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Name of the Critical illness you are Claiming for.
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Describe the symptom from date of onset.
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How long have you been having these symptoms from the date of your first consultation.
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Date of first consultation.
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The name, address and contact phone number of the doctor you first consulted for this illness.
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Record of Medical Consultation / Hospitalization
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The name, address and contact phone number of your regular doctor.
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Please give below the details of any doctor(s) who have been consulted in connection with this illness.
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Please give below the details of any Hospitalization in connection with this illness.
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Are these any other illnesses/complaints treated for or suffered by you prior to the critical illness you are claiming for? If so, please give full details.
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Have any your blood relatives suffered from a similar or related illness? If yes, please give full details.
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Have any your blood relatives suffered from a similar or related illness? If yes, please give full details.
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Witness Signature of Insured / Claimant Witness
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I hereby authorize any doctor, hospital, clinic, insurance company or other organization, institution or person that has any records or knowledge of me or my
health, to disclose to the AIA Company Limited or its representative any and all information about me with reference to my health and medical history and any
hospitalization, advice, treatment, disease or ailment. This authorization shall irrevocably bind my successors and assign and remain valid, notwithstanding my death

or incapacity and a copy of this authorization shall be as effective and valid as the original.
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Must be completed for all critical illness to be claimed by Doctor at insured’s expense
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Part II General Information
e e Details of “YES”
a. Are you the Insured’s usual medical physician? O O etails _0 ] answers.
S—— N od d q " (Include diagnosis, dates, duration and
§7, over what period do your records extend? names and addresses of all attending
physicians and medical facilities)
b. When were you first consulted for this illness?
What were the symptoms and at that time how long had they been present? MM/DD/YY
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c. Has the Insured previously suffered from the illness or any related condition? O O
If “YES”, please give dates of consultations and the resulting diagnosis.
d. On which date was the diagnosis made?
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e. Is there anything in the Insured’s family history which would have increased O O

the risk of illness.

Details of Diagnosis
Please provide full and exact details of the diagnosis.

Other/Additional Information

Please provide names, addresses and dates of doctors and hospitals, which the Insured has been referred and/or admitted to.




