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Accident & Health Claim Form PolicyNo.. [C[8 8 | [ | | [ | |
Agency Name/Area Code Representative Name/Code
Broker/IFA Name/Code Contact Phone No.

This form must be completed as truthfully and accurately by the Insured or Insured Member with the attending physician and return to our Claims
Department together with the official original bills/receipts and attending Physician’s prescription/recommendation (Further information/documents may be
requested). Separate forms must be used for different claimants (patients).

DETAILS OF CLAIM, DECLARATION & AUTHORIZATION (To be completed for all types of claims)

Insured name: ID card No: Policy/Certificate No:
Contact Address:

Claimant name: ID card No: Relationship with Insured:
Contact No: Occupation:

No of receipts submitted: Total claim amount:

AIA INTERNATIONAL LIMITED
AIA COMPANY LIMITED

DECLARATION AND AUTHORIZATION

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 AIA International Limited (hereinafter called "AIA").

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 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. AlA 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.

PERSONAL DATA COLLECTION AND USE

I/ We confirm that | / we have read and understood the AIA Personal Information Collection Statement ("AIA PIC").

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 the Company by any means from time to time may be
collected and utilized in accordance with the AIA PIC.

I/ We acknowledge and consent to the transfer of my / our personal data outside of Hong Kong for the purposes and to the types
of transferee as set out in the AlA PIC.

The updated version of AlA PIC is available for download from its website: www.aia.com.hk, and is made available upon request.

Signature of Witness Signature of Insured/Claimant (Please do not sign on blank form)
Name: Name: ID No.:
Date: Date:

Remarks: 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.

Please complete if the signature is not given by the insured.

Name (in block letter) Relationship with the Insured
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ACCIDENT (To be completed for Accident Claims only)

Date & Time of accident: Place of accident:

Description how the accident occurred:

Witness name & contact address/telephone (If any):

(The following must be completed by the first attending Physician)

Name and address of attending Physician:

Nature of injuries:

Date of first treatment: Date of last treatment:
In your opinion, was the injury resulted from the aforementioned accident? If No, please give the cause of injury:
Attending Physician’s signature: Date:

HOSPITALIZATION (To be completed by the first attending Physician at Insured’s own expense, if any, when hospitalized)

Name and address of attending Physician:

Name of Patient:

Date admitted: Date discharged:

Date of your first treatment of the patient for this iliness:

What symptoms and how long of the symptoms were complained during your first treatment for this illness?

In your opinion, how long of the above symptoms had existed?

What was your diagnosis of this illness?

Was the condition congenital or heredity?

If surgical operation was involved, please give type of the operation:

Attending Physician’s signature: Date:
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