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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. &5 7% / ERRIEES

CRITICAL ILLNESS — CEREBRAL ANEURYSM REQUIRING SURGERY / ENDOVASCULAR
TREATMENT FOR CEREBRAL ANEURYSM f& % — B{EF i 2 BB AKE / RSB IKBHME N ASEE
GENERAL INFORMATION — &%}

1. Are you the Insured’s usual medical physician? Details of “Yes” answers (Include

BTREZRAEERD 28E? | Yes2 [ ]| No& diagnosis, dates, duration and

If “yes”, when did the Insured first consult you? # "2 - FEEZRAEXBE TR ZBH? names and addresses of all

‘ ‘ ‘ ‘ | ‘ ‘ | ‘ | ‘ atte.rjfjlng physicians and medical
facilities).

MMA DDH YYYYE mE R ERUDEER -

2. When were you first consulted for this illness? BE - RHEBERBERED

SRAERNBBEREMTRY A - BENE  BREMRERR L
(T b

MMA  DDH YYYYE

What were the symptoms? SR A ZHFH

How long had the symptoms been present? ZHFBHIFE T ZRA?

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

FRARBEREZREE? || Yes 2 || No&
If “yes”, please give dates of consultations and the resulting diagnosis. 21 “ &~ - FEMRZ AR
DEHMER -

4. On which date was the diagnosis made? BRI B 2 2 W0 & X HER ?

MM A DDH YYYYH
On which date was the Insured first made aware of it? SR A E R ABEEER 2D ?

MMA  DDH YYYYH
5. Is there anything in the Insured’s family history which would have increased the risk of this illness?
FRAZFHERERSENETRAB LIRS ? D Yes =2 D No &
6. Is the Insured a smoker? ZR A REWIEAA ? D Yes 2 D No &
If “Yes”, what is his / her smoking habit? #& &R /EA(L « fib/ b RBEBEBM ?
Daily smoking amount & B IR EHE : for how many years? IREFH :

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

ZRABEHZ 2 HiB LB EREER -

Date of consultation /
confinement period

R B/ ERKER

Name of physician / facility Address
B4/ HEEE ik

Page 1 of 3 OPCLMF73.1024
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DETAILS OF THE INSURED’S ILLNESS 2R A Az

8. Please provide full and exact details of the diagnosis. FBIREZ R A Z 8 REERDHHS o

9. Etiology. FH °

10. The exact site of the cerebral aneurysm. J&IEBFIEMNBEENE -

11. The size and histology of the cerebral aneurysm. JS BB AVELIE & MRRA B AT ©

12. Investigations: & EE :
|| Xray X-4g & | | CT Scan B4R #H

|| MRI B H R || Frozen Section / Biopsy /&) & / ABRABEH
Others EHAth :

Note : Please enclose copies of all pathological, laboratory, surgical and imaging reports for reference.

B BREMERSEEFE L FIREMPESEHRS -

13. Has the patient undergone surgical correction for cerebral aneurysm?
If “Yes”, the type of surgical procedure performed? # “&” - #{T T MEFMEF ?

(b) Endovascular intervention procedures such as endovascular embolization,
endovascular coiling, angioplasty and/or stenting or the insertion of a flow diverter
ETOENARE  NEMERRERRE - KMNERNBRLEARE - MERFMR /EA

(c) If any one of the above 2 questions is “Yes”, please specify the name of the procedure done for cerebral aneurysm:

M ERMBEEA—-BR A" - BN BIEE TN FMRF S

BT MBI S8 A 2 ] Yesm [ | No%A

(a) Intracranial surgery through a craniotomy 3% 8 [§8 & £ B8 73 1T BB o F i L] YesH | ] No®AE

ZRFBEANRED AT || Yes® [ ]| No®AE

(d) If none of the above surgeries has been done, please state what other types of surgery was performed.

IRBHEST AT - FEDH AT 2 HARIS E T

(e) Date and place of surgery F1iii B Hi % it 2§
Date of surgery Fii B :
MM A DDH YYYYH
The hospital where the surgery was performed Fig&p5x :

Name of Surgeon FHMTEEESA :

(f) The surgery was performed for: #4172 F i FA{E :
|| Clipping an aneurysm of cerebral arteries 3& 53 i By K 79 A9 B RS
|| Repairing an aneurysm of cerebral arteries f£ 8548k} KB ARIE
|| Removing an aneurysm of cerebral arteries 1)k B Ak 7o 9 b ik 7
D Preventing rupture of a cerebral aneurysm J&Fh A B B Ak fE % 3¢
|| Alleviating the bleeding due to rupture of a cerebral aneurysm J#% [ BB Ak 55 34 T B 3 i
D Others (please specify) : Efth (555EEA)
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14. Present condition and prognosis. IR 2 5550 R FEER o

15. Please state if the Insured has suffered / been treated for any other major illness(es) in the past. EHIBASRA G & FFESAENEM
FERSE ©

16. Is there any further information, which in your opinion will assist us in assessing this claim? BRIt E A BERAZEERZER -

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

AN BARBALBFE LIHERERERTA/ RAMARAE2SERERE -

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.

| / 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.

BAREHESERER
B/RMEIR/BMERE - JEREER/BMVREEBAR / NEKRSHERBRME (DL (EE)
BRAT (EBD1T) ~ AAEBR)BRAR (RM21T) » RARBERLRAR/IRXAEEASZSERAA
(ER) ) NEAERWKERS ( [ZEH])  ZBHEAEUTHELTH
https://www.aia.com.hk/zh-hk/privacy-statement-main °
B/EMBEREAEELSAFBEAAIBR/BMNREZEBAR /R AKEFTEIRBREE RFUEMTHERE
BE  GRIFENTAEAERREARE / RMANRE - RFHIRENEMER > IRBEZZBHAREREA -
B/IBMAEREBERZBAMAENERR / RMNBEAEREETERIN/BRN (MRE/RREFAEETE
ZE) SURPTRIN/ BR (WREGRRETEIERMER) (RIBRME) FTHEHAMBNEREEA -
ZERNFEEETRER 2 S RA TR LA THR 4R -

Name of doctor and qualification B4 i & Kk BEEE 1% Signature and official chop 258 & & E0
Address and telephone number Hb 3l 2 B 4% B 55 Date HHA

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

L THAA FRERER U EEEEEANRE |

“AlA” shall 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.
TAIA] 2 23] ERBREEIF)ERLE (REREZMEZ2ERAT) @ KARBERLE (REBEMBLZ2BRAT) GRIER
fE) - EREUARIEHEERZNERAT -
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