AlA International Limited
& (Incorporated in Bermuda with limited liability)

4 I P’ TOTAL & PERMANENT DISABILITY CLAIM FORM
TERKABRETFEDBERER

Policy Number Name of Insured ID Card Number / Passport Number
REESRES ZRABE BRI / BRI

XXXX
Area Code Agency / Broker Name Agent / Broker Code
B4R EEBAR / BEEHE BB / KLRE

03392119

Agency Code Agent/ TR’s Name Agent/ TR’s Tel. No.
=EIEERE ENE S ey BXE | EBRRBEER
TR Membership Number ##A X2 8%E | |IA ‘ ‘ ‘ ‘ ‘ ‘ ‘ [ ] ANG ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

For proper follow up on your claims progress, your AlA financial planner / broker / IFA of your latest inforce policy can view this claim’s
information if no specific agent / broker / IFA / TR information is provided at above. 5 7 X E IR REERE - ZERULREREHEE
B/ RBTUBMER / EBARER  ERNERRENR BB REIRER /RIGIZV BRI REHEHRIRBFER -

| | Ifyou do not agree on the above arrangement, please mark a “X” in the box. MIRETEE Lz 5 - FRERXE L [X] 5 -

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) $£—B{3 (HZEARHBEAERS)

Thisis a BX2 © | New Claim &)X |1 Further Claim Bk %14 || Review / Appeal Bt / B#Z

[] Please apply this claim to all my policies with the same benefit. B2/ R R BERANAARE A BFEE 2 A RERE ZRE -
[ Please apply this claim to the following policy / policies with the same benefit. 2% ¥ F 35 R FE A T 515 EERE 2 R

Remarks 5% :
Please take the appropriate box; otherwise we will apply this claim to all of your policies held with our Company.

FEIBEAE  BRIBEFISEIERENEREFEEARE T RARAPFE 2B RERE -

QUALIFICATIONS AND EMPLOYMENT PARTICULARS 2B B i 334 1% :

1. Your academic qualification, qualified knowledge and training. 1.

BT2Z2E RAABKRIER -

2. Occupation (if more than one, state all) and exact nature of | 2.
occupational duties before disability.

BB (HERBFENR) BuRBE

3. Name and address of business and employer. 3.

NEAREEBBER ML -

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

BEARIEIREEHE? [ TYes® [ NoRE

5. Date you last worked 5.
BETHAS HEREEREEE

MM A DDH YYYYE

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

ABAETE (07 - 37 LA TRE L) HEpEEREEEE
MM A DDH YYYYE

PLEASE SIGN & RETURN IMMEDIATELY BUT NO LATER THAN 14 DAYS ##E% I ETEBR4RAER
PLEASE DO NOT SIGN ON BLANK FORM E/I1EZ= B RIE L &S
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Policy Number {RE %5

PLEASE COMPLETE IF DISABILITY WAS DUE TO ACCIDENT &M EHR WA T EREHEH :

7. a) Date and time of accident 7.3)‘ ‘ H | H | ‘ | ‘ ‘ | H ‘ ‘ rlA.M.J:LT_
=SRARER MMA DDH  YYYYE  HRE MIN%S [|PM. T¥
b) Where and how did it happen? b)
BIMEE R &B
c) Part of body injured and type of injury c)
ZHEBURES

PLEASE COMPLETE IF DISABILITY WAS DUE TO ILLNESS EmmER®L T st @R :

8. a) Indicate the illness and give a brief description of symptoms. | 8. a)

16 AR B R R Em

b) How long had the insured been having these symptoms prior b)
to the first consultation?
ZREZRABRARZERFESA?

c) Give details of consultations #3415 c) Date k&2 A ‘ ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ ‘
i) The doctor first consulted for this illness MMA DDH YYYYH
BARZHNEEER i) Name(s) and Address(es) of Doctor(s) / Hospital(s)
B4 /Bl EE Rt
ii) The doctor who referred the insured to hospital i)
EEARNBEEER

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION iz K2 R (xPe#c £% :

9. Details of Physician(s) consulted or hospital(s) admitted for current disability. B 2/ XFRE S o BAE M BHAEZERFHE -

Name(s) and Address(es) Admission / Consultation No.(s) Admission / Consultation Date(s)
A Rt {EBT 1 REDIRTE X8t/ R2 B H
HEREEREEER
MMA  DDH YYYYE
HEpEEREEER
MMA  DDH YYYYE
GENERAL X fi&# :
10. Please give details of any hospitalization in connection with this illness. ;{2 2L HH R = (P40 8% o
Name of Hospital(s) EFz &5 Date of Admission Az B i Date of Discharge Hifx B &
HEpEEnEEEEEEEEEEEnEEEN
MMA DDA YYYYE MMB  DDH YYYYE
HEpEEnEEEEEEEEEEEnEEEN
MMA DDH YYYYE MMA DDH YYYY&

11. Are you insured for similar disability benefit(s) with any other Company? If “yes”, please state.

TR E A SRRk TR DRI 2 10 "G+ ST o [Yes® [ INoeH

Name of Insurer(s) Type / Amount of Benefit(s) | Rider(s) Attached Policy Number
RRLAER RRER /5 Mt hnZ2 49 REESRAS

CLAIMS PAYMENT OPTION Zf{RE{EA & -

IMPORTANT NOTE EE%IF :
For customers who have registered FPS / e-Banklin, the payment will be remitted to the designated bank account.
MEFCEEHER (R & [EFARES] H BERREEADABRERERTRAA
To receive claims payment easily and conveniently, please register FPS / e-Bankin by completing the following:
?!ﬁkﬁgﬂﬂiﬁll&ﬁﬁtﬁ ' RIRZLTRELIREL (@8R & [EFARERE] :
emarks &t -
To allow successful claims payment through FPS / e-Bankin, all policies belonged to same owner must be registered for FPS / e-Bankin. We will notify you by SMS
Qon completion of the registration. REFBANAEREFAET [BHR] F [EFAREHE] UAFRMAN EHR] R [EFARRE ] IABEFE -
PR ERBRE B R RABHE -
Owner’s Mobile Number
BHEAREBEERS -
We will update the telephone number to the above policy(ies) accordingly if it is different from the Company record. We will notify you by SMS
upon completion of the registration. ZNLEEIFRARLEARE  RFASEHEERBEULRE - RPN ERABLE ARREHBAE o
Identity proof must be provided for registration of FPS / e-Bankin if you have not submitted a valid Identity Card / Passport before. 215k B 12
HERBRRE /R TEXSOEFAMERTE [EHR] 3 [EFARERE] <A -

03392119----5 Page 2 of 5 OPCLMF06.0423




Policy Number {RE %5

Complete this section if application for Hong Kong Policy(ies) {E#RE THAMBES REFEEE -
[T Apply to all your Hong Kong policies held with our Company. 2% # 35 E FIR SR A TS B 2 I B B IRE o
[] Apply to the following Hong Kong policy / policies. 2% Fi5 R AR T 5l 2 BB RE :

Please take the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. :E2Z2E A% -

ERARFMSE ZBEEBRE -

BRARMESBRRAFEAR

Use “FPS / e-Bankin” to transfer policy benefits paid under the above policy to the below designated bank account. The transferred amount will not exceed the
maximum limit set by the Company. £/ [E# R | = [EFAREHK ] U LREF\HIXAVREFNBEATIEEZRITFO  BAZSEETERDRAM

TEMY LR

Please select transferring policy benefits paid to either FPS OR e-Bankin. 53212 [#8HR | & [EFAREE | RIS A B HREFBAZF 2 REFES -

l_ a. FPS™ @8R (Applicable to HKD payment only RiE RSB {2R)
Please select either ONE of the “Proxy ID™ below by marking a “X” on appropriate box
and provide relevant information. More than one selection will be treated as invalid
application. Your FPS account must also be registered under the policy owner. & 5L

[X] SRBBETHEP—E [HHAR P REHUTHBEEY - E2B—BRE R
BRPEEY - [EHR] WAFEMEBLERERREFAA -

[ b. e-Bankin EF ARERH

Please provide bank account information below and submit together with the following

documents FBRHLATRITFAERRRBR T 523X -

1) Copy of any recent bank passbook / bank correspondence / bank statement
(including e-statement) / valid bank card showing the account holder’s name and
account number. {EA5IHF OHE ARRITRERIBREMVRITFER/SH/

B#E (BRETHE) /BRRTFEE -

2) Joint account is not allowed. FEZEZF O °

3) e-Bankin account must also be registered under the policy owner. &7 A SRR
KPP OSARRBREFEA ©

l_ Email EEBit © (Applicable to HKD payment only R BB R)

[] FPS Identifier 882k | 34BISEHE :

Bank Name and Branch in Hong Kong &&$R1ITR 21T 2 B8

l_ Mobile Number FH#5%H5 -

(Country Code) Telephone No Bank No. Branch No. My Account No.
Bl = FHEIETE $RITHRE DITHRSR BAZ BRI

* “FPS Service” means the services provided by us to you from time to time
to facilitate payments and funds transfer using the Faster Payment System and

Name as recorded on Bank Passbook / Correspondence / Statement / Bank card
(must be same as the Owner of the above Policy)

RITER /S AEE /I RITF LR FOFEALE (MEHELMRE
B AMER)

related systems and services from time to time provided by Hong Kong Interbank
Clearing Limited, together with its successors and assigns.

[REZFARHERSE (BBR) | BERMTEESRHNEY  UBERMNERHE
BRITEAXEFERRDAREEEARZEATKHREENIEZARERBBES
KBRS -

#* “Proxy ID” means an identifier which may be accepted by HKICL for the
registration of an account in the HKICL Addressing Service, including your mobile
phone number, email address or FPS Identifier.

(WA | EEEAAEMNAFLEELRNRFAERBIRS Z LA
ER BIEEHFHIRTS 0 SEibiboy [EER ] BRI -

Complete this section if application for Macau Policy(ies) HERE THMH M ES R RPIRE -

E Apply to all your Macau policies held with our Company. &)X i EFARER A R FiiEE 2 i RPIRE o
[ Apply to the following Macau policy / policies. 2% Fi& R IR T 5 2 BPIRE

Please take the appropriate box; otherwise we will apply to all of your Macau policies held with our Company. i5212E A% » FRIRMBSERRHFEARER

AREFE 2B RMRE -
D e-Bankin EF A RRT

Please provide bank account information below and submit together with the following documents 124t TR1TE O BRI RIZR T3z X4 -

1) Copy of any recent bank passbook / bank correspondence / bank statement (including e-statement) / valid bank card showing the account holder’s name and
account number. {EA5IEF OB ARRTRERBEAMNRTFR/ 4/ AEE (BREEFHESE) | ERRITFEIFR -

2) Joint account is not allowed. NEZHZ SO o

3) e-Bankin account must also be registered under the policy owner. EF ABRBHKHNFE A K BEESREZEA ©

Bank Name in Macau J2FIR1T 2 &8

Account Currency BRF &%

wysconrtrokxzew® | | [ | [ | | [ [[[[[[] ][] ]]|OwonwDvornm

Name as recorded on Bank Passbook / Statement (must be same as the Owner of the above Policy)
IRITER/ AFEELFEHZFOBBEANE (MAEERREFE ARG )

Declaration & Authorization B8 & %4
By using the FPS / e-Bankin, | / we confirm | / we have read and agreed to be bound by the terms and conditions as set out on AIA Corporate Website (www.aia.
com.hk). EEA [EHIR] R [EFARRE] - AA/BRMABIARA / KRASLHBEAIAR B E R (www.aia.com.hk) I8 Z R RS WRIZZ AR -
Only if FPS / e-BankIn has not been registered or requested, we will follow payment option selected at below by marking a “X” in one of the boxes.
BERELER [BHMR] S [EFARESE] - BASBEUTRERRE L [X] ROIEESTE -

Deposited the claims payment (in the same Policy Currency) in the ancillary Future Premium Deposit Account(s) (“FPDA”). Terms of Use of the FPDA shall

govern and apply. (Applicable to Mainland Chinese Visitors policy only) LAAHEMRE S MG ERIBEAZREN BN [RefpEerOl -

[ReFEEr 0] NERSEEBRRE - (BERMEBRRANBA T ¥EFRE)

I_ Paid by Cheque in policy currency (not applicable for FPS / e-Bankin customers) SMREE# X ZXF (REAR [EHIR] 5 [EFARERK] 2&8F)

Paid by Cheque in Hong Kong Dollar (not applicable for FPS / e-Bankin customers) MBS X F(TEARN [BHIR] R [EFAREE] 2&F)

(a) 1/ 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 AlA at its discretion. A< A / FAFIBI B Fr A RE R 2 FUESRIBRE
BRI ESERB 2T (NER) ResIHREEERE - Bt REBRENSRIHNREERIINER ( EREEYR] ) FREBEALSE
MM ER RBRDREEIFARA 2R -

(b) 1/ We understand and agree that should | / we opt for payment of any benefits payable under the Policy in the Opted Currency, | / we will bear the
necessary exchange difference, such difference being determined by AlA on the basis of AlA’s internal exchange rates as at the time of the relevant
currency conversion. A/ RFABAREROAA / RABBEARET AELNVFBEREL BREER ] 4 A/ RARSRERENLIREZER
MZEERERESRBRERBERARBABER FARMEE -

OTHER INFORMATION Hft1 &%}
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Policy Number {RE {5

AIA INTERNATIONAL LIMITED
RIPBREE(EFR) BRLQTF

(hereinafter called “AIA” LA T 858 “RFHPMRER" )

DECLARATION AND AUTHORIZATION 2B 12 #&

Important Note ;F&HEIR

(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 on our website (http://www.aia.com.hk > Help & Support > Health Care & Claims> File a Claim). 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 financial planner / 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.
RERBENECNRERE  FHURBERGHREXH —FER - FERFEREMZER XM FL2HERKANEE (http:/iwww.
aia.com.hk > BFX&E > RERZRE > ZE) - WACREEAZ2RZERERES / HBRERE - B 0EX BEEARIM] AFERE
ERMEFEREZEATZ2RERBOEREMATEZRENER  RMSBAERNK A ERBER / ZHRIBER / IRERER - BRI
BRENER  BHERENEZNEERE -

(b) In case you want to claim for other benefits, you have to complete an appropriate claim form of that respective claim type and file it in

together with the necessary supporting evidence.

MEEFRFEMBEER SRS TEEREXEBENRERBRENTERR -

Please submit your claim application to our AlA financial planner / your broker / IFA or send it to us at the following address:

BRENRERBR TR BUHRBIER /BN REBRER /IRERER - RBFEUAT it

+ HK: AlA Wealth Select Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong
B8 RAMBEPL  BELAERE18I HRAES122

* Macau : AIA Customer Service Centre, Unit 201, 2F, AIA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau

B RIBFEFIRBHL - BPIEERFIK251A-3015 K BES 218201

(c

~

Levy on Premium R & & &

Important Note EZ3E 4l

The policy owner is required by the Insurance (Levy) Regulation (“the Regulation”) to pay to the company the premium along with the prescribed
levy which will be remitted to the Insurance Authority (“IA”) by the company. Any failure to do so may result in a breach of the Regulation under
which the 1A may impose on the policy owner concerned a pecuniary penalty not exceeding HK$5,000 and take legal proceedings to recover
any outstanding levy and penalty as a civil debt.

REFEARR (RIg%E (BE) &6 ( "RKH7 ) EEXREFAARF - AHREEREHE @ YAA QXD EREHABENEREE
EER ( "RER" ) - MREFEARBHNREZE SR HERBRL - REBAIMZARINTEEBES5,000THERK - i RAHBE
RERAERARRERNRBERMBEZRE

Declaration and Authorization 2 B8 & #24£

D | / We represent that | am / We are the Owner / Assignee / Trustee / Beneficiary (as the case may be) under the policy(ies) as given on this

form. Unless marking a “X” in the box on the left, | / We hereby give my / our irrevocable consent to the Company to deduct any outstanding
levy, if any, from the claims payment and insurance proceeds if the related policy(ies) will be terminated after this claim. All of the outstanding
levy of the policy(ies), if any, will be shared by the Owner / Assignee / Trustee / Beneficiary who gave consent to the Company as of the
claims processing date on an equal split basis. | / We also understand and acknowledge that the policy owners’ information is required to
be provided to the Insurance Authority if the levy is overdue.
RANTEMBHE AN/ BEMBLRERFEPIANREZFEA/ZBA/ETAIZBABBERME) o BRIFVEFIZEE L [X] 5 - B8
AN BAZ2EBNEERERRAREMAL  AREREESERRBEESPIREEREMXNREAE(WER) - MRERHE
EFRFARCEELTFLHNBRNREFEA /I ZBA/EEA/ZHRAGTIREREFGHRNRERE - AA/RMBARARMRE
BFEABHBXREHE  ARANRBEEERRERESTANESR -

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

AAIEMRBPRULB-BERATE2NERE -

I / We hereby irrevocably authorize:

A I FRAMLEERRE:

a. any organization, institution, or individual that has any record or knowledge of my / our / the Insured's employment, sick
leave records, accidentor loss details (of any sorts), health, medical history or any treatment or advice, that when requested
by an authorized representative of AlAmay disclose any such information. This authorization shall bind my / our / the
Insured's successors and assigns and remain validnotwithstanding my / our / the Insured's death or incapacity in so far as
legally possible. A photocopy of this authorization shall be as valid asthe original.
EMEAESEELRAN/EZM/BRA 2T - HRALHE - BB RIEMER) 25F15 - BREAR - WEREAGENAN
LHERBAIEHBAENEM/ WEAZBZEE A8IALT - OXBRIBEZEBRER - TEHO - BEARA/EM/
WRAFRTHEERRES  WREBENAFEEEEYD > MAAN/EM/ BRAZERARBEATSZHERENR -
LEREE Z EARERIAEEEY

b. AIA or any of its approved medical examiners or laboratories to perform the necessary medical assessment and tests to

underwrite andevaluate my / our / the Insured's health status in relation to this application and any claim arising therefrom.
These tests may include, but arenot 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.
RPREBIEMER A 2B I EERCERFT  BAAN/HM/ WRAETHE2ERETARAE - WHARA/EM/BWEA
ZREMRDETEZRTME  FREBAPREREAE BEANBESE  TE5HE - KZ(LBREEE  BETRRA
JEEIEE N AR MR - R - B HERE - BERIBRARRENRZHES RERABRLIAFRERNEY TR
EETRERERZEESLE -
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Policy Number {RE 55

PERSONAL DATA COLLECTION AND USE Bl A ¥l Sk R {& A

I/ We confirm that |1 / we have read and understood the AlIA Personal Information Collection Statement (“AlA 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. | / We acknowledge and consent to the transfer of my / our personal data
outside of Hong Kong (for policies issued in Hong Kong) or Macau (for policies issued in Macau), as the case may be, for the
purposes and to the types of transferee as set out in the AIAPIC. The updated version of AIA PIC is available for download from
its website: www.aia.com.hk, and is made available upon request.

AANTEMBEREAN/ RPMECHBERAQAIABAERKERZSH ( AIAMBAERKEZRH] ) - XA/EMH
BERREAEEARBEMEREQAANFRRUAEASTEZRERS  GRIVSENEABAERRBRAEA / RMARK
TN BFANREIBRENEMER  TRBAIABAENKEBHRERER - ZA/BFANERRERAIA
BAERKEZHMABENRFERERERAA/ BMNEAEHEZEESE (MREEFBER) RM (NREE
BPER) BEHNFAABAERKESZHEMBNERNEZA - AINBAERKEZHNRITRATR LT it
T# : www.aia.com.hk * R A& AT EE o

Signature of Owner / Trustee B A / FEAEE Signature of Insured, if other than Owner / Trustee ZRA%E » i3k
(Please do not sign on blank form and use the signature on our file. | #AA /{55t A(Please do not sign on blank form and use the
prEoe R AR, BIERASEIREREE 5 signature on our file. FZEZARK LHE » URRELEREAFE
—2%) (Whose age is 18 or above F#+ \pisk A L HEHE)
Name Name
H"E H"E
ID Card / Passport Number &1773% /#8555 | Date B ID Card / Passport Number Date
FOE | ERRS =h]
Relationship with the Insured Signature of Witness
BEERABR RBEAKE
Name Date
H"E =P

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.
HEAREREXAHZIRAZEE  AZRARDE  ATHERR/ SEEEAEE -
Please complete the following information if the signature is not given by the insured. 5 E&FEZRA > BFEBTIEHR -

Name of Insured SR ALK Relationship with the Insured £232 1% A B3{&
(in block letter IE#4E ) (Please provide documentary proof for the relationship. 5123 B 3 B 30 4F)

Download our mobile app AIA Connect to
manage your policy anytime, anywhere!
THAIA [REZE | FRERREXUERR
EIRIRHIRE
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Policy Number {RE 55

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

Name of Patient: ID Card / Passport No:
FEEE B4 ERR

(A) HISTORY & DIAGNOSIS % B R 2 Ei

1. The date when symptoms first appeared or accident happened 6. The final diagnosis of the condition and its complications
REEREE BANEERE BEDHERRARE
MMA DDH YYYYE
2. Symptoms and complaints presented by the insured 7. The academic qualification, qualified knowledge and training
ZRAEFZ RS as declared by the Insured

ZRAFRBEE - BRI AR

3. The date of first consultation 8. Insured’s occupation (if more than one, state all) and exact nature
BRRZ BE of occupational duties before disability.
‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ TRAZEB (HERBFESIH) BURBE -
MM A DDH YYYY&
4. Clinical and physical findings during first consultation 9. Thedate the insured was first absent from work due to the condition.
BEARRE | B Z R EER FRABRBBEERE/ BIMELTIEZAE -
MME  DDH YYYYE
5. The date when the diagnosis was first given 10. Has patient ever had same or similar condition? If so, please state
BHIRFE B E when and give details.
‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ FRARBEBERZHE? WM "B - BN PARRFRAES o
MMA DDH YYYY&

11. Details of consultations and treatment rendered by you / hospital BT / SRR 24 EE1S ¢

Date / Period Details of Treatment Investigation / Special Procedures
B A / BFER B BE BHREERER
MMA  DDH YYYYE

12. Name and address of other doctors / hospitals attended for treatment of this condition SR A ERIRE / EIHNERP 2 BEM LR ibit

Date of Treatment Physician / Hospital attended Address
A ROBEMR /BREH ik
HEpEEnEEEN
MMA  DDH YYYYE

(B) CURRENT HEALTH CONDITIONS OF THE INSURED % & A IREFZ @ R kiR

1. Progress of recovery BE{EERE
[C] Recovered B2EE1E [ improving B [] static BREE [C] Retrogressed 18521t
Remarks &t :

2. Current state of mobility B % &SR
Give name of hospital and the period of hospital confinement, if any. 21ZE{¥Fx @ FIRHER BBERER B -

[ Ambulatory 478 &2 [] Home confined RS #kE [ Bed confined BEAGK{KE [] Hospital confined BBk 4%
Remarks &% :

3. Please describe the current physical impairment.
BHAZRAREZSRBRE/BEER -
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Policy Number {RE 55

4. Can the insured perform the right listed “Activities of Daily Living” without the use of mechanical equipment, special devices or other aids
and adaptations?

BHBERRHFML  RRAEFIZHDT - IETRTHINEIER?

Transfer (to get in bed and out of bed or chair) =T FRE 4G T A48 : EI can A LA E] cannot AL
Mobility 1T : [] can@it [] cannot FaIA
Dressing ZX : [] can®i [] cannot Falk
Bathing & Washing %6i& R #R3% [] can@it [[] cannot a1
Eating & : [] can ™ [] cannot Falit
Toileting Z0ET : [] can @it [J cannot FaTLL
Remarks & :

5. With the current health condition of the Insured in mind, what would you rate the present working capacity of the insured?

MERARE ZRERRTS - BHEETERED -

|:| No limitation of functional capacity, capable of heavy work without restrictions

BEARE MBI N LB TE

[] capable of medium manual activity

REAIM B ER DS B TIE

[] slignt limitation of functional capacity, capable of light work

RAREEERNLEEHTE

|:| Moderate limitation of functional capacity, capable of clerical / administrative activity

RARBEFBNLE BRI CETE

|:| Severe limitation of functional capacity, incapable of minimum activity

FARSE AR IEEESINETIE
Remarks % :

6. Please describe the current mental impairment of the Insured (if normal, please go to Part C)

ERRZRARE ZGWRE/BERE (B RRRY - FFEBCEHG)

7. With the current mental status of the Insured as described above, what would you rate the present ability for interpersonal relations and
communication of the insured?
MERARKZBEERRTS @ B HEEREHRBREED
I:I Able to engage in all interpersonal relations and communication (without limitations)
HREFHRBBRENIRTEEERE
|:| Able to engage in most interpersonal relations and communication (slight limitations)

BEEN AR B R EEA RIS

|:| Able to engage in only limited interpersonal relations and communication (moderate limitations)

REEAREB SN EBRENER

|:| Unable to engage in interpersonal relations and communication (marked limitations)

BERZHIEBRBEED

|:| Has significant loss of psychological, physiological, personal and social adjustment (severe limitations)
BERZOE - £ - BARTSEREED

Remarks £t :
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Policy Number {RE 55

(C) PROGNOSIS & REHABILITATION &R R

1. s the insured now totally disabled? ZRARBEETEEATIERED ?

In terms of his / her own job: In terms of any other jobs:

BEZRALGZTHEIBENS : [] Yes® [] No& USRS EHMTHERBENS : [] Yes2 [ No &

2. According to the insured’s academic qualification, qualified knowledge and training, what duties of the insured’s job is he / she incapable of

erforming?

?EE%{%)%EP%&Z%EE - RAHBR AR - B ZRA BRSNS 2 TR o
Capable of performing any kind of work and duties |:| Incapable of performing any kind of work and duties
REA e B TSI TREME B S B ER M) TS B
Capable of performing his / her own duties and occupation only |:| Remarks 7 :
REERBEA S - THRBE

3. Do you expect a fundamental or marked change of this present condition in the future? o =
BTRAZRAZRRETAES HENLE ? Ovese [Cnew

4. |If yes, how long do you expect the Insured will take to perform duties?

m g RRARME S REEN TR

In terms of own job: RIEZFHRAKRG 2 TESBEMS : In terms of any other jobs: MW BHBEAM THEFBEMS -
[] within 1 Mth —{&A & [] within 1 Mth —{8 B &

[]1-3mths —==f@ARK []1-3Mths —Z=EAR

[] 3-6 Mths ==XEAR [ 36 mths =ZABARK

[[] 6-12 Mths XZE+=1BARK [[]6-12Mths <xZ+=fAR K

[[]>12mths ZR+=MEA []>12mths 20+ =188

[] Never xF [] Never kT

Remarks &t : Remarks &t :

Ay

5. If no, please explain. #l “F~&”" - Eaful o

6. Please state any further treatment / rehabilitation plan.
ERPEE - 2 aEREE S -

(D) MISCELLANEOUS H ftt

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

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

A HPRBALRFEE LFHEERERAA RO ECEERAEZH -

PERSONAL DATA COLLECTION AND USE

PLEASE READ THE AIA PERSONAL INFORMATION COLLECTION STATEMENT (“AlA PIC”) BEFORE YOU SIGN THIS
CERTIFICATE. IF THE AIA PIC STATEMENT IS NOT ATTACHED, YOU CAN ASK FOR A COPY FROM US. Also, the
updated version of AIA PIC is available for download from its website: www.aia.com.hk.

All the personal data and other information contained in this Confidential Medical Certificate will be used by us for the processing
of the Insured’s claim(s), and will also be utilized in accordance with AIA PIC. By asking you to fill in this Certificate, the Insured
/ Owner has given you the express consent to release his / her personal data and other information to our Company.

BEASEHBERER

TEILEERER  BEMBEAABAZEGEEHR - WAIA BAAERNEZREREREMNAREELERE - BT o mKFEREUEED
IR—17 o AIA 1B A E RS2 87 Y BR 37 AR AN I8 B A LA T 483 T 3 www.aia.com.hk ©
FEEAREMALEEREREMSNEIMTERSSHBRMAFRESRAZRERD  RMTTREBAA BAERKERS

BAEAZLEER - QETREERESHEERENRRZIR/A/ REFFACEERTIRLREEEM HNEAEREE
& RHE M -

Name of Doctor B4 7 - Signature 2% :

Qualification BEE&E# : Date A :

Contact Telephone No. B¢4&8E&E - Official Stamp ZE0 :

Address it
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