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Q1

CONFIDENTIAL MEDICAL CERTIFICATE - B4 iyt

with limited liability)

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 Z{f A#E4

ID Card / Passport No. B4 | SEIEEERE

CRITICAL ILLNESS — BACTERIAL MENINGITIS / LESS SEVERE BACTERIAL MENINGITIS / MENINGEAL
TUBERCULOSIS

fe R - B R (IR / 2B B BT R MRS R BLR / BB AZ

GENERAL INFORMATION —ji&&k}

1.

Are you the Insured’s usual medical physician?
BN m R A RZ A

|:| Yes 2 |:| No 7% | |
If “Yes”, when did the Insured first consult you?

R AR ERER TR H P

MMH / DDH / YYYY4:

. When were you first consulted for this illness? | |

RN E XA BRI T R2 i H i -
What were the symptoms?

RN -

MMH / DDH / YYYY4:

How long had the symptoms been present?

IR T 2A?

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

RN I E?

|:| Yes 2 |:| No #&

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

. On which date was the diagnosis made? | |

RN R B S I R T DO TV

On which date was the Insured first made aware of it? | |
S (R AT B 2R R o 2 2 MME T DDE TYYYYE

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

RN RIS R NS IR AR LR f e
|:| Yes 2 |:| No %%

. Is the Insured a smoker? |:| Yes & |:| No 7
SZIRAESRIEA?

If “Yes”, what is his / her smoking habit?
F R A At Gt AR R E AR ?

Daily smoking amount 7 H I8 & For how many years? &8

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

ZIRA GRS HA R 4 sl R R -

Date of consultation /
confinement period

Ko FUH 1 ERERT B

Name of physician / facility Address

SR 1 MR T Huhk

Details of “Yes” answers.

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

wE B SHRHZ2ESER o
B~ R R R R A
BRI TR St T
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DETAILS OF THE INSURED’S ILLNESS 3Z{# AJRiiZ 581G

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

AR IIA ZARDL S LR S R -

9. Etiology?
R ] ?
10.Was the diagnosis confirmed by a neurologist? [] Yes 2 [] No %

LB AR S SRR A ERS 2
Please give the Name and Address of the neurologist confirming the diagnosis if it is not the undersigned.

TR LIS B MERS  FRTE U RS IS SRR AR Atk 42 B i

11.The site of the meningitis involved. &G )IEALRYIEREN B -
[ ] Membranes of the brain fi [] spinal Cord ###
Others HAth:

12.i. Was there a lumbar puncture confirming the presence of bacterial infection in the cerebrospinal fluid?
SE 7T DABEHEZE R3S B RS B A e e ?
[Jvesz [ Now
ii. When and where was lumbar puncture performed?

HEEME 2R RTINS B R A T2 MMH / DDH / YYYY4E
Name and Address of the Institution

HETTHE AR ZRI . B T btk

iii. Please state the result of lumbar puncture and the type of bacteria found. 3% HAIEAEZE R & 5 5 SRR ETEAE

13.Was the diagnosis supported by any neuro-imaging technique?
(LRSI Zaaiti b o7 [
[Jvesz [ Now

If yes, please provide the report of neuro-imaging technique. 12 » 5 EL LTI G L -

14.Please state all the investigations done to prove acute bacterial infection of the meninges.

AP FTE TR R MRS GRS R A T A I -

Dates Procedures Results

=i R 1 245 A

Note : Please enclose copies of all reports, including biopsy reports, cytology reports, X-rays, CT scans, MRI, USG and other imaging studies, laboratory tests, surgical
report, etc. and any relevant hospital reports that are available.

fiiEE ¢ FERRULITA RS ARG BRI AC SR - AN AT ~ XU - RIS - ROJTIHR © BN - HAbg - R THrRES » SEMERE RS -

15.Was hospitalization required due to bacterial meningitis? |:| Yes B2 |:| No &
AR R IS G B 38 28 T e P 2 (X i ?
If yes, please state the period(s) of hospital confinement(s).
W - RS R -
Name of Hospital
BEbe

Name of Attending Doctor

LB

From | | To?ﬁl |
MMJ / DDH / YYYY4E MM / DDH / YYYY4E

16.\LVas there any surgery performed? I:' Yes
AR EZTMIARE?
If “Yes”, please state the details of the surgical procedure(s)?
T IS FRE -

= |:| No 7%
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17.Was there any significant and serious neurological deficit resulted? [] Yes & [] No &
SE 7 HH B RIS G B A S 385 T i B PSR 12

If “Yes”, please give details of the deficit and state how long it has been documented.

T Y IHRSEHR RIS GRIRIRHFAE T & A -

Was the neurological deficit expected to be temporary or permanent? |:| Temporary #7HFM: |:| Permanent 7k 4
ARG A e R R PRk A E?
Was the neurological deficit resulted in motor weakness or cranial nerve dysfunction? |:| Yes & |:| No 5

ZMRHE HE S S [ BCE B RE R SRS DR E R RRE?
If “Yes”, please state how long it has been documented.

R EYIWIREEDIRE T A

18.What is the prognosis?
TR HERE?

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

IS R B B L B SR R A M S 25

20.1s there any further information, which in your opinion will assist us in assessing this claim?

FTE A B AR R Bk -

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 TR G & LR AN | TR 5 S EH s A -

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.

BAZE

HBIBEERER]  FARE AA BEAGRBEREH - 40 AIA J NE UGB AR ARET A AR AR > B~ oA
RHUEEIA—) o AIA {8 N ERHECERARE B SofT A IR /] R LU #g 4k T #k: www.aia.com.hk -

Fir B B FAt A B A i 5 W R P A O T B R S e R I (R B 32 IR N SR IEHRES » TR AREE AIA {8 A ERHI
SRR Rtk o (AR TR BRI E IR AR I S RIFORZ R A [ IRERFE A CRAER N TR i &5 St / A
NE R R HAE G A -

Name of doctor and qualification Signature and official chop
BRI R PR A BENE
Address and telephone number Date Hif
Hirhl: e B PR S
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