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CRITICAL ILLNESS —FIRST HEART ATTACK /

LESS SEVERE HEART DISEASE
ok — BRI | XA B E O R R

CONFIDENTIAL MEDICAL CERTIFICATE — B4 &

PART Il - To be completed by doctor at Insured’s / Claimant’s expense 883 (REABHBAHBBHRHELELEES)

04000181----3

Policy Number {REE55HE
Name of Insured SR ABH ID Card / Passport No. 573 / ERSES
4000181
GENERAL INFORMATION —f& &%}
1. Are you the Insured’s usual medical physician?
N Yes & No &
MTRESRABERD 264 ? [1ves® [ No
If “Yes”, when did the Insured first consult you? 21 “2” - BEZRAEXEETRE 2B ?
MM B DDH YYYYE&E
2. When were you first consulted for this illness?
ZRABABEBEFRBELOBETRZZBH -
MMA DDH YYYYH&
What were the signs and symptoms? 1R A Z ik °
How long had the signs and symptoms been present? ik Wiz T Z A ?
3. Has the Insured previously suffered from this illness or any related conditions? |_ Yes® [ | No&&E
ZRARBEREZFE -
If “Yes”, please give dates of consultations and the resulting diagnosis. 21" A" - F2ERL BHRDEFHAER -
4. Please provide the final diagnosis details. B2 HRE D H 2515 o
i.  On which date was the diagnosis made? BB 2 22 2 AR EOXER ?
MMB DDH YYYYE
ii. On which date was the Insured first made aware of it? ZF AR E X B ERIKEFBE 22 2
MM A DDH YYYYE
5. Is there anything in the Insured’s family history which would have increased the risk of this illness?
ZRAZFHERLERTENSRAB LT ZHE ?
|_ Yes & Related family history (including relationship and age of family member)
HEXKRE (BEREKENBHRERNFER)
[ No&
6. Isthe Insured a smoker? ZRARBREA ? [[TYes2 [ | No&
If “Yes”, what is his / her smoking habit? #& &R /E AL » fit/ b IRBEBEEM ?
Daily smoking amount & B IR ZH & : for how many years? IRE F :
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OTHER / ADDITIONAL INFORMATION E 1tz / Fff in& %}

1. Other physicians or medical facilities the Insured has comsulted for this condition.

ZRABEKRALHEMAD 2 LB A B SRRt -

Name of physician / facility Address Date of consultation / confinement period (MM/DD/YYYY)
BN ENEREE bichols R B /IR (B/B/F)

DETAILS OF THE INSURED’S ILLNESS & AR 25515

1. Please provide full and exact details of the diagnosis. BRI Z R A Z B REENZERES -

Vi.

2. Please describe the attack? 5L E R 2 iFR °

Date of Attack. 58 B Ef : ‘MI\‘/IH‘ ‘DIZ|)E! ‘ l(\(\‘(\(i| ‘

Was it a case of angina? ARG/ URRE ? [ Yes 2 E No &
Was there a history of typical chest pain? 5% & {REFEE ? [[TYes® [ ] NokE
If “Yes”, please give details of the history. #l ‘&~ - FEMEEZH1E -

Was there death of a portion of heart muscle resulted? A7 3| 20 ALY EE ? [[TYes® [ | NokE

If “Yes”, was it caused by surgical or invasive procedure to the heart or the coronary arteries? Or, other causes? Please specify.

wmET  LENRRER SRS O ESREREBICETEMAGSHERFMEFER ? AHMREER ? F5IHA -

Was there elevation of cardiac enzymes or Troponin? LILBEZR LIEEEAEEAE? [ | YesBH [ | NoRE

If “Yes”, please give details of the date and the result. If serial tests have been done, please list all the results.
mE  ERMEEZRBEIRER c BETTESRNLER  BYHAENER -

Date (MM/DD/YY) BHA (B/B/4) Test done FifEZ{t5% Result &5 R

(a) Were there new characteristic ECG changes indicating acute myocardial infarction at the time of the relevant cardiac incident?

HEHBOEEHRPROEEE AR R ASE OIVEERAN S ? [T Yes®B [ ] No%E
(b) Were there new ECG changes indicating insufficient blood supply to the heart muscle at the time of the relevant cardiac incident?
EMHECHESRAROEEE RN SR ORI AR HETE ? [[TYes® [ | NokE

(c) If any of the above is “Yes”, please give details of the changes. fA EEAZES ‘B

AREEEE(CZFHE -

3. Was there history of any past cardiac symptoms or heart attack prior to this incident. If so, please give details.

BEHARERVRBEHIONEZNRSE 2 08 - FREFE - [TYesHE [ NogA

4. For case with insertion of cardiac pacemaker or defibrillator, FiiE A U\ AB I 2 S PR BESE AV AR :

Did the Insured experience serious cardiac arrhythmia? SREAEBBERENMERE ? [TYes® [ NokE
Please provide surgery details. E12H FMisE1E o

Dateofsurgery??ﬁfﬁ/ﬁﬁ:‘ | H | H ‘ ‘ ‘ ‘

MMA DDH  YYYYE
The hospital where the surgery was performed Fi7E&p5% :

Name of Surgeon FiTE&4 :
Was the insertion of cardiac pacemaker or defibrillator certified as medically necessary by a cardiologist? A U\t 828 5 R4 BE RS
EEHRUHENBERIABEME? [T Yes 2 [T No&E

Please give the Name and Address of the cardiologist if it is not the undersigned.

HIRREBUREZBLERR  FRUZENEE 2SRt -
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5. Please enclose copies of all reports including resting ECGs, exercise stress tests, enzymes assays, isotope studies, imaging
(echocardiograms ), coronary angiography and any relevant hospital reports that are available. ;Fi2 L FTIE REBIFELEE - ESHLEHE -
ORI - BUERLR  ERE (WHEREK) - SRBIESRERES - T AFBENERRS -

6. Please state if the Insured has suffered/been treated for any other major illness(es) in the past. s5%BAZ R A Y B FSIEZ A BN E M
FERIE ©

7. s there any further information, which in your opinion will assist us in assessing this claim? BEHEMEBERAZERR2EF -

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.

BAREHBSERER

B/RMEIR/BMERE - JEREER/BMVREEBAR / NEKRSHERBRME (DL (EE)
BRLAT (EB21T) ~ KAEBR)BRAR (RM21T) » RARBERLIAR /IR AEEASZSERAA
(@A) ) WEAERWKERS ( [ZER])  ZBHAEUTHELTH
https://www.aia.com.hk/zh-hk/privacy-statement-main °
B/EMBEREAEELAFBFAAIBR/BMNREZEBAR /R AKEFTEIRBREE RFUEMTHERE
BE  GRIFENTAEAERREARE / RMNRE - RFIRENVEMER > IRBEZZHAREREA -
B/IBMAERBERZBAMAENERR / RMNBEAEREETERIN/BRN (WRE/RAREFAEETE
B URPIRIN/ER (MRE/GRASHEERMER) (BRFERME) FTEBAFMBNEREZEA -
ZERNFEEBETRER 2 S RA TR LA THR A4 RE -

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

AN HFRBRLRBR EFHEENEREAA | RAFARMEZEE -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) 5% (ZEN)
F I ERBENEE (BEF)

Address and Telephone No. it |z E5% Date HHA

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

THAA+ FRERREAUFEREEEHRE |

“AlA” shall refer to AlA 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] R T2F ] BERBEBEF)BRAT (REREIMRLZBRAE)  KIREBERLE (REBEMRILZERLA) (RIE\ER
mE) - EREUARIEHEERZNER AT -
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