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AlA

.q | p. CRITICAL ILLNESS —ANGELMAN SYNDROME /

ATTENTION DEFICIT HYPERACTIVITY DISORDER (ADHD) /
MARBLE BONE DISEASE (OSTEOPETROSIS) / SEVERE EPILEPSY /
TOURETTE SYNDROME (JUVENILE DISEASE)
ok — RIEASE/ EENTRBEERE/ KERER/

BEREE/ ZiHE (REXRR)

CONFIDENTIAL MEDICAL CERTIFICATE— &4 &

PART Il - To be completed by doctor at Insured’s / Claimant’s expense $E_88{3 (REABBHBAHBBEHRHESLELEES)

Policy Number {REE S5 1S

Name of Insured SR AEH ID Card / Passport No. &7 3% / ERSES
010017
GENERAL INFORMATION — &% %}
1. Are you the Insured’s usual medical physician?
o o Yes £ No &
BT REERABERD B 7 [1ves2 [ No#
If “Yes”, when did the Insured first consult you? 21 “2” - BEZRABXEETRS 2 AH?
MM A DDH YYYYE
2. When were you first consulted for this illness?
SRABABEEFBEOBETRZZBH -
MMA DDH YYYYE
What were the signs and symptoms? 1R A Z ik °
How long had the signs and symptoms been present? ZEMRAEFEE T ZAR?
3. Has the Insured previously suffered from this illness or any related conditions? |_ Yes B |_ No J&&
FRARBEREZRE
If “Yes”, please give dates of consultations and the resulting diagnosis. 21" A"  F2ERD BHR2EFHAER -
4. Please provide the final diagnosis details. B2 HRE D H 2515 o

ii. Was the diagnosis confirmed by a registered pediatric psychiatrist or a neurologist or a specialist in the relevant field? Z& &2 & H
REBOER M CER SRR ENER B ERR ?

|_ Yes =& Please give the name of the registered specialist if s/he is not the undersigned.

|_ No & Please give the name and specialty of the physician who confirmed the above diagnosis.

On which date was the diagnosis made? B B35 2 22 i 205 B X FERE 2

MMA DDH YYYYE

HFRREBEREBERT  SRUBEI 2ENEEHRS -

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

I_ Yes =2 Related family history (including relationship and age of family member)

HERRFL (BERERSNBEENFR)

[T No&
OTHER AND ADDITIONAL INFORMATION E 1t / i in& ¥t

1. Other physicians or medical facilities the Insured has comsulted for this condition.
SRABEALFEMHMD 2 E B £t BB 2B R bt -
Bt BhREs ik M B/ EREBE (B/B/EF)

ANGELMAN SYNDROME X{E{F& i

1. Please advise if the diagnosis is confirmed by genetic testing. If so, please provide copy of report.
FREZDEHREREERRAIEE - 1R FRAMREEAL -

[[TYes2 [ ] No&

2. Please advise if the Insured is suffering from the following and describe details on Insured’s behaviour or condition:
BHAZRAZTIIER

i. Developmental delay manifested by gait and speech requiring physical therapy and speech therapy.
RENSERSEZLAERE  UEEERRNESEE

f Yes 2 Please describe details on Insured’s behaviour:

M No& AR ZRANTARR

ii. Intellectual disability manifested by 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, requiring be-
havioural therapy, occupational therapy or special education at a government approved special education institution.
RENERERIEHELRNBERDBRETRZENER R LBRERK - EEREHPELFEETRENIHRHEEMAN
HRRFRFMEERDNEE  WEETRABE - BRI HBFR T RESHRAE B RENSHRAE -

[] Yes 2 Please describe details on Insured’s behaviour:

[ No & AAAEEZRANTRRER

ii. Epilepsy requiring treatment with anticonvulsant drug.
EEHEREY ARV o

[ Yes 2 Please advise dosage:
O Nom HRGHES
(=]
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ATTENTION DEFICIT/HYPERACTIVITY DISORDER (ADHD) Ex h AR B /BE FRE

1.

Please describe the extent of the disease. Bl EZHm Z AR
Based on the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), which of the following diagnostic criteria are met? Please
provide details for those met.

R EBDE RS FM (DSM-5) » SRAFFE AT BLEMRM ? BREF SRS o

A. Inattention, or Hyperactivity and Impulsivity

HENHRBERRERITAED

l_ Yes 2 Please describe details on Insured’s behaviour:

[ No& AR AEEZRANTRRER

B. Distractibility, hyperactivity, and impulsivity affect the Insured at school and at home

a0 BEBRBRIATHHZIRAZBERRFIELFERTE

|— Yes 2 Please describe details on Insured’s behaviour:

[ No& BRI ZRANITRRRE

C. Ahealth check shows that the health or learning issue is not caused by other problems

REREHETERIZEHEY T2 A A MBI

|_ Yes £ Please describe details on Insured’s health check result:

M No& B AELZRANREREER

D. The Insured is undergoing appropriate therapeutic intervention including but not limited to pharmacological treatment prescribed by
the Registered Medical Practitioner

ERAEEREENNNGE  BETRREEDELEESTNENLRE

|— Yes £ Please describe details on Insured’s therapeutic intervention:
[ No % AR R AN AR ¢
=

MARBLE BONE DISEASE (OSTEOPETROSIS) XERE»

1.

Please advise if the Insured is suffering from the following and describe details on Insured’s condition: FEFREEZRAZ T HIER :
i. Does Insured suffer from cranial nerve palsy? &5 B R A 25 B5 PSS RTE o
[T Yes 2 Please advise details. &l AR

[T No&

ii. Does Insured suffer from pancytopenia?
BEHAZRAZREEE ML -
[T Yes 2 Please advise the latest blood test result and provide copy of blood test report. &Rl & 3T K ER M 45 R 23R4
Bl o

[T No&w

iii. Does Insured suffer from any diffuse abnormal hardening of bones, multiple fracture and joint deformity?

BHATRARCEEMEMEHEREL  SRHUEBITREHER -
[T Yes 2 Please advise the latest X-Ray studies result and provide copy of X-ray report. 5B ZITHIX KR E 4 R R IR {HIRE
Bl7s o

[T No&
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SEVERE EPILEPSY & E M/

1. Please provide the underlying cause of seizures and provide copy of supportive EEG and MRI result and report.
BHRAZRAESNWFERIL IR RS WIREMEBMNE O HIRERRERE

partial seizures, generalised tonic-clonic seizure etc.)

2. Please provide the dates of all attacks in the last six months and specify the type(s) of seizure (e.g. Febrile, absence (Petit Mal) seizures,

ERAZRARBENEL WEERELWFREESEE (HlI:2MERE - KWBE (NEME) - BERE - 25REBSMIES) -
Date of attack #/F HHA Type of seizure EETELE

HRER RN

MMAB DDH  YYYYHE

HRER RN

MMB DDH  YYYYHE

HRER RN

MMBE DDE  YYYYHE

3. Please provide all prescriptions during the last six months and advise any history of dosage adjustment according to Insured’s conditions.

FREBESNMEANTEEEYESYFREMNEERERFUEZEYIKF I RZRABRAEHBABEHRHE -

FRAREGEZWEIIRFATABRIPIERE 2
[T Yes 2 Operation date Ffj B A

MM A DDH YYYYH
Operation details F iz 15

4. Did Insured perform neurosurgery to treatment epileptic seizures?

[T No&
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TOURETTE SYNDROME &I iE

1. Based on the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), please provide details for those met.
RIERHRRZE RS FM (DSM-5) » FIREFSIRMFHFERE o

2. Please provide all existing therapeutic intervention.

FRHUZRAEEZ AR -

Date HEHA Treatments / Therapies A&

MMB DDH YYYYH

MMB DDH YYYYHE

MMAB DDH  YYYYH

MMAB DDH  YYYYH

3. Please advise if the signs and symptoms of the diagnosed condition interfere with or reduce the quality of social and / or academic functioning?
FERARDERE BN EE TEREELRR / EMIIENEE -
[T Yes  Please advise details. 512 H5%15 ©

[T No&
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| / We hereby declare that the information given on this form is true and complete to the best of my / our knowledge and belief.

AN HFRBRLRFE LFHEERERAA | RAFAEMEZSEREZ0 -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) 2% (ZEN)
T I ERBENEE (BEF)

Address and Telephone No. ithilt & 5% Date HHA

: Download our AIA+ mobile app to manage your policy!

THAA+FRERREAUERREEENRE |

“AlA” shall refer to AlA International Limited (Incorporated in Bermuda with limited liability), AIA Company Limited (Incorporated in Hong Kong
with limited liability), as the case may be, depending on the issuing company of the relevant insurance policies this form is subject to.
[AIA] R T2F ] BERBEBEF)BRAT (REREIMRLZBRAE)  KIREBERLE (REBEMRILZERLA) (RIE\ER
mE) - EREUARIEHEERZNER AT -
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