)/& American International Assurance
Company (Bermuda) Limited

4 I P (Incorporated in Bermuda

with limited liability)

INDIVIDUAL HOSPITALIZATION CLAIM FORM {FfxBZ{EEREES
PART | (TO BE COMPLETED BY INSURED/CLAIMANT) #—283 (S {RASiE55ARE)

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

L FRAR BB BEERG LI DEIIRR [ R FB— LR RIRR S AIAR SRR IRED - B GRS
Policy Number

{REBSRES
(This policy number will be treated as the reference number for the issues related to this claim. H{RESEEEHAEERE X RETIEC B2 ENRE - )
Name of Insured I. D. Card/Passport Number
SRR B8RRI
Agenthroker's Name Agent/Broker Code

EE BT B B/ATHTIRAS
Agent/Broker's Tel. No. Agency/Broker Name/Area Code

BAACHHERERE 3 B ATATHER B ARSE /

Correspondence Address iRaTitlE Contact Phone No. B#&EE

Benefits to Claim Z={EER! D HS/IMP D HB / HI D Maternity Benefit D Al/WI D PA D VGA D Group PA
This case is a AAZEA:

|| New Claim &g || Further Claim Mg | | Pending Claim #5#85(% | | Review/Appeal Sii/7#

Are you making any other insurance or compensation claim as a result of this treatment? N

No 8 Yes
BRRTAR - BT AE AR R A R MR SR 17 Lo sz L ves %
If yes, please provide the below information. #15 ; ;FRHETIIER -

Name of insurance company/organization: Policy No./Membership No.:

RIS AR ETE: RE/GEIRE
PLEASE COMPLETE QUESTIONS 1 TO 5 AND 8 TO 11 (b) The doctor who referred the insured to hospital/other doctors
IF HOSPITALIZATION WAS DUE TO ACCIDENT seen for this or similar past condition
HBIINZEARE AR AR E5 R E11 EEARMELEREM B 2R ILRERTRERTAELEE R
1. Date and time of accident =4 Hﬁﬁ&ﬁfﬁ Name and address of doctor/hospital Date

| | | | CJAM. L% B /BE R AE Rttt k2 EH

MM B /DD B /YYYY & HR % MINﬁ} OPM. &
2. Where and how did it happen Z/MthEERIEE

3. Part of body injured and type of injury SHMEZR(Z{EE:

4. Present occupation (if more than one, state all) and exact
nature of occupational duties

W (EERMETIN) BUREE

5. Name and address of business or employer 9. (a) Please give the date of admission and the date of discharge.
AREEERE R FAREABRR B EES
Date of Admission A [z HEA Date of Discharge Hif%zHER
PLEASE COMPLETE QUESTIONS 6 TO 11 IF HOSPITALIZATION | | | | | | | |
WAS DUE TO ILLNESS AR ARzsEEE M6 = 11 MME / DDE / YYYY& MMB / DDH / YYYY&
6. Give a brief description of symptoms JHilRE&IRIR (b) Have you taken any home leave during the hospital

confinement? EHEEHEFEIEERIMNY 2
[INo®E [lYes B

7. How long have these symptoms existed prior to the first If Yes, please state the date and time of your home leave.
consultation? ZERBEE LKZASHEESA? mE - FESIRIMNE 2 BHI RS -
8. Give details of consultations :2;5:%|5 10. Any relationship between the Registered Medical Practitioner/
(a)The doctor first consulted for this illness & XFiZHELEZ R Medical Services Provider and Insured / Claimant / Agent/
Date sk HHA | | | | Broker? If so, please state the relationship. &322 s3 j8aLE /58
MMB /DDB /YYYYZ EREIREEHZFEANREANREEZB/MRGRALBEMERR, &
Name and address of doctor/ hospital E&4-/5Zf7 258 &ttt 5B

11. Other information HEE&¥}
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Policy Number {RESEME

DECLARATION AND AUTHORIZATION EEEIFHE

I/We DECLARE that the answers given above are true and complete and l/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).
AN/ HFERERL L8R EARTEMARREDEXNAEERBRBERAR/ZELFAERRE ( BFHE) BRAR CUTEHE kBERE > RASZESME) BEX28
BIBEAAN/BAZBERY  ERAMECERERESZBMM -
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. 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.

AN/ BFRERMRBRHDERRAERA R - BT - f#77 @2 - ERR/SLARHRBATKE « R - BIERBEHPERATHSEH WS EIS ZEMBRAN/

EPNEAEHSEMBERAA/BEMNRESRREEN - BIERE - 812 EEREITELPBERMEAIAN/ BPULEMERERMIBHZEX - Eﬂ%”‘ﬁ#mfﬁﬁ%fé‘i

EMRIBRISSAERTAN/ B « EEEH - BRI R/SEAN/ BN AR - AA/BFIBERLRELZ BRG] MR RR AN S EERNEEER 2 RE) R

CERMRMERZRE)SEIMIAL 8K /BB R/ BRI ARE R — K (B TR BRI RIBEREAR - RAMMNITERES/ME B2ETIRAR - SRS

HIRMERRISZ AR ES « BR  REIGEHEARA/RMZEAREMER - BEULEIBZEER/SEAHRBEBEEZA - QFTH - BHERE - EREREFERE

77 B - BRE  AREEAMRTS - AA/BFIBBREN/ BMEEALBRGERRPFRERBRGHATHEERAN/BMIBMOEAZN - BRANSFERIN LB R

E—EEFRBFPOHIE - BREN/BFITENBLFRRAOHEEDHETIY  AA/BAISRHERBINEBER - MAEA/BEFINEASEBERSFREHBRRZ PR

BEREARNIEMIRE R B E  TBHAMBERRBAAL/HEESE -

1/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.

x)k/ﬁzﬂ’ﬂisﬂé
ERFERSIEEAN/ B/ BEAZ T - AR - BIMIRK (AR ) 2315 © BN MBS EMARSERCHRRE A AR A/ B/ BRANLEZE
18 MBI AT - ARHREERAMEN - TERE - BMEAA/HF/RERAFCTRRKESN - WIREERATEEZNN  MAN/HEF/RREAZEERNREEATR
BRIREER - IREE 2 EAEBIARBE -

b.  RIBREEATMER A2 RS BEESALERFT » BAN/BFV/BENETAE 2 BRE A - WHAN/BF/BENZ RRANETERRRTM - (EAREARFERE
fﬁéﬁiZﬁBﬁﬂﬁﬂnf“%ﬂ TEHIE - teFEREEIE  BXTR - REBRRERZMARR - ¥R - BeTIEELE  BHRSBEABRENRZIRE - RERME
BEENEEY S5 BhTRARKERZSES(LE -

AlA e-Advice " FIFEFEAE , (Please mark a “X” in the box to apply for this service. B FaNAER S5 ARFESEH AR B E“X"5% )

D Apply for Internet Service "AlA e-Advice" to suppress physical copies of the selected correspondences and view / download the softcopies via AIA
Customer Corner for the above policy and any other policy numbers if specified as below, subject to the “Terms and Conditions of "AIA e-Advice". EiZ5" &
AREFRINE | BLRTE - BT LRERAMTINRESR (15 ) ZFILREERBME L EERAE A EERES THMEN RIS  WikE " KFHBE
FBHE | B CIERRAEEERS -

*Email address ZEERHh1iE:
Other policy number(s) E{th{f & 55H5:
(Not applicable to Personal & Accident policies started with policy prefix A/E/P and Personal Lines policies with policy prefix C. T @B RERIEFTE A
AEPZ N BBIMRBRERRERBFERCZEAMRERE -)
*For details of the Terms and Conditions of the “AIA e- -Advice”, please visit AIA Customer Corner www.aia.com.hk. BREIEFRIEHZFFE » HE Awww.aia.comhkz R IESHEEHER -
*Email notification for this claim will only be sent to the email address provided in this form. 2 ;/8&{E 2 ERIEMEF \§E§B§¢t§%Wﬁﬁiumz TESHbLIE o

Check Settlement Option HERHEAE [ ] Hong Kong Dollar #7tT [ ] Policy Currency {RE 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/#EfFIB EiFﬁﬁf%gﬁ_ﬂEZ,TAIE%HFFE?}%T%Eﬁﬂﬁ‘&zlfﬁféﬁﬁé"‘HiZ#tt& (W#MA ) Rl A EREGHA%E - Rt » REEELUSFEHNRESHEL
SMVENE ( BERNW ) FAREUEMLLEFN RN E BB FRIGEERT IR ARTS -

b. AN/BHFIBHERABNOAAN/HEFREREMERETAEHAORRRIEN BEEH 2T AA/BMRBRERENRIRELR  MEXEREBREERIRE
KIERIBIRBAB S RIRRMERE -

Important Note ¥==I1F

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 Il “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. BEEERIIIEMNRERE  BRLERSERNBRREXH—HHES - GRRBREMBEL XS  FERILRBE=HMNZ REXESER -

b. EEFERAEHMEEER - 40 : Bk  BETF  MARTEEREERMNERERERIBMATEEN -

Signature of Witness Signature of Insured/Claimant
RIEAFEE RN/ BBEAES

(Please do not sign on blank form and use the signature on our file. &)1t 22

BRBLEE  WRREREREPFE I

Name Name

% %

Date I.D. Card/Passport Number Date
HES 55355/ E RS HES

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.
IEPARIEEEVERRRAES  B2FRARNE QIR RERR/AFEEAR
Please complete the following information if the signature is not given by the insured. ZEZE&EIEZFEA & BEBETIEL -

Name of Insured Relationship with the Insured
ZRAE BRRARAR

Countersign by Agency Leader Date

BEEKIER HEA
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Policy Number {RESEME

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

EEDRBABBHEZELE/FMELIER

1. (a) Name of patient J§A 4%
(b) I.D. Card / Passport Number 547 :5/:£F2558

(c) Age F#e (d) Sex 4RI

9. Brief discharge summary (including treatments, investigation
procedures, results and/or any complications and follow up
plan) HiEHE : (AERLE AR S BEZSEINE R 5
RERIRERTE)

2. Hospitalization {¥[z
Name of hospital EZf7427E

Date of Admission A[zHEHf Date of Discharge Hf7HEHA

MMA / DDH /YYYYZH MMA / DDH /YYYYZH
Period in Intensive Care Unit A {FFtE8%&LZFHER

10. To the best of your knowledge, has the patient ever had the
same or similar conditions or symptoms relating thereto?

BETRA - RALRTEREEERERR ?
[INo®EF [JYes &

From | | | | To | | | If yes, please state dates and details.
BH MMB / DDH /YYYYZE Z MMB / DDH /YYYYE aE - BB RERER -
3. Chief complaints of the patient relating to this Treatment Dates 274 HHA Details =¥i%
hospitalization/surgery /X {ER/FHAIERR R (MMB/DDE/YYYY)

4. Date of the accident occurred or symptoms first appeared

BAHBRRHA ﬂ,ﬁﬁﬁféﬁﬁﬁi HEA

MME / DDH /YYYYHE

11. Had the patient taken any home leave during the hospital
confinement? FABREIMERREIRIGEMRIME ?
[(JNo®F [lYes H

If Yes, please state date, time and reason of the patient's home

5. Date of first consultation for this condition or related
illness /A B /K2 HER

MME / DDH /YYYY4

leave. 2N - FEFIMAIMZ BHA - A RERE -

Bl

6. Diagnosis of conditions

12. Was the patient referred by another doctor?
RAET B MEE LT 2
[] No 72 [] Yes 2
Name and address of the referral doctor #&,BE4fHt&FHhHE

7. Surgical Procedure Fffj
Date of Operation Ff{iifHHf

MMB / DDH /YYYYHE
Name of Procedure F{ij2i8

Nature 458

PLEASE COMPLETE IF HOSPITALIZATION WAS DUE TO
ACCIDENT RAE/MHEABREEIES LR
13a. Present Condition of Injury IRRFZ{EIEN

b. Patient’s occupation and exact nature of occupational duties.

RAZBHERBEE

c. Bearing in mind the patient’'s occupation, in what way do you
feel the injuries would / would not totally prevent the patient
from working? LUK A ZBE M B TERALGEETESRA
SEETHETE? HFIBEREA -

8. Present Prognosis IRFFHRE

Signature (with chop)
#8 (&0)

Name of Attending Physician/
Specialist (with qualifications)

2/ ERBEERNE (BE)

Date
HEA

Address and Telephone No.
ot B TR
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Policy Number {RESEME

PART Il CLAIMS DOCUMENT CHECKLIST
FZED REXHBER

KRS | BER BN BIFI R HE -

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
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.
FERER I RIBIETAEANERARI L X 3K - MAGRENHEA 2 X2 EABRIIE /RIS - 5 0HEXZ T IREIEAR 4 5 BREERIE -
ERFIETENELE T 2BERFEAGREMALTRIERINER - HFIEBAE T A EBRR/BRIEERR/ I ERER - ARIVGRE

Hospital & Surgical

Hospitalization Benefit /
Hospital Indemnity /

Document Type 3Z#H351 . ,ﬁ,Bene,f.i.tEﬁ " Hospital Income Benefit
B R FlaE EfEmEE / EfEES
[JOwner's ID Copy v v
REFFANSFEEE
[JIndividual Hospitalization Claim Form - Part 2 (OPCLMF03) v v
ERREEEEREES - S _&F{p (OPCLMFO03)
[JLaboratory/X-Ray/CT Scan/MRI/Pathological Report(s) v v
1EBR/ Xt/ ERSIRH/ AL E /R RERIRT
[]Original Medical/Hospital Receipts and Statement of Charges (Claimed Amt: ) v %
BEfw  BRUE/WEBEELR (RERE: )
[JHospital Discharge Summary/Sick Leave Cert with clear Diagnosis (Period: From
To ) * v
HiBEAEAE/ 55 BB R RAE IS (FFEE: H E )
[JPhotocopy of Hospital Receipt and Statement of Charges « v
Bbx - BRlE/ WEERIA
[JCompensation Breakdown from other Insurer/Party v %
H ARG/ RS < B E M E R
[JRequest for Return of Original Document(s) (OPUAIF28) * %
REIEARXFEHEEFRIE (OPUAIF28)
[JIndividual Life & Group Claims Arrangement Form (OPCLMF61) « %
S RERREERHIRIZ (OPCLMF61)
[JPhotocopy of New Born Baby's Birth Certificate/Other Supporting Documents (Only
applicable for Maternity Benefit Claim) * *
BRI/ Bt A ZAXHEIEA (RBEARAREREERE)
v Required Documents EARI x Optional Documents N>z
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