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CRITICAL ILLNESS CLAIM FORM 1 < (RS B (K ER 5

Agency Name / Area Code
EBARER / BEwR

American International Assurance
Company (Bermuda) Limited
(Incorporated in Bermuda

with limited liability)

Representative Name / Code

EBRRER / RR

Broker/IFA Name / Code
{RIGERR /12 B RAR R TE/ fmoiE

Contact Phone No.

BRI

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) $—5{% (AR A BREAEE)

Policy No. {REESEHS

Name of Insured 2R A%

A New Claim & /x31&
A Further Claim B x&E
O Review / Appeal Eitt/ B

I.D. Card/Passport No. §4):%/:&RB5EHE

Contact Phone No. B#i&EEESE1E

Correspondence Address B#&tthit

NATURE OF CLAIM AND RELATED DETAILS BB+ E RERIEH :

1.

Name the critical illness you are claiming for
FRAEREE R 21

1.

Date of first consultation

BXCKZHE

(MM B/

DD H/ YYYY &)

Describe the symptoms from date of onset

Sl 3 B RERT B 2 — iRt

The name, address and contact phone no. of
the doctor you first consulted for this iliness

ERALRTRD 2 B S - i RBHEBE

How long have you been having these
symptoms from the date of your first
consultation?

BTEEXKZEE  UENRHEESFESA?

The name, address and contact phone no. of
your regular doctor

BTERERECEENR » i REHEERE

This form is applicable for making claims against the policies issued by American International Assurance Company, Limited /

American International Assurance Company (Bermuda) Limited (hereinafter called “AlA/AIAB”, whichever is applicable).
tEFRARBE A XA FBRIGEHRA R/ EBAFHRE (BRE) BRAR

 IRAEEATE) &R REMNREHE -

(LUTRSTE  “RIBRE
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Policy Number {REE 5B

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION &1 2 RZ R (EFiectk -

7. Please give below the details of any doctor(s) who have been consulted in connection with this iliness.

IR B DAL BRI B EEN -

Name Address Date (MM/DD/YYYY)
e pachily ke2HE (B/B/E)
a.
b.
c.

8. Please give below the details of any hospitalization in connection with this illness.

RIR BN AR ERRACER

Name of Hospital Date of Admission (MM/DD/YYYY) Date of Discharge (MM/DD/YYYY)
Bt ABRHE (B/H/%) HifcHH (B/B/%F)
a.
b.
c.
GENERAL Hfth&#:

9. Have any of your blood relatives suffered from a similar or related illness? If “yes”, please state.

EREBHELSEAMERNABRzEE M B - FEE MR-

Relationship of Relative Nature of lliness Date lliness Diagnosed (MM/DD/YYYY)
B ERAR fe AR 2EnB8 (B/B/F)
a.
b.
c.

10. Are there any other illnesses/complaints treated for or suffered by you prior to this critical illness you are claiming for? If

so, please give full details.
ATERERRFRRECRRIEREBHERR M F - FICERENFER -

Name of Hospital Date of Admission (MM/DD/YYYY) Date of Discharge (MM/DD/YYYY)
EfraiE ABRBHE (B/H/F) HikEHE (B/B/F)
a.
b.
c.

11. Are you insured for similar benefits with any other Company? If “yes”, please state.
MTEGEHEARRBRLUEERERE 20 “F" » FHEE W -

Name of Insurer Type / Amount of Benefit Policy Number
boid NI L1 BARFER/£%8 {REESRES
a.
b.
c.
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Policy Number {REE 5B

AMERICAN INTERNATIONAL ASSURANCE COMPANY (BERMUDA) LIMITED
EEEFHRE (BFRE) BRAR
AMERICAN INTERNATIONAL ASSURANCE COMPANY, LIMITED
XERFHRBRAERAF)

(hereinafter called “AIA/AIAB”, whichever is applicable LI F§#E “&F R - iB{AEE@AME)

DECLARATION AND AUTHORIZATION %A &84

I//We DECLARE that the answers given above are true and complete.

AN/ BPIRBRL - B—1REEXATEMNERE -

I/We DECLARE and AGREE that any personal data and other information relating to me/us or my/our policy(ies) or investments contained in this application or
collected, obtained, compiled or held by AIA/AIAB by any means from time to time may be used, maintained, processed, stored, transferred, disclosed and/or shared
by AIA/AIAB for the purposes of processing, administering, implementing and effecting the requests or transactions contemplated in this application or any other
applications made by me/us from time to time, promoting or providing subsequent or other services or products to me/us, direct marketing, data matching and/or
communicating with me/us. 1/We further DECLARE and AGREE that AIA/AIAB may transfer, disclose, grant access of or share such personal data and other
information to or with individuals, entities and/or organizations associated with AIA/AIAB and/or to or with third parties (including, without limitation, reinsurance
companies, claims investigation companies, industry associations or federations, fund management companies, financial institutions, or service providers) selected by
AIA/AIAB, in each case whether within or outside of Hong Kong (applicable to policies issued in Hong Kong)/Macau (applicable to policies issued in Macau), for any
of the aforesaid purposes and/or for the purposes of providing administrative, data processing, data maintenance or storage, telecommunications, computer, payment
or other services to AIA/AIAB in connection with the operation of its business. 1/We understand that I/we have the right to obtain access to and to request correction
of my/our personal data held or controlled by AIA/AIAB. Such request can be made to any of AIA/AIAB's Customer Service Centres. If I/we do not wish to receive
marketing information or materials, I/we will send an opt-out notice to AIA/AIAB, in which case my/our personal data and other information would be included in a
centralized customer opt-out list that may be shared amongst AIA/AIAB's associated partners for reference.

AAN/BFRBAARBEABREAER « RE - RIE - /77  BX  ERR/ALARIMBARMATIE « REL - BIPaREE L RFBRTEEEE R EIGZ E BRI
AN/HPIEAER S EMERAA/FMNEREREEEN - AERE 818 FERETEUBHERMEATAN /BT MEMPERAIREZER - RNMEE
RUEMANEMRRBSERTAA/BEM - EEEH - BRI R/EMEAN/ BPIZBE - AN/BRERPLRZERFFEE A mELBREERNEE CER
REBERZRE ) /RF GERARRMERZRE ) SEI/MIAL - BRER/SMIER/SHEAHENE =B (BRI TIRABRGERBEREAR - REMNITER
B/ME - A2EEAR - SRMERREMBRREZ AR ES B  REIGHHEARA/AEFCBEAREMEY  BENEIBHZBER/SEFRBEBEEL
F o BFETH - ERRIE - ERHRFERETT  BaR - B - (RS EHMRTE - AA/BRMBREAN/BPIEEALIMRRER R RFEE ARG TR EIREAN/
BRERANEAEN - BRENPFERREIBERBEM—REESREPOHE - BAN/HFITBREIRFREHEER ST AN/ BFIERHERBNLHBERE
AN/ BEPIRBEAREMEREEFREF R PREERIFBRERRE  TEHEHERBREMAL/EEESE -

I/We hereby irrevocably authorize:

a.  any organization, institution, or individual that has any record or knowledge of my/our/the Insured's employment, sick leave records, accident or loss details (of
any sorts), health, medical history or any treatment or advice, that when requested by an authorized representative of AIA/AIAB may disclose any such
information. This authorization shall bind my/our/the Insured's successors and assigns and remain valid notwithstanding my/our/the Insured's death or
incapacity in so far as legally possible. A photocopy of this authorization shall be as valid as the original.

b.  AIA/AIAB or any of its approved medical examiners or laboratories to perform the necessary medical assessment and tests to underwrite and evaluate
my/our/the Insured's health status in relation to this application and any claim arising therefrom. These tests may include, but are not limited to, tests for
cholesterol and related blood lipids, diabetes, liver or kidney disorders, acquired immunodeficiency syndrome (AIDS), infection by any human immunodeficiency
virus (HIV), immune disorder or the presence of medications, drugs, nicotine or their metabolites.

AN/ HAPELRRE

a.  (HAMEBREEAAN/BP/BRANZTIE - HFRa28E - BIMEEK (BRI ) 25305 - BB © REBSEARS AR R D BB AR A/ HF/ RN
R E  BREAL AAHRBEBREREN  TERE - BMEAAN/RF/BEATLCSRERED  REENATFEEENN - MAN/BF/HEEAZ
HBAANREZEATERIREENR - WEEEZEAMBIARBER -

b.  RIRMEUEMEE RIS BENLERRT - BAN/HEP/BEAETHAEZERTERAR - WHAN/BF/HEAZERINGETEZRTMM > FAREA
RFEREAE BRANEESE - TEHE - bFLMEEE  BUTRY - BEERERMMASR « ¥R - BEFIEEAE « BHREBRARBRENRE
RS RERGAENEAREY 5L BT RARERZEES(LE -

Check Settlement Option 5 ZBZ{E 5% [] Hong Kong Dollar #7t [] Policy Currency {REa &g

a. |/We understand that any benefits payable under the Policy will be paid in the latest policy currency as shown on the Policy Information Page of the Policy or, if
applicable, the appropriate subsequent endorsement. Accordingly, the provision of the option to receive any such benefits in a currency other than the latest
policy currency (the "Opted Currency") is solely a service offered by AIA/AIAB at its discretion.

b. 1/We understand and agree that should I/we opt for payment of any benefits payable under the Policy in the Opted Currency, l/we will bear the necessary
exchange difference, such difference being determined by AIA/AIAB on the basis of AIA/AIAB's internal exchange rates as at the time of the relevant currency
conversion.

a. AA/EFPEMERENRZFIEMRBREGH BafEH AR H T (MNER ) fiBCRBREGHA%E - Rt EHEELUSAPNRESEMUIMIE
w(CRIEEN ) ERNEUEAL SR RSB AB R IBEGEIBATIRALZ R -

b. AAN/EMBPAREENEN/HFIEREMERETAEHMFIRENIEL EEEY T FAA/BFIREAERBNRRER  MZEREEEEHRIREKE
RABEEABEERIREMAETE -

Important Note 3¥=EI1F

a. In order to speed up your claim application, please attach the required claims documents together with this application form. You may check the required
documents as stated in this application form “Claims Document Checklist”.

b. In case you want to claim for other benefits such as disability benefits, you have to complete an appropriate claim form of that respective claim type and file it in
together with the necessary supporting evidence.

a. BEREERIEEENRMERE - FRLERIBERBRREXE—HES - GRPEREMBRET XM - FRRLRIEZ REXESER -

b. MNEEFERBE M ERER - ST - BARITIEE RIE AR E ARSI R R -

Signature of Witness Signature of Insured/Claimant S{® A /ERZE AR E

RIEAEE (Please do not sign on blank form and use the signature on our file
BNEEARELER  UREERREERFESE

Name 4 : Name 4 :
I.D. Card/Passport Number 5435 /:&RB 555 :

Date HEHB: Date HEHB:

This declaration and authorization must be signed by the insured. If the insured is a minor, the insured’s parent/legal guardian can sign on his/her behalf.
IEPARFEEVERRRARES  BERFARNE  AIRRERR/AFEEARE -
Please complete the following information if the signature is not given by the insured. ZEZEZEIESREA - FEBE FIEH -

Name of Insured Z{R A4 (in block letter IF#EE) Relationship with the Insured B35 {F A BATR
(Please provide documentary proof for the relationship. 55123 RIREIRAS{4)
Countersign by Agency Leader Date
SEBLIBER BER
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Policy Number {RE8SEHE

CLAIMS DOCUMENT CHECKLIST H{EX#HRER

Please attach the following documents together with this application form and kindly tick against the documents submitted with

this form. FEAFLERABER LU T XAHER - WHMEZMHRAEL X 5%

a

a

Histopathological Report fRIBI&ERER S

Confidential Medical Certificate for your claimed critical illness or performed surgery fREFZEMNE R BREFMNEEER
FEEE{EEE A RS

Laboratory, Ultrasonogram, X-Ray and/or MRI Report(s) 1b&f « #BEE « X-Y SRR RBIEERS
Hospital Discharge Summary / Sick Leave Certificate with Diagnosis HFr#E#E /71 2 ENsERE 2 R BRALFRE

Patient Card Copy of Consulted Doctor(s) B4 B2 K EIA

We will notify you or our AIA representative/your broker/IFA if we need to obtain extra information from you or from outside
parties to assess your claim. As the time required for obtaining the information is variable, the processing time of your claim

will likely be longer. XA BBMRERLE T 2B ERARCHLMATRIGINER - BRI BME TR RBERAR/ B
{RIRRERS/ AR - RZEIVERIERER  BEFAENBLSNERE -
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