)/S‘ American International Assurance
Company (Bermuda) Limited

4 I P (Incorporated in Bermuda
with limited liability)

INDIVIDUAL LIFE — OUTPATIENT & DENTAL BENEFITS CLAIM FORM E[&FI52 R FF BB EhsEE O P D

This form is generated via the telephone enquiry system "AlA Enquiry Express" / "EasyTouch" or "AlA Corporate Website" and is applicable to relevant applications.

LERABTHERERE R BRI [ BB RE B IR B AIAR AL HRED - MEFARARIRRES

Policy Number Name of Insured
{RESSRAS SRR
1.D. Card/Passport Number Contact Phone No.
BTEERRS HHEERR
Correspondence Address
SEER b
Agent/Broker's Name Agent/Broker Code
B BTHIER 2 BATHORNS
Agent/Broker's Tel. No. Agency/Broker Name/Area Code /
¥ BASHIMARERE & B/ASHER & gARSE
This case is a AEEA:
[ New Claim 75ag [_] Further Claim mrszy [_]Pending Claim 75:p8sfg [_] Review/Appeal Eii/71%
Are you making any other insurance or comp_ensation claim as a result of this treatment? [INo 5% [IYes &
BRERAE - BT ASAEMRIRA RS RERE? =
If yes, please provide the below information. #0175 , s8Rt F5IEH -
Name of insurance company/organization: Policy No./Membership No.:
RIRARIHIERTE: RE/EBiRR

Any relationship between the Registered Medical Practitioner/ Medical Services Provider and Insured / Claimant / Agent / Broker? If so, please state
the relationship. &1 2 3 ML/ BERRIFIRME LR RARENRIREEB/RIRERLE TMRARK, 5Bz
REASON FOR CONSULTATION FzZBEHA

Please complete questions 1 to 5 if consultation was due to accident Please complete questions 6 to 9 if consultation was due to iliness

HEINZHBH L BIA R MR 155 RimriE AR MR =9
1. Date of accident =4\ H#f | | | | 6. Give a brief description of symptoms RSB RHA
(MMA /DDH / YYYYZ)
2. Where and how did it happen Z4|\MhBER4&E 7. How long have these symptoms existed prior to the first consultation?

FERBEERKREAEFESA?

3. Part of body injured and type of injury =gz Rzt 8. First consultation date for this illness &=7Xgt:2 HEA:
(MMSE/DDH/YYE)
4. Present occupation (if more than one, state all) and exact nature of | 9. The doctors who had seen for this or similar past condition
occupational duties IHig ( ZEEEMETIN ) B RIGS B ALRE A RIERRAEEEN
Name and address of doctor/ hospital Date
5. Name and address of business or employer /A F)&} {83 &8 K&ttt KezHH
BENEFITS TO CLAIM Z={E¥E5!: Please check the appropriate box(es) ZEH4E S ZoFgIE X "5E:
[ | A)OUTPATIENT BENEFITS PgasEzs”
Date of Consultation REZHEH] Claimed Amount
Please check the appropriate box(es) 58S Z2f&3H L X"8E: (MMB /DDH / YYYYZ) HEDEE
[ ] General Practitioner Consultations Z5EFIFIE2 N (1) (2) (3) $
[] Specialist Practitioner Consultations ZF}FI522458 1 (2) (3) $
[] Diagnostic Procedures and Laboratory Tests* $ETf2R BZ{LEAZ=RIG" (1) 2) (3) $
[] Prescribed Medicine and Drugs” Bg7/5%&4)" (1) 2) 3) $
[_] Alternative Treatment ( including medical treatment performed by Chinese Medicine|(1) 2) 3) $
Practitioner, Physiotherapist and Chiropractor)
BREEREERTE « YERAER  FEISHESETZEEAE)
[[] Psychiatric Treatment j&idpanE (1) (2) (3) $
[[] Vaccinations and Health Check-up {EREEHREERE 1) 2) 3) $

"Submitted original receipt(s) must be bearing with the diagnosis, treatment details and/or type of laboratory test done and is/are certified by the Registered
Medical Practitioner/ Medical Services Provider. 183z IEANIHE AN E R B4/ R RFFIR MM EIR SRR - ARFERSLBEAGIEE -

* Please attach with the doctor’s referral letter. :5:E R4 T NSIES ©

APlease attach with the prescription which is prescribed by the Registered Medical Practitioner or Specialist. ;5B R MEE BRI L RH 2R TIER

|| B)DENTAL BENEFITS ZFfim%s"

Date of Consultation K32 HE] Claimed Amount
Procedures I5H (MMB /DDH / YYYYZ) RELE
1. $
2 $
3. $

*Submitted original receipt(s) must be bearing with the type of treatment, tooth (#) treated, i.e. which tooth is treated, and reason of treatment must be given and
is/are certified by the Dentist. 12322 IEAUHEIAERI B R EIACREES AR BEUE/ BRI B UEESAENRR -
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Policy Number {RE55E

DECLARATION AND AUTHORIZATION =R K i%4E

|I/We DECLARE that the answers given above are true and complete and I/we have already paid in full to the attending physicians for the medical expenses specified on the receipts which I/We

am/are now submitting to American International Assurance Company, Limited/American International Assurance Co. (Bermuda) Limited (hereinafter called "AIA/AIAB", whichever is applicable).

I/We understand that the claims against this Basic Policy and its Supplementary Contracts are assessed independently of each other and it may lead to different claim decisions.

ANEPIRERY B -REEATEMAMKRERE XAEEZHRBERAR/EERHRE ( BFE) BRAR (UTHELBEE  RAEEEME) EZZEBIRANEM B

o BIEAEC BRERESEHMA - FAFFIREERIEH R (R E R EMTINSZHIRT1E H 2 FRIEI S S b ERIETE R AT BE BT R 2 B AR -

1/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. I/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. I/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.

ANFEFIRERLFBRIEREEER 7R - RIE - G577 B BRR/EILARBEEATINE - REN - BRI RARTEE L ARG Z EMBRA N EPINEAE e EH it

BRAANBEMORESBEER - BERE - B2 ERRBITEUPBERAESANEMEEMEMRERMEHZER - RNMBSIRMEM @S BORISSER AN - BEEH -

BERIZHR/EEA N2 B - ANBRMIBEERYRBRFHERAIRELBERGBRNEEEANEBERRE ) RPIGEMNRPIFHRZ(RE)SIBIMIA L - ERER/EHE R/

ENE=HBEBLTRABERREEATAR  RAMNTEGS/HME R2EIEAR - SRMERMHEHEREZAR)ER  BE  BEIESEAANREMZBEASEMER - BIELL

LI AR R/EAIRGEISHEE R - BIFTH - BRERE  ERRIFEMET B - BH  (REEMRE - ANEMBAIANEMFEALBRGERRPEENRFHRBEFRE

BEANFEMERNEAEY - BRERETREHRBEMN—BEFRBPOME - ERNEMTBRSILZBRBOHEERSTY - ANEMFRLERBNEBERE - MANEPEA

BEMEHEFNABERBZPREENNIEHRERRE  TEHEHRRRERAL/MIEESE -

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.

ANFHPIEIRAE:

a. fETHESHEEANBIRENZ I  HREEHE - BB (EAHER ) 2318 © RRAOR - MBS E ARSI RE A AR NBEIIREAZAZEE  ERSAL AX
gg%iﬁ?ﬁﬁﬁﬁﬂ » TEHIE - BMEARN/BEFYRRASECESRKAES - IR EMAFEERNN  MANBEPIVREAZBENREEATTEZIUEEIIR - LIRS 2 EARRIAR

b.  EIBRIGEEATHIRA 2 B B B B ALERAT - AN/ HPIARRAETTANE 2 BT R AlE, - WA NP RA Z BRADE TR RS - (FAREARBRARE I AMNEHESE -
TSHIE - b LEREEE - AIATR - BERRRARZMARR,  #RE - BEfTIEEAR  BARSRRAARRAENRZIAS  RERRAEHIENEY S8 o TREARERZE

B8 -

Check Settlement Option ZREEHT5E [ ] Hong Kong Dollar &3t [ ] Policy Currency {REESHS

a. I/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.  I/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.  AANFEMPAMEREFSZHIBHIRBREEH ENMBEMRHZ I (NER ) iRz BREEER%E - AL REEELUSEHNREGEBLUMIER (“BIZEE) /FAIER
AL FFISNE M DB R IBRGEYISFTIR M Z RS -

b.  ANHFIFAARRAEMANFEPREZEARE TAEHOFISFIAL EEEY T ANBPIRERERTHRIGER  MZEREEHEERIESKIBELBRBAEERIRRMET -

Important Note ;IZ=Ig

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’s “Claims Document Checklist”.

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

a.  BEEEEEIPREARERE  FLRBEREEREE—IES - BRPEREMEES I  F2HLRBZ REXHRER" -

b. IIEFEREEEMESENERI - 40 : BIh (R B  BRE  HASITEEREHRMARERERIENAEER -

Signature of Witness Signature of Insured/Claimant
EHIN - ELINEEIN -

(Please do not sign on blank form and use the signature on our file. 35)EZCHRRLHE & WhE
RERRRERFE )

Name Name

23S 23S

Date 1.D. Card/Passport Number Date
HE3 55338/ RS =E:L]

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.
LA RIREEWAHZFEARE  BEXRANE - AT RERR/IAFEEARE -
Please complete the following information if the signature is not given by the Insured. BZFHEEIEZEA » FEB TIIEF -

Name of Insured Relationship with the Insured
ZRAE BRRRARRR
(Please provide documentary proof for the relationship. E123ZRIREERAS 1 - )
Countersign by Agency Leader Date
EEBITBER BER

CLAIMS DOCUMENT CHECKLIST HFEX{BER

Please tick against the Required Documents submitted with this application form. If you want to get back the Original Medical Receipt(s) / Sick Leave Certificate(s) submitted, please also
complete the "Request for Return of Original Document(s)" Form. 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.

SEHNERIEFRARIRZ AR A AR A B L XS5 o AIAGREE( 2322 IEABBRIIERRAIAE - F—HHEX " REIEAX# ) RERE - ERMARTEANELE T 2BERFERESH M A LR
|INEH - BB TR ERKREHNRIZER/IR SRR - RRINGMEHNTN - BERZNELNBEEER -

Document Type 3X{#3aR]

["] Owner's ID Copy (if not provided previously) {REHFH ARS D BRIAGNLIFIZEIR)

["] Documentary proof for the relationship of the Insured’s parent/legal guardian (if not provided previously) R A B% R/& %858 A 2 RIR SIS 4 (A LR H183Y)

[[] sick Leave Certificate with Diagnosis (Period: From To ) FIB2ERIRR 2 /RIS (FFEY:H E )
[] Original Medical/Hospital Receipts and Statement of Charges (Claimed Amt: BEfw  BERRUIB/INBEIFA (RELE: )

[[] Physiotherapy / Occupational Report #/J¥8 4/ x/Hi 4 AR &

[[] Compensation Breakdown from other Insurer/Party EL{th{RR& /A ) S iHE 2 B e E 5=

[[]Request for Return of Original Document(s) (OPUAIF28) SEREITEAI {4 FRzEZR+E (OPUAIF28)

[[] Individual Life & Group Claims Arrangement Form (OPCLMF61)35k: & Ma4 A {8 % HE 4% (OPCLMF61)

[[] Doctor's referral for Specialist or theraputic treatment ZF:}B& 4 s 45 I AR E#N S

["] Laboratory, X-Ray, CT Scan, MRI Report(s) 1k&k « X-¥¢ « BEIRH - BHLERE

[] Others, please specify: Hith, F55198:
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