S
Q1%

TOTAL & PERMANENT DISABILITY CLAIM FORM

SEERIKABRKTFRENIRRIHEREE

Agency Name / Area Code
EHRKRER / BERR

Broker/IFA Name / Code
{RIGEARS /1% B RER B/ MR

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

with limited liability)

Representative Name / Code

EBRRUR / WR

Contact Phone No.

R BRI

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) 88— {3 R A BRSEAEE

Policy No. {REE5EHS

BRFEREZRE

A Please apply this claim to all my policies with the same benefit. 510 2 X REFRFEEANRAAR S AR
BZERBEREZRE

A Please apply this claim to the following policy / policies with the same benefit. £ X REBRZRERMR T

Remarks z£:

Please take the appropriate box; otherwise we will apply this claim to all of your policies held with our

Company. F5F#/EEEZE - BRIZIH EIEERNFIEF BTG FIK L EIfFEZ AT B IR IRE o

Name of Insured 2R AR

ID Card / Passport No. 5 4):%/:&RB5E5

Thisis a: EXE :
O New Claim &/x&{E

Contact Phone No. K48 EEEETE

O Further Claim BX 31
O Review / Appeal Eitt/E#;

Correspondence Address Bg#&thtit

QUALIFICATIONS AND EMPLOYMENT PARTICULARS 2R ai ¥ 5415:

1.Your academic qualification, qualified knowledge and

training. BT 22 - FRRI RN R AR -

2.0ccupation (if more than one, state all) and exact nature
of occupational duties before disability.

W (HERMETR ) BURME

3.Name and address of business and employer.

AR EERIE R

4.Did you file a sick leave certificate with your employer?

BEAETETHEERE?

O Yes & O No 88

5.Date you last worked:

REITFEH

(MM /H DD /H YY /)

6.Date you returned to work (If no, then give expected date
of return.)

fAIBFIRIE LI (ANE - WTEfARFr]iRE I (E )

(MM /H DD /H YY /)

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).
LR EB R FRIEERA R/ EBLZF R (BRE) BRAR

(LUFREE “RIBERE
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Policy Number {RE3 5515

PLEASE COMPLETE IF DISABILITY WAS DUE TO ACCIDENT E&E4MiEasEs T /ERE/ 58 :

7. a) D ) : . 7a)
ate and time of accident: | | | |

BN EARERE

am/pm

(MM /8 DD /H YY /4E) 5/ TF

b) Where and how did it happen? b)
BIME R A

c) Part of body injured and type of injury c)

SRR RIGE

PLEASE COMPLETE IF DISABILITY WAS DUE TO ILLNESS FAjxmEasss T fER 3 -

8. a) Indicate the illness and give a brief description of | 8 a)
symptoms.
______________________________________ HEH T R R ER
b) How long had the insured been having these b)

symptoms prior to the first consultation?

FRERRABRMZEFESA?

c [ Name(s) and Address(es) of Doctor(s) /
) Give details of consultations. Eg}ﬁ§$'l‘§ ) Date SEE?E/H\H HOSpit(al)(S) EQE/EQBt“;_l*%&ﬁtiﬂ: ( )
B ==
i i
) The doctor first consulted for this illness ) | | | |
BAMBZHELEER
(MM /B DD/ YY | 5)
ii)  The doctor who referred the insured to i)

hospital
EEASTRVEE S B

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION iB7F 2 k2 B R8s :

9. Details of Physician(s) consulted or hospital(s) admitted for current disability. EZXREB LM 2 EE MR A(F2EfREEE -

Name(s) Address(es) Admission / Consultation No.(s) Admission / Consultation Date(s) (MM/DD/YY)
ez pachl B/ KE2HRHE FBx/KFZHE (H/B/%)
a.
b.
GENERAL Hth&¥ :
10. Please give details of any hospitalization in connection with this illness. F512 (R ERAZ (P=0 8% o
Name of Hospital(s) Date of Admission (MM/DD/YY) Date of Discharge (MM/DD/YY)
Elr i ABzBER ( B/B/%) HiFEHE ( B/B/% )
a.
b.
11. Are you insured for similar disability benefit(s) with any other Company? If “yes”, please state. O Yes & O No )38
ATESEHETCARRMGELRATFRARE "W B - FEE TR -
Name of Insurer(s) Type / Amount of Benefit(s) Rider(s) Attached Policy Number
BRRARRE BREER/ £4R Bid N2y {RERAS
a.
b.
c.
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Policy Number {RE551E

AMERICAN INTERNATIONAL ASSURANCE COMPANY (BERMUDA) LIMITED ZEI&f{Ek (BFE:E) BRAT

AMERICAN INTERNATIONAL ASSURANCE COMPANY, LIMITED ZE L REERAT
(hereinafter called “AIA/AIAB”, whichever is applicable LI FESf8 “AFBRIE" - RAZESWMTE)

DECLARATION AND AUTHORIZATION 22 Bf R 15%4&

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

AN/ BFIREBY EB—IBERATEMEARE -

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. 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.

AN/BPIRERAEBRABEEAIEA « RS - RIE - /{17 B2 EBBER/SHARIBERGAIE « 3REL - IR FREE I RBERAHEEEMREIEGZ EAE

AN/ BEFINEAEHSEMERAA/BMNRESINEER - BERE - 818 FERETELRERMESAN/BFEMEMBRERMEEZER - BT

BB EER SRS ERTAN /B - BEEH EREHE/SHBAN/BMAE - AA/BMBERLRBLAHREAIRELBRGERINEE

(BAREERRMFE ) (RP CERAREPIERZRE ) SBJMIAL - ERER/SIER/SHEMHENE =S (BRELTRABFRRRBEAEAR > RE6H

RITEGE/ e B2EEAR  SREEEIRIERREC AR ERL  BR  REIGHHAAN/BMIZEASREMBER  BIEL EIBZBER/HLHBERE

EINEMEZA  BETH - BRUEE - BRHRTFERETT B - S - AREEMRE - AAN/BAIHAIAAN/RPIEEALBARRERRBE RN RGEHETT

SEIREA A/ HFIERANEAZR - BRENBERRAFERREM—EETFREROHIE - EAN/BEMITHREILFERBIHESHSTIY - AAN/HPIERHE

EBEIR IR - MAN/BPINEASEMENSEREFBREZPRERERNIFBIEEF2E  UEHEFRERAAAL/BEERE -

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/ FFIEERRE

a. fHARESHEEAN/BFY/HREAZIIE  REECEE - BIMRIBK (EAEER ) 2518 RN © IREBE AR AR RS AES AN/ BlPI/ IR
NSRS ~ ABE A L~ MAFBRERGRER - TEHME - BMEAAN/HP/BRATFETHIRKREES RS MATFEEENS  MAN/ K/ R
AZEANREBZATSZIAEEIR - ISEE 2 EAHEBIARBERL -

b.  RIBEBRBUFMEI A5G BEELEFT - BAN/ R/ BRENETAR BRI LA - WHAN/BF/BRAZBRARTETEZRIME - (FRRE
ARFEREAREIEMNEESE  TERE - tFBREEE  BUTRN - BERRERM MR « KRR - BRTEEXE  BERNEEARREN
RZRE « RERMAEHENEY 8% BhTRARERZZEFLR -

Check Settlement Option 3 ER{E 5% [] Hong Kong Dollar #Jt [ Policy Currency {RE ¥4

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. I/We understand and agree that should I/we opt for payment of any benefits payable under the Policy in the Opted Currency, I/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/EMPEBMEREFNZZTISMRBRESH BafER AR M (NER ) Bz ERFREGEA®E - At - REERLUSFHNEEGHELIMY
gig (EEER) ERKEVERILER RN E S B R FMERBISFTIR L Z BRTS

b. AAN/FEFIFHBARRBMAN/ B EMRE TAEHORERIEL BEEW 2 AAN/BIIREREMENRIZESR  MEERE M ERIRIFK
BRBREAMESERIGEMETE -

Important Note ;& =15

In order to speed up your claim application, please attach the following documents together with this application form and kindly tick against the documents

submitted with this form. A {EREERHHREMRMERE » FSURBERLI T XUHET - WML AHRAEL X7 5% -

O  Physiotherapy / Occupational Therapy Report(s) 438 a %/ % aER S

QO  Laboratory, Ultrasonogram, X-Ray and/or MRI Report(s) {b& « #B&%:R% « Xx-¥ « EBESIRE RN HERS

O Sick Leave Certificate and/or Consultation Proof 5|75 25T P8 2 SR REEFAE K/ Blia LIS

We will notify you or our AlA 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.

ggi?gi?g%&%ﬁ?iﬁ%fﬁEﬁé%ﬁf&%i&iﬁf’@)k:t%ﬁ&%ﬁ%f&ﬂ BIEBME T HRAFERRR/CHRIGREIR/RERER - EREVERAEHE  BEREN
JAEEEEHER -

Signature of Witness Signature of Insured/Claimant Z2{E A /EREAZRE

REFAZE (Please do not sign on blank form and use the signature on our file
FNEEARBLEES > UHRERRREEREE

Name 44 : Name 443 :
ID Card/Passport No. 5435/ &RE5RHE :

Date HER: Date HHB:

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.
LERARBREEVLRARRAREE  EXRARNE  AITJHERR/AFEEARE -
Please complete the following information if the signature is not given by the insured. EZREEHIEZRA » FEB FHIEH -

Name of Insured Z{E A 144 (in block letter IF#£EE) Relationship with the Insured EA52{E A E§%
(Please provide documentary proof for the relationship. Z5iR3ZRATRIIBAS ()
Countersign by Agency Leader Date
BEBICIRRE HES
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Policy Number {RE551E

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT'S OWN

EXPENSES)

FEROBERRABBRILBESFWNELER

Name of Patient:

ID Card / Passport No:

mEER

55358/ RS

(A) HISTORY & DIAGNOSIS REEZ

' The date when symptoms
first appeared or accident

happened & I8/ |

z Symptoms and complaints
presented by the insured

FRATFZREBEER

% eA= MMeEDbD Yy
* The date of first * Clinical and physical findings
consultation &;Xks2 HHA | | during first consultation 5
M M D D Y Y R/ BINREERER

" The date when the
diagnosis was first given

BRSEAE |

® The final diagnosis of the
condition and its

| complications R4 2EM#E R

REGHEIE

" The academic
qualification, qualified
knowledge and training as
declared by the Insured

SRR 2E - 33
RENESEES

& Insured's occupation (if
more than one, state all) and
exact nature of occupational
duties before disability. ={F
A2 IR (B FRESEE5IRE )
AU RHE -

" The date the insured was
first absent from work due
to the condition S{EAE

% Has patient ever had same
or similar condition? If so,
please state when and give

Investigation/Special Procedures

A BRaER/BIMSLET MDD Yy details. Z1RAZE E ¥Rz
1E2 BEB RE? W B FERBEME
R R Bt AED o
" Details of consultations and treatment rendered by you / hospital (/& frieft 2 BEFIE -
Date/Period Details of Treatment
B EA/e5ER BEE

IaEG/ A IA B BIZ S

> Name and address of other doctors/hospitals attended for treatment of this condition H{E A 2 BRI R/ S/ L kL2 B4
P Rt
Date of treatment Physician/Hospital attended Address
AEBH REEBEA MR/ B2 Hesk

(B) CURRENT HEALTH CONDITIONS OF THE INSURED

SRANBERSZ BN

Progress of recovery BB R

ORecovered B52 218
OStatic {&71EFE

Remarks £%:

Olmproving R1EH

ORetrogressed &R 3E1t

2 Current state of mobility. F=E5EE R
Give name of hospital and the period of
hospital confinement, if any ZNE Xz & 518

HEERT 2T K (E 5 2 HE

OAmbulatory 1781820
OBed confined EEAFR{KE

Remarks £¥:

OHospital confined &5

OHome confined EEEEFH{AE

BB A%

*Please describe the current physical
impairment &3

AR R AR 2 S B8R/
BEER
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OPCLMF06.0411




Policy Number {REESEHE

% Can the insured perform the right listed Transfer (to getin bed and outof bedor O can /[ O cannot A~AJLL
“Activities of Daily Living” without the use of | chair) F FERENIEEFALEE -
mechanical equipment, special devices or o . 1
other aids and adaptations? iz H & 43E;E | Mobility 17&) Dican &l O cannot AAILL
EEEE - REATEALZHEHENT » ISR A Dressing Z7 Ocan &l O cannot AafLL
FINEEIR 7
Bathing & Washing ;@ R4k Ocan®l O cannot FATLL
Eating & Ocan @il O cannot A~aJ Ll
Toileting 40/ Ocan®Ll O cannot FaEJLL
Remarks £
® With the current health condition of the O No limitation of functional capacity, capable of heavy work without

Insured in mind, what would you rate the
present working capacity of the insured? &f;
SRANEBZBEACRME - SAaMhE T(E

&b
Be/J °

restrictions REZA{E BT MIBE N EN T E
Capable of medium manual activity RESR{LEEHRERE HA8EN T 1

Slight limitation of functional capacity, capable of light work

At EEER NS T

O Moderate limitation of functional capacity, capable of clerical /
administrative activity R ] {tEIERE &S BNER X E T 1%
O Severe limitation of functional capacity, incapable of minimum activity
PR RN E RS EL(E
Remarks 3% :
®Please describe the current mental
impairment of the Insured (if normal, please
go to Part O) ARHSHRATRAS 2 AEIHHR
/i EREE (AAETHARRYF - FEIEE C
=80
"-With the current mental status of the O Able to engage in all interpersonal relations and communication (without
Insured as described above, what would limitations) 1135 B8N R B @BREN I AREES
you rate the present ability for interpersonal O Abl ) ) | rolat q (cation (sligh
relations and communication of the Able tg engage in most |r1te_r£>farsona re e}thns and communication (slight
. 0wk, N limitations) BEFE(S R ERDIL 32 EEN KR BN BE
insured? BLRARAIREFZHETHARRME
AR E 3258 KB BAEES) - O Able to engage in only limited interpersonal relations and communication
(moderate limitations) REEBRRE 2Nt 358N R ENEE
O Unable to engage in interpersonal relations and communication (marked
limitations) B EELZ It /EEN KB BRES
O Has significant loss of psychological, physiological, personal and social
adjustment (severe limitations) grE Rz /HIE « £I18 « AA RS EELE
|
Remarks £ :

(C) PROGNOSIS & REHABILITATION R RES

" Is the insured now totally disabled? S{E A

R ERTERETIFREN ?

In terms of his/her own job : 1RIE= In terms of any other jobs :  Fi{¢E
BRAXREG 2 TIESEME - B ZEEMTEEEmS:
OYes & CONo & OYes & ONo &

Part Il — page 2 of 3
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Policy Number {REESEHE

% According to the insured’s academic O Capable of performing any kind of work and duties BEZU{EE{F{a] T {Ea}
qualification, qualified knowledge and it
training, what duties of the insured’s job is O Capable of performing his/her own duties and occupation only REEHLEE
he/she incapable of performing? R{ES{F HEARGZ T {Eaib
A ER3RY EARE « SATAIEE B El#E o 555 | O Incapable of performing any kind of work and duties T EEf{ S aY 25 B (F (A
f%AAE§@/AA$ZI{IE—EH%¥ iﬁ?ﬁ!ﬂgj:'f’ﬁﬁyﬂgﬁﬁ

Remarks ¥

*Do you expect a fundamental or marked

change of this present condition in the OYes & ONo &
future? B TERARFEAZKRIEEETELR/
BRBEAICRE 7
4. . — H N
If yes, how long do you expect the Insured | In terms of own job: 1BIESE A AL~ | Interms of any other jobs:
y g do you expect the Insure of ownjobr RBHRAETL | eI frovbms
will take to perform duties? #1 “&" - = TEeRBEME :
RAFMARSA BEEFT TIE 2
O Within 1 Mth —@B A O Within 1 Mth —@8
O 1-3Mths —E={HHRX O 1-3Mths —ZE=FHANRN
O 36Mths—r‘ MEA AN Od 36Mths—r‘ NENEIR
O 6-12Mths AZE+_EAR O 6-12Mths AE+_EARN
O >12Mths ZH+={EAH O >12Mths ZHA+—{@E8
O Never jkF O Never jkF
Remarks % : Remarks ¥ :

*If no, please explain.
o E A -

®Please state any further treatment/
rehabilitation plan. FEZRFA{FAIE—F 28
BRREE -

(D) MISCELLANEOUS Hfth

If there is any further information which in your opinion will assist us in assessing this claim, please furnish such information.

ARHEMEERARERECEH -

I/We hereby declare that the information given on this form is true and complete to the best of my/our knowledge and belief.
ANEPIRBPLRFEE L FUEEREARANBMRMRFTEZEERAEE -

I/We declare and agree that any personal data and other information relating to me/us contained in this form 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 contemplated in this form 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. |/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.

AN/ HFIRBEBUEBRIBEEAHER « R RIE - {17 - B - ERR/SHARFARGATE - RN - BIFRBELRBAMSESMEEGREIGZEAE
RAAN/BEFREAER - BERE S8  FERBTERRBMEZIELR  REEAAN/BEM2AE - AA/HMBRBLRBRFRE T MELBREERNE
B CERAREAERZRE) /R (BRNRPERZRE ) SBI/MIAL lﬁs}i/iz%ﬁ%&/iﬂiﬁ?& SRR =S (IR TR BIRIG RBERAT AR &
BRENTERE/HE 2LTENAT  SRKEBSRMERREZAR)EZ - IRERS S HEA AN/ HPZEASHER > BELULIIBZBER/SA
HREEBEEZA - BETH - EHEE - BRHRTFRET - & - k- ﬁ‘ *zﬁﬂﬁﬁﬁi‘% AN/ EHPIHBZAN/BRFIEERLFHREER R PEEIRFBR
I REFEIRERA A/ BRMIEENEAER - BRENSBEFT N RIBRGEA—BEFRBROHEE -

Name of Doctor : Signature :
BEaitR #HE
Qualification : Date :
BEER HEA

Contact Telephone No.: Official Stamp :
MR EE =

Address :

piichaly
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