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CONFIDENTIAL MEDICAL CERTIFICATE - B4 &%

PART Il - To be completed by doctor at Insured’s / Claimant’s expense =5 (RRARPBEABEHETLBEER)
Policy Number R B85 55

Name of Insured Z{R A Z ID Card / Passport No. &5 7% / ERRIRES

CRITICAL ILLNESS —EARLY STAGE DEMENTIA INCLUDING EARLY STAGE ALZHEIMER’S
DISEASE &/ — RHIRILE (BFEFHEMLSMEE)

GENERAL INFORMATION — & & %t

1. Are you the Insured’s usual medical physician? Details of “Yes” answers (Include
BTREZRAEERDZBE? [ | Yes2 [ ]| No& diagnosis, dates, duration and

. names and addresses of all
“ves” i i ? ‘B Bl REE TR 82 . - )
If “yes”, when did the Insured first consult you? 2 “2” - FREAZRAEXREE T K22 attending physicians and medical

HEREEEEEEN facilties).

MMA DDA YYYYE mE RO FREREHER

: — BN FHSEBSRED

2. When were you first consulted for this illness? BRAh  EEEMIE ST R Mt
ZRABABEEARFEAOET RS 2B - ZER o

MM A DDH YYYYH
What were the symptoms? 2R A ZF1H o

How long had the symptoms been present? :ZHEEBAEE T ZA?

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

ZRARBEREZRE - | Yes2 [ ]| No&
If “yes”, please give dates of consultations and the resulting diagnosis. 21 “&”  FRMERZ BHR
DETERER o

4. On which date was the diagnosis made? B BE% 2 22 7 27 i & X FERR 2

MMA DDH YYYYH
On which date was the Insured first made aware of it? /& A0S &)X HIBEB&RE 2 28 2

MMA  DDH YYYY &
5. Is there anything in the Insured’s family history which would have increased the risk of this illness?
BRAZFEFESTUMZRAS L IH e [] Yes2 [ | No&
6. Isthe Insured a smoker? SR AZEWE A ? || Yes2 || No&
If “Yes”, what is his / her smoking habit? & &WE A - i/ i RIEBIERM ?
Daily smoking amount & AR B & : for how many years? IREE# :

OTHER / ADDITIONAL INFORMATION H 1ttt / B} in& %t

1. Please provide names, addresses and dates of doctors and hospitals which the Insured was referred and / or admitted to.

FRESRABERD 2MEBE R R NBR MR
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PolicyNumberRe8sgag | | [ [ | | | | | | |

DETAILS OF THE INSURED’S ILLNESS 2R A 215

1. Please provide full and exact details of the diagnosis. FBF12EZHm 2R R EDEER o

2. What is the age of onset of Dementia / Alzheimer’s Disease? Z$J% < & ©

3. Was the diagnosis confirmed by a neurologist? 27 & MSHEERIEEETED ? L] Yes 2

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

BFHEARURECEERDY  BRUEBD ZENSEEZH BRI -

Is the insured still under care of and receiving on disease modifying treatment prescribed by the neurologist?

ZRARBMARMELENBLERMDE  WIEIHZBLERTNRSHIBEAE? L] Yes =2

If “no”, when was the last treatment date? 21 ‘&~  BEAERPAM ?

D No &

4. Please describe the extent of the disease. (& HlLZIHm 2 AT ©

If “yes”, how many times have been done? 1 “B" - ET T 2R ?

i. Is there any cognitive impairment noted? 3% A2 A ZhAERE G ? L] YesH | ] No®AE
If “yes”, please provide details of cognitive impairment. 21 “B” - FREZRIHEEMER 2515 ©
ii. Has Mini Mental State Examination been done? 38 #1745 £ 858158 2 L] Yes’ | ] No¥AE

Date of Test Done 17815 B A Score 2 ¥

When was / were the test(s) done and what was / were the score(s) out of 302 BIE& FMABFET R E D BE30D Mo IER TREZ 5 ?

iii. Has any other neuropsychometric test been done? A3 A E{TEMEMWEITARAH? | | YesH

AR EER

If “yes”, please state all the test(s) done, date of test(s) done and result(s) of the test(s)? 20 “&” - BFIH A SETHRIE « BIEET

Tests done HIE41EH Date of Test Done #1785 B A Result / Score 58 | D&

| ] No®AE

iv. Was there any imaging evidence to support the diagnosis of Dementia?

BREEARBERERIRE TR 28 ? L] YesH

If “yes”, please state the result. (Please also provide a copy of the report for reference.) #1 “B"  BHIHER o GBIRERE/ESZE <)

D No %A

BEBEAEZES RERE - FESGREASERERS -

5. Please enclose copies of questionnaires, test reports, imaging evidence or any relevant hospital reports that are available. ;51 G

EERR °

B ERIEZRBENEAM

6. Please state if the Insured has suffered / been treated for any other major iliness(es) in the past. 55 BAZ R AL

7. Is there any further information, which in your opinion will assist us in assessing this claim? B M EMEHEXAZEREZEH -
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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), 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.

BAREHRSERER

B/ BARRR/BMEHE SAREER/BMANREEBRAR/IRASFHERBREMLE (DRB(EE)

BRAA (FAD1T) ~ KRABEB)BERAT (RM21T) ~ KBRBERIAR/ AEXABEEASERLA
(ERA) ) WEAENMBERZSR ([ZBH] )  ZEHAATEUTRLTER

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

B/ BMNEARESELAFBEMRARB/RANREEBAR / HRASF EIRBRMAE RFLUEMTERE

BE  GRIFENTABEAENKREARE / ZFANRE - (RFIRENEMER - TREZBHAVRERER -

B/ BMNAZREERZBARLENERR / RANEAERZTBRIIN/BR (WRE/RASEEETE

B FRFIRN/BR (MRE/RARESFTEERMER) (RFERME) TREHARMBANEREEA -

ZE NS MR T RIRER Z RATARA AT R L4 T &R A AR -

B

>

Name of doctor and qualification B84 Z [ BEE & 1% Signature and official chop 22Kk ZE

Address and telephone number it ;% B 48 B 5% Date B £f

'wt: Download our AIA+ mobile app to manage your policy!
P THAA+FREARAUESREETHRE |

“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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