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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

CRITICAL ILLNESS —FACIAL RECONSTRUCTIVE SURGERY FOR INJURY DUE TO ACCIDENT
R -BENZEMENEREEZFM
GENERAL INFORMATION —f& &%}

1.

Are you the Insured’s usual medical physician?
BTREZRAEERD 2BE?
.

If “yes”, when did the Insured first consult you? 21 “=2

MME DDH YYYY &

D Yes 2 D No &

 BREZRABREE TR ZEH?

2. When were you first consulted for this illness?
ZRABABEEFRBELOETRZZAH -
MM A DDH YYYYE
What were the symptoms? Z{R A 2% o
How long had the symptoms been present? (ZHEAEFE T ZRA?
3. Has the Insured previously suffered from this iliness or any related conditions?
FRARBEREZRE ° | ] Yes 2 || No&
If “yes”, please give dates of consultations and the resulting diagnosis. 21" &~ » FRMERZ BHR
DEFMRER -
4. On which date was the diagnosis made? B REIEIE < 2 & S M E X ER ?
MM A DDH YYYYH
On which date was the Insured first made aware of it? SR A E X ABEBEBE 2D ?
MMA DDA YYYYE
5. Is there anything in the Insured’s family history which would have increased the risk of this illness?
FRAZRERELRGEMZRAZ LIHFZHE 2 D Yes 2 D No &
6. Is the Insured a smoker? ZR A REWIE A ? D Yes 2 D No &

If “Yes”, what is his / her smoking habit? & &WEAL - 1/ A RIEBIERM ?

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

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

mE ‘R FERMHDEER
B - FHFESHRED
BAnE  BEEBSERGI
ZEH o

OTHER / ADDITIONAL INFORMATION E 1t / Bt in& %t

1.

Please provide names, addresses and dates of doctors and hospitals which the Insured was referred and/or admitted to.

FRURRADEND 2 MEBE M ANER SR -
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PolicyNumberRe8sgas | | [ [ | | | | | | |

DETAILS OF THE INSURED’S ILLNESS A

1.

Please provide full and exact details of the diagnosis. i5IRIEZFE 2R R HL Hi&ER -

2. Please describe the extent of the facial injury. ;5 ILsZEEBZE 2 AR ©
i. Date of Accident =HNAH :
MMA  DDH YYYYH
ii. Location of the injured facial area HEZB IS E :
iii. Has the shape and appearance of the facial structures become defective, missing or damaged due to the accident?
BHIEEEHEBBETTE - RIERNTE? L] Yes® | ] No%E
If “yes”, please describe the condition in details. 21 “B” - FEMAFBWAMEMRR -
iv. What was the cause of the facial injury? ZE B ZE2EA5I2 ?
|| liness %% :
D Accidental Injury E/NZE :
|| self-inflicted Injury EIB(HIZ(5 :
|| Others EAth
3. Details of treatment rendered A& 15:
i. The doctor or medical facility who first attended the patient 58 —X3R3% Z B4 HEFELIE LB
ii. Was hospitalization required due to the facial injury? B&EAEBZEMEBHZERAERE? | | YesH | ] No®AE
If “yes”, please state the period(s) of hospital confinement(s). 21 “B” - FHIH{FFREE o
fromim | | | L L L [T ezl [T T[] T[]
MM A DDH YYYYH MM A DDH YYYYE
Name of Hospital 2Bz &4 :
Name of Attending doctor 54 £ 55 :
iii. Has the patient undergone any plastic or reconstructive surgery due to the facial injury?
BABEREBZEESIEMREESIERZFM ? L] Yes® || No%E
If “yes”, please specify the name of the procedure done. 21 “B” - B HBETHWFMEFERE -
Date of the surgery F4if AH :
MMA DDA YYYYE
The hospital where the surgery was performed FfiE&p% :
Name of Surgeon FTEE4E :
Was the plastic or reconstructive surgery certified to be medically necessary by the Surgeon?
ERSEEFMREATFMELERERERME? L] Yes 2 || No&
Was the surgery performed due to any of the following reasons? (Please check the appropriate item(s)).
RERTIREETFI ? GEREBEENER <)
D Cosmetic R FRH D Isolated nasal fractures %37 #9 5 &7 ER
|| Isolated dental restorations %37 K9 7F e85 18 || Isolated skin wounds &3 #0150
D Others (please specify) : Efth (FEFER) :
iv. If no hospitalization was required and no surgery was done, please state what other treatment has been rendered for the insured.
MAFERSRIBETFMN - FIHZRAGEZNHARER -
4. Please enclose copies of all surgical reports, X-rays, CT scans, and any other imaging studies, laboratory evidence, etc and any relevant

hospital reports that are available.

FREMBFMEHS - XARE - EMEFH - REMPERE - CRRES  UEAEBEOERERS -
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PolicyNumberRe8st®s | | [ [ [ | | | | | |

5. Please state if the Insured has suffered/been treated for any other major illness(es) in the past. FE557/BIZRA Y B ESHIEZ A BN EM
FERE ©

6. s there any further information, which in your opinion will assist us in assessing this claim? Fi2 Mt E G BER AR ZEERE 2 ER -

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

AN BARBALBFE LIHERERERTA/ 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 AlA 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.

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.

EAEHUSERER
B/REMBEIR/BMERE - JEREBER/BMVREEBAR / EKRSHERBERME (DL (EE)
BRAR (BB217) ~ KAEKR)EBRAE CRM2T) - KARBERAAR /ZRBEBRASERAT
(EA) ) NEAESWKERS ( [ZER])  ZBHAEUTNELTH
https://www.aia.com.hk/zh-hk/privacy-statement-main °
B/EMBAREAEELFFBFAASIBR/BMNRESEBAR / ARAKEFTEIRBREE RFUEMTHERE
BE  GRIAFENTAEAERREARE / RMNRE - RFIREVEMER > IRBEZZHAREREA -
B/EAMABREAERZBHAAEENEBR / RMNBAAERESBRIN/BER (NRE/BRREFEEES
B URPIRIN/ER (MRERASFHEERMER) (BIERME) FTEEBAMBNEREZEA -
ZEANFESHEBETRIRER 2RI MAATA L L8 T &R AR -

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

Address and telephone number it 7 B 4% B 5% Date B

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

P THAA+ FHRE AR EREEEANRE |

“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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