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 3 _ {3 (ZEAREFTAEELHT2RB4EEE)

Policy No. (R ESTH5

Name of Insured 3Z2{f A#:% ID Card / Passport No. 54735 | SEHESERE

CRITICAL ILLNESS — PARKINSON’S DISEASE / LESS SEVERE PARKINSON'S DISEASE

fEfR — MEHIE /R BR M SR

GENERAL INFORMATION —#&&t

1. Are you the Insured’s usual medical physician?

B TR EZRAEE K EE?
|:| Yes & |:| No #&

If “Yes”, when did the Insured first consult you? | |
R R AERAE T REZZ HI? MMF / DDH / YYYYE

2. When were you first consulted for this illness? | |
RN E KRR TR B - T OO TV

What were the symptoms?

SRR -

How long had the symptoms been present?

IR T 2A?

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

ARG REEZRE?
|:| Yes & |:| No %

If “Yes”, please give dates of consultations and the resulting diagnosis.
mET o RETRBORE HW TR R

4. On which date was the diagnosis made? | |
R 2 T R YRR a3

On which date was the Insured first made aware of it? | |
SR I B 2R B 2 T 2 MME T DO VYWV

5. Is there anything in the Insured’s family history which would have increased the risk of this illness?

PR GRS A N2 RS L e o 2
L] Yes 2 (] No

6. Is the Insured a smoker? |:| Yes 2 |:| No 7%
SZIRABSRIEAL?

If “Yes”, what is his / her smoking habit?
FR T A At ] Gt AR R E A ] 2
Daily smoking amount 4 H I fgEs 5 for how many years? I AEFE

7. Other physicians or medical facilities the patient has consulted for this condition.
ZARN G i AR A BB R R -

Name of physician / facility Address Date of consultation /
B4R MR Hutt: confinement period
K HIH  EReERe B

Details of “Yes” answers.

(Include diagnosis, dates, duration
and names and addresses of all
attending physicians and medical
facilities).

mE B HiRE2ESER - H
W T ER I R TR A
BRI TR SOt E AR -
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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.
FERIEZ IR IR -

Vi.

Date of oneset
s H I MMH / DDH / YYYY4E

What was the diagnosis?

TRt L 2R -

Was the diagnosis confirmed by a neurologist?
SE TS HEHC R B A RS ?
Please give Name and Address of the neurologist confirming the diagnosis if it is not the undersigned.

TR RAE <A MR - SRR (RS S RN A A bt -

[] ves

. What is the cause of the disease?

ARl

|:| Idiopathic |:| Drug Induced |:| Caused by toxic

S Y5 | %% HHREREEK
|:| Others

HoAh:

Is the condition controllable by medicine?
TR A S EEE 2
Please give details. FHEHLEER

[] No

o

Is there any progressive impairment documented
BB A BIREIR 2 Wi 2

Please give details. EHEHLEER -

o

|:|N0

10.(a)

Vi.

(b)

©

Is the Insured able to perform without assistance the following:

Z RN EREAT NI TE DL R SER L T G E):

Getting in and out of a chair or bed without requiring any physical assistance.
EMER TR BINEI T - WTETT LER - Ry B N -

Ability to move from room to room without requiring any physical assistance.
R TR BINELR T - WTETHE - HERBEE S —REH -

The ability to voluntarily control bladder and bowel functions so as to maintain personal hygiene.

BRI AIGDIRERT E BERETT - LIRRHIE AR -

. Putting on and taking off all necessary items of clothing without requiring the assistance of another person.

AEMERE HA A LHBIRIBILT - ATE T2 b — YRR AY) -

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.

T FITAR LGRS EE TR Bs (RO AR Sas]) Bf I EAt 5 = aReIRE

All tasks of getting food into the body once it has been prepared.

ERE T < BN —YIRE -

How long have such inabilities been medically documented?
SRR - EYIRNEREIRE NERA THA ?

O Oooddgag

Yes

Yes

Yes

Yes

Yes

Yes

FI B  BD  RD RO

O Odogon

I

No

o

No

o

No

o

No

o

No

o

No

o

Is such inability expected to be permanent?
ELE KNG EIRE S 2 BRI R AR 2
Prognosis Ji {55 1 %

Yes

D

o

|:|No
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11. Please enclose copies of all reports, radiological procedures, CT scanning, laboratory evidence, other imaging procedures, etc. and any relevant
hospital reports that are available.

SR RS WA EGRET - RSE  LRiRE - FMgREsS SR ARnERS -

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

VIR A R B G RRI HAR B -

13. Is there any further information which in your opinion will assist us in assessing this claim?

SRt A A B R ARBE A 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 T EA BBV G S EATHE RS R AR L TR TS S R H 2

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.

8 A B e B {8 A

BB A SRR - ST AIA EABEBEEREE - 41 AIA [ AERHIEERRIREREA B 4 8 - B a3

SRHVEENAR—f7 o AIA il A B RN AR ST AR ol R DU #EhE ik www.aia.com.hk -

Pl A B HAA B BE A e 5 I EE P B O B RS S p R FI MR B S IR A ZRAEHRGS - BRI oTiRE AIA B A RHI

%%%iﬂﬁg?ﬁ%%ff;ﬂﬁ@T%&%Xtﬁ%ﬁt@iiﬁ%ﬁﬂ%i%ﬁk | RERE ACMER Mol RS EFE A / dtry (&
R S HA R ERA -

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

Page 3 of 3 OPCLMF39.1217




