[ OneDegree

CONFIDENTIAL MEDICAL CERTIFICATE BX k%

CRITICAL ILLNESS - First Heart Attack / Less Severe Heart Disease
iR -BROEER | REREEOHEZER

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

Policy No.
TREBSRES

Name of Insured

RIRAIHE

HKID Card No.
B ERES

General Information —f§E& ¥}

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

ETREXRABERSZBE?

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

m R FRRRABREAB TRZZAA?

O Yes2

Day H Month B

@ No &

Year &

2. When were you first consulted for this illness?

REABRAEREREAE T REZEM?

What were the symptoms?

RIRAZIFEH

How long had the symptoms been present?

ZRBEETZA ?

Day H Month B

Year &

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

RRARSBEREZRE ?

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

m ‘R AR SRR A -

O Yes2

Q No &

The resulting diagnosis S£4H2 4t 52

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 220 ?
5. s there anything in the Insured’s family history which
would have increased the risk of this illness? @ Yes & O No &

RIRAZRERERSEMZRAB LIRS ?

If yes, please provide details.

mE > FRMEFS o
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6. Isthe Insured a smoker?

RRARSREAL?

If “Yes”, what is his/her smoking habit?

m R/ tBIRIER B 2

O Yes =& O NoZE

Daily smoking amount & HIRIEH &:

for how many years? IR EFEEL:

7. Does the Insured have alcohol drinking habit?
RRARTESERBERE?

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

O Yes2 O NoE

Daily alcohol consumption & BEUEEE:

for how many years? EUEEEL:

g. Does the Insured have any drug addiction?

RIRABDEY AR ?

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

Q Yes =& O NoE&E

Name and type of drug 254 28 K 2 7&:

for how many years? [REZEY)FE:

OTHER/ADDITIONAL INFORMATION E fth/pnE il

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

ML ZFFEBE MR B R Bt

Name(s) Name of Hospital (s)

BAME Biraia

Address
ik

DETAILS OF THE INSURED’S ILLNESS Z{RAfRRZF15

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

BIRMERIRAZFIE S EEREFE o

2. Please describe the attack ;53 A RSB T

i. Date of Attack.

Jm s H EA

ii. Was it a case of angina?
ZERZEORSE?

iii. Was there a history of typical chest pain?
BERINMERE ?

If “yes”, please give details of the history.

m “F” o ERMEEFMRE o

iv. Was there death of a portion of heart muscle resulted?

BESI B ENPIIESE ?

If “yes”, was it caused by surgical or invasive procedure to
the heart or the coronary arteries? Or, other causes?

Please specify.

DN RIEE RS EE OSSR BIKE TR E MR

FHAZFE ? RHEMREEE ? 55588

Day H Month B Year

O Yes2 O No&

O VYesZ O No&

O VYes= O NoZ&E

v. Was there elevation of cardiac enzymes or Troponin?

ONBEEROIEREE BT ?
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O Yesh’ O No®E

OneDegree Hong Kong Limited 20f4



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

m “F” o BAREBRZERAPRER - BET T ESRNLE - BIILHMAELER

Date(s) Test done Results
HHA FREZ 1658 ER
Day H Month A Year £
Day H Month A Year £
Day H Month A Year £

vi. (@) Were there new characteristic ECG changes
indicating acute myocardial infarction at the time of the

relevant cardiac incident? O Yes 2 O No &
EREREOESHREROEBE TR E SO IEE
R EME ?

(b) Were there new ECG changes indicating insufficient
blood supply to the heart muscle at the time of the

relevant cardiac incident? O Yes & O No &
RO ESTRB O EBEA THANE - BB OENA

MRHERE ?

If any of the above is “yes”, please give details of the

changes.

MU EERERED B o BROUAME(ZFE -

3. Was there history of any past cardiac symptoms or heart
attack prior to this incident. O Yes & O No &
LEEHRIRE A DEREEONEERNRE ?

If so, please give details.

mE o FREEFE -

4. For cases with insertion of cardiac pacemaker or defibrillator &4& A 0\l 4B 18 28 51 fR 4 BA 22 AU (B 2=

i. Did the Insured experience serious cardiac arrhythmia?

Yes No 3%
ERABSEERELRES ? O Yes# O Nk
ii. Was a cardiac pacemaker or defibrillator inserted? .
N . Yes B No &
BEHEAL RS RS 7 O O Mo
Please give details. 41 “B” - :AiRfs¥E © Date of surgery /i 58
Day H Month B Year &

The hospital where the surgery was performed: 17 F7HIBE 5 :

Name of Surgeon FFifE&4 :
iii. Was the insertion of cardiac pacemaker or defibrillator
certified as medically necessary by a cardiologist?

. e - . N Yes = No &
EAORES ST AEEE SN RSN EETAE O = © -
BE

. . . Name 2%
Please give the Name and Address of the cardiologist if it
is not the undersigned
EIFRERIRIE BERRSZW > FiREZERNEBE um——

Y2 e ik o
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5. Please enclose copies of all reports including resting ECGs, exercise stress tests, enzymes assays, isotope studies, imaging
(echocardiograms), coronary angiography and any relevant hospital reports that are available.
BIRMAEREEEOEER - EFOEE - DIBERLE - BURER - RS (WEEER) - SRBREXIRERES > HEFTFHEN
BhiRe o

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

BYIARMRAR R LHFERARNEMETEER o

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

BREEMBMEZARERBEZER

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

FEN/RPEREN RPN RERFETNE - BERAFNEFIEEFERHEEE -

Personal Data Collection and Use {BAERUERKERA

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

ERZEWBLERER » BAMBEEAATNEABRERR « XABRITRAMEABRUERRRILTE

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 BB REWEMSHNEMFERRMANEERRAZRERE » MEAMTIRBEABHKEEBRERZLEEN - 2R
NREFAEAUAB TEZRERBILBEERS - RTZARA/REFAEAEREETRILREEEM/MIEAZTRAEMER FART -

Day H Month A Year £
Signature and official chop FE K2 £/ Date signed 25 HHA
Name of doctor and qualification B84 4t 2 K B ER 1%
Address it Telephone number H48 855
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