Bl Pe etk SRR R IR (RIBAREERP)
LOG China Hospital Form (For Hong Kong Customer)

AlA International Limited
(Incorporated in Bermuda with limited liability)

Pre-Admission Enquiry FEARECZERA
S» Hong Kong &#&
,q I P, Fax {5 (852) 3118 9083
Hong Kong Customer Hotline FEZ FER: (852) 2232 8870
Toll Free Hotline for Hong Kong Customer to call in PRC:
ERAEFEBENT RS 4008-428-009

N\

CEO MEDICAL PLAN SERICES
Pre-Admission — 5 Simple Steps
Your One-stop Hassel-free Service for Complete Peace of Mind During Your Hospital Stay In China

EHERRART
NBABE T HER
— iR A5 AR B PN BR B S R SR TS, STEAER BB 300

Please contact AIA Pre-Admission Hotline FEBIE X B AL ECEAFER :
For Hong Kong Customers &F#&F: (852) 22328870
For Hong Kong Customers to call when in PRC

EREFPEEBRNR BT 4008-428-009

Needs to have IDD function in phone in order to get through

EFEERARRRIZINGEL REITE

d

Fill out and return the Pre-Admission Form to us at least 4 working days prior to

admission FFHEZNBERTE TR BT R 2 0 E TEXR3ZE SR

Fax no. for Hong Kong CustomersEERERHERF: (852) 3118 9083
E-mail for Hong Kong Customers BE&H#HE: hk.pre-admission@aia.com
J

N\
We will issue a “Letter of Guarantee” (LOG) to the concerned hospital for admission
BfemaMERRE [ ERARFRES |

>

A\
Upon admission, present the insured’s identification document to the hospital for
verification \BER, FERIEBRIRZZRAZSHEIAXHMERE

24

On discharge, the hospital will send the invoice directly to us. Once our Claims
Department completes the case assessment, if there is any shortfall, a shortfall
notification will be sent to you 14 days prior to the collection Hipzi%, BEFREAGEEE
EERZARM, EXRFABESHAGTMRE NFEHE, $RUNEEERTUXATH
[ EEARiEmE |

EOR

J

Note to take:

i) Final decision of LOG issuance is subject to the discretion of AlA.

APRAZHERCTRARRSRARERH

ii) If hospitalisation is due to illness/disability classified under exclusion or whatsoever, no LOG will be issued.

MEFZFREEMSIBNERSR, HFIFER [ ERARFREE

iii) You will be required to provide treatment information and authorise AlAto collect shortfall of medical
expenses, if any, from your authorised credit card account.

BRIEHIEREN R RELARRERENEFRFIRFUNERERANER WA
iv) The actual date of claims notification depends on the submission of required documents by the hospital.

BEBMNER AR TEREXERENMSHEMARTRE

“We”, “us”, “our”, “AlA” or the “Company” herein refers to AlA International Limited (Incorporated in Bermuda with limited liability).
[#M1 . TAIAL . [AR] RBERADRE (B BRAF (REREZIMRIIBRAR)
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Bl Pe etk SRR R IR (RIBAREERP)
LOG China Hospital Form (For Hong Kong Customer)

AlA International Limited

/ (Incorporated in Bermuda with limited liability)

3- Pre-Admission Enquiry TREA B CERA

.q I P Hong Kong &#
Fax {$E: (852) 3118 9083
Hong Kong customer hotlineBF &R PR : (852) 2232 8870
Toll Free Hotline for Hong Kong Customer to call in PRC:
BAEFEENG &R 4008-428-009

INDIVIDUAL HOSPITALISATION PRE-ADMISSION FORM ABRBIE &G

PART | — TO BE COMPLETED BY POLICY OWNER/INSURED $£—&8% — HIREHEARZRAEE

Please complete this form and return it to us by fax or e-mail at least 4 working days prior to admission to hospital. Subject to the
eligibility of the Insured (Patient) a “Letter of Guarantee” will be issued by AIA

FREZIEREEAANRIRLOOETER, MEEHBHHRNIER. TEZHRA BA) FEEREBRT, AHPBAZRAESR [MERMRRERE ]

Policy Number {RESSERS: Name of Policy Owner {REE#HEAER:
Name of Insured (Patient) {RA GHA) 2 : Date of Birth Z{R A (FEA) HEBHHA -
(MonthA) /(DateH) ! (Year£E)

Insured (Patient)) I.D. Card/Passport Number

RN RN B0/ E RS
Please fill out the below information if the above-mentioned document will not be applied during admission.

PR FAERF IR L5 2 SRS, BEETIER.
o Identity Card

; numberz& SRR ¢

Sipe ( K :

- :s:port (numbers¥ SRR ¢ )

o !\/Irfunland 'I:r‘avel I‘Deert for H?ng Kong and Macao Residents (nUmbersE SRR : )
FIRE R AR thi@E TR ([E45:E)

o Others, please specify: (NuMber¢EEES - )

Hit, FEEA :

Contact Telephone No. B48EESEHS: E-mail Address/Fax. No. EEMLiF{EESERS:
Contact Telephone No. in US if any B BEEFIA:

noz| If you do notwant AlA to inform your agent about this hospitalisation Letter of Guarantee application, please tick “No”.
METAMABRRRERGHRFENERE, BOAAERNAR BE “® MEHE -
Agent/Broker Name &% 8 /44014 4 - Agent’s/Broker Tel. No

BEB/ KB
Agent/Agency/ Broker Code &% B85S/ &40 5ES:

Area/Agency/Broker Code [Eig/ &% 8 /4% 42 48 Bl Aw5E -

Are you making any AIA Group Policy or other insurance or compensation claim as a result of this treatment?
BRERRERE, BTEREABERRENEMIRE AR/ HAEREREE? oYesZ o No&

If “Yes”, please provide the following information 7, EiRMHETHIER:
Name of AIA Group Policy Employer/Other Insurance Company/ Organisation & 3BEIBE e+ & 78/ H RGN B/ HiE 258

Group Policy No./Certificate No./Policy No./Membership No. EI3&{REEIIE/ FIRBERE/IRE/ & BHIE:
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Bl Pe etk SRR R IR (RIBAREERP)
LOG China Hospital Form (For Hong Kong Customer)

PLEASE COMPLETE QUESTIONS 1 TO 5 IF HOSPITALISATION WAS DUE TO ACCIDENT EEINHENITEEERIE 12 5

JTRAB

1. Date and time of accident Z4 HHA&A5R: MMB/DDH/YYYYH AM. EF P.M. T4 HR B MIN
Wi
2. Where and how did the accident happen ZEsMtEh 7408 :
3. Part of body injured and type of injury Z{EERIRIES:
4. Present occupation (if more than one, state all) and exact nature of occupational duties IRE; (EHFEEEYIRD) B RES:
5. Name and address of business or employer ATk EE&FE XML
PLEASE COMPLETE QUESTIONS 6 TO 8 IF HOSPITALISATION WAS DUE TO ILLNESS BEREA\FGEEIEERIEE 6F 8
6. Give a brief description of symptoms A HEZHEAR:
7. How long have these symptoms existed prior to the first consultation? :ZZHIEEE AKEFEHEEL KX ?
8. Give details of consultations 323A5%1E

(a) The doctor first consulted for this illness ERFZMEEZR: Date 5Ke2 HHEA: MMA/DDR/YYYYH

(b) Name and address of clinic/hospital 524 /52k% & 78 R i1t :
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Bl Pe etk SRR R IR (RIBAREERP)
LOG China Hospital Form (For Hong Kong Customer)
Declaration and Authorisation BB R IRHE

PERSONAL DATA COLLECTION AND USE

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

| / 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 AIA PIC.

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

BAEMBSERER

AN/ BRFIEBEAN/BMERERPE AIA BATRERE ([AIABARKESRR] ) . AA/RFIRIPREEERBFRHE
RARAFRUER S ERERS. ARHEFANEMEARREEREA/BOAREAN/RFNREFBEHH IR, TRIEAIAEA
BRWERBRAWSRRER . AA/ZMTEREER AIA BARRKSKREAAMEEHRFERERAA/BOANEABTHESE WRE
FEEBER) R QREERFIESR) 55N AIA BABRUSRE ARSI ERAEA .

AIA EABRUSE RN SR A TR A TAEUL T8 : www.aia.com.hk, RATEEARRRN.

I/We hereby irrevocably authorise:

a. Any organisation, 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 authorised representative of the Company may disclose any such information. This
authorisation shall be valid as the original.

b. This Company 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.

c. Neither submission of this hospitalisation Pre-Admission Form nor the issuance of Letter of Guarantee by the Company shall be construed as admission of liability on
the part of the Company.

d. In the event that the Company has settled any charges not covered in the policy or exceeds my/our/the Insured's eligible benefit limit, the Company shall have the right
to deduct any of such charges from the credit card as specified below. However, if the Company cannot collect such shortfall due to insufficient credit available in the credit
card account or for any other reason whatsoever, the Company shall have the right to setoff the shortfall amounts against the amount due or payable to me/us/the Insured
from this Policy and/or any policy issued by the Company of which l/we/the Insured am/are/is the owner(s) or trustee(s) including but not limited to any death benefit (to the
extent it is permissible by law), dividends or return of premium (for whatever reason).

KRN/ BV

a. (EHEBEIEAEAN/ B/ WEAZTE, BREH. BITHEL ((ERHRRD <&FF. BEKR. BEREMEBRREACHRE/ I AARN/RFI/HMRAZRZ
Wi, AR ALT. BEQREEAMER, TEHEE, BMERN/ZF/HRARTRERED, KIREBSNAFEREEND, MAN/ B/ BRAZEEARBEATE
TUIEELR. EEE < EAHEEKREBHH.

b. BARISEMERR SR ERMEER, BRAAN/ R/ BRNETHE BRI LRR, EHEAAN/ B/ BERAZBRRINTE TEZL MY, ERREAREREE
Mz FHMEEEE, TEHEE. EFUBSEE, BETRR, FERRBMZMEER. BERF. BERFELE. BURIERAREENIRZRFE. RRAKKEN
BNy, 5%, BATREREMZ EEELE.

c. ERZIRABREIRRFIEHAE QR RF L ERTRFREFEITERRAE QAR RIEGHEBESE.

d. HEQRAEARAN/EM/SRAXGEAFEZRIEHENNER, T BHBRAREREBNERR, SARMERERUTEENEAFHMBRMMEAERNEE. 58
AREGRERFFOMNERETE, IFREMEMRERNZREWINZEEZE, ELRKERIBRIGRAMRILRE, R/SEMBHEQXRBZLUARAN/EF/ZRAMES
REFBASEEANREFREZ T FEAAN/ B ZRADEEPREINR, SFEFRMEMSEEEE CEEALFHERNRN) . IHRFERE (FRITERRE) .

Signature of the Policy Owner Signature of the Insured (parent/guardian if Insured is below 18 years old) | Date (MM/DD/YY)
REFBAAEE: ZRAEE EFRAFREBEUT ARFERRLERREES) HE (B/H/%):
Policy Owner I.D. Card/Passport Number Insured (Patient) I.D. Card/Passport Number

REHBAGNEERRE: ZRAN AN B8/ ERIEN:

Part Il — TO BE COMPLETED BY INSURED/CLAIMANT 2% — IS {RARBFEAES

Credit Card Authorisation Form for Shortfall Collection WV EEEF z EAFRES

If the amount paid by AlA to the hospital exceeds the eligible claims arising from this hospitalisation, this Form authorises AlA to collect the shortfall
amount from the following credit card account. The credit card holder must be the Policy Owner or the insured or with direct relationship between
the Policy Owner and the insured e.g. spouse and parent. AIA will hold HK$5,000 from the credit limit of this credit card account until the claim
assessment is fully completed. The shortfall notification will be sent to Policy Owner 14 days prior to the collection.

(Please note that for Hong Kong Customers, Visa Card, Master Card and CCB (Asia) UnionPay Dual Currency Credit Card are accepted)
MAEERBRXTHERABLERRERMS ERREREZTEERE, WESHEEABREUATERARFORMBHESR. FRFHFFALE
BUREZ REFFARZRA, SHREFFARZRAGTERREF, NMRBRRE. KBENERFREEES 000THERE, EEEEERE
BEEEAL . KAARWEERS B +IOXAEHERIRBMERNRESTAGHEEFS.

GEEE, EAEPHRMETEST VISA MASTER R GEM) REFEREA P

Credit Card Authorisation Form {ER-R{FEIEHESE (this section must be completed HEB4y AEIHET)

Cardholder's Name #-~ A& Cardholder I.D. Card/Passport Number #-k A S /& RSENE:

XXXX

Credit Card Account No. {5 -<5ES: Credit Card Expiry Date {52818 : (MMB/YY4E)

I hereby authorise and direct AlA to debit the outstanding shortfall due from my credit card account

FABRERIBREBREAERFFONRIANZEHRA

Cardholder's Signature R AZEE: Contact no. Bj4&aEHS:

Date (MM/DD/YY) HEA(B/BH/%) :
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Bl Pe etk SRR R IR (RIBAREERP)
LOG China Hospital Form (For Hong Kong Customer)

Part Il — TO BE COMPLETED BY THE INSURED/ INSURED ATTENDING PHYSICIAN/SURGEON AT THE POLICY OWNER/INSURED’S EXPENSES
IF ANY

FEBH—HERAN/ZRAZEZEE/SIHEEES WEBE, REFEA/ZRATEITREESERER)

Name of Patient A& : Date of Birth fHAHLEHHA :

(MonthA) /(DateH) I (YearfE)
Sex 47l o Male B o Female & Room Class: o Ward o Semi-private 0 Private

£ B & A: O Z@KE O F:AKR O FAZR
Name of Hospital &% Hospital Telephone B&pEE:E.
Name of Treating Doctor F;85&EFE R : Department = :

Expected Length of Confinement (number of days) TEzHEkz HE:

Medical Condition B2JEsE(E

1. Diagnosis and associated signs and symptoms 2RI H:

2. Onset date of the symptoms/condition ZwBHEA: _ /_ ___ __ /o (MM/DD/YY H/H/ME)

3. Is the condition recurrent/chronic? 4. Is the hospitalization/treatment medically necessary?
FERERAEEM/ 18 ERNRERRERE? oYes2 o No&
oYes® o0 No& If “Yes”, please give details. 12, FEfiRZ

If “Yes”, onset date of the first episode: 5. Given the condition of the patient, is it possible to provide this treatment on an

outpatient basis?

mURT. BREmAS RBREFFERER, MARBRERRL, REUUERPRZRETEZEENAR?

_______ I _J______ (MM/DDIYY) oYesiz o Nod&
(A/H/5 If “No”, please explain AR, FEEMEE

6. Isillness/injury related to the following condition L% / FIEEFHRUTIERSIE:
a) Congenital anomaly &£ X4 EE oYes® GONo#&
b) Psychiatric condition &% oYes® GONo#&
c) Influence of alcohol, drug or intoxicant ;5% = v s 28 o Yes 2 oNo &
d) Obesity, weight control HERE, REEE#EH] oYes® ONo&
e) Pregnancy, childbirth, abortion 22 » 4346 » JfijE oYes® GONo&

Treatment Details L5

7. Surgery/treatment required EiEz FH/34

Estimated Surgeon fee charges TEEHSMFEHTE:

o Anaesthesia FRE&: o General £ BB OLocal JEERRRES
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Bl Pe etk SRR R IR (RIBAREERP)
LOG China Hospital Form (For Hong Kong Customer)

8. Lab tests/Imaging/other diagnostic investigation required and please give reasons of above investigations required.
EE B/ ERE/ E TR T R R ZERTENRERE.

Is it possible to have those investigation on an outpatient basis?
REAUBRPRZREPEIZIRE?

Estimated hospital expenses charges fEstE4f& M :

9. Estimated total fee for this confinement TEsH X {ERARER -

Doctor's Information E&4E &R}

Doctor's name B84 # % Signature of Doctor and Chop B84 % E KENE:

Contact no. Bt4%ERTE:
Fax no. (SELSEE- Date HEA: (MM/DD/YY B/H/%)
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