AlA International Limited
(Incorporated in Bermuda

S
4 I P with limited liability)

TOTAL & PERMANENT DISABILITY CLAIM FORM
SE& Rk A TR TAEREIREHE FHER 2%

Policy Number Name of Insured ID Card Number / Passport TR Membership Number
TR EABRAS ZRAGA Number BH3EERE /| ERERES| RBEARY BTG
B123456789 Chan Tai Man A123 XXXX
Area Code Agency / Broker Name Agent / Broker Code [Jeea [Jes [Janc
EIARR BREEHD | RiooHE BTN | ICTE | | | | | | | | | | |
Z8 ABC-12_DEFG 01234
Agency Code Agent / TR’s Name Agent / TR’s Tel. No.
B BHRINRR BEE | RiCEA BEE | RICHEES 08392063
Cheung Siu Man 91234567

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) FE—Z{rHE2EAREFEAEE

Thisisa 5% || New Claim #&%&af [ | Further Claim FfxaRM [] Review / Appeal it/ 7k

["] Please apply this claim to all my policies with the same benefit. #5022 EZ 1 HEEHE R A A 2 BIFTREE &2 BT e R R 2 L -
E Please apply this claim to the following policy / policies with the same benefit. 2 & ZREHE HERR NG F2EFE 2 R

Remarks 7
Please take the appropriate box; otherwise we will apply this claim to all of your policies held with our Company.

FHAEFEE - AR T BB R I T B IR PR AL A T IR A

QUALIFICATIONS AND EMPLOYMENT PARTICULARS £ it EiEE:

1. Your academic qualification, qualified knowledge and training. 1. Pri mary school
P T S ~ REFTHIGH SRR -

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

SR (g 4 SHE A 7 e B

3. Name and address of business and employer. 3.NIL
NI SR AL S -

4. Did you file a sick leave certificate with your employer? 4.
EENTY ES S e [1 ves s
[] No##H

5. Date you last worked 5.
BB LR 106/02/72017
MMJ/ DDH / YYYY4:

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

AR AR AR (A - i SRR P A ) |O 6/02/20 1 7]

MMH / DDH / YYYY4E

This form is applicable for making claims against the policies issued by AlA International Limited (hereinafter called “AlA”).

BEFHEE PN AR (B A IR RIS TR “ARRER" )RS IREERISRIE RS -
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Policy Number {REESERE B| 1

PLEASE COMPLETE IF DISABILITY WAS DUE TO ACCIDENT [R&4/MNiEeEs TIEgE 8-

7. a) Date and time of accident 7 a)
AN I SRR : 1 am L
MM / DDH / YYYY4E HR E§ MIN 53 P.M. T
b)  Where and how did it happen? b)
MBS
c) Part of body injured and type of injury c)
ZAGEAL 5B

PLEASE COMPLETE IF DISABILITY WAS DUE TO ILLNESS PRjE &L TIERE /1 A:

8. a) Indicate the illness and give a brief description of 7 a) Stroke
symptoms.
i P R B LS 1
b) How long had the insured been having these symptoms b)

prior to the first consultation?

FIRESZRAE L TAAES A ?

c) Give details of consultations Zi5311%

c) Date k2 HEH

106/03/2012

i) The doctor first consulted for this illness MMHA / DDH / YYYY4E
HRZNEL TR i) Name(s) and Address(es) of Doctor(s) / Hospital(s)
Ba A | el Aa i Kl
Queen Mary Hospital
i) The doctor who referred the insured to hospital i)
R A B R

A&E Queen Mary Hospital

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION #E1% > 3K K fEbeacsk:

9. Details of Physician(s) consulted or hospital(s) admitted for current disability. [Kl52 25 B G5k s & B A i 42 50 A (X 2 BEE ks -

Name(s) and Address(es)

Admission / Consultation No.(s)

Admission / Consultation Date(s)

74 Btk A ¥k Sk H Y
NIL | |
MMH / DDH /YYYY4E
| |
MMA / DDH / YYYY4E
GENERAL Azt :

10. Please give details of any hospitalization in connection with this iliness. Z5HEftELR R 2 EBEi#% -

Name of Hospital(s) Bfz4 75

Date of Admission A5 H#H

Date of Discharge !z H#A

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

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

] Yes & No ¥%H

B N R S AR BN R AR TAFRE IR 2 4 “F" - GHELET T -
Name of Insurer(s) Type / Amount of Benefit(s) Rider(s) Attached Policy Number
PR FH T PRI | S UEpIpEE S| PRELGERS
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Policy Number {REESERS B|1|2|3|4|5|/6|7|8]|9

AIA INTERNATIONAL LIMITED
RIDRB (BIE) HERATR
(hereinafter called "AIA" DI f&fg" A& FARka)
DECLARATION AND AUTHORIZATION E&HH Rz 4574

Important Note {FEEIH

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.
Ryl REAR R AR SR B HGE - G FRAEEA DU SCREAS - RIS AE X7 5% -
[ Physiotherapy / Occupational Therapy Report(s)

YIEER e AR
[ Laboratory, Ultrasonogram, X-Ray and / or MRI Report(s)

ALl ~ R ~ Xt - EEMSHRRS R 3R

Sick Leave Certificate and / or Consultation Proof

YIEZEREH RS K | SHAEFS
We will notify you or our AIA 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.
ERMVE R ELL LR LA A A A RIS M - SPTEd@ AR T SRR B R / Ao PRIGRERS / SRR - RERIUARAROR
T HSE R IR R i -

Claims Payment Option SZ{-JH5E fik:

l: Hong Kong Dollar #7tC E Policy Currency {gE &

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 at its discretion.

AN BATHH H A DR B 28 o SRR AR O B 0 B BB A T g H i LR (A3 ) A sl o S TS DR B B W R Y8 o R » SR s Dl AR fR B
S LLG M B (R EE W R ST Ao b S 2 ) 5 0 B A FS DR B IS P (it o Aess -

b. I/ We understand and agree that should I / 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 AIA on the basis of AlA's internal exchange rates as at the time of the
relevant currency conversion.

AN T BABHA KRN | BRI RE NI EHAFRSETEDL N S AN | BFFERIEFTRA SRS mE2ed
TR B SR AURH B A FR OR B O B s AR AR T R -

Levy on Premium {R&E&#&E

Important Note & E5# %]

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 (“lA”) by the company. Any failure to do so may result in a breach of the Regulation under which the
IA 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.

PREFRFE AL (ORBEZE(BENFB) (TP WEREIREHRF A A N Bl —WE R E R 0 AR R R N B OREEEE = (REE ) a0
i%ﬁg};iﬁﬁﬁ%ﬂﬂ%ﬁ%ﬁ% » BT RS SRR » ORI SR AT TAIRZ A IS B P 5, 000 CRY EIIEK » T RN AU B Sk Al ME Ry R O B SR R BT

i%fapEay e

Declaration and Authorization #BH k2 15§

[0 1/ Werepresent that | am / We are the Owner / Assignee / Trustee / Beneficiary (as the case may be) under the policy(ies) as given on this form.

Unless putting a tick v 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.
AN BAVEI » AN | BT R HERE 3 TRV RELZ R A | 3B EREA | 23 NI E) « BRIEIA Ay Zerg s bv ik » BRI A /
Tef7e B FEAAE BOR BELELE KRR AL - 2 B S (S A R AR B 1 <2 R TIR A B OR B b R A PR B (A58 D) - FA PR B SR IE AR PP IR BN
FAENFINFHHIRIIR R A | A [ BEEA | WS NG TEDRIER B TR MR REHERE - AA | T BRSPANER B A BRI R
B - L\ FHMRBESE R E R MR R ARE R -
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Policy Number {REESERE B|1|2 3|4 |5|6|7|8|29

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

AN BATBEHLL g —TEE Ryt 2 RIEAE -

| / We hereby irrevocably authorize:

AN BAZRIZAE

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.

ETHESBEE AN | Tl | SR A TAE - facER - BIMNEEAERER)Z S ~ RS ~ IR ST AIER SEE R0 R b i R 8ol R A A
13 1 AR ABBIE RS ~ MR AL ~ IS RIBERE GBI - AEHE] - BIBEARA 1 2oA / BefR ASEUEEEAAREST » IR IRFHIE
BT - AN T FAT | BRI AR IS 2 AR AR o RS IEARBL R AR B AR -

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.
KSR SAT T H AT 2 B S B A mALBRT - AN [ M | BRI TR BRI BHIE, » SR A [ RAPVBR N RERIRVUHE TER AL ST
fili » VR BRBHAS B S e HAR Bl ARSI EE - NS - IS LB s - ERERE - IEERE A R ISR - BRI - BT ThRek s -
FERER IR G NRSTRETTR IR ~ R BBBNEEY) - S B T R HAE M SRS -

PERSONAL DATA COLLECTION AND USE

I / We confirm that | / we have read and understood the AIA 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 AlA PIC. The updated version of AIA PIC is
available for download from its website: www.aia.com.hk, and is made available upon request.

EARRHER R BEH

AN BFFEREAN | BACHEKABAIAMEARRERR ( TAIMEARRHIUREY , ) -

AN | BV K FEEEAR R RE A FARUERTERERS - SRR AEARTR RBRAAN | 2415k
AN | RFRIRE B EHIHMER - FAIRBAIAEABRUEERARER A - AA | MBS R EERAIAME A G
SRR H R PR SR A AR E A TR 258 (AR R RS ) s (AR B TRER )5S T AIAE A
ﬁggﬁ%%ﬁﬁﬁﬂ@:ﬁﬂﬁ%k o AIAfE A BRHCER AR BT FT R DU T 84L& ¢ www.aia.com.hk » R EJ[HER
EJ/ ZHY o

Mo
Man
Signature of Witness R.:F A 252 Signature of Insured / Claimant ZZ{® A / B35 A 252

(Please do not sign on blank form and use the signature on our file F57J#F22 1M F55% - I

TEpR B B FL G —2))

Name #:4: Chan Tal Mo Name #:4: Chan Tai Mo
ID Card / Passport No. £} | HEIBSERE : A12345687
pate AM: 12/01/2017 Date H#: 12/01/2017

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.

PLEEII R AR - BB AR/ NE > AIMTHHSR | SRR A -

Please complete the following information if the signature is not given by the insured. % FHEHIEZHREA » FHHEHTT FHIEER -

Chan Tai Man Father and Son
Name of Insured 3Z{F A% Relationship with the Insured Ed3Z{# A Bif%
(in block letter [FHEE%T) (Please provide documentary proof for the relationship. #5252 B fRaEIH L {4)
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Policy Number {REESERE B|1(2|3|4|5|6|7|8]|29

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

Name of Patient: ID Card / Passport No:

W& S5 | AR

(A) HISTORY & DIAGNOSIS 5 K2t

1. The date when symptoms first appeared or accident happened 6. The final diagnosis of the condition and its complications
WEERHE /N HI IR RS R ST

MMKF / DDH / YYYY4

2. Symptoms and complaints presented by the insured 7. The academic qualification, qualified knowledge and training as
R A FIRIRBEEER declared by the Insured
AR EEIE ~ B8R H1R Be AR

3. The date of first consultation 8. Insured’s occupation (if more than one, state all) and exact nature of
HXKE HIN occupational duties before disability.
AR N B MRS H AT B E -

MMFA / DDH / YYYY4:

4. Clinical and physical findings during first consultation 9. The date the insured was first absent from work due to the condition.
BRI | BN R R ETHRER RN E KRR | BIMF IR TR B -

MMH / DDH / YYYY4:

5. The date when the diagnosis was first given 10. Has patient ever had same or similar condition? If so, please state when
EHXEZE HIH and give details.

ZIRARTHERZRE? 1“7

AN B A u e -

MMFA / DDH / YYYY4:

11. Details of consultations and treatment rendered by you / hospital HHE T / Ebifefitz iGEH S ¢

Date / Period Details of Treatment Investigation / Special Procedures

HH / R IR 58 | R EIRET

MMH / DDH / YYYY4:

12. Name and address of other doctors / hospitals attended for treatment of this condition Z{# AGtE RN | B AMNE K2 2 B4 4 K stk

Date of Treatment Physician / Hospital attended Address
TGS H KL B4 | B Hirhl:

MMH / DDH / YYYY4:

(B) CURRENT HEALTH CONDITIONS OF THE INSURED 52{f A BRI R IR

1. Progress of recovery F{EtfE
[] Recovered &5zttt [[] improving i [ static fisseise [ Retrogressed fifiitf(t
Remarks #¥:

2. Current state of mobility H ‘& i& &
Give name of hospital and the period of hospital confinement, if any. ZNE5{EFe - FEHEALEERE 48 B (:Fe HI -

[0 Ambutatory 7581840 ] Home confined zzsa¢eszritk. [ Bed confined 2Ehiktk s [ Hospital confined 225k
Remarks }:

3. Please describe the current physical impairment.

RS PR ARIRE B BRI [ BEIED -

03392063----7 Part Il - Page 1 of 3 OPCLMF06.1217




Policy Number {REESERS Bl 1| 2| 3| 4| 5| 6/ 7, 8 9

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?

e HE TR IR, - SZIRATENSZIBIT > "S5eRk FYURYERIE ?

Transfer (to get in bed and out of bed or chair) |- FEREZ{ER T4 : [ can myx [ cannot Fuys
Mobility 178} : [] can w11 [] cannot L
Dressing Z##K : [] can w1 [] cannot LA
Bathing & Washing #Eif stk [] can 71X [] cannot LA
Eating fEg : [] can m1x [] cannot wyLx
Toileting 41T : [] can myix [] cannot Fwyx
Remarks &t

5. With the current health condition of the Insured in mind, what would you rate the present working capacity of the insured?
MR BN ZERGIRDUM S - F5aTALH L RRE
D No limitation of functional capacity, capable of heavy work without restrictions
REFUE ST 155 0) T AF

Capable of medium manual activity

REFITE S RERE ) 558 T AF

Slight limitation of functional capacity, capable of light work
JRUIEAE X ity cyAL-T UMK{E

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

ARTE IR IS5 BB E T AR

Severe limitation of functional capacity, incapable of minimum activity
AR 25 B s E LA

Remarks Zi:

O O O 0O

6. Please describe the current mental impairment of the Insured (if normal, please go to Part C)
FREASZ IR ABIRE Z FETIERIF | IR TR R QRS MITAYL KA - SRR Gl D)

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?
IR ABRIR RGN S GHR AL Homt 2 G B f i iR
|:| Able to engage in all interpersonal relations and communication (without limitations)
A IS B SR ERE P Ry e IR

|:| Able to engage in most interpersonal relations and communication (slight limitations)
RENEAT B ik 22 TG b B A5

|:| Able to engage in only limited interpersonal relations and communication (moderate limitations)
HRE AR 2 i 235 Bl e B A58

|:| Unable to engage in interpersonal relations and communication (marked limitations)
SRR Z i ARG B SORSERE S

I:l Has significant loss of psychological, physiological, personal and social adjustment (severe limitations)

BRERZOEL ~ BB~ 8 A Sk EEERE ST

Remarks £F:

03392063----7 Part Il - Page 2 of 3 OPCLMF06.1217




Policy Number {REESERS

(C) PROGNOSIS & REHABILITATION #5118

1.1s the insured now totally disabled? Z{f AR E 524585k TIEREST ?

In terms of his / her own job:

REZRAAR G TAFRIBSEN S

=

. DYes

DNoﬁ

In terms of any other jobs:
LI BB S B AL TP S

DYeS% DNoﬁ

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

performing?

RRE 2 IR A FH i SRR
Capable of performing any kind of work and duties
BESTE LA TAF il

|:| Capable of performing his / her own duties and occupation only

HEERHHAL Z TAFSSE

FRTTAE BB - FERFAGSZ IR AR

ESITE . TAFEE -

|:| Incapable of performing any kind of work and duties
AHENE 2 0 2 BT TR Bz

|:| Remarks Z}:

3. Do you expect a fundamental or marked change of this present condition in the future?

P AR IR A ZIRILE A A / BB ©

DYes% DNOE

4.1f yes, how long do you expect the Insured will take to perform duties?

g 2R AR REE T TAE ?

In terms of own job: HRYEAH AR L2 TFSUETS |
] within 1 Mth —fE AR

] 1-3Mths —=={H A

[] 3-6Mths == AR

[] e-12mths <%=+ AR

[] >12mths 2 i+—fHAE

I:l Never 7k~

Remarks ZF:

In terms of any other jobs: mtHAh T/ESHRZEM S ¢
Within 1 Mth —{i 5 A

1-3 Mths —ZE = HK

3-6 Mths =ZAEHHAMN

6-12 Mths AE+HHMA

>12Mths Z A+ H

Never kAR
Remarks Zf:

HoDoOn

p={1113
aht
=il
(=4

5.1f no, please explain. 4l “fg” -

6. Please state any further treatment / rehabilitation plan.

A EE— iR RG]

(D) MISCELLANEOUS iy

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

At BRI AR R G -

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

AN T AR ERES & ERTHE RS B AR [ BT BT S L B e A

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.

B A Bt R fe g A

FEIEAERERT  FEARE AIA EABEBEREH - 41 AIA EAERHER AR GREH R AR A RS - B~k
HHEEIA— » AIA {8 A ERHCERE IR et U/ il DLUT gkl 3k www.aia.com.hk

FIrA 1 A S EA A L B8 A i o5 IR AT S RO R g i R M (RE B 2 IR N SR FRES - BM/R ] AREE AIA {5 A ERHIL
LRI LR - R MR BRI B R S RN R A | RELRFE A TR T TR R @ gt / dthrro el
NER e AR G -

Signature 5%

Name of Doctor B&4-#:44:

Qualification BEEE&%: Date [HHA:

Contact Telephone No. & EEEE: Official Stamp ZE:

Address Hbdil:
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