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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. &7 3% / EBRIRS

CRITICAL ILLNESS — INTELLECTUAL IMPAIRMENT DUE TO SICKNESS OR INJURY
ok - EABEHZEEHE Hirk

GENERAL INFORMATION —fR& %l

1.

Are you the Insured’s usual medical physician?
BTREZRAEERD ZEBLE? || Yes2 | No&
If “yes”, when did the Insured first consult you? #1 “2” - FEZRABEXEOE TR 2B ?

MMA DDA YYYYE
2. When were you first consulted for this illness?
ZRABADEREFEABTRZ 2B -
MMA  DDH YYYY &
What were the symptoms? Z{R A 25 o
How long had the symptoms been present? BN FET A ?
3. Has the Insured previously suffered from this iliness or any related conditions?
FRARBEREZHE - || Yes2 || No&
If “yes”, please give dates of consultations and the resulting diagnosis. #1” B" - FRMERZ AR
DEFHHER -
4. Has Intellectual Impairment been definitely diagnosed D Yes B D No 8H&
BHRE 2 DB E D WER ?
On which date was the diagnosis made? 8 B8R TE 2 22 1 2B ENXTER ?
MMA  DDH YYYY &
Was the diagnosis confirmed by a registered pediatric psychiatrist? D Yes =& D No &
ZHEBEARRERGERNEERE ?
Please give the Name and Address of the pediatric psychiatrist if it is not the undersigned. # JEFHIEE
IEREZBERR  BREZEBSHERNEE ZHE R
5. Is there anything in the Insured’s family history which would have increased the risk of this illness?
FRAZFHERERSENERAB LR HE ? L] Yes 2 L] No&E
6. Other physicians or medical facilities the patient has consulted for this condition Z{RAB&ERZ 2

HipB A REREBER -

Date of consultation /
confinement period
K BH / EPREFER

DDH YYYYE

Address
Itk

Name of physician / facility

B BT

MMA

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

mE R ERHTYEER
P FRFESHRED
BAME  BERBEERIEL
ZER o
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7. Please provide full and exact details of the diagnosis. 52 Z R A ZFIE REENDHEE -

8. Please describe the extent of the disease. &M ZHE 2RI °

i. Date of onset f5&% AHA : ‘ | ‘ | ‘ ‘ | ‘ | ‘
MMA DDH YYYYH
ii. Which of the following intellectual impairment(s) has / have the insured suffered? & A 278 LA T ML ES HEREE 2
a. Sub-average general intellectual functioning & & HIh BN E A | Yes 2 LS
b. Mental handicap &1#72F% ClYes 2 C [No &
c. Learning Disorder E2 B [E# D Yes 2 D No &

If any of the above is yes, please provide details. #1 EFM—IBEE R » BRI -

iii. What was the cause of the above intellectual impairment(s)? B2 H kG2 B E 218 ?

iv. Was / were the above intellectual impairment(s) certified to be resulted solely from the diagnosed sickness or injury by the insured’s
treating pediatric psychiatrist? EiE DGR EHZRANRERHERBEREEEREER LB NEBEREINER ?
D Yes = D No &
Please give the Name and Address of the pediatric psychiatrist if it is not the undersigned. & IFFRIEE I RIE 2 BAERR » BIRERE
BHEREE 2B Rt o

v. How old was the insured when the diagnosis was made? SR AL E B & HERFARNERE ?

vi. Has the intellectual impairment continuously existed for at least 6 months after the diagnosis was made?
BHRBESEDEESELRED6EA ? (] Yes2 [ ] No&
If “yes”, how long has the condition been medically documented? 0 “2” » EMBENEET SR ?

vii. Is the insured’s 1Q scored below 70? Z{R A EEE2EENA70 ? D Yes 2 D No &

If “ yes”, through which |Q test was it confirmed and please state the date of test done and its result? 21 “2" - FEBIPEZELS A
ARERBILAABEAREER ? ‘ ‘ ‘ ‘ | ‘ ‘ | ‘ | ‘

D Raven’s Progressive Matrices ¥ 3 X AR#E #3205 © Date of Test Done A © "y \va ppR YYYYE
Result #&

|| Wechsler Intelligence Scale for Children 2% 52 % /18 ; Date of Test Done It A H | Ml\‘/l}ij H D[|)Ei H \|(Y\‘(Y¢| |
Result &R :

|| Others, please specify Hftz » #5188 : ; Date of Test Done Rl A | |\/||\‘/|ﬁ A DIZ|)E| A LY\‘(YEIL |
Result #&% :

(Please provide a copy of the IQ test report for reference. FEIR M EEHRBEESE )

9. Was / were the above intellectual impairment(s) caused by any of the followings? £t E HERFERE A T FEA—EER ?

|| Congenitallliness 5t X #:5%3% : Pleasespecify & 518 :

D Substance Abuse ¥)& & ; Please specify ;558 :

D Others, please specify Efth » 55555198 :
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10. Treatment Details S5 &£ 15
i. Was the insured required to be admitted into hospital due to the sickness or injury?

SZRARBEBZERIZININMEEZZFEE? L] Yes =2 | | No&
If yes, please state the period(s) of hospital confinement(s). 12 » FE 5 H XA ER o
fromen | | | L L Ll [ [zl L LT T[]

MM A DDH YYYYH MM A DDH YYYYE

Name of Hospital Z&px &1 :

Attending Unit BRI B -

Name of Attending doctor =84 £78 :

11. Please enclose copies of all reports, including x-rays, CT scans, other imaging studies, laboratory evidence, 1Q Test report, etc. and any
relevant hospital reports that are available. FFRHAEREEIEX-XRE  SEFE  HttEGERE > EIERSEE  SMETAEEN
BhRE -

12. Please state if the Insured has suffered / been treated for any other major illness(es) in the past. FEHIFAZRA L E FRIESAENEM
EEHE ©

13. Is there any further information, which in your opinion will assist us in assessing this claim? B2 E M EMBER R ZEBEEZER -

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

AN BMARBALBFE LIHERERERTA/ BAMARFE2SERERE -

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 AlA 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.

BAEHBEERER

B/ BMERR/BMEHEA AAREER/BMNREEBAR /SRASFHEARBRMAE (DEBEE)

BERARB (BBS1T) ~ RAEB)BERAAE (RMS1T)  ABRBERAAR /LA BEBRAZERLA
(EA) ) NEABRBERZSR ([ZBH] )  ZEAFTEUTRALTH

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

R/ BEMEARESRELSRERHIBR/RMANRELELAR /SRA ST BIRBRME RS UEMGERE

BS  GARIFENEMEAENKRERE / ZFANRE - (RFIREVEMER - TREZBHAVREREM -
B/ BMNAEREZERZBAMMENERR / RANEAERETEBRIN /BN (WRE /| RASHEEESR

) SURPTRIN/BA (MRE /GRS BIERMER) (BFERME) THEAMBANEREEA -

ZEANTESHERT R RER 2 SRR TR LT8R A REL -

Name of doctor and qualification B84 i F [ BEE2 & 1% Signature and official chop B R ZE

Address and telephone number it % B 4% E & Date HEA

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

? THRHAA+FREARA UERREREMNRE |

“AlIA” 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.
[AIA] & T&F] ERBRBEKF)ERAR (REFEEMAL2ERRE) - KBREERQE (REBEZMRLBRAE) (RIFR
) - AREURRME GERAT o
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