Q1™

AlA International Limited

S

(Incorporated in Bermuda with limited liability)

CONFIDENTIAL MEDICAL CERTIFICATE - B4 &

PART Il - To be completed by doctor at Insured’s / Claimant’s expense 55 =22 (ZRAHFFEABBHRHEDBLEEES)

SEVERITY-BASED HEALTH PROTECTION BRERE @ FERE

Policy Number R B85 5

Name of Insured SR AL R

ID Card / Passport No. & 175 / BRI

GENERAL INFORMATION —#% & #}

1.

Are you the Insured’s usual medical physician? B T 2B SRABERD 28B4 2

[]Yes® [ ] No&
-

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

MMA DDH YYYYH

 BREAZRABREAET RS ZEH?

When were you first consulted for this illness? ZRAB AR BEKFERE T RS 2 BH -

MMA DDH YYYY4
What were the symptoms? Z{f A Z5FHE o

How long had the symptoms been present? :ZHEEHFET ZX ?

Has the Insured previously suffered from this illness or any related conditions? SRAREEREEZ
mE?

[]Yes2 [ ]No&

If “yes”, please give dates of consultations and the resulting diagnosis. 21 “&”

RS

FERHRD AHRD

On which date was the diagnosis made? B BI5 % 2 22 BT 20 B X FEEL 2

MMA DDH YYYYS
On which date was the Insured first made aware of it? SR A E X ANBEBEFE 22 H ?

MMA DDH YYYY4

Is there anything in the Insured’s family history which would have increased the risk of this illness?
FRAZFHERLERETENERAB LT ZHE ?

[]Yes2 [ ] No&

Is the Insured a smoker? ZIRAZEBRZEAL ?

[]Yes2 [ ] No&

If “Yes”, what is his / her smoking habit? & &WREA L - /it FIRIE Z 1047 ?
Daily smokingamount & A R EH & : forhow many years? REFH :

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

mE R BRUDEER -
B - FHRBEREREDEE
nE BEEBEBRBUS
aH o

OTHER / ADDITIONAL INFORMATION Xt / Fit ines ¥l

1.

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

FRHUZRAGEUD ZEBE M ARBER BRI -
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DETAILS OF THE INSURED’S ILLNESS 2R AR 1S

1. Please provide full and exact details of the diagnosis. ;512 Z R A 2 FTE RIEE D EREE

2. Is it a disease which is classified as a Public Health Emergency of International Concern by the World Health Organization (WHO)?
ZHRFEEAREREEASTERBEREINRBE ARG ERSENZHE?

[]Yes2 [JNo&

3. How was the diagnosis confirmed? (Please state the details of diagnostic test / examination and its result if any) SR A 2 A HERS ?
(FREVEDENE / REFERER (MEA) )

PLEASE PROVIDE FURTHER DETAILS IF THE DIAGNOSIS IS CANCER / CARCINOMA-IN-SITU
MEEHBERBEE / ROE  HREE—TEH

1. Is the diagnosis confirmed with histological examination? i 2 B 4&HE D EE ?
If yes, please provide the type and date of histological examination performed. #12 » FREFIEFE I 2 BRI R ETHE o

MMH DDH YYYY
2. If histological examination is not done, what is the reason? & KRG EITHED - BR &M ?

3. Histological result FFIE S # 48 R
i. Is the histological result carcinoma-in-situ? IR D 4 R 25 RALE ?
[]Yes2 [JNo&
ii. Is there uncontrolled growth of malignant cells? EAME 2B R ZEHHAER ?
[]Yes2 [JNo&
ii. Is there any clear stromal invasion of malignant cells? EAIfE R B EHBAREL?
[]Yes= [ ] No&
iv. What is the staging of the cancer according to the TNM classification system? (For Chronic Lymphocytic Leukemia, please state the

RAI Stage.) \RIETNM FARESE - WEEBRIE—FEER ? (BIEOKBEME AR - BIFESHERAIRS - )

v. s there any distant metastasis? If yes, any identified secondary site? BAAMEERRZHMEEE ? E » CREAKIEHRNEE ?
[]YesH [ ] No®E

4. Was the diagnosis confirmed by specialists? ILEF RS EERI B4 TED ?
Please give name, address and specialty of the specialist confirming the diagnosis if it is not the undersigned.
HFREBEREZEBLERDY  FRUBDCENBECES  BURER -
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PLEASE PROVIDE FURTHER DETAILS IF THE DIAGNOSIS IS HEART ATTACK
MEEBERBOES  RREHE—SEH

1.

Vi.

Please describe the attack? 5 ERI 2 BN © ‘ ‘ H ‘ H ‘ ‘ ‘ ‘

y H
Date of Attack. %% A 5 MMA DDHE  YYYY#

Was it a case of angina? ZEREELERE? [] Yes []|No&
Was there a history of typical chest pain? B%& HE K KIEHE ? [] Yes® [ ] NokE

If yes, please give details of the history. 17 - FHIREREE 2 51E o

Was there death of a portion of heart muscle resulted? A% 3| 20 ALY EIE? [] Yes® [ ]| NokE
If yes, was it caused by surgical or invasive procedure to the heart or the coronary arteries? Or, other causes? Please specify. 105 » {0\,

MR R EEE O ERERBICETEMRAISHRFMEFES? REMEEEH? FIHA

Was there elevation of cardiac enzymes or Troponin? DBERSOIEBEAEEAB? [ | YesB [ | No®E

If yes, please give details of the date and the result. If serial tests have been done, please list all the results.

wE - FREEEZICHREBARER - ZETTERILE  BIHABENER
Date (MM /DD /YY) B8 (B /R /%) Test done FifEZ{tB Result &8

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

EHERELCESEHBEOEEE TR I A OIEESHNEL ? [] Yes& [ ] No®H
(b) Were there new ECG changes indicating insufficient blood supply to the heart muscle at the time of the relevant cardiac incident?
EHEECHSENHRELEEERH NN BEROEIALRMAERZ ? [] Yes& [ ] No&HE

(c) Ifany of the above is “yes”, please give details of the changes. MM FEMZERE “F" - HREEEE(L2FHE -

PLEASE PROVIDE FURTHER DETAILS IF THE DIAGNOSIS IS HEART FAILURE
MEEHBERBOMES  ARHAE—SEH

1.

Is there any permanent physical impairment as a result of the impaired function of the heart? 27 E UL EEZ BB K A HIBE?

[]Yes® [JNo&
If yes, please describe the physical impairment and how long has the condition been medically documented?
m R BEERDEZEZERARFETZA?

What would you rank the degree of such impairment according to the New York Heart Association classification? R IEZFH AN MRS S
ZUOHIIRED ] - ZIRAZBERRBRAER?

[ ] Class | (Mild) 58— #% (SERRE)

[ ] Class Il (Mild) 55 =% (8#R2E)

[ ] Class lll (Moderate) 5= (RER2E)

[ ] Class IV (Severe) 55U (BRERE)

. Is such impairment diagnosed by cardiologist? Z{R A 2 &R 2B L HERIBEEED?

[]Yes2 [JNo&
Please give name and address of the cardiologist confirming the diagnosis if it is not the undersigned.

BFHERBURK2EERDY  BRUEED ZENEE 2B SR -
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PLEASE PROVIDE FURTHER DETAILS IF THE DIAGNOSIS IS STROKE
MEEHERABPE  BARUE—TEH

1 If the diagnosis is Stroke, Z2E A+ A,

(a) is it based on changes seen in a CT or MRI? A E M CT 5 MRI Z/R 2 #5#? [] Yes []|No&
(b) is it confirmed by a neurologist? & & S HEERIBEETED? [] Yes [|No&

(c) Please give name and address of the neurologist confirming the diagnosis if it is not the undersigned.
EFHEFERR CBERD  FRUBD CEREE 2 E Rl -

2. The exact cause of the incident (e.g. infarction of brain tissue, haemorrhage cerebral embolism, etc.) Bz F B (1EKAZEE - fEHm
mBERESIF) -

Is the cerebral symptoms due to the following? BSZBIEM 2 A E T 513|342

i. transient ischaemic attacks? %2 E M JSER I ? [] Yes2 []|No&
ii. migraine? {REERE? [] Yes2 []|No&
iii. vascular disease affecting the eye or optic nerve or vestibular functions? D Yes = D No &

REIR G RATER G I R BN MERR?
3. Details of diagnostic procedures performed and the results (e.g. MRI, CT Scan, Angiography, etc.) R2ET=fERAER (WM HHIR - S
B MEEFWE) -

4. s there any neurological sequelae resulted from the stroke? 2 X FEERASIBHGEREE? [ | YesH [ | NoRE
If “yes”, please state the details of neurological sequelae: 21 “&” - FREEHEBLEEBE 2

How long has the neurological sequelae lasted from the date of onset? Rz WS R IBIERFEEBIFETZA ?

Please provide your professional comment on whether such neurological sequelae is reversible or going to result in permanent neurological

deficits? faTAA LAY RBEER S AT ER S M AK AN HSHEEEIE 2

PLEASE PROVIDE FURTHER DETAILS IF THE DIAGNOSIS IS LIVER FAILURE
MEEERBFRE  HitftE—SRH

1 Details for Liver Failure FF=3I8 2515 :
i. Is there any end stage liver failure? &R Z iR 25 BR AR RIS ?
Ifyes, a0 “2"
a. s there any permanent jaundice? BR BIFEMEE ?
b. s there any ascites? R ERKIRE ?
c. Isthere any hepatic encephalpoathy? 3788 FF &R 2
ii. s the liver disease / disorder caused by alcohol and / or drug abuse? If yes, please give deta

FiSm  ZERERERR /SURREYSIZ 2 m "R - FRMEFE -

Yes2 [ | No&

Yes & |:| No }& &
YesH | | NoRAE
YesH [ | No®E

D010 O

Yes;Eé []No&

PLEASE PROVIDE FURTHER DETAILS IF THE DIAGNOSIS IS KIDNEY FAILURE
MEERRE TS FRHE—SEH

1. Diagnosis date of Kidney Failure ‘ ‘ H ‘ H ‘ ‘ ‘ ‘
BRIBZDEHBH

MMA DDH YYYY4

2. Are both kidney involved and chronically irreversible from Kidney Failure? 2% M1

BRHZEEREREH FUEENERIB? [] Yes2 [|No&
3. Is the Insured undergoing regular peritoneal dialysis or haemodialysis?

£ R AR E B BRI E B RMTER? [] Yes® [JNo&

If yes, start date 212 - BIIRIESSEE A ¢ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

MMA DDH YYYY S
4. Has renal transplantation been performed? & A< BB ETF 72 [] Yes []|No&

If yes, start date 212 » EZ AHA - ‘ ‘ H ‘ H ‘ ‘ ‘ ‘
MMA DDHE  YYYY#

Page 4 of 9 OPCLM145.0121



mesed| | | [ | [ | [ ]| ]]

PLEASE PROVIDE FURTHER DETAILS IF THE DIAGNOSIS IS LUNG FUNCTION FAILURE
MEERERBMINER  RIRAE—SRH

1. Whatisthe FEV 1testresultofthe Insured during the first second of aforced exhalation? & A 1 A I WR AV SE — D B MIFEV 1 RIER 45 B a4 2

2. What is the baseline arterial blood gas analysis result? & A K EEB IR M E 5 745 R 04 ?

3. Does the Insured feel dyspnea at rest? SR AR L2 A2 RVE PR K ?
[]Yes® [JNo&
4. Does the Insured require oxygen therapy? SRA RSB EBEZEREE?
Insured requires extensive & permanent oxygen therapy. SRAFZEEZ R KAIEZEREL ©
Insured only requires intermittent oxygen therapy. SR A R EEBHFHIESERAE -
Insured does not require oxygen therapy. SRAFTEZESEREE
If Insured is currently under oxygen therapy, please give details such as start date, flow rate, concentration and frequency. 1R AR

EEZEFAE  FRMHFE (W FEAH - RE  REREARH ) ‘ ‘ ‘ ‘ ‘ ‘

Start Date of Oxygen Therapy BitRiES ERARZ A ‘ ‘
MMHA DDH YYYYH

Flow Rate i :

Concentration JEfE :

Frequency & B R E :

SEVERITY FACTOR—SURGERY BREEER% —Fi

Was there any surgery performed? SR ARBEZGESFH? [ ] Yes 2 [] No&
If yes, please provide the below details. 212 » FFIRMHU TS - ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
1. Please provide the name, details and date of surgical procedure(s). ER M FMT B - sFBERAH -

MMH DDH YYYYEE

2. Has the Insured already undergone organ transplantation or is Insured on organ transplant waiting list? SR ARZBEIEZEEBEFMR
REEREVHEZBRHEEL?
[] Yes2 [] No&
If yes, please provide the details. If no, please skip to next Severity Factor. i1 2 - :FiRIEFE - ME
a. Has the Insured already undergone organ transplantation? SR A 2B IEZEEBEFM ?
[]Yes2
i. Date of transplant 1T EF iz AHA : ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
ii. Place where the transplant was done #{T28E BB :

FHREHET —ARERERE -

MMA DDH YYYYE

D No, Insured is on the Hong Kong Hospital Authority official organ transplant waiting list or the government-regulated official organ
transplant waiting list in his / her residential country. & * SRARBBEREERRIEEFEARBFAMEENEH EXEEBERE
AE FRRBE - ‘ ‘ ‘ ‘ ‘ ‘

i Expected date of the transplant TEEETBEF iz BE :
i MMA DDH  YYYY#
[ ] Others (please specify) Hft (FzEH)

b. What kind of organ transplant has the Insured undergone / been waiting to undergo as a recipient?

TRACERT /| EERRES THNEREBE?
[ ] Transplant of Human Organ AB&28E#4& (Name of organ involved 2 BiEZ 8 E : )

[_] Transplant of Human Bone Marrow A B8 & 88% 18
i. Is bone marrow transplant preceded by total bone marrow ablation?

AEERBEARSSLETESERER?

[] Yes2 [] No&

[ ] Others (please specify) EAth (FEzE8H)

c. What cause the need for the organ transplant? EE#ZREREZRRA ©

d. Was the diagnosis confirmed by two specialists? bR FE B EMEERIBE LD ?
Please give name, address and specialty of the specialist confirming the diagnosis if it is not the undersigned.

HFBHERERECELERDY  BRERDZENSEZHE » I RER -

Please enclose copies of reports from the specialists and all clinical and / or pathological evidence supporting such transplantation is
provided. FRHMAENEBLEDHREREFR / RHEREFHAC /KETHRELE -
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SEVERITY FACTOR—TREATMENT REZER% — A&

Has Insured undergone any treatment / therapy / medication ? 2R A 25 L SAE | BEYAE ? []Yes® [] No
If yes, please provide the below details. 212 » FFIRMHU TS o

1.

iy
=

Name of Treatment / Therapy /
Medication

AR/ EMaREE

Frequency / Dosage

R/ HE

ARAHY

Period of Treatment

From H

To E

SEVERITY FACTOR—SEVERE HOSPITAL STAY BRERERZ - BRE&R

Was there any confinement? Z{R A28 & 1{Fft ?
If yes, please provide the below details. 212 * BRI TS ©

1.

[] Yes 2 [] No#&

i Confinement period
Hospital Name B EHE

Period in Intensive Care Unit

AERY) AR A

WERER From B To E

From B

To E

2. Wasthe Insured suffer from Coma during the confinement? Ifyes, please give the below details. Z{R A SIEF R IR 2 ? N2 - FRMEHS -
[] Yes2 [] No&
a. s there any reaction or response to external stimuli? ¥ SNRRIB A 2B R FE ?
[] Yes® [] NogE
If no response, how long has it persisted? 1R ERFE - $HE T H X ?
b. Is there any reaction or response to internal needs? ¥R ERGRERIE ?
[] Yes® [] No®E
If no response, how long has it persisted? 1R ERIE - $HE TS X ?
c. Isthere any permanent neurological defect? 3878 7K A 14 o1 £ REERIE 2
[] Yes® [] No®E
d. How long is it expected that the Insured will remain in coma? B SHEAZERRESHEIZZ X -
e. What was the cause of the coma? B 2R {52 ?
f.  Was the coma directly resulted from self-inflicted injury? EA EEZR EHNEESIZ ?
[] Yes2 [] No&
g. Was the coma directly resulted from alcohol or drug abuse? 2% B EERSE A EEY 5|3 ?
[] Yes® [] No&
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Severity Factor —Disability BEEEE R — 2 &

(Not applicable to AIA One Absolute— Cancer & Serious Infectious Disease Protection / AIA One Absolute Pearl — Cancer & Serious Infectious Disease

Protection FEARAIAK—RRF - BERBEERRRE /AAE—REHE - BERBEERFRE)

1.

Please put a tick v in the box of the following daily activities if the Insured is NOT able to perform. Please provide the start date of disability,

the details and whether it is permanent.

MERATETE T REEEED  FEEKRE LV YRERAZEDEINERRRETBRKAM

Daily Activities B #4&EE

Start date
of disability
(mm/dd/yyyy)
EAERRED

89 H 8
(RR/BRIEH)

Provide the details on

why Insured unable to

perform such ADL and
the underlying cause of it.
BRHABZZIRARKZ
EHREANFAERRRE

Permanently

KAK

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.

AT BT SR BIEIT IR SMA (BIEELAIISMER) SER

Hi B %RIBED o

[] No help is needed #ZE#8h

[] Some help / supervision is needed (e.g. to wash the back, to wash hair)
EEFHRBEE (PIAEREEL - KER)

[] Needs someone to help most of the time K Ep% BRI EE B

| Completely requiring someone to help throughout the entire activity
(needs to be washed or bathed entirely by caregiver) Z &g EhRE S
TEFEZ—EAREHY (FEREEAESFTEINE)

The ability to put on and take off all necessary clothing, braces, artificial

limbs or other surgical appliances.

AUBTEERBE—RAERY - BF - ERSREMFMEEE0EED -

[] No help is needed #ZE#8h

[] Some help / supervision is needed (e.g. to button clothes, to put on
trousers) EE/NEFIFB BB (BIMNZERAR, TFHEF)

[] Needs someone to help most of the time AEBH KR EE )

| Completely requiring someone to help throughout the entire activity
(needs to be dressed entirely by caregiver) BEEEBRETTEEE
F—EARSHE (HEEASEYRETE)

The ability to get in and out of a chair, bed or wheelchair

AUBTR—RET - RRWELSHLTHEESD o

[] No help is needed #EZE1#8h

[] Some help / supervision is needed (e.g. to be lifted up from lying
position to sitting position from bed) & /N7 BI/EEEE (Flan » R E
SiE M RSB L E)

[] Needs someone to help most of the time A B R EE 8

[C] Completely requiring someone to help throughout the entire activity
(needs to be bed-ridden) BEEBBEFTEEFES —EARSHE
(FEBUR)

The ability to move from room to room on level surfaces.

AUBITEZAN T Lt —REBBEHES —BERMNEED -

] No help is needed #EE1#8)

[] Some help / supervision is needed (e.g. to be supervised by someone
closely in case of fall) FE/NF#HE /& (flm > REFFEHEMA
#B)

[] Needs someone to help most of the time A B R EE B

] Completely requiring someone to help throughout the entire activity
(needs to be carried) ZEZBHRBRHIT2EES —EARSHE
(FHREMAREE)

The ability to voluntarily control bladder and bowel functions so as to

maintain personal hygiene.

BEHIBERR KSR B &R  MMRIFEARE -

[] No help is needed EE1#8h

[] Some help / supervision is needed (e.g. to get on or off the toilet).
FEGHRE/ EE (flm - ERIFR)

[] Needs someone to help most of the time AEBH iR EE 1 8)

] Completely requiring someone to help throughout the entire activity
(e.g. needs to be placed on the toilet and cleaned by caregiver, needs
caregiver to manage diapers and/or catheter) Z{EEEBREPTE
FES—EARZHY (fin - FHEEEBEHIRAALEE - HES
FHRRARREE)

The ability to feed oneself once food has been prepared and made available.
ANBECERC AR ZRYMNEED -

No help is needed EE#Bf

Some help / supervision is needed EB/NFiFE) / BEE

Needs someone to help most of the time KX Z}5 iR EZE 1758
Completely requiring someone to help throughout the entire activity
(needs caregiver to feed entirely or is tube-fed) B{EEENBIEF T2 E
EZ—EALESHY (FHEEESRARYIEBERR)

oooo
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2. Does Insured suffer from loss of body function? SR A 27 58 %K 4E [] Yes® [] No&
71 ? If yes, please provide the below details. 212 » B HUT B -
a.  Which part of body is / are involved? ®1% 5 E& AR — 2D ?
[ ] Limbs f#8
Please specify which limb(s) and the location of severance. &g H ¥ Y1 BR AT =2 — A B8 LA R W I BRIV & o

[ ] Ear(s) B2t

Right Ear A E : decibels Hearing Loss 7 BB Hi8%k

Left Ear £E : decibels Hearing Loss7 B i 8%

Was the diagnosis confirmed by an audiometric and sound-threshold test? 2% & ETE N R BIEHIERTED ?
[]Yes2 [ JNo&
* Please provide the hearing test report for reference. 512 EE 1 BIBRIR &S AL R E o

[ ] Eye(s) BRE
i. What is the best corrected visual acuity of both eyes at present?

FEEEREEBENERT 2&ERD -

Left eye Z£fR : Right eye AR :

ii. What is the best corrected visual field of both eyes at present?

BIEHZEZENRBEABRNBERT 2&ERSE -

Left eye Z£6R : Right eye AR :

b. Was the cause of loss of the above body function directly resulted from self-inflicted injury? S EBE W Bk 2B EZER B RNZE3IF ?

[JYes2 [ |No&
c. Isthe loss total and irreversible? RARBRTE KK A M ZHREE ?
[Yes2 [ |No&
d. Was the loss of body function confirmed by a specialist? ttRF R B EERIBEEED ?
[Yes [ |No&
Please give name, address and specialty of the specialist confirming the diagnosis if it is not the undersigned.

BFHERBURK CEERY  BRERD2ENEEZ2HE - I REH -
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ADDITIONAL INFORMATION Pf} & %4

1. Is HIV Infection present in the Insured? FRABEBRABRENREHES HV)?  [| YeshE [] No%&
If yes, is there any complications of current claiming illness associated with HIV Infection? Please specify.
MR ZRAMBEBZEZHIVERNMERHEE? HFHH -

Please enclose copies of all reports including X-rays, CT scans, ultrasound or other imaging studies, ECGs, surgical reports, laboratory evidence.
Etc. and any relevant hospital reports that are available.

BREMEFMRE  XRE - SHMEH  BERREAMZEERS V8B FHREBRERCBBRSS  EMNEBNERRS -

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

AAIBMRBALREE L HEERERRAN I RAFARAE2SERAZE -

PERSONAL DATA COLLECTION AND USE

PLEASE READ THE AIA PERSONAL INFORMATION COLLECTION STATEMENT (“AlA PIC”) BEFORE YOU SIGN THIS
CERTIFICATE. IF THE AIA PIC STATEMENT IS NOT ATTACHED, YOU CAN ASK FOR A COPY FROM US. Also, the updated
version of AIA PIC is available for download from its website: www.aia.com.hk.

All the personal data and other information contained in this Confidential Medical Certificate will be used by us for the
processing of the Insured’s claim(s), and will also be utilized in accordance with AIA PIC. By completing and signing on this
Certificate, you declare that the Insured / Owner has given you the express consent to release his / her personal data and other
information to our Company and all transferees specified in the AIA PIC.

BAER KSR A
BENBLERER - FEAMBAIABAEHRRERS - MAIABAEHREZRAREERREIBLERE  £0@
BEMRBENE 1 - AIAMBAER RSB ANRIRAT TR LTI TH - www.aia.com.hk °

FERAAREMURLULBERERENSHEMERSEREAMABEEEZRAZRERFE - RATTREAIA
BAERKERAEAZLER CESREZBUBERSHNRTEBAZIRA/ REZAACEELTRILRSE
ERM/ MHEAENREMCE/GRARNTAIABAERKRSBARBNERERA -

Name of doctor and qualification Signature and official chop
BEUENBEER BEREL
Add d teleph b Date

ress and telephone number AHE MMA DDH YYYYE
iR AR ?

Download our mobile app AIA Connect to
manage your policy anytime, anywhere!
THAA [REE ] FHREARANERR
EREMRE |
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