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DISMEMBERMENT CLAIM FORM
RIS EARER

Operations Team
EE R

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

with limited liability)

Agency Name / Area Code
EBARER / BEIRE

Representative Name / Code

EBRRUE / WR

Broker/IFA Name / Code
{RBERRE /1% B RER TR/ MRaR

Contact Phone No.

HHRBEERS

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) S£—E8{3 (A2 {RA B EREAEE)

Policy No. fREE8%% | Name of Insured R AHEE, 2% O New Claim &7
A Further Claim B ;XZ&1E
B Review / Appeal =it/
.D. Card/Passport No. &4335/:&/2558 Contact Phone No. & B aE5%HS

Correspondence Address Biifgitik

EMPLOYMENT PARTICULARS Fi¥5+15:

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

R (RAFRMAETN ) BAUKEE

2. Name and address of business or employer.

AREEERE R

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

BEARIEREERE?

3. OYesd 0ONo3Zh

4. Did you submit a claim for workmen'’s
compensation for this accident?

BERI B/ REES TRRE

OYes B O No J8H8

5. Date you last worked:

=B LFEH

N S B B

(MM/B DD/H YY/£E)

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

fARFRET(F (NG - WEMBFRRETLE)

(MM/B DD/H YY/5E)

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 “AIA/AIAB”, whichever is applicable).
tEFRIZ B A EBI A FBRIGHRA R/ B A FRE (ARE) BRAR

(T REHE &R

B IRAEEATIE) B8 RENRE R -

Page 1 of 8
OPCLMF80.0411




Policy Number {RESSERE

ACCIDENT PARTICULARS E4M*iE:

7. a) Date and time of accident: 7 a) am/pm

= H] FE
B4 A 2 RASF (MM/B DD/H YYIE) LF/TF

Where and how did it happen?

e

Part of body injured and type of injury
RIGEBRIRIGE

(Please provide photo of the injured area for our
reference. FEIRHREEAZEHALIHERE o)

c) c)

TREATMENT PARTICULARS j&5&:¥15:

8. Give details of consultation. £2785%15 8. Name and Address of Doctor / ) .
i Consultation Date k32 HH
Hospital B&4 /&[5 8 Ktttk KZHA
a) The doctor first consulted for this accident and a)
First Consultation Date | | |
BAMEZHNELENRBEA MM/B DD/H YYIE

b)  The doctor you last consulted for this accident b)
and the Last Consultation Date. | | |

=REKRZHEEER KB MM/B DD/H YYIE

Admission Date A5z HEA Discharge Date i[5 HE

c) If hospitalized, please state the period of c) From To

hospitalization. = | | | | E3 | | | |
EE IR, SEIH(EfRRSES o MM/B DD/H YYI5E MM/ B DD/H YVYIE

d) The doctor who referred you to hospital d)
EEARRELEEN

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION &2 RS R{EREE1%:

9. Details of Physician(s) consulted or hospital(s) admitted for current accident. FZ XZ /M E 722 B MR A ZETFIE -

Name(s) Address(es) Admission / Consultation No.(s) Admission / Consultation Date(s) (MM/DD/YY)
e ikl {EBR/KE2HRHE EBR/KZBHE (B/BH/%)
a.
b.
c.

GENERAL HEfh&¥

10. Are you insured for similar disability benefit(s) with any other Company? If “ yes”, please state. A Yes B A No B8
ETEEERTCARRGRALERATFRENGRE? M “F > FHEE MR-
Name of Insurer(s) Type / Amount of Benefit(s) Rider(s) Attached Policy Number
A bNCIR BIRMER/ 258 Bt nE2g RERHS
a.
b.
C.
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Policy Number {RESSERE

AMERICAN INTERNATIONAL ASSURANCE COMPANY (BERMUDA) LIMITED
XERHRE (BRE GRAR
AMERICAN INTERNATIONAL ASSURANCE COMPANY, LIMITED
XERFHREERAFR

(hereinafter called “AIA/AIAB”, whichever is applicable LI TS “AFBEE - REAZEESME )

DECLARATION AND AUTHORIZATION ERH K%

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

AN/ BPIREAL LB —IBEEATENERE -

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 sul sec‘uent or other services or products to me/us, direct marketing, data matching
and/or communicating with me/us. |/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 processindg, 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.

AN/ HZFIRBALRZRAREAER « R - BT - /{7 BX - BBER/ESHARFREANE « R - BESRET L RFERMEBEEHMR SIS 2 EW

BRAFAN/BPIMBEAEHSEMBRAAA/BFINRESREEH - BERE - S8 FERBTHEILPERMBIAN/BIREMEMBRERMEHZIEKR - &

MBS R P E A S HARFRER FAN/FKF - EEREH - B R/SBIEAN/BEM2BE - AA/BMBEEBPLRERFFERAIRELBERGERNE

B (CERREEERZRE) /8P (ERMNEMERZERE ) SB/IMIAL - BIER/SHEER/SEMHENE=HE (BRELTRABERERBEATAR &

BRAMITERE/ME B2EEAR  SREESRMBRARBCAR B B8  BENGHERAN/BRZBEASE®ER - BELULIBAZAER/HE

BREEBEEH  SFTH  BHERE  BRRFHMT B85 - S - IREEMRTE - AA/HPIBEEIAN/BRIE#ARIBRGERRPFEERLFFR

IfEF e EIRE AN /B PIERMNEAEN - BRNPFERTREFERRER—MZFRBEROIEE - EAN/BAITAREIRBEREOHEERSTIY - AA/FEME

BHERBNEZFARRE - MAA/BRPINEASEGERSTFREBREBZPREMEANIEHBERRE  LEHAHRBREMAL/HEBESRE -

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/ BFIEERAE

a.  HARESEE AN/ B/ BRANZIE « iR - BIMRK (EMRR ) 25318  EEAOR - MBS AREFEMRRIR G Al aA A/ B/ #
RAZRZERE - BEsA LT - ARFERREEEMER - TEHEE - BMEAN/HFI/BEAETERELEES  WIREENAFEERW  mAN/HFY/
WRAZBANREBEATGZILEELR - (LIFEEZ EANBIARBEH -

b RIMEREIFAER 2SS ERRT - BAN/ BV BENETAEZBETERAE  WHAA /B BRAZERIGETEREME - (FAR
BAREREARBRANBHEEE  THHERE - LFBREEE  AUTRY - BERREREMAS « ¥R - BT IEERE « BHRNERARR
BARZRE RERMABHREAEY 55 B TREAKESZEEF(LEH -

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 Oﬁted 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/HEFPREMERENZZHBEBRBRESHTNMEEAZH M (NER ) AMBCRABRELEE A% - Rt REEEEUSRTPOREERLUI
BEY (EEEE ) FRBEMIMIL SN ENEBRB LB RGEIEATIR G2 RS -

b. FA/HFIBARRSMEN/RFIEREMGRE FAFHOFIETIEN SEEY XY FA/RFRBRERBHRRER  MEEREBRAEERIGEHK
BEABRBABEERIGRMERE

Important Note JIE$E15

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 Part Ill “Claims Document Checklist”. ) ) )

b. In case you want to claim for other benefits such as 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.  AFEEEINETNORERS  FRLRBEREGHERENG—IER - BRAPEREMREIZXG - F2RELRRZEZNG REXGRER
b. WMEEFHRFEMBERR - : &K BEF  BASTERREHRNRERFRIEFANEEN -

Signature of Witness Signature of Insured/Claimant S {E X /BHa AR =

RAEANES (Please do not sign on blank form and use the signature on our file
BOETZARELEE  URARRREAERFE N

Name #4: Name #7:
ID No. 5578 5% H5:

Date A#A: Date H#A:

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.
HEAREEEWERSREAEE  BXRARNE  BITTRERR/AFEEAERE -
Please complete the following information if the signature is not given by the insured. ZZEZIEZHFEA - FEBEFIEH -

Name of Insured (R A #4442 (in block letter IF#£EE) Relationship with the Insured B35 {F A BATR

(Please provide documentary proof for the relationship. Z5+3ZRERIEBAS ()
Countersign by Agency Leader Date
EERTIEER HEA
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Policy Number {RESSERE

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN
EXPENSES) E_#{3lRRABBBRTSEENFMEERR

For Loss of Use / Amputation of Limbs / Permanent & Incurable Insanity

ABEIRR/ BRRINHE/ K A B T HEE AR i A

1. (a) Name of Patient 5 A 245 3.
(b) ID Card / Passport No. 5433% /3£ B9RHE
(c) Occupation B2

(c) Do you think the impairment or loss of function mentioned
would be temporary or permanent? Would there be any
chance of recovery or improvement? Please elaborate. £% 5 §&
P/ TNREZ BE R B YRFIER ZAAM? BRBERAATEE

M7 FERL -

4. Please give details of treatment administered (such as suturing,
2. (a)Accident Date E}HH7 | | | | physiotherapy, etc. with treatment dates)
MMB /DD H/YY & BIRUAEEE (st - MIRAES) RARAE -
(b) Cause of injury Z{EF[HA
(c) Please specify part of body injured and type of injury
SIS EB AL R ELAER - 5. (a) Was there any hospitalization, x-rays and/or special
diagnostic procedures required? X REEETEERR * X
FiaE R/ 4RI ETE R
- ) v th ; No & Yes &
(d) injﬁ?esg. l%%%fﬁ%@%ﬁfaﬁ%%gﬁﬁ part of body (b) If yes, please give details and provide copies of all lab, x-ray
and any relevant hospital reports. 12 - IR HEEIERIZML
EhERey © X eieE > SUEMERINERRS -
(c) Was any surgery rendered? B3 HFHITEM?
No 388 Yes B
(d) If yes, please give details (such as name of procedure and
date of surgery) 207 - FERMFFE (ANFMIREREITFM
HER) -
(e) Extent of injury (e.g. ROM of the affected joint, % oé
i ini SEFDEE =8,
I@%Sgsﬁ%};E%ﬁg%c}%)g%g}ggﬁ%ﬁag%% t(g)n’v‘f“’ = 6. (a) Was the injury induced from or affected by any of the

(f) Please state the overall condition and functionality of
part of body injured when you last saw the patient. B
SR R IR — XK R BER U AOMBRE RS R ELIRE

W e

following? SHMEREHR TGN ER R E?
Yes No
E B
Physical defects/congenital anomally 585/ % R4 E R
Unfavourable past medical history i&{F/m 52
Degenerative changes &1t E&#E
Alcohol or drugs ;E¥5ELZE)
(b) Please give details if any of the above answers is “yes”
MLl EER—IEA 2 o FERMFS

3. (a) Present condition of injury IREFEE N

(a) Do you expect a fundamental or marked change of patient’s

present condition in the future?

ETRRRERRZKAESEELR / BENNE?

(b) Please describe the current physical impairment, if
any. FEFLSFEAIRGZ SEEHE/AEEER (E (b) Please state any further treatment / rehabilitation plan.
B -

HARPEME— 2 A / RERHE -

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

AN PEREHLREE RN E AR N ERARMEL EERESL - o _ ,

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 b)/ AIA/AIAB for the purposes
of processing, administerin%, 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 processin%,Ndata maintenance or storage, telecommunications, computer, payment or
other services to AIA/AIAB in connection with the operation of its business. I/We understand that 1/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.
FN/FEFRERNRREFREA A  RE - R G417 B ERR/SHRARIRBATIE | REY - BIRE R IR AT E S E R RS 2 (F
AAMAA/ BB AL, - FBIERIE 812 SRBREEMFEIRIEL - REHEAN/F {12 B33 - AL/ BPIEE R b R Bk F5{0 A] mEd A R (R
IRERANEE CERNEARRCRE ) AP CEBNAM RS (RE ) sUBIMIAL « EIRER/ S K /ST MHEAIE = 18 (BRI TR BRI KA
EHEEAR - RARMKITEGS/ME  Z2EIPAR - SAMESIEHERRE AR B  ER  RENGHARAN/ R EASEMER - BEL
EIIBRZ R R/ A FRMERB A - BIEITH  BEXRE - BRRFEGT B - B - (AREHEMRE - AA/BFIRB2AN/HFEERLI
RIEERRPEENR IR ETFREIREAN /BRI ERENEAEY - BRIRRE R IR IR —BE SRR OPEE -

Name of Attending Physician / Specialist (with qualification)

ER/EHEENR EB

Signature (with chop)
#H (&

Date
BEA

Address and Telephone No.
st B B
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Policy Number {RESSERE

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN
EXPENSES) E_#{3lRRABBBRTSEENFMEERR

For Loss of Speech / Loss of Hearing $E4c5RE5RE 1 B /ER L IRE B

1. (a) Name of Patient j§ A5 4. Please give details of treatment administered (such as suturing,
o physiotherapy, etc. with treatment dates)
(b) ID Card / Passport No. 55}38/ &R 5205 BIRMUAEFE (st - MIRAESE) RAEBRE -

(c) Occupation §; 2

: = 5. (a) Was there any hospitalization, x-rays and/or special
2. (a) Accident Date E4FMH Hf |MM YRR WALE diagnostic procedures required? LS {E R R EEERR « X
FeE R/ BRI ZEE
(b) Please specify Part of body injured and Type of injury No & Yes &
FEIIRREEB AR E AR (b) If yes, please give details. #Z2 + FHEIRHEFFIE

(c) Was any surgery rendered? 58 5 #1TF1i1?

No ;R\ Yes &
(c) Cause of Loss of Speech and/or Loss of Hearing (d) If yes, please give details (such as name of procedure and
BHB/EMEFREN R/ BRBEZREA %agg)of surgery) 1 - FEIRMEEFE (MFMRERIETFM
(d) Duration of Loss of Speech 6. (a) s the injury induced from or affected by any of the following?
R REREERE N SRR EY v §N1'%E’§EE"F§IJ'I%>R§§&ESZ%§?
Physical defects/congenital anomally 5 8&5kpaE/ R M4EE
(e) Was the diagnosis confirmed by an audiometric and o] _ _ s
sound-threshold test? 2B EEHRSEHNE « & * Iz Unfavouraple past medical history BIEFRE
BRI B RE SR AT TH8 /) PO L AR Degenerative changes 321t 812
Alcohol or drugs ;E¥EEZE)
No & Yes 2 (b) Please give details if any of the above is “yes”

WML EEA—IER BT RS

3. (a) Present condition of injury I8R: S {E1%3 7. Please enclose copies of all reports from (Ear, Nose and Throat)

@ jury S SBIEA specialists, audiometric and sound-threshold reports, CT Scan,

MRI, X-ray, laboratory tests, surgical reports and any relevant

b) Do you expect a fundamental or marked change of hospital reports. FEIRHFTARE WIEE « & IREMEL 24

®) patignt‘s present condition in the future? 9 & %ﬁﬁ&%ﬁ?ﬁﬂ%ﬁiﬁé&i ;@é%}%?ﬁ CBEOHE X KRE
B TRBARERFZIRAEEEELR / BRENNE? ERIRE  EUEfIRRARYE RS

No F°& Yes &

(c) Is the loss of Speech and/or Loss of Hearing considered
total and irreversible? #eLIREEAES) K/ MUK Z IR ZE
B TR Rk At BREE?

No & Yes &

(d) Please state any further treatment / rehabilitation plan.

FRPAEME—S AR / RIETE -

I/We hereby declare that the information given on this form is true and complete to the best of my/our knowledge and belief.
ANFPIRFALREE FFHEERE AR NEPIFMAMRAEZEBREEE -
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/JAIAB and/or to or with third parties gincluding, 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. R - o
AN /BPRRBLRE A B RGA F0 (R - 812 (77 - 9% © AGRR/LA LB RRATIE | REY - BRI R R R S 2 E(T
BRAA/RMNBEAEY - BERE - B EERBIEUREAECER - REGEAN/FRPIZBE - AN/ AN FES LR B L HBRRER
VEE CERNERER2RE ) (RN CERNVRPISRE 2 RE ) SUBIMIAL « BRER/EIE K /S MHSEAIE = HiE (BE L TRABRBREEFEL
8 RARIIERE/ME  B2EHAR - SRMENRUERREZ AR BS  ER  REASHItAAN /BRI EA S EEY - BELLESIRZ HE
R/BRFIRGEIEE R - GIETH » ERURE « BERRTFEGETT © @l B - (R E MR - AA/BFIREEIAN/EMERALH R ERRREE
HEFRGBEFREEREFA/BMBERNEALY - BRANFFE N RREN—BE SRS OPEE -

Name of Attending Physician / Specialist (with qualification) Signature (with chop)
F/ERELNE BB wH (BN
Address and Telephone No. Date
it R EEE =]
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Policy Number {RESSERE

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN
EXPENSES) E_#{3lRRABBBRTSEENFMEERR

For Loss of Sight / Lens 38iif /7/IBEk R E8E

1. (a) Name of Patient g A% 5. (a) What is the prognosis? JR &R ?
(b) ID Card / Passport No. 54335 /:£B9RHE
(c) Occupation B (b) Will further surgery improve the patient’s sight? B XiE{TF
EEHRENIR N EGE?
2. (a)Accident Date ZE5 EHHR | | | | Yes & No &
MMH/ DDH/YY &

(c) If yes, what kind of surgery will be necessary? A& - HEE
(b) Please specify Part of body injured and Type of injury BT
FRIIAREER AR AR

6. (a) Is the injury induced from or affected by any of the following?

(c) Cause of blindness &Zi4: 2 B[R Ves %ﬁ%%ﬁﬂﬂ‘l@ﬂ’l‘%iﬂﬁ%ﬁﬁ%g?
z 7

Physical defects/congenital anomally 5 8&FkFE/ LR EE

[ e
(d) What is the visual acuity of both eyes at present? Unfavourable past medical history @&{Efm52
RTINS 2 i H A RIE S 4 Degenerative changes 8- #&##
Alcohol or drugs_;@ﬂ%ﬁﬁzﬁ% '
Left Eye ZHR: (b) Please give details if any of the above is “yes”
ye s —————— WL EE—IEE B - RS
Right Eye 5HR

7. (a) Do you expect a fundamental or marked change of patient’s
3. (a) What kinds of treatment were rendered? }&1T 7 BFLE&5E? present condition in the future?

No & Yes &
(b) Was any surgery rendered? B ;38 E1TFME8%&?
(b) Please state any further treatment / rehabilitation plan.
No B Yes § M AE— SRR / RISl -

(c) If yes, please give details (such as name of procedure and
date of surgery) 207 - FERRMEFHE WMFMRBRIETF

fitf B &
4. (a) Was there any hospitalization, x-rays and/or special 8. Please enclose copies of all reports including ophthalmologist
diagnostic procedures required? L X EB R EE reports, CT Scan and any relevant reports that are available.
F ~ X FARE R/ EHERI 2B F Eﬁggﬁﬁﬁirﬁ%@%ﬁ&ﬂg?iﬁ% - BRI > SUTERANE
TL¥RE °

No & Yes &

(b) If yes, please give details. 212 - sEIRHFIS

I/We hereby declare that the information given on this form is true and complete to the best of my/our knowledge and belief.
ANFEPIRERALRES FFHAERE AR NBPIFMAREZEE REEE -

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 Hon? 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. ‘ o
FA/BPRBANRSLFARBIER - RE - RIE - G@#7 B  BBRE/HALBRBATISE « AL - BIVeLRETE (L FRARATELEUE H AR TS 2 (£10
BREIAN/BFEASE - RIS &2  ERRROELEEME 2K - REEAN/BF2ME - AN /B BRI RS 23 ER A 8k B EmE
M&EE CERREARRLRE ) /B CERRBEPMREZ(RE ) SUBINIAL « BIREK /SRS K /sl (T MR £ = g (BRI TIRN BRI RRERT A
A RERENITERE/ME  E2EEAR  SRMESIRHERREZ AR ER ER  REIUSSI AN /B2 EASEMER - BELU LA AR
R/SRFIRGEISEIELR - GIETH » ARIRE « BRRFEGET © @l « B (e E MRS - AA/BFIRBEIAN/BFEERALFH R ER K RE
ARG EFREERAA/BMBRNEALR - BRINRE N AIERREM—BERREHOPEE -

Name of Attending Physician / Specialist (with qualification) Signature (with chop)
Z/ERBELEHE EB #a &0
Address and Telephone No. Date
it R EEE =]
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Policy Number {RESSERE

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN
EXPENSES) £ RRABBHTZBENTFMEEER

For Third Degree Burn =#§iE{E&H
4. Please give details of treatment administered (such as suturing,

1. (a) Name of Patient &5 A#£% pgysiottlerapy,ietc. with treatment dates) "
3o B 2 R N et N R
(b) ID Card / Passport No. 54358 /& FE2ETE ARfAREE (NfEdt - YIRAESE) RAEREH

(c) Occupation B

2. (a)Accident Date Z4'EHHE | | | | 5. (a) Was there any hospitalization, x-rays and/or special
MMB/ DD RH/YY & diagnostic procedures required? X SERE R EER * X
, - FIGER/NIFRIZEER
(b) Please specify Part of body injured NO & es &l
RATIRASHBER AL R FAR (b) If yes, please give details. 202 - FEIRMHFIE
(c) Please use a diagram to specify the part of body injured. (c) Was any surgery rendered? 52 5 17 F45?
EF B ERUTIAZEERL - No ;848 Yes §

(d) If yes, please give details (such as name of procedure and
dElaég)of surgery) 205 - FERMHEFIE WNFMRERIETFM

6. (a)ls the injury induced from or affected by any of the following?
ZERLATIER SR E?

Physical defects/congenital anomally 58&ERk/ S RIEE

(d) What was the cause of major burns? ExEEER A5 E? l;ifavourable past medical history {B{EH

Degenerative changes R{L#5##
Alcohol or drugs ;EFEEZEY)

(b) Please give details if any of the above is “yes”
MLl EER—IER BT FERMEES

e) Is the burn considered as Third Degree Burns (full iant’
 Fickness s sscton? AES T R BRI A | T+ () Doyou expects ndanenta, or marked change ofpatents
B (Rm=RIE), - MTRARER KRR T ERE / BBNAE"?
o fE Yes E No &g Yes &
(f) Extent of the burn covering the body surface (in %) 5§& (b) Please state any further treatment / rehabilitation plan.
REEEGZIEE (B RSB AE—S 2AE / RIEETE
3. (a) Present condition of injury IRRFZ{E1ER 8. Please enclose copies of surgical reports and all relevant

hospital reports that are available. S5 HtFr G F iR - B (EM
_ o _ BRANVERRE -
(b) Please describe the current physical impairment, if any

AR RAR 2 SR2RME/IBE R QER)

I/We hereby declare that the information given on this form is true and complete to the best of my/our knowledge and belief.
ANFEPIRBRALRFEE L FMAERE AR N BPIFRARFTEZEERAEES -

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. 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. ‘ o
FA/HPERRALRZ L ARG AIER « RE - 212 - (#7787 - ERE/AHARFRMATUE « REY - BT (RERTE HRABFTE LA H R TS .2 (247
BRAA/ARMNBEARY - BERE - B RERBIEUREAECIER - REGEAN/BPIZAE - AN/ HFIBERAL RS RFHER A RELZBRRER
MEE CERREARRLRE ) /B CERRNEPREC(RE ) SUBINIA L « BIRB R /SRS K /sl {T MHESER £ = i (BRI TIRN B RIR RERERT A
7 REMOTERS/ME  ELENAR  SRMERMENRBLARN) B A6  BRIVSIEA N/ B2 EASEWER AL LB R
R/BRFIRGEISEIEL - GIRITH » ERURIE « ERURFEGET © el « B - (IR E MRS - AA/BFIRBEIAN/ BRI RRERRRFEE
ARG EFREIREAN /BT BRNEA LR - BRINSRFE R AR FERRE R —ME PRI OIS -

>

Name of Attending Physician / Specialist (with qualification) Signature (with chop)
T/ BHEEMR EB w5& (&
Address and Telephone No. Date
et REEE BER
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Policy Number {RESSERE

PART Ill (To be completed by the Insured / Claimant)
FE=EMS (BRRA / RENER)

Note: This part is to be signed by the insured / claimant and applies when the insured is being examined for the said injury
by the Company’s staff doctor.

fiiz:: EEAAARNBERRTRRRASREAGERAEZEE - BILEGER - TERARRARERE

STATEMENT BY THE INSURED / CLAIMANT FOR ACCIDENT INDEMNITY
RIRN / REANRFEEINEELZH

To : American International Assurance Co. (Bermuda) Ltd.

H . ZERBRE (BRE BRAR

With respect to the examination of the above-mentioned injury conducted by the AIA/AIAB’s staff doctor (hereinafter called “the said

doctor”) for the purpose of assessing my claim (as opposed to my own attending doctor), | hereby agree and confirm that:

(a) The medical findings by the said doctor shall be relied upon by the AIA/AIAB when processing my said claim, and

(b) lunderstand that this examination does not prevent or restrict me from consulting with my own attending doctor at any time in the
future for further medical assessments, advice or treatments that may be necessary for the said injury.

BRAMAFERBHELE (UTHE B EABE ) BEARNETRE  UEMEAAZRERFENEE MIFFAZELEL)  FAE
ARV iR

(@) B LEELE(FHZISERFERIE M AR IBRBEIEAR A LRFRERBIRE

(b) FARBETRBRLETEHAANREMBFREMEEEMEARAZELEESRKE—THBEEMEREARIERMEARE -

Signature of Witness Signature of Insured/Claimant Z{R A /EREEAZKE

RILAEE (Please do not sign on blank form and use the signature on our file
EONEZEARIELERE > THGFRREAERFE—

Name #f4: Name 44 :
ID Card / Passport No.:
B8/ iERRRS

Date HER: Date HEA:

CLAIMS DOCUMENT CHECKLIST EEX#Z&2ER

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.

HEREEIEEANRERE BB RBER LTRSS - WX HEREL X 5% -

Physiotherapy / Occupational Therapy Report(s) #3855 /B2 /5B E

Laboratory, Ultrasonogram, X-Ray and/or MRI Report(s) {bE « 3828 « X-%¢ « BESIZERB L ERE
Sick Leave Certificate with Diagnosis FI| 5 52ENE A Z RIS

Consultation Proof jAEs¥15

Labour Department Assessment Certificate 4% T BS {8 3T{h 3 FE

Medical Examination by Company Doctor fA/A BB &SR (EER S/ B iEinE

Police Report / Traffic Accident Report / Statement Z2%2 454 5 3@ 2= 4 MR 5 8 [ 4K

ooo0oo0oo

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.
ERMETENETEE T BERFAESHHMALRIEE/INER, BMSRMETHRERBMEBRR/CHORBERR/IEREM - REWE
AR ERR  BERENEREEERE -
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