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Zurich HealthTotal Critical lllness

Insurance Plan Medical Questionnaire

BRIl (222 | BRI EIEREE

For more than one insured person apply use only.

REER—RIZRARBRER -

Please note that this medical questionnaire will form part of the Zurich HealthTotal Critical lliness Insurance Plan Enrollment Form.
It B RS R [ 28 22 | TR R EIRARRBH —FD -

Enquiry no. B 5% © +852 2903 9391 Fax {£E : +852 2968 0639

Please tick the appropriate box and * delete whichever is inappropriate. & #8877 #& K7 * SRl = @A & -

Please complete in BLOCK LETTERS. &5 LAZESCIF R A B4R ©

Name of Insured Person Name of Proposer

ERAES BARALES

e N

Health question B &%
Part A - General medical information B - —fREEE ¥

pER

1 Please provide details for your family doctor / treating medical practitioner :EIR{EREE /T2 EEE R

Name #£%

Address HiiF

Telephone &3

2 Have you gained/lost weight of 10lb (4.5kg) or more in the last 12 months? If yes, please give reason and exact figure.
ETHEERREBET EAREMSR 108 (45 AT) AL - ER] - FHAREE NSRS v EERRA -
Exact figure gained/lost* FEE N /i * 2 EE kg AT/ Ib %

Reason R &A

3 Do you drink alcohol? If yes, please specify type of drink (e.g. beer, wine, spirit etc. ) and your weekly consumption.
HTRAGHAEERG P ER]  FFARmEE (Plneh 885  2U8%) RERGA=Z -

Type of drink 2k B8 Weekly consumption &8 &k F & ml =F+
4 Do you smoke or have you ever smoked any cigarettes? If yes, please state details.
FTIREERE?E -] FLATAREHE -
Consumption /& £ & pieces/day X /&K foriE years F
If you have ceased smoking, please state when and for what reason

METEFIERE - FEAREES -
Date ceased /& H & (DD/MM/YY B /A /%) and reason M JRE
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Part B - Medical history Z3f - 5 &
(1) For all insured persons BRRFIEZHEA

Have you ever been or are you currently taking any medication prescribed for more than 14 days or drugs such as
stimulants, hallucinogens, narcotics or other controlled substance other than prescribed by a medical practitioner, or are
you currently being or been counselled or treated for excessive use of alcohol or drugs? If yes, please state details.

BTREEYS / EERAEMAEELS BB TR EY X E I M R T E | S mEEa - R - fiE

BE S2EE/TERMBERSMEIWHIEIAR? B2 BREFS -
Details
EdE

OILE:

Have any of your natural parents, brothers or sisters suffered from heart disease, stroke, hypertension, diabetes, kidney
disease, mental disorder, hepatitis (or is a hepatitis carrier), cancer or any hereditary disease? If yes, please state details.
BTSSR AKRER § B _ EERVORRE - & - SIE - #EKE - BR - BeRE - L (SRR
&) EENEMEER VAR FERHEFS -

Details

G

Other than medical test(s) required by an employer or insurer, have you ever undergone or been recommended by a
medical practitioner any medical test, such as blood test(s), x-ray, electrocardiogram, ultrasonogram, CT scan, biopsy or
other investigations in the past 5 years? If yes, please provide details and reports.
FRTEESRBAFIEE 2 BRREIN - M TEES BEBETFRETINE L RHETIMNERRSE - SREMNRA
2o Xk LEE - BEE - EiERE  OREARRSEMER BT FREFERRE -

Details

Have you ever suffered from or been treated or do you foresee to consult with a medical practitioner for any of the
following disorders or diseases? If yes, please provide details.
BTREABE L RO R ATERMATHESERRLZ 15[ -] FRHEFS -
(i) The muscular skeletal system (e.g. muscular or bone disorder, spinal problem, arthritis, gout) or other related
symptoms/diseases?
BEERAA RS (YA EENE - AHRE - BEA - BE) SEAM A BRIk SR ?
(i) The respiratory system (e.g. tuberculosis, asthma, chronic bronchitis) or other related symptoms/diseases?
WEIR Fn (A& R - B - B IESCRE R ) SRR B ER SR R ?
(iii) The endocrine system (e.g. diabetes, thyroid disorder) or other related symptoms/diseases?
WD Z A (IFEFR R ~ FOIRAR I RE ) sl EL (b A5 BE eV iR S s 2
The gastro-intestinal tract (e.g. any kind of hepatitis or liver disease, gastric or duodenal ulcer or ulcer of any kind,
haemorrhoids, hernia, gall bladder, bowel) or other related symptoms/diseases?
5B EE (WML SITR - Bsk+=8EES - ERES - BB LR - EE - B siEMABENERESRR ?
(v) Breast or genitor-urinary organs (e.g. any disease of the kidneys or bladder) or other related symptoms/diseases?

AE SRR E (MER B BRI ) s H A BB SR ?

=

(iv

=

(vi
blood pressure, stroke, varicose veins, rheumatic fever) or blood (e.g. anaemia, haemophilia) or other related
symptoms/diseases?

OB DIE  EIRRSE (LESE - DEEEIRRERE - ORE - SIE - RE - ARG - BURRY) sk (8
M~ MAR) sEADE e BRSO R ?

(vii) The nervous system, mental disorder or psychiatric problem or brain function disorder (e.g. dizziness, epilepsy,
paralysis, anxiety) or other related symptoms/diseases?

ISR - BRRE - B me ST ae R (e ~ Ff - 2R - %) siE A BH B SRR ?

(viii)Impairment of the eyes / ears / nose (e.g. cataracts, ear infections, tonsillitis) or other related symptoms/diseases?

R EH - S8R5 (WARE - BERE - RRA) SR B BEERSRR ?

(ix) Tumor, cyst, lump, growth, cancer or malignant tumor or other related symptoms/diseases?
fERE - BAE - ELE B R BUEREME EOEIRSRR ?

(x) Venereal disease, AIDS, AIDS related conditions, any blood test for HIV virus?

MR~ Bs - BEERARNRRE - BT ERRSIRAIR ?

Details

]

The heart or cardiovascular or circulatory system (e.g. chest pain, any disorder of the heart or arteries, murmur, raised

000000

OO OO0 O

Are there any health or physical conditions in the last 5 years not mentioned above which may affect your well being?
If yes, please state details.

ETIRBERFARE BEEMALRRERNBRESFEINR 2EZ] - BRI -

Details

=15
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Part B - Medical history (continued) Z & - % & (&)
() For insured person under the age of 2 years REBARBMEATHZRA :

10 Weight at birth kg/ Ib
HAEr NI %

11 Has the proposed insured person been confined in hospital for more than 5 days? If yes, please state details.
BHAER - IRRABRBEBLEXR - FRMFS -

Details

¥\

ere there any birth difficulties, congenital deformities, lack of physical or mental development or Down’s syndrome? If
yes, please state details.

R GHRHE ERMRERY  RZ EFERIOEERIBRESESHMR P ETR] - BIRMHFS -

Details

=15

O O

(Il) For female insured person only REARLZHZRA :

13 Are you now pregnant? If yes, please state the expected delivery date.
MTREEREER Y EI =] FrAEES -
The expected delivery date JBEH A

14 Have you ever had any complications during pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes,
hypertension, protein in urine etc.)? If yes, please state details.
HTRESRERSAEME AR EE (BN - HRER - aE ERKRE)E[-] - FiRHEFE -
Details
15

O Omws

15 Have you ever had or been told to have, or been treated for any disease/disorder of, or are you intending to have any

tests/investigations/treatment of the breast (e.g. mammogram, an ultrasound or surgery, etc ) or the cervix or uterus (e.g. :

a pap smear, cone biopsy, colposcopy or ultrasound, etc)? If yes, please state details.

T AT R R RER R ERISRRETARARS (PIMILE XK - BERLFNE) AhT SEKT ERFEDAS

BEomE (flanaKamah - AR R RS  RERIHBERRESE)EIR] - BRHFE -
Details
L

O

Part C - Personal insurance information BEp - AAREE R

16 Are you having any personal accident insurance, individual medical insurance, hospital cash insurance or critical illness
insurance with Zurich Insurance Company Ltd or any other insurer(s)? If yes, please state the policy no., benefits type,
the sum insured and the company name of the insurer (including Zurich Insurance Company Ltd).

BT RS AR R ER QA S EMRBARRRZEARN  AARER  ERBESIBHRRE VEE]
BIRMMRESRNS  REIEA - RERRBAFEE (BEHRZEREERAR)

Details

B

17 For policies stated in question 16, are you currently making a claim for accident, disability, or medical insurance benefit?

If yes, please state details.
R 16FIANRE - BTIRESDETEMNRI  BRAEFRRCRE TSR] FRMftFE -

Details
=¥ \E

insurance, hospital income insurance, or critical illness insurance, or subject to special terms and conditions or additional
premium? If yes, please state details. :
TS GRERRE - ERFIEVEMAT - HAES - BE - (IR S SRR R 35 3T M N Bl R R sk g U iR
Bigwizm B =] - BIREFS -

Details

GG




I/We confirm that all the above information provided by me/us is true, correct and accurate. I/We authorize Zurich Insurance Company Ltd (the
“Company”) to obtain medical information from the insured person’s medical practitioner(s) and I/we agree to supply additional information
relevant to the policy of Zurich HealthTotal Critical lliness Insurance Plan at my/our own expense. I/We understand and agree that this medical
questionnaire will form part of the Zurich HealthTotal Critical lliness Insurance Plan Enrollment Form which constitutes the basis of the contract
between me/us and the Company.

AN/ BERRN LR MEERREEERER - KA /BEFARAAN /EEVFRZBRFERBRAR AR ([EAR)) EEART
RAZBERREWREER - AN/ BENABRMMETE—SRHERE [ 2# 28 |BRRRAHEHLENTANARER - AA/&
SHANLBERSAHRY [ 28 22 | BRARBTIERRRBO D - MAZRERBEBLAA /FEE BRI ZHNANKE -

Signature of proposer
& %K=
BRARE Day H  Month B Year
s L]
H &3
Zurich Insurance Company Ltd (a company incorporated in Switzerland) @

BRI RBARAE (Rin LMKz A 8])

Q_12_2013
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