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CONFIDENTIAL MEDICAL CERTIFICATE - B4 &%

PART Il - To be completed by doctor at Insured’s / Claimant’s expense £33 (RRARPBEABEHTLBEER)

Policy Number R B85 55

Name of Insured Z{R A Z

ID Card / Passport No. &7 3% / EBRIRS

FEMALE PRODUCT¥: —Mother & Child Benefits (Complications of Pregnancy / Congenital
Anomalies / Severe Child Disease)

ZHREE - B FRESRD (EIRAMBE / T RXAMER /BEREERR)
Section 1: GENERAL INFORMATION £ — &85 : —fR&E %

1.

Are you the Insured’s usual medical physician?
BTREZRAEERD ZBLE? | ] Yes =2 || No&
If “yes”, when did the Insured first consult you? # “2” - FEEZRAEXABETREZBH?

MMA DDH YYYYE

When did the insured first consult you for her pregnancy condition?
ZRABARARZQETRZ 2B -
MMA  DDH YYYYE
When was the date of conception? 3 %2 B HR& AT ?
MMA DDA YYYYE
When was pregnancy first confirmed? 1EZ2 R A BS R 2

MME DDH YYYYH

When was / would be the date of delivery? 822K (F85t) 1EARFHA 2

MMA DDH YYYYE

When did the claimed condition confirmed and by whom? Z{& 2 Ak A S i FE 52 K B afEFEET 2
) MM/DD/YYYY
BAERR

Confirmed by on ( / /
A ( / / ) B/B/EE

Is there anything in the Insured’s family history which would
have increased the risk of the above pregnancy related problem?
FRAZFHFELTRMNZRARE LRREREEEORE? | | Yes 2

If “Yes”, please explain in details. 21 "2~ - 5 :

L] No&E

Other physicians or medical facilities the patient has consulted for this condition.

ZRABEHZ 2 HiBERBEEEEBER -

Date of consultation /
confinement period

R B EBR R

Address
biiubol

Name of physician / facility

BE/REERE

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

wmE R FEREDEHER -
B FHSESHRED
BANE  BEEBEEREL
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Section 2—To be completed for Complications of Pregnancy

FE_HMR —MEPERERANS RS RE] B

1. Claimed Condition &K%
D Disseminated Intravascular Coagulation (DIC) /2 1 I P &t 1
D Ectopic Pregnancy & M &
|| Hydatidiform Mole E%jR4
|| Others, please specify: ELfth » #5388 :

2. Please provide full and exact details of the diagnosis. 512 IEZE 2R R 2 Hi&E R -

3. Please describe the extent of the condition. 5 3% 5E Z kR ©

Was the claimed condition pregnancy related? R{E& 2 ikt 2R LR HE ? L] Yes2 || NoFR

If “Yes”, what were the symptoms and since when were the symptoms first appeared? & “2” |, B+ E#iIk & BB EGR I A2 4 2

Through what examination / laboratory test was the claimed condition confirmed? (Please provide a copy of the test report.)

HPERE {ERBERARE AR ? (FREEERS )

If claimed for “Disseminated Intravascular Coagulation (DIC)”, 21FRFEREM RS [TEEMME RN | o
a. Was there excessive fibrin formation and fibrinolysis has caused the depletion of coagulation proteins and platelets?

REREABHERRTRKREEERHMESURME A R IM/MUBEHFE ? || Yes2 [ ]| NoFR
b. Was there life threatening haemorrhage from multiple sites?
EABLEBEARENTES S HHE 2 (] Yes2 [ ]| NoFg

If claimed for “Ectopic Pregnancy”, B :EREMRRE [EHhE]
a. Where did the implantation of fertilized ovum occur? S MEEE ?

b. Was there any surgery performed? SRAGREES FAEE ? L] Yes® | ] No%AE
BIRMEFFE o

If “Yes”, please provide details of surgical procedure(s) &l “&”

If claimed for “Hydatidiform Mole”, 21FREREM LA [HEK] -
a. Was it a gestational trophoblastic disease with abnormal hyperplasia of trophoblasts?

REERREEBRFEA T ESWEERIEE ? | | Yes® [ ]| No%E
b. Was it resulted in uterus being filled with abnormal vesicular villi tissue with no sign of a foetus?
REEYFERFTEENKEMAEEABTERZ BRI ZHEAR ? || Yes2 [ ]| NoFR

If claimed for “Others”, I EZEMRRE [Hib] -
a. Please describe the claimed condition in details. FEar AT B R EMR o

b. What were the symptoms and since when were the symptoms first appeared? A EEEUR & B BBEUIR 1A RIS 3 4 2

c. Was there any surgery performed? SRABREES FHEAE? L] Yes® | ] No¥AE
If “Yes”, please provide details of surgical procedure(s) #1 ‘&~ - FFEMAFMEFE -

If “No”, please provide treatment details. 21 8B~ - FRMEAEFES °

4. Please enclose copies of all reports including radiological reports, CT scanning, MRI and other imaging studies, laboratory tests and any
relevant hospital reports that are available.

FRUMARSEELGRE  SHEE  WHIHE  BRREEMEE  LREE  REAEBNERRS
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Section 3—To be completed for Congenital Anomalies

EZHE —MPBERERNS [EXEER] R

1.

Claimed Condition Z{EHRR

| | Down’s Syndrome ERX A E
|| Spina Bifida A5

|| Tetralogy of Fallot 3 %4 PuE

| | Oesophageal Atresia & Tracheoesophageal Fistula RIEF# & RIERER
|| Hydrocephalus A&7k

|| Neonatal Death 7452 5 K4

|| Others, please specify: ELfth » 35588

2. Please provide full and exact details of the diagnosis. FEE 2B 2R R HBHER o
3. Please describe the extent of the condition. &3l iZ % 2 AR ©

i.  What were the symptoms and since when were the symptoms first appeared? #0 “2" - BT EEA R B BEGR I AR EE 42

Through what examinations / laboratory tests were the claimed condition confirmed? (Please provide copies of all test reports.)

HPERE /{CRBESEIARE RN 2 (BEREMEEEES )

ii. Ifclaimed for “Down’s Syndrome”, MEERERRE [ERLGFSIE] -
a. lIsthere an extra chromosome 21? £ -+ — ¥ EBEREREEHL T —EEREE? L] Yes = || NoFR
b. Does the patient exhibit the below symptoms? B2&2& 8 T Hl#Ek ?

- muscular hypotonicity 5 l3&E 3R L] Yes 2 || No&
- microcephaly / brachycephaly ‘)NSER5TE / 52 SERG L] Yes =2 || No&
- flattened occiput $i & R FE [] Yes 2 D No &

c. What is the nature and extent of retardation of physical and mental development? 818 &% £ HE B BENMEREEE -

iii. If claimed for “Spina Bifida”, 1B REMRRE [BHER] -
a. Does the foetus exhibit the following symptoms? 452 2758 T 5k ?

- Varying degrees of paralysis B2 ) F5E || Yes® [ ]| No®AE
- Loss of sensation in the lower limbs T ik £ &1& L] Yes® | ] No%E
- Difficulty of bowel and bladder control #4122 4 BE Bt &2 A B5 ThAE L] Yes® | ] No¥AE
- Hydrocephalus f§f&7k D Yes B D No 88
- Learning disabilities Z2 & [F L] Yes® | ] No%E

If any of the above answers is “Yes”, please describe in details. 21 A —18A “2” - iEf4REml

iv. If claimed for “Tetralogy of Fallot’, ZNFR:EREMRE [TEL4K FUEE |

a. s there severe or total right ventricular outflow tract obstruction? Please elaborate. AU0ERZMERREBESTEMHEEZ

TEIR') nﬁn ‘L °

b. Is there ventricular septal defect allowing right ventricular unoxygenated blood to bypass the pulmonary artery and enter the aorta

directly? Please elaborate. & &A% W& fR18 B SRR I 1 LB B IR M B IZE A EEAK 2 1R 258 sl o

c. Please provide dates and details of any operations performed. 512 HHES Filf > B K15 -
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v. If claimed for “Oesophageal Atresia & Tracheoesophageal Fistula”, f1H;EZEMRRE [REMERAEEBERER]
a. Is it a form of congenital malformation in which the oesophageal terminates in a blind sac?

RERERMAERERIMHAE R —BHRE? (] Yes2 [ ] NoF2
b. Is it a form of congenital malformation in which the oesophageal forms a fistula communicating with the trachea?

REARLRMRERERIEMBREREA —RFEERERE? || Yes® [ ]| NoFR
c. Was there any surgery performed? ZRABREES FHNEE? L] Yes® | ] No%E

If “Yes”, please provide details of surgical procedure(s) #1 &~ - BEMHEFME -

vi. If claimed for “Hydrocephalus”, R FRE RS [HTREK] ,
a. Was it resulted in abnormal increase in the amount of cerebrospinal fluid within the ventricles of the brain?

REHBISE R OB A BB R IE R s 0 2 (] Yes2 [ ] NoFR
b. Was the child diagnosed of marked neurological deficits?
PNEEBWEEEEPREGOWSHRIE ? [ ] Yes® [ ]| No¥%E

AR AR AU A ERIB YRR

If “Yes”, please describe the neurological deficits in details. 21 “&”

c. Was there any surgery performed? ZRAGREES FHAE? D Yes B D No 88
If “Yes”, please provide details of surgical procedure(s) #1 ‘&~ - FERMEFMFHE -

vii. fclaimed for “Neonatal Death”, NEAFEREMR RS [FHEBRRIT] -

a. Date of Delivery of the baby 28 52 tH 4 F H1
HEgREREREN
MMA DDH YYYYH

b. Date of Death of the baby 2252 %t T H £f
HEgREREREN
MMA DDH YYYYE

c. Cause of death of the baby 82 R T/RHA

viii. If claimed for “Others”, MNERFEREM R A [Hitb] 1
a. Please describe the claimed condition in details. & A A ZERR ©

b. What were the symptoms and since when was the symptoms first appeared? 5 {1 {2k & 5 B EUR 16 AT BF 3% 4 2

c. Was there any surgery performed? S{RABREES FHAE? L] Yes’ | ] No%AE
If “Yes”, please provide details of surgical procedure(s) #1 “&” - FERHEFMHE -

If “No”, please provide treatment details. 2 B~ - FHRMHAEFS °

4. Please enclose copies of all reports including prenatal testing, radiological reports, cardiac catheterization, angiocardiography,
echocardiography, CT scanning, MRI, ultrasound and other imaging studies, laboratory tests and any relevant hospital reports that are
available.

BREMEREERENRSE RS CEERT  VOEERMN  BBODE EHEHR WMOIHE  BERERHEMEE LR
HiE REMBENERBRS -

Page 4 of 8 OPCLMF79.1024



PolicyNumberReesgas | | [ [ [ | | | | | |
Section 4—To be completed for Severe Child Disease
SR - MPEREENE (RERERRK] B
1. Claimed Condition &K%
|| severe Asthma BB
|| Leukaemia B
D Bone Marrow Transplant BB 1E
|| Brain Surgery BB i
|| Tuberculous Meningitis %54 1 B A& 4
|| Others, please specify: ELfth » 55388

2. Please provide full and exact details of the diagnosis. ;IR B 2R R D H 4R -

3. Please describe the extent of the condition. ¥l JE 2 AR ©
i.  What were the symptoms and since when were the symptoms first appeared? & {1 B8R & B BI R 18 A RS 3 4E 2

Through what examinations / laboratory tests were the claimed condition confirmed? (Please provide copies of all test reports.)
HABERE /L RRERIRE2MR? EREMEEERS )

i 1If claimed for “Severe Asthma”, MEFEREMRRE [BEER ]
a. Was continuous daily usage of oral corticosteroids required to control the child’s asthma?

SEEZEHEMSERA O RERERE RSN E N ? L] Yes2 | ] NoFR
If “Yes”, since when was oral corticosteroids recommended? 21 “2”" - RO RBEESZ B ?

Was it recommended by a consultant paediatrician? 25 & 2RI BRI A R ? L] Yes 2 || NoFR

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

BFHEARBURKCEERDY  BRUINBEESEE 2B KRBt -

b. Was there presence of chest deformities resulting from chronic hyperinflation?

=7 IR E Fh AR R H R E AR i A2 SR . 2 D Yes = D No =2

Was it confirmed by a consultant paediatrician? 27 #& 2RI BRI S A 7R 2 D Yes 2 D No T =&
c. Was there significant retardation of growth and development of the child?

PERBAERELAREBRBER? || Yes2 [ ]| NoFR

Was it documented by failing percentiles on growth charts within a six (6) month period?

(Please provide copy of health record for

reference.) BELUN(6)EAAERMEFN L THRBEERERFER?

ERUREREREUMRSE o) [] Yes2 [ | NoF&
d. Has the child ever hospitalized for exacerbations of asthma during the past few years?

INEETRB LT RE S BT E R AR ? [ ] YesH [ | No¥&

If “Yes”, please provide all hospitalization details. 21 “B” - FRMHAE RS °

Name of hospital Address Confinement period
BhRas #h ik {EBERRER

Was it recommended by a consultant paediatrician? 2&4& R ERE? | | Yes 2 || NoFR

e. Was there history of status asthmaticus? 2% & 2% 4 B 15 ERRE 2 | ] Yes2 | | NoT&

If “Yes”, when was it and how long has it persisted? #0 “2 - W24 RIFERER 2

Page 5 of 8 OPCLMF79.1024



PolicyNumberRe8sgas | | [ [ | | | | | | |

iii. If claimed for “Leukaemia”, S1EREREA RS [ H M5
a. Which of the followings was diagnosed? T 5 —IB# e ?

|| Acute Myeloid Leukaemia it & B8 (1 M35
|| Chronic Myeloid Leukaemia 1814 & 88 (4 155
|| Acute Lymphocytic Leukaemia &3 R84 B M5

b. Was the diagnosis confirmed by a consultant haematologist or pathologist?

d. What caused the need for the organ transplant? EBEZREREZRE -

EARRORFEEEERREERED ? L] Yes =2 || NoFR
Please give Name and Address of the haematologist or pathologist if it is not the undersigned.
EFRESHRECEBERY  BRHOAFENSESFESER 28 B Rithil

c. Was chemotherapy required? 2B EBEZ(LEEL? L] Yes 2 || NoFR
If “Yes”, please give treatment details. 201 “2” - FBFRAEEFE

d. Was bone marrow transplant required? EAEEES BHRBELGE ? D Yes 2 D No ==&
If “Yes”, please give treatment details. 21 “2" - BRRAAEFE -

iv. If claimed for “Bone Marrow Transplant”, SIFR:E ZEARRE [BEBE] -
a. Date of the transplant. #E{TBEFirz B -
MME DDA YYYYE

b. Place where the transplant was done #1758 E B AEH Yt

c. Was bone marrow transplant preceded by total bone marrow ablation?
ANEEBHBEAEATETEZSBRER? L] Yes’ | ] No%AE

v. If claimed for “Brain Surgery”, M EZEMRRE [HSEF4ir
a. Date of Surgery T F Mz BE -
MMA DDH YYYYH
b. Name and nature of Surgical Procedure FHf 2B R I4£E

c. Was the surgery recommended by a neurologist? B/ HEERBBERBETFM? | | Yes R

ferp R o E Rt o

Please give Name and Address of the neurologist if it is not the undersigned. & JEFIEB IL R & 2 B BB ETFM - FIRMEZ

|| No&

d  What caused the need for the brain surgery? Please give details. EE#EZ JMERFM 2 RE o BIRMHFE -
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vi. If claimed for “Tuberculous Meningitis”, Z1EEREARRE [EZEREL] -
a. Etiology. J5E & ?

b. Is there any significant and serious neurological deficit resulted?

55515 B AL M RIS 4 BT AR A AT 18 2 (] Yes® [ ] No®E
If “Yes”, please give details of the deficit (including cognitive and physical impairments) and state how long it has been document-
ed.

mET  EREREEREZRR (BERMEERSBZESIE) RERRNBFETSZR?

Is the neurological deficit expected to be temporary or permanent? Z#&EEEAT 2B ERMER KAMK?
D Temporary E % D Permanent JK X 1%
c. IfInsured is not bedridden, which of the following daily activities the Insured is NOT able to perform as a direct result of Tuberculous
Meningitis (please check the appropriate item) MR A REKABAK » FRAREZMEIIER TEETTHR T 5IMLE B B 47558 ?
(FFRBEENIEE)

D Getting in and out of a chair or bed without requiring any physical assistance.
EEFEAEBNERT - TETLER - LEREBFEY -

D Ability to move from room to room without requiring any physical assistance.
EEFTAENNERT  TETHE-HERBBHES —BEER -

D The ability to voluntarily control bladder and bowel functions so as to maintain personal hygiene.
BEABENRKEDEENBEREED - URFEAFE -

D Putting on and taking off all necessary items of clothing without requiring the assistance of another person.
EEFHEMATENERT @ ABTFERBRIE—JIAERY

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

A BATTOA ISR BETRORSMNE (BIFELAIISONAE) REREMS LR
D All tasks of getting food into the body once it has been prepared.
ERCHEBHFZRUN—YIRET -
d. Whether HIV Infection is present in the patient IEABEBLABRENRZHFS HIV)? | | YesH | ] No%AE
If yes, please give details. #0175 » FIRHES -

vii. If claimed for “Others”, JIFREREM RS [Hi] -
a. Please describe the claimed condition in details. FEar A A ZEMR o

b. What were the symptoms and since when was the symptoms first appeared? &t Bk & B B R A AT RS 25 4 2

c. Was there any surgery performed? 2R ABRBEZ FHPAE? | | Yes B | | No¥E
If “Yes”, please provide details of surgical procedure(s) #1 ‘&~ - FFEMAFMEFE -

If “No”, please provide treatment details. 21 “J8%5" - FRMEAEES -

4. Please enclose copies of all reports including radiological reports, CT scanning, MRI, ultrasound and other imaging studies, laboratory
tests and any relevant hospital reports that are available.

FRHUFAREEESGERE  SEER  MHHE  BRRRAEMEE  CREE  REAEENERERS
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Section 5: OTHER INFORMATION £ R &#B{n : HEfthZ

1. Present condition of the claimed diagnosis. Z{E 2 ETHI B BB °

2. Prognosis. iB1EER :

3. Please state if the Insured has suffered / been treated for any other major illness(es) in the past. F7IBAZREAE B EIEZAENE A
FERSE ©

4. s there any further information which in your opinion will assist us in assessing this claim? ;FiR{EH B ERAREERZER -

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

AN BMRBALBFE LIHEEREREIA/ BAMARFEZSERER2E -

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.

BAEREHRSERER

B/REMBEIAR/BMEHE JEREAZR/ BMANREEBAR/ RRARSHERBREME (DRHB(ER)

BRAF (FBD1T) ~ KRABEB)BERAT (RM21T) ~ EBRBERIAR/AEBEEASERLA
(EA) ) WEABRMBEESR ([ZBH] )  ZEAATEUTRLTEH

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

B/ BMNEBARESEAHBEARARB/RMANREBEBAR / FRASF EIRBRMAE REFLUEMTERE

BE  GRIFENTABEAENREARE / ZMANKRE - IRFIRENEMER - TREZBHVRERER -

B/ BMNAZREERZBAFAENEBRR / RANEAERZETBRIN/BER (WRE/RASEEETE

B FRPIRN/BR (MRE/RASFTEERMER) (RFERME) TREHAMBANEREEA -

ZE NS MER TR R ER Z BATARA AT R L4 T &R A AR -

Name of doctor and qualification B4 Z R BEE K Signature and official chop 2& Rk ZEEN

Address and telephone number Hb il % B 4% B 55 Date HHA

g Download our AIA+ mobile app to manage your policy!
TASREE THAA+FREARIUEERREBEENRE |

“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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