K Z 2k A A & A FESR?

( / / ) MM/DD/YYYY B/B/%E

Was the diagnosis confirmed by a registered pediatric psychiatrist? &R EGHARERHEREEEE?
Oves2 ONoZH

Please give the Name and Address of the pediatric psychiatrist if it is not the undersigned. ZIERIEE LEZR
2 EEHR  BREREEENEL 2R Rttt

[¢)]

. Is there anything in the Insured’s family history which would have increased the risk of this illness? Z{EA
ZEGERERREMIEANE LR S ?

Oves 2 ONo &
6. Other physicians or medical facilities the patient has consulted for this condition SR A B#&5i:2 2 HAthEE 4

SEBMEEN -

Name of physician/facility Address Date of consultation/confinement period
BL/tiEvtE ik K52 B HA/ (X FrREES
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7. Please provide full and exact details of the diagnosis. FEIZ{HHRAZTE RETERIZZERREE -

8. Please describe the extent of intellectual impairment. 53 ERFEZ AR -

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

ii. Which of the following intellectual impairment(s) has/have the insured suffered? Z{®A &85 LU THBLEE S ERFE?
a. Sub-average general intellectual functioning Z28&E HINEEERE A OYes 2 ONo &
b. Mental handicap {&TH%&kE OYes 2 | ONo &
c. Learning Disorder EAZZ[E 153 OYes £ | ONo &

If any of the above is yes, please provide details. #0_Ef{EA—IEAE & HIRHFS -

ii. What was the cause of the above intellectual impairment(s)? BEE HERfEZ R E 2 /RE?

iv. Was/were the above intellectual impairment(s) certified to be resulted solely from the diagnosed sickness or injury by the insured’s treating
pediatric psychiatrist? E3f& /JRFEE TR RAN R ERHESMELER LIS EERH HRf2RRa B IMNEE?
OYes 2 ONo &

Please give the Name and Address of the pediatric psychiatrist if it is not the undersigned. ZIEHIEE th RI§ Z EELE FEER
REE 2t Rk -

FREREREE

v. How old was the insured when the diagnosis was made? = {® A#52E 2 & HERERNFRE?

vi. Has the intellectual impairment continuously existed for at least 6 months after the diagnosis was made? B HEfEE BEZE®RIFELIRED
6 &8
OYes 2 ONo &
If yes, how long has the condition been medically documented? 22 - EitRENITFE 7 ZSA?

vii. Is the insured’s 1Q scored below 70? S{EABNEEELEMA 70?7 OYes 2 ONo &
If yes, through which I1Q test was it confirmed and please state the date of test done and its result? #ZNE 5 EEWEIEEE S AEE RES

HAIG BRI HAE R

O Raven’s Progressive Matrices I3 FCAZEHEIEAIES ; Date of Test Done Rzt HER : ( / / ) MM/DD/YYYY B/B/%&
Result #£2R:

O Wechsler Intelligence Scale for Children Z XFRZE )&% ; Date of Test Done JIZXHER : ( / / ) MM/DD/YYYY B/B/%
Result #£8R:

O Others, please specify Efth » 55187 : ;Date of Test Done jflzBER : ( / / ) MM/DD/YYYY B/B/%
Result #£2R:

(Please provide a copy of the 1Q test report for reference. EIRMHERE RIS (ERE <)

9. Was/were the above intellectual impairment(s) caused by any of the followings? & DB E S B T II{ER—IaEE"?
O Congenital lliness 4 K45 % ; Please specify 55I/FR :

O Substance Abuse ¥ & & ; Please specify 355188 :

O Others, please specify E1th - 55185 :
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10. Treatment Details ;B&¥|E

i. Was the insured required to be admitted into hospital due to the sickness or injury? S{EA R LR ASERSEINT EEES I REE?
OYes 2 ONo &

If yes, please state the period(s) of hospital confinement(s). 202 » 551 H {FFEAFES -
From g ( / / ) MM/DDIYYYY B/B/%E ToZE ( / / ) MM/DDIYYYY B/B/4F

Name of Hospital Bz 275 :

Attending Unit {£fzFIB:

Name of Attending doctor 3254 275 :

11. Please enclose copies of all reports, including x-rays, CT scans, other imaging studies, laboratory evidence, IQ Test report, etc. and any
relevant hospital reports that are available. FEREFTERSGEIE X-iaE - SHEE > EtGR2RE  TWARHRESE  SEAERENE

FriR o

12. Please state if the Insured has suffered/been treated for any other major illness(es) in the past. FEFIBAZ{EA Y B FEi S AENEMITE
&R o

13. Is there any further information which in your opinion will assist us in assessing this claim? FiEMHEMEMERATEF/E2EF -

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

TN/ BHFIRBALLRFE LABEERERAIN/BFIFAEFEZESERAZES -

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.

BEABEHBERER

BENELRERT > FEERNE AA BAEBBERE - 0 AIA BAERINEZRRERMNABERS > BTAHE
HMIREVEENA—1D - AIABABHIUNEZ BAVGRITARA TR AT LU A4 T & : www.aia.com.hk -

FTBEAREMA L EE RS IEMSHEMERRERBFPIBERERRAZRERE - HFITFAIRE AABAER
FHUNERRAGAZLEN - BRTRHEBREBEBEREMNRTIRA/REFFACKER T AINILREERE
fit/ BN B R H BRI -

Name of doctor and qualification BE4 7 BEEEAE L Signature and official chop 2§& & &E
Address and telephone number Hhii & B#4% E =2 Date F#5
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