AlA International Limited
S. (Incorporated in Bermuda

4 I P with limited liability)

CONFIDENTIAL MEDICAL CERTIFICATE - B4 iyt

PART Il - To be completed by doctor at Insured’s / Claimant’s expense % I} Z{EABHE A B BHTF2RAEE)

Policy No. {55508

Name of Insured SZ{f A#E:4 ID Card / Passport No. B4 | ZEIEEERE

CRITICAL ILLNESS — CHRONIC RELAPSING PANCREATITIS
fafR — R MR

GENERAL INFORMATION —ji&&k}

1. Are you the Insured’s usual medical physician? Details of “Yes” answers.
M TR RAER RS ZEE? (Include diagnosis, dates, duration
- - and names and addresses of all
[] Yes 2 [] No % attending physicians and medical
If “Yes”, when did the Insured first consult you? | | facilities).
a “Z" o FERMRZEAEXREE T K2 HE? MMF / DDH / YYYY4: wE B FiRE2ESER - H
- — W~ O N S B AR
2. When were you first consulted for this illness? | | B R 2 B S
ZRAE X ERIERAE TRk 0 - MMH / DDH / YYYY4E

What were the symptoms?

ZIRAZIEE -

How long had the symptoms been present?

FIABHIFHE T ZA?

3. Has the Insured previously suffered from this iliness or any related conditions?
ZRAREE R E?

DYes% |:|No7:.K

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

an ET o RO B R AR R -

4. On which date was the diagnosis made? | |

On which date was the Insured first made aware of it? | |
B MR E J AT S 2 2 72 MME T DD TYYYWE

5. Is there anything in the Insured’s family history which would have increased the risk of this illness?
RN SR SR AN R AR L s e ?

DYes% |:| No &

6. Is the Insured a smoker? [] Yes 2 [] No &
ZRABEPIEAL?

If “Yes”, what is his / her smoking habit?
FR A At ] DR AR TR AR 2
Daily smoking amount 45 H I8 & for how many years? IR

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

AR N AR & oA A e A R -

Name of physician / facility Address Date of consultation /
BE 4 1 BT Hirtl: confinement period
Kig HI 1 Ree B
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Policy Number {RESSERS

DETAILS OF THE INSURED’S ILLNESS = {# ARl s

8. Please provide full and exact details of the diagnosis.

SRR AR DU ARG R -

9. Please describe the extent of the disease.

LR IRA AR -

i.  Was there any irreversible morphological change? |:| Yes & |:| No 7%
e HE B AT RE i
ii. Was there any abdominal pain? |:| Yes & |:| No 7%
e BRI
iii. Was there any permanent impairment of function of pancreas? |:| Yes & |:| No 7%
e HBUK A MRS T REHE 52
iv. Was the Relapsing Pancreatitis caused directly or indirectly, wholly or partly, by alcohol? |:| Yes & |:| No %
AR B VLRI 2 A B A ~ SEEEE o Hras S 150?
10.Was the diagnosis confirmed by a gastroenterologist? |:| Yes & |:| No %
BERI I AR R R B A RS2
Please give name and address of the gastroenterologist confirming the diagnosis if it is not the undersigned.
EEHEET L PG L SR - RHEHHERS 10 R R A A4 B i -
11.i.  Was the diagnosis confirmed by pancreatic function tests? |:| Yes & |:| No %
BEP i 5 B RE IR R B 2 2
i.  Was the diagnosis confirmed by radiographic and imaging evidence? |:| Yes & |:| No %

BEESR 2 1T R B B R T E RO 2

If yes, please provide the report of pancreatic function tests and radiographic and imaging evidence.

e > FETRIBEIIRE R - O b g -

12.Please enclose copies of all reports including all reports, radiological procedures, MRI, CT scanning, electroencephalography, biopsy, laboratory

evidence, other imaging studies, etc. and any relevant hospital reports that are available.

fefATE R - ABCHEIGHE ~ B IHR BRI - SRR - TERREREOER - (LBl A AR o SUEM AR R -

13.Please state if the Insured has suffered / been treated for any other major iliness(es) in the past.

FEIASZ R G R L B SR R HLA 22

14.1s there any further information which in your opinion will assist us in assessing this claim?

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

AN TR G & ERTEE RS RN [ TP AI BT E < S R A2 -

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 asking you to fill in this Certificate, the Insured / Owner
has given you the express consent to release his / her personal data and other information to our Company.

BB R R A

BENERA AR - LT AA EAZREEE o 41 AIA {8 AERHEEE IR FEHTA ARS8 - BT AT B
RUEEIAR—7 o AIA {i N BRI ST IR AT A DU gk 8% www.aia.com.hk -

R AE A B LA B8 2E e 5 ISR P S B A& R R e i BT FBR B AR A 2 SRIE S - TR ATAR SR AIA {8 A ZRHIL
SR R LR - B MR BRI R IR A i S RO R Z R 1 REEFFE A TR T AT R 2 Rt / e
NE R HAE RS A -

Name of doctor and qualification Signature and official chop
BRI R PR A BENE
Address and telephone number Date H¥j
Mgl Je BRAE FE G
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