AlA International Limited

(Incorporated in Bermuda with limited liability)
& Pre-approval Enquiry T & #t RIS &
Hong Kong &# Hotline #4 : CEO plan ZBE & E|

4 I P (852) 2232 8870
Other medical plan EfthE& &2

(852) 2232 8888

Fax /i :  (852)3118 9083

Macau P9 Hotline #44% : (853) 8988 1822

Fax@HE :  (853) 28315900

Simple guide for Medical Expense Pre-approval Service
(Only applicable to AIA designated medical plan)

EREARTHZEREGRIER
(REARAIAEEZBREMTE)

Fill out and return the Pre-approval Form to us
at least 2 - 4 working days prior to admission or day of medical procedure
FEZALAMERE YR ARSEZEREFASOMENETERTEAEM
E-mail for Hong Kong Customers E#ith it HE% 5 : hk.pre-admission@aia.com
Fax no. for Hong Kong Customers EEFBEEBE S © (852) 3118 9083
Fax no. for Macau Customers EEFIEERFEF : (853) 2831 5900

Once pre-approval request is completed, you will be informed for the result
AEMBR-—RER  BMSBEAEEEER

Once “Credit Facility Service” has been successfully set-up, we will send a
“Letter of Guarantee” (LOG) to the concerned hospital. Upon registration at hospital,
please present insured’s identification document for verification and
notify hospital that “Letter of Guarantee” has been arranged by AIA
[RERBERE] —K=H  RMNEE@ESERZEH [IRREE] -
RERELE  FHRZRAZSOBAMUELE - WBNBHRAASRBEARE [FRREE ]

The hospital will send us the bills and we will settle the approved medical expense on behalf of you.
Upon claim assessment is completed, if the medical expense exceeds the payable amount under
eligible benefit, a Shortfall Notification will be sent to Policyowner and the designated credit card

will be automatically charged with the shortfall amount 14 days from the date of the notification
TREREZ  BREEEODBRMERBRERS  RMASECEEANERCEMRNEREX -
EEREFTRE  NEHEBRAXENEERRERXIHEHEE
BEEnARE EEARBAE]  YABREETHOXAEERXSIENEHAFPMER -

For enquiry, please contact AIA Pre-approval Hotline I 52 - B2 E & F78 L X IRIE 24
For Hong Kong Customers E&%&F : (852) 2232 8870 (CEO plan ZE & &2l =
(852) 2232 8888 (Other medical plan H & &t Hl)
For Macau Customers 2FI%& F : (853) 8988 1822
For Mainland China Customers HEIR#1%E F : 400-8428009
(IDD function is required to get through the Toll Free Hotline £ F EEAE BB R RN T EITBEREBEER)

00— -0 OO

Note to take:

i) Pre-approval Service or Credit Facility Service is not a contractual service but an administrative arrangement offered in our absolute
discretion in respect of covered expenses incurred. It is subject to termination at any time without prior notice.
BREAELAMBRESR [ RERE | B—ERZRANGERBEMITENZREIMROTREZE  MAFRERBERR - RIOGEER
BEE L EREMBRASTEA - WREBBLEIRERE -

ii) If treatment or hospitalisation is due to illness/disability classified under exclusion or whatsoever, no LOG will be issued
WMEAFZRBIEMS| B ARERER - GFEEE [TRRES

iii) You will be required to provide treatment information and authorise AlA to collect any shortfall including any uncovered items, etc. if any,
from your authorised credit card account
TARLSEENRBEEAARERENERAFIRFPUNMEZHEAEETZREEESE (F)

iv) The actual date of claims notification depends on the submission of required documents by the hospital
BEBANERHHARFEREXBBXEBHMERTRE

v) All the claims settlement will be subjected to the final bill and the policy terms & conditions

FrEREREZERRERREMRRRARIAR
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AlA International Limited
(Incorporated in Bermuda with limited liability)
Pre-approval Enquiry T & #t RIS &

4 I P Hong Kong &# Hotline #4 : CEO plan ZBE & E|

(852) 2232 8870
%th;r 2m%dicagl pBIan HithE st E
5 232 888
MEDICAL EXPENSE PRE-APPROVAL FORM Fax &K : §8523 3118 9083
B AT AN ER Macau &9 Hotline #4#% : (853) 8988 1822

Fax @H :  (853) 28315900

PART | — TO BE COMPLETED BY INSURED / CLAIMANT £ — 280 — SR AREFAER

Please complete this form and return it to us by fax or e-mail at least 2 - 4 working days prior to admission or date of medical procedure.

FEZURRYRARSEZBERFARIMENEIER » UMEEAREBHREX -

Policy Number Name of Policy Owner

REETRES | (MBR—BBERE - BABFEREER) REFEALS ‘
Name of Insured (Patient) Insured (Patient) I.D. Card / Passport Number

FRA (FA) #F ¢ FRA (FA) BOEERRE : ‘
Contact Telephone No. Contact Telephone No. in U.S.

AR B SRS EEI AR BRI

E-mail Address / Fax. No. ‘
B SHEE RS ¢

For proper follow up on your medical expense pre-approval progress, your AlA financial planner / broker / IFA of your latest inforce policy can
view this medical expense pre-approval information if no specific agent / broker / IFA / TR information is provided at below.
RATZEHRECHAELMBPFESR  BERUTRERUEEEXE/ RRNBYRERE/ EBARER  ERFERRENWR AU BREIER / REH
B BRSNS REEER -

D If you do not agree on the above arrangement, please mark «/» in the box. IREFREE Ll 23 » FRERA LB L/ -

Area Code Agency / Broker Name Agent / Broker Code
B4 EXEHER / BLEB BB/ KRS
Agency Code Agent / TR’s Name Agent/ TR’s Tel. No.
=R BB REnR BHEE | REBBER

TR Membership Number 2R XS S5 DPlBA DClB DANG ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Are you making any AIA Group Policy or other insurance or compensation claim as a result of this treatment? Yes &£ No &
BHR AR BT EaORAERREREMRIBAR / HiBHEEN? [lYes® [No7
If “Yes”, please provide the following information 2174 - 5124t T 5& %}

Name of AIA Group Policy Employer / Other Insurance Company / Organisation
RAERET SR HURRD RMBERE:

Group Policy No. / Certificate No. / Policy No. / Membership No.
ERERERLS / SRESHEN/RE/ FEHER

PLEASE COMPLETE QUESTIONS 1 TO 5 IF HOSPITALISATION IS DUE TO ACCIDENT
AENZEARFEREEIZES

1. Dateandtimeofaccident%?l\ﬁﬁﬂ&%%ﬁ1‘ | ‘ ‘ ‘ ‘ ‘ | ‘ | ‘ L1AM. £ [IPM. T4 Dj Dj
MMA DDH YYYYH HREEF MIND

2. Where and how did the accident happen = Mt 2 % 4538 : ‘ ‘

3. Part of body injured and type of injury SR EZ : ‘ ‘

4. Present occupation (if more than one, state all) and exact ‘ ‘
nature of occupational duties 38 (EERBIEYIAE) B RBE -

5. Name and address of business or employer ‘A B S & 3 &8 K ik :

PLEASE COMPLETE QUESTIONS 6 TO 8 IF HOSPITALISATION IS DUE TO ILLNESS H/BE AfREEERIE 6E 8

6. Give a brief description of symptoms i #LB5# & Fik ‘ ‘

7 How long have these symptoms existed prior to the first consultation?

ZERBEEARZACHEESA?

8. Give details of consultations 238515 Date ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
a) The doctor first consulted for this illness B XL HEE SR K BH MM B DDE YYYYE
Name and address of doctor / hospital
BB 2B R AL - | |
b) The doctor who referred the insured to hospital / other doctors seen for this or similar Date ‘ | ‘ ‘ | ‘ ‘ ‘ ‘ ‘ ‘
past condition ZE AP WEEEE R/ Ett B 2R RSB ARERRNWEEER - K B MME DDE YYYYE
Name and address of doctor / hospital
B B ATAR AL - | |
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policyNumberRE8g# | | | | | | | | | | |

No Claim Discount (NCD) (Only Applicable to product with NCD) & @il (REAREFERERNNESR)

Important Note = Z5&E4%

If a claim that arose in any previous Policy Year is eventually payable or paid by the company after the policy owner has earned the NCD and thereby paid a

discounted premium, the company will use the actual number of Claims Free Years and its corresponding NCD to recalculate the actual eligible discounted

premium.

EREFFAECSEREFNALD AT NENRE  REAQNREERNTAAREFEMERANREMELEANSIENEE  AORBSRRERNERETF

EREAENERETNENHEER ZSERNITNERE -

Declaration and Authorization B28i & §1g

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 putting
a tick v in the above box, | / We hereby give my / our irrevocable consent to the company to deduct any balance in excess of the actual eligible discounted
premium recalculated in accordance with the eligible NCD and related levy (if any) from any insurance proceeds.
ANIERMER AN/ EMBLRERBFEFIBROREZSEA/IZZA/IGRA/IZRA REBERAME)  RIERLIIZERE L/ TRIAA/EMTE
BE  ARERRBBEESHNRBEHREERCERBERENNAENTENRESEREAREZE (MER) -

DECLARATION AND AUTHORISATION E#Hi R %18

PERSONAL DATA COLLECTION AND USE

| / 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 AlA 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 AlIA PIC.

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

BASHGSERER

FA/BARREEA / BACHABERASAIABARRISKER ( TAIABAREHRKRER] ) - FA/BMEH
RABEFPEMBNBLFFRHLUEMS ZWERS KERKTNEABEASHREREA | EZFARNEA/
EMNFERRBHEMEHE - TREBAIABASHESERBRERER - FA / ZEMNERASHAIABARTH
WrSRE PRk B R FIEAEEREA / RMNBEASHESFE (NMEEEFEER) R (NEREERMESR)
B FAIAEAREI SRR EE&RA -

AIABARHISEEANEHRETRLT#EL TR - www.aia.com.hk ' RAIRA{AFRRER °

1/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 Pre-Approval 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 | / 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).

A BRFLERE:

a. HAMEBRFEEAAN/BF/HRAZIE  HREHE  BIHFRX (EMER) 2558 RERR - BESEMARRBALERE | BRERERN M/
BRADIAZHE - ARHIAL - AEAEEERRER - TEHE - BEAA/EMA/BHRAFCTHRKRESD - WRESDATERERD  MAA/ &/
BRAZEFEARERATSZ WIREELOR o ILIREE 2 EAHEREARBEY

b. ELQRPEMERT 2BSELERLEA - BAN/ BN/ WRAETHE 2BREFERAR - WHAX/RA/BRA ZRERRET
FERRETE  ERARBARFERAZECEANEESE  TEHE - KEREAE  BATRRA - EERREE MR - BRE - ERFHERE -
ERRARRABRENREFS RRZGATIRAEY - 57 - EATREARERZEBE(LER -

c. EXWRFALMZREIHEDNRNEFHERMNRREBEGTRERAERARFEFTERESE - N
d. ABERARBRAAN/IEM/ ERAZIMNEATEZRESEANER » XA BHEERERBWERE - B0 RGEEEUTIEENEAFHNBRETER
MEE HEAREABEAFFONERETE S TREMEMREUNEREWMZEEE  SERRAGARBEYIERLERE - &/ EFAHEQF
BEUARN B/ ZRAMARESFEASGEEANREMEXMAFARAA/RM/ ZRANSERIEH NG  SEERRMMEMTSHEE CEEATN
BER) ANIRERE (THTERA) -
Signature of Policy Owner / Trustee Signature of Insured
1%$}é—fﬁk / %%A%ﬁ% (To be signed by parent / guardian if Insured is below 18 years old)
ZRAEE
(EERAFREIBHUT » ARFRBLEHRREE)
Name of Policy Owner Name of Insured (Patient)
REFEALSR ZRA (BA) #EE
Policy Owner I.D. Card / Insured (Patient)
Passport Number 1.D. Card / Passport Number
REFEAGHE/ FRA (FA)
FERRSRIS B0 | ERERES
LI L[] LI L[]
MMHA DDH YYYY & MMA  DDH YYYY &
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policyNumberRE8gx® | | | | | | | | | | |

PART Il — TO BE COMPLETED BY INSURED/CLAIMANT SE=#{3 —HZHRARBIEBEAES

Credit Card Authorisation Form for Shortfall Collection WERREF A ZEAFSEE

If the amount paid by AIA 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 or the insured e.g. spouse or parent or child (documentary proof of relationship might be required). AIA will hold a
minimum of HK$5,000 / MOP5,000 (depends on the estimated shortfall amount) 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 only Visa or MasterCard issued by bank in Hong Kong / Macau is accepted. For Hong Kong customer, CCB (Asia) UnionPay Dual
Currency Credit Card is accepted.)

MEAAEZEOBRXANERABLRRERBEERRERIANEESE  IEEEERERARUTERAFFORNEREEE - EAF
BFRALARUREZREFBARZRA - FRFREFFASZTRABEZBRF  NRBIRGH T L (SFRREERAM) - KBHER
ERAFREBY5,0007T /RPIHES, 000U LNERBERFHEGFZEHZEHEME) EEEAEREFTARL - RBBERKUEREHER
THOXABEERCTRBAZBAREFSEABEERHFE -

FIE - BMREZHEBMEMRTEHZVISARESEF - BEEF - RMTEIPEERBITEMRBEBERF )

Credit Card Authorisation Form {SF TR &H#F (this section must be completed LR A ¥ AIRE)

Cardholder's Name Cardholder ID Card / Passport Number | Relationship with the Insured /
BRAEE: BRAGMDE / EREE: Policy Owner:

HEZRA /REFEAER
Insured / Policy Owner
XXXX ZRAREFEA
Insured / Policy Owner’s
ZRA T REFBEAZ
(Please specify #5388 )

Credit Card Account No.
ERFHE -

Credit Card Expiry Date
ERAFEESAE

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

RABREREREAREACAFFONRIB2Z=HER

Contact no. B¢#&55H5 -

Cardholder’s Signature on Tl T IJL T 1]
BEAEE: " MMA DDE  YYYYE

Download our mobile app AIA Connect to
manage your policy anytime, anywhere!
THAA [REE ]| FHREMRRIUERR
BIEEMIRE |

Page 4 of 6 OPCLM113.0722



policyNumberRE8s® | | | | | | | | | | |

PART Ill—TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT OWN EXPENSES
BoBE-—REABRBEREE FREERS

Name of Patient fTEA S :

ID Card / Passport Number of patient Sex MR :
WA ZFDE [ ERIR

[ ] Male B

[ ] Female Z

Hospital Name 2&Fx 278 :

Expected Date of Admission / Treatment

TRt AR [ REBE

(If confine in hospital in Mainland China, please provide full address. #1 A{EFh BRI SRR - IR (HFEAAMIL)

MMA

DDH YYYYE

Ward Type ¥ E5! :
|| Outpatient P32 [ | Day Care HRE#2&5E B AR

[ ] Standard F@HE [ | Semi-private ¥FFHEE
|| Private ARBERE
[ ] Other, please specify Efth - F55E8H

Expected Length of Confinement (number of days)

Medical Condition ES#i¥ 1%

1.

Chief complaints of the patient relating to this hospitalization / surgery

BERAERE I FHRHEERE :

Onset date of the symptoms / condition

BRRAHE

MMA  DDH YYYYE

3. To the best of your knowledge, has the patient ever had the same or similar conditions or D No 8 & D Yes B
symptoms relating thereto? BB T A&l - WA LAIE R B BERERR ?
If Yes, please state dates and details. #0174 » ;55 BARE K EER o
Treatment Date #2584 B & : Details 515 :
MMA DDH YYYYE
4. Isillness / injury related to the following condition M / ZEREH U T RSl #E:
a) Congenital anomaly X EEE [] Yes [ ] No&
b) Psychiatric condition ¥514%% [] Yes2 [ ] NoB&
c) Influence of alcohol, drug or intoxicant & & 24 =5 fif BRI §/ & [] Yes2 [ ] No®&
d) Obesity, weight control JERY - B2 24 [] Yes2 [ ] No&
e) Pregnancy, childbirth, abortion 182 » 5%  RE [] Yes [ ] No&
E2 0 55 o If yes, please describe the details.
5. a) Medical / Surgical Procedure required 2%~ 58 | FMIREF :
b) Type of Anaesthesia ffEZ3ER!
|| General 2 5 ffl; [ | Local B#Bfi® [ | Monitored anaesthesia care B5: i &2
(For surgery under Monitored Anaesthesia Care, please specify the reason for hospital stay.
WMFMIE BRI T 4T » B RERER -)
6. Please list out any laboratory test(s) / imaging test(s) / other diagnostic investigations required for this hospitalisation and reasons
for the same. R 2 LR/ FERE / HEDEERERESZERENERR -
7. Please list out the medication to be used during this confinement. 5552 X (X5 F7 B =2 224 -
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8. Estimated Fee A5 & :
Daily Ward Round Fee B4 S AKEE $
(If more than one doctor, please provide the breakdown and justification. %R —{u &4 » FHIHBBMAKRER °)

Surgeon’s Fee /NI FAlTE
(If more than one surgical procedure, please provide the breakdown. f1Z A —EF M2 - 5 HEAA <)

Anaesthetist's Fee BT E

Operating Theatre Charges FiiE&

Operating Appliances, Equipment, Material, etc. Fee FifA & - ZSB R EE R
Other Hospital Charges Hfth&&fz & A

©“ L L L &P

Total Estimated Fee FiH#EH

9. a) Are the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly related to current
diagnosis, and are medically necessary and recommended by you?
BIABE RAEREIRBEH (F) RENLADEEEEEEMARERMERHELER?

If No, please give details. &% » FErElZ °

[ ]Yes &
[ [No &

7

Please answer the following questions if the insured requires hospitalization & Z{F A E B0 » BEZUATRIE :
b) Are the medical test(s) and equipment available only in hospital? ZMEFFEMNREESTEEERTE?
If No, please specify the reason for hospital stay. 7 - B AERRE o

[ ]Yes &

[ [No&

c) Are the equipment for the surgical procedure available only in hospital? ZF T T ENRERTEEERTE?
If No, please specify the reason for hospital stay. &% @ it A{ERERRA ©

[ ]Yes2
[ ] No&

d) Can the medical test(s) and the procedure be done on an outpatient basis / at day surgery centre?
ZRERFMAIBEMD | BEFMHOET?
If Yes, please specify the reason for hospital stay &AL - i55H IR AERRERE -

[ ] Can a1
[ ] Cannot AT

If No, please give details. & R AL » FEE o

e) Please indicate the clinical risk(s) and medical reason(s) for hospitalization: &+ BAfR KA K BB R HNEEREA :

(] Current Health Status (Co-morbidity) REF B (BBHE)

Please specify 5 BIfERLAA :

] Expected higher risk at operation FREABS F AR

Please specify 5B AR :

[ ] Expected higher post-operative risk 1% & F 1l & Rk :

Please specify 5B :

D Others, please specify the reason for admission and hospitalization.

Hit - FEAVAAGRERNERER

f) Isita case of emergency? ER2ARBEEEXR ?
If yes, please specify. 12 » EBAFEEA o

[ ]Yes2
[ ]No&

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

Doctor’s name Signature of Doctor
e = and Chop
BAEBEEROE
Contact no.
AR SRAS
Fecno. be [T J[J[ ]
SEIRN - 7 MMA DDH YYYY &
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