[ OneDegree

CONFIDENTIAL MEDICAL CERTIFICATE BX#kE

CRITICAL ILLNESS - Cancer/Early Stage Malignancy/Carcinoma-in-situ
felk - 2/ REAEMRER RE

PART Il - To be completed by doctor at the expenses of the Insured/
BTEMY (RELBLEER > FIRERABRZRAREBARE )

Claimant

Policy No.

IREBSRAS

Name of Insured HKID Card No.
ZIRASE B iERES

General Information —f§E ¥l

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

- . Yes & No &
BTREZRABERSZ Z8BE? o © =
Day H Month B Year &£
If “yes”, when did the Insured first consult you?
m 2" o EERERABRREE NREZHER?
Day H Month B Year &£

2. When were you first consulted for this illness?

REABRGAEREREAE T REZEM?

What were the symptoms?

RIRAZIFEH

How long had the symptoms been present?

ZRBEETZA ?

3. Has the Insured previously suffered from this illness or
any related conditions? O Yes2

RRARSBEREZRE ?

O No&E

If “yes”, please give the resulting diagnosis and dates of ~ The resulting diagnosis s¥4l2 Bi#& R

consultations

m ‘R AR ER R R A -

Day H Month B Year 4
Day H Month B Year
4. On which date was the diagnosis made?
BRERF2AFERES ?
Day H Month B Year
On which date was the Insured first made aware of it?
ZRAAIRE RAEBRER 22 ?
5. s there anything in the Insured’s family history which
would have increased the risk of this illness? ©® Yes2 O No&E
ZHRAZKEREZTIEMZHRAZ LR EE ?
If yes, please provide details.
ME - BRHFE o
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6.

Is the Insured a smoker?

RRARSBREAL?

If “Yes”, what is his/her smoking habit?
R i/ RIRE R B A ?

O Yes= O No&E

Daily smoking amount & B IRIEH &E:

for how many years? IR EFE 24

Does the Insured have alcohol drinking habit?

RRARSENERE?

If “Yes”, what is his/her drinking habit?
R/ MEER B A ?

O VYesE O No#E

Daily alcohol consumption & BEUEEE:

for how many years? EUEEEL:

Does the Insured have any drug addiction?

RIRABDEY R ?

If “Yes”, what is his/her drug addition?
R /MR B AR ?

O Yesz2

Name and type of drug 24 @18 K 2 1&:

O No&

for how many years? [REZEY)FE:

OTHER/ADDITIONAL INFORMATION ELft/HihnE
1. Please provide names, addresses and dates of doctors and hospitals which the Insured was referred and/or admitted to. FHIRHZHRA G K

ML ZFFEBE MR B R Bt -

Name(s)

BAME

Name of Hospital (s)
BizaE

Address
ik

DETAILS OF THE INSURED'’S ILLNESS Z{REABRZ LS

1.

Please provide full and exact details of the diagnosis and
the site involved and the precise histology of the tumour.

RESRAZFIADEEREFE > SEZEE o RE
Tu%)i’zmﬁiﬁ’@m BT ©

Is the diagnosis confirmed with histological examination? o
O Yes &

S TR T ? O No&

If “yes”, please provide type and date of histological The type of histological examination J5

examination performed:

m 2 o AREFERES T BRI R ETHER

D T2 255

Day H Month B Year £

If histological examination is not done, what is the
reason?

ERBETREDN  REAM?

Histological result FI2D T4

(a) Is the histological result carcinoma-in-situ?

TR 4 RE TR 2 O Yes2

O No&E

(i) If “yes”, please provide type of carcinoma-in-situ and O Cervical intraepithelial neoplasia:

circle the related grading:

m ‘R BERMERAENEE R E AR

ODHK-CI-CM-CDC-202201

grade | (CIN 1)/ grade Il (CIN 1)/ grade Il (CIN 111)

FTEERBAMEE  F ISR/ FIRR/FE=REE
O Prostatic intraepithelial neoplasia:

grade | (CIN 1)/ grade Il (CIN 1)/ grade Il (CIN 111)

BIFIRRRBAMEE | F—PEER/ FPEER/ F=FEER
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O skin carcinoma-in-situ fZ 8 ER1iE

O Others. Please provide details: Efth. s512 8¢5

ii) Is carcinoma-in-situ confirmed by a biopsy?
(i) Y psy O Yes & O

| rarin-si L No 2
B RS M E AR 7 0 &H

If yes, please provide biopsy report. 1 “B” - FRHEESEBERS

(b) Is there uncontrolled growth of malignant cells?

ERA T TR ER ? O YesHr O NoB

(c) Is there any clear stromal invasion of malignant cells?

RS TR A (2R ? O Yesh O Noi#

(d) What is the staging of the cancer according to the
TNM classification system? (For Chronic Lymphocytic
Leukemia, please state the RAI Stage.)
RIBTNMETARRAR | ILEREBI I —FEEL 7 (IBIEMHE
M B ME, BIFETIEERAIARR © )

(e)ls there any distant metastasis?

ERE SRR EE MRS ? O VYes’ O No®H

If yes, any identified secondary site?

ME > ERSRIERRERE ?

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

ERRMFAZERE - INEEBRERS - MRSTRE - XHHRE - BiEH - 88K > BN > 088 » REMERRESE > HETE

BB o

3. What s the nature of treatment? O surgical 4MIFAT
ZRABRZH—EARE?
O Radiotherapy Hkgti4s4%E

O chemotherapy {62245
O Palliative Treatment £&F034 %

[0 Others. Please specify: Efth » 55588 :

Please provide details of procedure(s):

BlRMIGERZFE

4. Whether HIV Infection is present in the Insured

N
SENETHRABEEHRSHS (HV) 2 O Yesh O NoA

If yes, please give details:

WA > SFERMHEFS

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

BYIARMRAR R LHFERARNEMETEER o

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

BREEMBMEZAREBREZER
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| / We declare that all information given is accurate and true to the best of my/our knowledge and belief.

BN/ BPBBREN RPN REFEETNE B EAMNREZEERERE -

Personal Data Collection and Use {BABERUERKERA

Please read our Company’s Personal Information Collection Statement (‘PICS”) before you sign this Certificate. The latest version of PICS is
made available at https://odhk.blob.core.windows.net/common/Personal-Information-Collection-Statement.pdf

ERZENBLERER  BAMBEEAATNEABRERRA - KABRFTRAMEABRUERRRILTEH

https://odhk.blob.core.windows.net/common/Personal-Information-Collection-Statement.pdf °

All the personal data and information contained in this Confidential Medical Certificate will be used by us for the processing of the Insured’s
claim(s) and will be utilized in accordance with our PICS. By asking you to fill in this Certificate, the Insured/Policyholder has given you express
consent to release his/her personal data and other information to our Company.

FREE AR EME S I EREWEMSHNENFERRMANEERRAZRERE > MEAMTIRBEABHKEBRERZLEEN - 24
NREFAEAUAB TEZERERBBEERS - RTZARA/REFAEAEREE TRILREEEM/MIEAZREMER FARF -

Day H Month A Year £
Signature and official chop FE K2 £/ Date signed 25 HHA
Name of doctor and qualification &4 4433 K BEEA 1R
Address it Telephone number §48 855
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