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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 — AIDS DUE TO BLOOD TRANSFUSION
ek — R i i =R B s
GENERAL INFORMATION —f2 & ¥

1.

Are you the Insured’s usual medical physician?
ETREZRABERS ZBE?
If “yes”, when did the Insured first consult you? 20 “2"

D Yes 2 D No &

 BEZRABREOBE TR ZEH?

MMA DDH YYYYE
2. When were you first consulted for this illness?
ZRABABEERFLOETRE ZAH -
MMA  DDH YYYYE
What were the symptoms? R A ZHFH o
How long had the symptoms been present? ZHFBHIFET ZR?
3. Has the Insured previously suffered from this illness or any related conditions?
BRAZDEREZHE ? [ Yes®2 [ | No&
If “yes”, please give dates of consultations and the resulting diagnosis. 21 “ &~ - FEMARZ AHR
DETFRER -
4. On which date was the diagnosis made? BEIE T < 2 B 2 & X HER ?
MMA  DDH YYYY &
On which date was the Insured first made aware of it? Z1R A& X BEEEFB2Z2ZH ?
MMA DDH YYYYE
5. Is there anything in the Insured’s family history which would have increased the risk of this illness?
FRAZFHERERSENSTRAB LR HE ? Yes 2 No &
6. Isthe Insured a smoker? Z{RAZEWE A ? | ] Yes 2 || No&
If “Yes”, what is his / her smoking habit? #& &R /E AL » fib/ i REBERM ?
Daily smoking amount & AR E & & : for how many years? IRE&FEH :
7. 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 FARHDEER
B - FHSFESHRED
Bans  BEEEBSERIGL
LER o
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PolicyNumberRe8sgas | | [ [ | | | | | | |

DETAILS OF THE INSURED’S ILLNESS 2R A Az

8. Please provide full and exact details of the diagnosis. FE2EZRA 2B REE WSS o

9. Please describe the extent of the disease. 5 M iZE Z AR °
i. Approximate date of onset. j&2% HHA :

MMA DDA YYYYHE
ii. Was the HIV Infection due to a medically necessary blood transfusion?
ZRAABREDRZHFERBFRRE EHBRIER M E L] Yes 2

If “Yes”, why was blood transfusion medically required? Please give details. #1 ‘2" » ZREAATEEE

D No T2
ZTHI? FIRHFS o

Was the source of the infection established to be contaminated blood provided for the blood
transfusion and the origin of which can be traced through the institution?
REREZRAZRERAFERONI SR MR - W AERIRMZZ TR MRS

If “Yes”, since when did the insured suffer from Haemophilia? 21 “&" » SR AMTEEEBERENARE ?

MM B DDH YYYYH
v. What forms of treatment were rendered? & A &2 I —IEE & ?

BEHRR? D Yes 2 D No T~=2
When and where was the blood transfusion performed? 5% i A i K R 17?2
MMB DDH YYYYE
Name and Address of the Institution I 2 #48 ZFE & ik -
Did the institution admit any liability for the HIV infection?
ZEERNNKBESARBABIZABERR IR RSBRAMEE L] Yes® | ] No%E
iii. Does the insured suffer from Thalassaemia Major?
FRAEEREEAMFEEM ? L] Yes’ | ] No®AE
If “Yes”, since when did the insured suffer from Thalassaemia Major? 21 “B" » ZRAMIUFBEBEER HHEEM ?
MMA DDA YYYYE
iv. Does the insured suffer from Haemophilia? SR AEBRRMAR ? L] Yes® | ] No¥AE

10. Present condition and prognosis. 385 2 &0 R FEER °

reports that are available.

FRHUFAEREEFEXERE - BN AftREERFNRES  EANEHENERERS -

11. Please enclose copies of all reports including X-rays, blood tests, other laboratory tests, surgical procedures and any relevant hospital

EERR -

12. Please state if the Insured has suffered / been treated for any other major illness(es) in the past. BE5IBASRA G & FFIESAENEM

13. Is there any further information, which in your opinion will assist us in assessing this claim? Fi2 H A ER A ZEBREEZER -
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PolicyNumberRe8sgas | | [ [ | | | | | | |

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

AN BMRBALBPFE LIHEERERTA/ BAMARFE2SERERZE -

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 AlA 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.

| / 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.

BAEREHRERER

B/ BMABERR/BMECHE AAREER/BMANREEBAR /IRASTHEARBREMAE (DEB(EE)

BRATF (FBD1T) ~ RABEB)BERAT (RM2D1T)  KRBRBERQRAR /LA BEEASZERLA
(EA) ) WEABRBERESR ([ZBH] )  ZEAFTEUTRALTH

https://lwww.aia.com.hk/zh-hk/privacy-statement-main °

B/ BMNEARESEARBEMARB/RMANREBEBAR / FRASFT BIRBRMAE REFLUEFMTERE

BE  GEIFENTABEAENREARE / ZMANRE - IRFIRENEMER - TREZBHVRERER -

B/ BNAZREERZBARABENERR / RANEAERZETBRIN/BERN (WRE/RASEEESR

B FRPIRMN/BA (MRE/RARESFTEERMER) (RFERME) FTREAMBANEREEA -

ZERNTESHERAT R RER 2 SRR TR 5T 8K A REL -

Name of doctor and qualification B4 i & Kk BEEE 1% Signature and official chop 258 K& £/

Address and telephone number il 2 B4 E &R Date HEHA

v: Download our AIA+ mobile app to manage your policy!
¢ THRHAA+FHREABRIUFEREESHRE |

“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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