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CONFIDENTIAL MEDICAL CERTIFICATE - B4 &%

PART Il - To be completed by doctor at Insured’s / Claimant’s expense =3 (RRARPBEABEHTLBEER)

Policy Number R B 855

Name of Insured Z{R AR

ID Card / Passport No. &7 3% / EBRIRS

CRITICAL ILLNESS — BACTERIAL MENINGITIS / LESS SEVERE BACTERIAL MENINGITIS /
MENINGEAL TUBERCULOSIS

k- AEME (B) B/ XARBEMEMLE (F) BE/ BES®RE
GENERAL INFORMATION —fR& %t

1.

Are you the Insured’s usual medical physician?
BTREZRAEERDZBE? | ] Yes 2 || No&
If “yes”, when did the Insured first consult you? 1 “2” - FEZRAEXBE TR 2B ?

MME DDH YYYYHE

When were you first consulted for this illness?

ERAEBRBEBERFEOE TR ZAH -

MMA DDH YYYYE
What were the symptoms? R A ZHFH o

How long had the symptoms been present? ZHFBHIFET ZR?

Has the Insured previously suffered from this illness or any related conditions?
ERARTEREZFE? (] Yes 2
If “yes”, please give dates of consultations and the resulting diagnosis. 21 “ &~

|| No&

ERHRDEER

On which date was the diagnosis made? BEIE T < 2 B 2 A & X HER ?

MM B DDH YYYYH
On which date was the Insured first made aware of it? SR A E R HABEBERZDH ?

MMA  DDH YYYYE

Is there anything in the Insured’s family history which would have increased the risk of this illness?
BRAZREFE 2T MMERAS LlH e 2 (] Yes2 [ | No&

Is the Insured a smoker? SR AREREAL ? D Yes 2 D No &

If “Yes”, what is his / her smoking habit? & &WIE AL - 1/ b REBE R ?
Daily smoking amount & AR E & & : for how many years? IRE&FEH :

Other physicians or medical facilities the patient has consulted for this condition.

ZRABERD 2 A EEFRIBER -

Date of consultation /
confinement period
K2 BER /(EBRRFER

Address
ik

Name of physician / facility

L HEEE

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

mE R ARUEDEHER -
B - FHSFESHRED
Bans  BEEEBSERIGL
LER o
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PolicyNumberRe8st®s | | [ [ | | | | | | |

DETAILS OF THE INSURED’S ILLNESS 2R A Az
8. Please provide full and exact details of the diagnosis. FBIE M Z R A Z 8 REERDHES o

9. Etiology? fBHE & ?

10. Was the diagnosis confirmed by a neurologist?
R B SN B R ? (] Yes2 [ ] No&
Please give the Name and Address of the neurologist confirming the diagnosis if it is not the undersigned.
EFHESHRR CBERD  FRUBD IS CENBENSE B Rt -

11. The site of the meningitis involved. §%(Z)EX N ERNE -
|| Membranes of the brain & || Spinal Cord %8

Others EAth :

12.i.  Was there a lumbar puncture confirming the presence of bacterial infection in the cerebrospinal fluid?
BB EH SRR B B S AERR 2 (] Yes2 [ ] No&

ii. When and where was lumbar puncture performed?

P 28 R AT B I AT SR 3E 4T 2

MMA DDH YYYYH
Name and Address of the Institution

EATIRMESR R AR B RS ettt -

iii. Please state the result of lumbar puncture and the type of bacteria found. 5% BAIEME Z Rl 2 & R R AEAEFIE o

14. Please state all the investigations done to prove acute bacterial infection of the meninges.

EYIHAEARIAASMEE (B) BEZSAERRANBEERE -
Dates Procedures Results
B wWEEBEE | B8 #R

Note : Please enclose copies of all reports, including biopsy reports, cytology reports, X-rays, CT scans, MRI, USG and other imaging studies, laboratory tests,
surgical report, etc. and any relevant hospital reports that are available.

et | FREMERSEHERRRTHE - ARINRE - XAERE - EFEE - BORKR - BBK - A2 E - CBRFINRES - MEAEENERRS -
15. Was hospitalization required due to bacterial meningitis?

BERBE (5) BRATBEEIARAR? [] Yes2 [ ] No&

If “yes”, please state the period(s) of hospital confinement(s).

WA EHIHERES -
rome | | | L[ I [ [T ezl [ LT[

MMA DDA YYYYE MMA  DDH YYYYE
Name of Hospital
BhRaE
Name of Attending Doctor
FHBEERE
16. Was there any surgery performed?
SRAEBEZFAEE? ] Yes® [ ] No&

If “Yes”, please state the details of the surgical procedure(s)?

mET BB ER CFMEE o
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17. Was there any significant and serious neurological deficit resulted?
REAHREME) BB AREN G LEE ? | | Yes 2 | [ No&
If “Yes”, please give details of the deficit and state how long it has been documented.
m R BEVPRHEERIRRREZRRANFETEA -

Was the neurological deficit expected to be temporary or permanent?

ZRHEERET EEERMEERKRE? | | Temporary Eestt | | Permanent k&£
Was the neurological deficit resulted in motor weakness or cranial nerve dysfunction?
ZAEE R RN oI BUEB A BE B  R T AR R 2 | | Yes 2 | | No&

If “Yes”, pIease state how long it has been documented.
m R EIREREREE TS -

18. What is the prognosis?
HIBER ?

19. Please state if the Insured has suffered / been treated for any other major iliness(es) in the past.
BIRAZRABELEZRENEMETRR

20. Is there any further information, which in your opinion will assist us in assessing this claim?

FREEMEDELAREERZEN -

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 BMHRBALBFE LIHERERERTA/ BAMARFEZSERERE -

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), AlA 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.

I / 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.

BAREHRERER

B/ERMEIAR/BRMERE JEREAZR/BMNREEBAR/ REAKRSHERBREMLE (DRF(ER)
BRATE (FAED1T) ~ KRABEB)BRAF (RM21T) ~ KRBRBERIAR /LA ABEBASERLA
(EA) ) WEAERMBEESR ([ZBH] )  ZEHAAELTRLTER
https://www.aia.com.hk/zh-hk/privacy-statement-main °

B/ BMNEARESELAHBEAARB/RANREBEZAR / HRASFT ERBRMAE RFLUEMTERE
EBE  GRIFENTABEAENREARE / ZFANRE - (RFIRENVEMER - TREZBHAVRERER -
B/ BMNAZREERZBAFAENERR / RANEAERZTBRIIN/BR (WRE/RASFTEEEE
B FRFIRN/BR (NRE/RARSFTEERMER) (RFERME) TREHRRMBANEREEREA -
ZE AN EERE TR R ER 2 RATARA TR L T &R A AR -

Name of doctor and qualification B4 B & BBEEK Signature and official chop 38 & ZE

Address and telephone number it &2 B4R E 5 Date HHA

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

3 B TRAA+FREABRK UERREREHNRE |

“AlA” shaII refer to AIA 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 ] BERABRBER)ERAR (REREIMRLZERAF) » KPBREERQE (REBZMRILZBRAE) (RIER
mE) @ AREURRLEHEERENEE DT -
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