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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. &7 3% / EBRIRS

CARCINOMA-IN-SITU
R =
GENERAL INFORMATION — &

1.

Are you the Insured’s usual medical physician?
ETREZRABERS ZBE?
If “yes”, when did the Insured first consult you? 40

D Yes 2 D No &

 BEZRABREOBE TR ZEH?

=K
E

MMA DDH YYYYE
2. When were you first consulted for this illness?
ZERABXHBEEERFEABT RS 2B -
MMA  DDH YYYYE
What were the symptoms? R A ZHFH o
How long had the symptoms been present? ZHFBLIFET ZRA?
3. Has the Insured previously suffered from this iliness or any related conditions?
ZRAREEREZFEE ? | ] Yes 2 | No&
If “yes”, please give dates of consultations and the resulting diagnosis. 21 “ &~ - BRERD AR
4. On which date was the diagnosis made? & BI5H 2 32 T 2 5 & /R FERT 2
MMA  DDH YYYY &
On which date was the Insured first made aware of it? ZR AR E X ANBEBRBEZZHEH ?
MMA DDH YYYYE
5. Is there anything in the Insured’s family history which would have increased the risk of this illness?
BRAZFHFE S TUMIRAL LHHZHE 2 [] Yes2® [ | No&
6. Other physicians or medical facilities the patient has consulted for this condition.

ZRABKHZ AL ERRIBER -

Date of consultation /
confinement period

R BE /AR R

Address
Ak

Name of physician / facility

BL/REERE

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

mE R FARHDEER
B - FHSFESHRED
Bans  BEEEBSERIGL
LER o
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PolicyNumberRe8sgas | | [ [ | | | | | | |

DETAILS OF THE INSURED’S ILLNESS 2R A Az

7. Location of the carcinoma-in-situ BR{ZEHI T B

Dates & results of all the diagnostic tests (e.g. biopsy, cone biopsy, colposcopy with cervical biopsy, Pap smear tests, CT scan, etc.) (Please
provide copy of histopathology/cytology/stopathology reports.)

EZRRENERREAER (EERE  SHERES WESERNRERRERS  MRKL - SHFHES) (FRABERS /A8
’J}ff)‘?iﬁ‘% ‘/ éﬂT‘é‘i%iﬁ‘%EiW‘WT%‘% °)

MMA DDA YYYYE
Results. BE 4 R:
If biopsy was not done, please state the reason. 1% B EIT EEERE - B HRER

Was abnormal cells or growth previously detected at the location? If so, please state when and the details. Z{U BERAZEHFANZEEE

MRERAEBMER 2 WE » FBIHARREFS -

When did the Insured previously undergo investigations or receive treatment for any abnormality of the claimed illness? Please provide
name and address of the attended doctor. Z & AFIA A Ll F{VEEZRRSUAERIMIK ? BREZBENE S Rttt o

8. How long has the condition been medically documented? il EMEHNFET ZX ?

Was there any symptom? If so, please specify the details and how long it has been experienced. AR EF@EIR? A, FIHFHER
FEMREETSZSR?

9. Was there any penetration of the basement membrane or invasion of the surrounding tissues or stroma by the cancer cells?

BANES ZEERNEARGNARRATL 2 (] Yes® [ | NoA

10. What is the staging of the claimed Carcionoma-in-situ according to the TNM / FIGO Staging method? B {¥ EEEHIEE R BIZTNMER
FIGOD EiE R W —PEER 2

11. Details with dates of medical treatment performed as well as current medication. ;512 St FrE 4% B A R #15, W5 T HARR ARV ZEY) 278
Was there any surgery performed? B8 B 122 FHraE ? L] Yes’ | ] No¥AE
If “Yes”, please state details of surgical procedure(s) #1 ‘B~ - 5| HES 2 F Mz -

12. Present condition of the insured. Z1R AR ZfHR o

13. Prognosis BB ERE :

14. Please state if the Insured has suffered / been treated for any other major illness(es) in the past. E5IBAZRA L £ ERIEZAENEM

EZ- 3375
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PolicyNumberRe8sgas | | [ [ | | | | | | |

15. Is the insured HIV (Human Immunodeficiency Virus) positive? If so, please provide details including the date of diagnosis. R A Z BAZ: A
RBEEIRZHESAHRETEGHERE? M 2" » FRUFE (BELEHAH )

16. Is the Insured a smoker? ZSRAZEWIE AL ? D Yes 2 D No &
If “Yes”, what is his / her smoking habit? & &WE AL » 1/ i RIEBE R ?

Daily smoking amount & AR E & & : for how many years? IR & & :

17. Is there any further information, which in your opinion will assist us in assessing this claim? F2 Mt B ER A REREREZEH -

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

RN BRARBALFFE LIHEREREREIA/ BAMARAEZESERERE -

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.

| / 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.

EAZHBSERER
B/BMERR/RMCHE FAREER/ RMNREERAR/ RBRAKREHERBREE (DEB(EEK)
BRAR (BB217) ~ KAEKR)BRAE CRM2T) - KARBERAAR / ZRBEBRASERAT
(WiERA) ) NEAERKRERSH ( [ZEBH] ) @ ZBATEANEL TR
https://www.aia.com.hk/zh-hk/privacy-statement-main °
BR/BMERRARELAFEMBRB/BMNREZEBAR /IR AEHERBREEFHUAEMTHERE
BE  GEIFENTAEAERREARE / RMANRE - RFIRENEMER > IREZZHAREREA -
B/ EMAZREERZBAAEENEBR / HMNBAAERESBRIN/BER (NRE/BRREFEEETSE
BE) RPIRINBA (NRE/BASHEERMER) (REBERME) FTZEBHMBNEREZEA -
ZEANFEHEBETRIRER 2RI MA AR L8 TSR AR -

Name of doctor and qualification B4 i & [k BEEE 1% Signature and official chop 258 K& &£/

Address and telephone number il % B4 E &R Date HEHA

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

B THAA FHRE AR EEEEEANRE |

“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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