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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. 523 /

& IRIRAS

CRITICAL ILLNESS —TYPE | JUVENILE SPINAL AMYOTROPHY (SEVERE CHILD DISEASE)
BR-—EBIEEBUNANEHE (RERERRK)
GENERAL INFORMATION —fR& %t

1.

Are you the Insured’s usual medical physician?
BTREZRAEERDZ8BE? | ] Yes 2 || No&
If “yes”, when did the Insured first consult you? # "2 - FEEZRAEXBE TR ZBH?

MMA  DDH YYYYH
2. When were you first consulted for this illness?
%1%‘)&%‘)‘5@%%%59?‘&%? %ﬁ‘TT?)‘Z HEf -
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
DETRF AR -
4. ‘On ‘whi‘ch ‘datr wTs‘the|dia‘qno|sis ‘made? BEARR 22 B = EORTERR ?
MMA  DDH YYYYH
‘On ‘whi‘ch ‘dat|e wrs‘the| Ins‘ure<|:| fir‘st made aware of it? R AMREXHMBEERRZDE ?
MMA  DDH YYYYH
5. Is there anything in the Insured’s family history which would have increased the risk of this illness?
FRAZFHERERSENERAB LTS ? L] Yes 2 ] No&
6. Is the Insured a smoker? ZR A REWIEAA ? D Yes 2 D No &
If “Yes”, what is his / her smoking habit? #& &R /E AL » fib/ b RBEBEBM ?
Daily smoking amount & B IR EHE : for how many years? IR FH :
7. Other physicians or medical facilities the patient has consulted for this condition.

ZRABEHZ 2 HiBE B EREER -

Date of consultation /
confinement period
K2 BER (XA ER

Address
itk

Name of physician / facility
B4/ HEEE

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

wmE R FRHPES
BH  BmHSESSHRED
BAnE  BEEBIERIGL
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PolicyNumberRe8sg®g | | [ [ | [ | | | | |

DETAILS OF THE INSURED’S ILLNESS SR A A ZiE

8. Please provide full and exact details of the diagnosis. FBIZ M Z R A ZFiE REERDHS o

9. Please describe the extent of the disease.
AL 2R o
i Was there profound proximal muscular weakness and wasting?
7 KB R T S AL P SR b L P 4 0 3 48 2 L] Yes 2
If “yes”, please describe the muscles involved.

wm R FEVAMANRE DL EE -

|| No&

ii. Are there any other causes of the muscle weakness and damage?
MBS N RIBER T HEMREDIH ? (] Yes 2
If “yes”, please give detail.

m R ERMEEE

10. Was the diagnosis confirmed by a specialist in the relevant field?

RFERAEEEENNEMELRERD ? L] Yes =2

Please give name, address and specialty of the specialist confirming the diagnosis if it is not the undersigned.
EFRESHREZEBEED  FRUBDENEE NS it RER -

11. Was the diagnosis confirmed by neuromuscular testing such as Electromyogram (EMG)?

A ENAASHMAEEEMG) 13 2 [ ] Yes®

If “Yes”, please state the name of the neuromuscular testing and provide the report of the testing.

m R BV RN R R B R R AR AR -

12. (a) If Insured is not bedridden, which of the following daily activities the Insured is NOT able to perform as a direct result of Type | Juvenile

Spinal Amyotrophy? (please check the appropriate item)

MEZRATEKAMRK - ZRAR-HEDFHRUNASZHETETR TIMLEREEEED ?» (FREEENER)

i. Getting in and out of a chair or bed without requiring any physical assistance.

EEFEAEBNERT - TETLERR - UBRABFEY -

ii. Ability to move from room to room without requiring any physical assistance.
EEFEAEBNERT - TETHE-HEEEHES—HEE -

iii. The ability to voluntarily control bladder and bowel functions so as to maintain personal hygiene.

BEHBERR KSIENEREED  RSEAFE -

iv. Putting on and taking off all necessary items of clothing without requiring the assistance of another person.

EEFHMATHBNERT  TETEERRE—JRERY -

v. The ability to wash oneselfin the bath or shower (including getting in or out of the bath or shower) or wash oneself by any other means.

A BTEAEHSAEBETRRSNE (BIFEHRRISMAR) SEAEMAERNED -
vi. All tasks of getting food into the body once it has been prepared.
ERCHEBF RN —IRERF - °
Is such inability expected to be permanent?
REBNKAMRKRZEERED ? ] Yes®
(c) Does the disease directly result in such inability?

EEHRRREESIBRALEEEN ? L] Yes2

(b

~

[]

1 O O
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PolicyNumberRe8st®s | | [ [ | | | | | | |

11. Please enclose copies of all reports including all reports, radiological procedures, MRI, CT scanning, electroencephalography, biopsy,
laboratory evidence, other imaging studies, etc. and any relevant hospital reports that are available.

ARHUAARE - MBEEER MO - SHEIEE - KEE - FERREE - CRBEERHOFEHRES  UEMBBENERRS

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

13. Is there any further information, which in your opinion will assist us in assessing this claim? BRI E A BERAZEERZ2EHR -

| / 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 LIHEERERTA/ 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.

|/ 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/ BARRR/BMEHE SAREER/BMANREEBAR /IRASFHERBREMLE (DRB(EE)

BRATE (FAD1T) ~ KRABEB)BERAT (RM21T)  EBRBERIAR/AEBEEBASERLA
(ERA) ) WEABERMBEESR ([ZBH] )  ZEHATEUTRLTH

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

B/ BMNEARESEARBEARARB/RANREBEBAR / FRASF ERBRMAE RFLUEFMTERE

EBE  GRIFENTABEAENREARE / ZFANRE - IRFIRENEMER - TREZBHVRERER -

B/ BMNAZREERZBARAENERR / RANEAERZETBRIIN/BER (WRE/RASFEEEE

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

ZE NS MR TR R AR SR A AT R L4 T &R A AR -

Name of doctor and qualification B4 1 2 & BEE 1% Signature and official chop 2& & &£/
Address and telephone number bl & B 48 E 55 Date HHA

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

e TEAA TRERRS U EEEEEARE |

“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] & T2F ] ERABRBEIF)ERAT (REREEIMRAL2ERAEF) » KBREERQE (REBEMRLBRAEF) (BRIFR
fiE) - ARFURRIEEHFEERENEE AT -
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