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CONFIDENTIAL MEDICAL CERTIFICATE— &4 &

AlA

CRITICAL ILLNESS —OTHER SERIOUS CORONARY ARTERY DISEASE
fefk — HL R E i A B AR s

PART Il - To be completed by doctor at Insured’s / Claimant’s expense £ =3 (ZERABBHEABEHELEBEER)

Policy Number R B85 55
.
Name of Insured Z{R A A ID Card / Passport No. &% 3% / R SES
3450035
GENERAL INFORMATION — &% %}
1. Are you the Insured’s usual medical physician?
- N Yes 2 No &
MTRESRABERD 284 2 [1Yes? [ No#&
If “Yes”, when did the Insured first consult you? 2 “2” - BREZSHRAEXEETRZ 2B ?
MM A DDH YYYYE

2. When were you first consulted for this illness?

ZRABABEERBLOETREZAH -

MMA DDA YYYYE

What were the signs and symptoms? Z{R A Z R ©

How long had the signs and symptoms been present? R WIFHE T Z A ?
3. Has the Insured previously suffered from this iliness or any related conditions? [T Yes® [ NokA

ZRARBEREZRE -

If “Yes”, please give dates of consultations and the resulting diagnosis. 21" &” - FHRERZ ABRDEFALER -
4. Please provide the final diagnosis details. FI2HtRE D 2 5415 o

i.  On which date was the diagnosis made? 8 B8& T 2 21 2B EIXFER ?

MMA DDAH YYYYE
ii. On which date was the Insured first made aware of it? /& A AR & X A BIEH 2 28 2
MMA DDH YYYYE

5. Is there anything in the Insured’s family history which would have increased the risk of this illness?

FRAZFHERERSENETRAB LR HE ?

I_ Yes =& Related family history (including relationship and age of family member)

HERERE (BREREMXENEIENFER)

[T No&
6. s the Insured a smoker? ZRA RBEWIE A ? [TYes2 [ | No&

If “Yes”, what is his / her smoking habit? & &WE AL » 1/ i RIEBERM ?

Daily smoking amount & AR E & & : for how many years? IRE&FH :
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OTHER / ADDITIONAL INFORMATION E 1tz / Ff in& %}

1.

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

ZRABKRALREMAD 2 KB E 1 A B SRt -

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

DETAILS OF THE INSURED’S ILLNESS Z{R AR 2 515

1.

Please provide full and exact details of the diagnosis. BRI Z R A 2 T RIEE WD HIEEE -

2.

Please describe the extent of the disease. Bl EZHm Z AR
(a) Please precisely list the name of the occluded coronary arteries and the occluded percentage (%) in respect of each involved artery.

FAEBFIHEFREAZNTRBIREBRSRBIKHAEZRE (B L)

2. 4.

Is the above narrowings confirmed by coronary arteriogram? |_ Yes =2 I_ No &

FIMWBAE IR R RS LB B BN E ST E ?

If“Yes”, please state the date of coronary arteriogram and place itwas performed. 2“2~ - F¥HEMRBIGEMET 2 B K 2B -

patem:| | J [ | | [ [ ][]
MMA DDH YYYYE

(b

~

Place 2} :

What treatment received by patient? 5 AIEZ AEA R ? [TYes'm [ ] No&E
(a) Surgical correction? %5 IE F1i7 ?
If “Yes”, please state the correction surgery performed o #1 “g”" | &5 HBIEFMHE o

pate B | | | [ | | [ [ [ ]
MMB DDH YYYYH

Place 2} :

Name of Surgeon FiTE4EH A :
(b) Other treatment E A4

Please enclose copies of all surgical reports, X-rays, CT scans, and any other imaging studies, laboratory evidence, angiograms, etc.
and any relevant hospital reports that are available.

BREAAFMRE  XERE - BHEH - REMPERE  tRBEEROEEXNRES - EAEENERRS -

Please state if the Insured has suffered/been treated for any other major illness(es) in the past. FE3IBEZRAZBE ERIEZHRENHAL
FERR ©

Is there any further information, which in your opinion will assist us in assessing this claim? BRIt H M EHERARERERZEL -
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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.

BAREHESERER

B/RAMEIR/BMERE - JEREER/BMVREZEBAR / NEKRSHERBRMUE (DR (ER)
BRAF (BEBD1T) ~ AAEBR)BRAE (RM21T) » RARBERLIRAR/IXAEEASZSERAA
(ER) ) WEAESWKERS ( [ZEH])  ZBHEAEUTELTH
https://www.aia.com.hk/zh-hk/privacy-statement-main °
B/EAMBEREAEELAFBFAAIR/BMNREZEBAR /R AKEFTEIRBREE RFUEMT S ERE
BE  GRIFENTOAEAERREARE / RMNRE - IRFHIRENEMER > IRBEZZHAREREA -
B/IBMAEREBERZBAMAENERR / RMNBEAERESTERIN/BARN (NRE/RRKEFAEETE
ZE) SURPTRIN/BR (WRE RRESTEIERMER) (RIBRME) FTHEHEMBNEREEA -
ZERNFEEETRER 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 BPRBERURREREMEERER/REN / BAMARAEZEE -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) 25%& (ZEN)
P I ERBENEE (BF)

Address and Telephone No. i3t & E&E Date A

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

P TRAA+ R AR E RSB ANRE |

“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] & T2F ] BERBERBEF)ERAF (REREIMRLZBRAE)  KIREBERLE (REBEMRILZEBRLA) (RI\ER
fE) - EREUARIEHEERZNERAT -
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