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.q I P CRITICAL ILLNESS —STROKE fg ¥ — H &

CONFIDENTIAL MEDICAL CERTIFICATE — B4 &

PART Il - To be completed by doctor at Insured’s / Claimant’s expense =%} (REARHBABEHERELES)

Policy Number R B85 55

eI T L

Name of Insured ZRAHE R ID Card / Passport No. 5775 / & BB IRIS

(3410033

GENERAL INFORMATION —f&& %!

1. Are you the Insured’s usual medical physician? l_ Yes £
- N es
BTREZRABERD ZBE? =
If “Yes”, when did the Insured first consult you? 2 “2” - BREZSHRAEXEETRZ 2B ?

MMA DDH YYYYE

[T No&

2. When were you first consulted for this illness?

ZRABXBEERBEOET RS ZAH -

MMA DDH YYYYE
What were the signs and symptoms? Z{R A 2 {#5R ©

How long had the signs and symptoms been present? &R W FHE T Z A ?

3. Has the Insured previously suffered from this illness or any related conditions?

SRARTEREZHRE ° [ Yes &

If “Yes”, please give dates of consultations and the resulting diagnosis. 21" &~  FEERD BHR2EFHALER -

[7 NosgE

4. Please provide the final diagnosis details. IR HE D H 2515 o
i.  On which date was the diagnosis made? 5 B/& & 2 221 =2 A A B X FERE ?

MMA DDH YYYYH
ii. On which date was the Insured first made aware of it? SR AMEE X HABEBEB2DH ?

MMAB DDH YYYYE

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

ZERAZFERELEZDTEMZRABLFHE 2

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

HEFREEL (BERERESNERMNFER)

If “Yes”, what is his / her smoking habit? & &WREAL - 1/ I RIEBERM ?

Daily smoking amount & AR E & & : for how many years? IREFH :

[T No&
6. Isthe Insured a smoker? ZRAZRBRE AL ? [T Yes 2 [T No&
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OTHER / ADDITIONAL INFORMATION E 1tz / Ff in& %}

1.

Other physicians or medical facilities the Insured has comsulted for this condition.

ZRABKRALREMAD 2 KB E 1 A B SRt -

Name of physician / facility Address Date of consultation / confinement period (MM/DD/YYYY)
BN ENEREE bichols R B /IR (A/B/F)

DETAILS OF THE INSURED’S ILLNESS Z{R® AR 2 515

1.

Please provide full and exact details of the diagnosis. E2EZRA 2B REEWDHEEE -

If the diagnosis is Stroke, ZZ i B+ A,

(a) is it based on changes seen in a CT or MRI? 2% EMNCTHMRIFE R~ 2 845 ? E Yes 2 f No &
(b) is it confirmed by a neurologist? /& & & HS AT ERI B8 £ e 7 [T Yes 2 ﬁ No &

(c) Please give Name and Address of the neurologist confirming the diagnosis if it is not the undersigned.

BFHERBURKZELERY  BREBRD 2ENEE U BRI -

2. The exact cause of the incident (e.g. infarction of brain tissue, haemorrhage and cerebral embolism, etc.) Sz EH (WFEEABMFE -
M  MBRERESIZ) -
Is the cerebral symptoms due to the following? &EBAEAR 2B E T 313512 ?
i. transient ischaemic attacks? %8 & M iR M ? [7] Yes 2 [ No&
ii. migraine? {REEFE ? [T Yes 2 [T No&
iii. vascular disease affecting the eye or optic nerve or vestibular functions? I_ Yes = I_ No &
IR PLERBIER G AEE R ENME R ?
3. Details of diagnostic procedures performed and the results (e.g. MRI, CT Scan, Angiography, etc.) 2Bz B R &R (DR - S
B MEEFME) -
Please enclose copies of all reports including all reports, radiological procedures, MRI, CT scanning, laboratory evidence, other imaging
studies, laboratory evidence, other imaging procedures, etc. and any relevant hospital reports that are available. 52 FTED R -
WMXKARE - BEFER BB CRRERAGERBES  EMEENERRS
4. Details of medical treatment rendered. ;&% H R A B2 Z6EH1E
Date HHi (MM/DD/YYYY B/H/F) Treatment 35518 H
5. Is there any neurological sequelae resulted from the stroke? 2)X FEAG R G S| @R IBIE ? E Yes 2 E No &

If “yes”, please state the details of neurological sequelae: 5= H RIS BB 25515 ¢

How long has the neurological sequelae lasted from the date of onset? R WS R BIEMRFERBIFETZ A ?

Please provide your professional comment on whether such neurological sequelae is reversible or going to result in permanent
neurological deficits? F&7Ffh Ll VLR BEER R I BRNE M B KA MR PEHEERE ?
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6. Are there any predisposing factors leading to the Insured’s stroke (e.g. hypertension, heart diseases or diabetes mellitus, etc.). If so, please
give details and history of such. REEECERMRZEHZIRAZHE (MSME  LERSBERFES) 2085 #FRHEZSEEZZ
FERIBE

7. Please state if the Insured has suffered/been treated for any other major illness(es) in the past. F5%IBAZ R A Y B ESHIEZ A BN E M
FERIE ©

8. s there any further information, which in your opinion will assist us in assessing this claim? Fi2 Mt E G BER AR ZEBERE 2 ER -

PERSONAL DATA COLLECTION AND USE

I / We confirm that | / we have read, understood and agreed to the Personal Information Collection Statement(s) of my / our
policy issuer(s) and / or pension scheme provider(s), i.e. AlA International Limited (Hong Kong Branch), AIA International
Limited (Macau Branch), AIA Company Limited and / or AIA Everest Life Company Limited, where applicable, (the “PICS”)
which is available for download: https://www.aia.com.hk/en/privacy-statement-main.

I / We declare and agree that any personal data and other information relating to me / us or my / our policy(ies), account(s) or
investments contained in this application or collected, obtained, compiled or held by my / our policy issuer(s) and / or pension
scheme provider(s) by any means from time to time may be collected and utilized in accordance with the PICS.

|/ We acknowledge and consent to the transfer of my / our personal data to parties within or outside Hong Kong (for policy(ies) /
pension scheme(s) issued in Hong Kong) or Macau (for policy(ies) / pension scheme(s) issued in Macau), as the case may be,
for the purposes as set out in the PICS.

The latest version of the PICS which complies with the relevant rules and regulations is / are available for download from the
above website and upon request.

B

BAEREHRERER

B/ BARRR/BMECHE  SAREER/BMANREEBAR /IRASFHERBREMLE (DEB(EE)
BRAT (FAD1T) ~ KRABEB)BERAT (RM21T) ~ EBRBERQIAR/ AEXBEEASERLA
(ERA) ) WEAERMBEESR ([ZBH] )  ZEAATELTRLTER
https://www.aia.com.hk/zh-hk/privacy-statement-main °

B/ BMNEARESEAFBEAARB/RANREEBAR / FRASF EIRBRMAE REFLUEMTERE
BE  GRIFENTABEAENKREARE / ZFANRE - IRFIRENVEMER - TREZBHAVRERER -
B/ BMNAZREERZBAFLAENERR / RANEAERZETBRIIN/BR (WRE/RASFEEETE
B FRPIRN/BR (MRE/RARESFTEIERMER) (RFERME) TRERRMBANEREEA -

ZE NS MR T RN AR Z SR A AT R L4 T &R A AR -

>

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

BN T HBMRBRUPFR EMBEENERRAN | RAIFFARAEZEE

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) & (ZEN)
Y ERBENEE (BE)

Address and Telephone No. ithilt & 5% Date HEA

: 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] & T2F ] BERBERBEF)ERAF (REREIMRLZBRAE)  KIREBERLE (REBEMRILZEBRLA) (RI\ER
fE) - EREUARIEHEERZNERAT -
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