AlA

3

4 I P’ TOTAL & PERMANENT DISABILITY CLAIM FORM
TERKARETIFEDBERFER

Policy Number Name of Insured ID Card Number / Passport Number
REESRES ZRABE BRSBTS
B 123456 7 8 9| [CHANTAIMAN D123 XXXX -
Area Code Agency / Broker Name Agent / Broker Code
B4R EEEHR  KREEH EEETR | KL
11 ABC-12-121 01234
Agency Code Agent/ TR’s Name Agent/ TR’s Tel. No. 03392135
EIEERIETL SENES ey BXE | EBRRBEER
88888 LEE HO HO 91234567
TR Membership Number STt % & & 315 IA ‘ 1‘ 2 ‘ 3 ‘4 ‘5 ‘6 ‘ [ ] 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 G REERE - ZERULREREMHEE
EEBS MRIBIFHER / FBARER  BENENRENR AU RIBERE /RIGIZIER SR ERRIRAFER -

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

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) S£—#B{7 (HZEARHBEAERS)

Thisisa X2 : [ | New Claim &2 X Further Claim Bk &% [ Review / Appeal Eiit / B

[ Please apply this claim to all my policies with the same benefit. 382X 24 B 55 AR AR E D 5 FiiEE 2 FraRERE 2 RE -
[] Please apply this claim to the following policy / policies with the same benefit. 2% 25 REAN T 5 EREERE 2 RE

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

BEEEAE  TARPSEREELEEPEEANE FRAL GIEEZ FERERE -
QUALIFICATIONS AND EMPLOYMENT PARTICULARS S EE K 5k 25515 :

1. Your academic qualification, qu lified knowledge and training 1.
BT 2B - SR IR I o FORM 5 GRADUATE

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

B (HERBAER) BURBE

3. Name and address of business and employer. 3. NIL
NRBEE BB R o
4. Did you file a sick leave certific e with your employer? 4.
BEARIEIRBEHE? [ TYes® [ INoRE
5. Date you last worked 5.
BT/ 0[7] [0]1] [2][0[2]3]
MMA  DDH YYYYE
6. Date you returned to work (If no, then give expected date of return.) | 6.
AT (M © 2 AR TRETR) 0] o - [o] L | [2]o] 2$|3 |
MM DD YYYY

PLEASE SIGN & RETURN IMMEDIATELY BUT NO LATER THAN 14 DAYS #F# 2% B E T B4R AER
PLEASE DO NOT SIGN ON BLANK FORM E/I1EZ A RIE LS
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Policy Number R E5%H5 B{1(2[3[4|5(6|7|8]9

PLEASE COMPLETE IF DISABILITY WAS DUE TO ACCIDENT EESr SR RETEREHEH :

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

PLEASE COMPLETE IF DISABILITY WAS DUE TO ILLNESS EfmmEREE T EsehiER :

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

16 AT B R R E R

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

c) Give details of consultations #2745 15 c) Date K2 HHA ‘ ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ ‘
i)  The doctor first consulted for this illnes MM A DDH YYYYE
BRARZNEEER i) Name(s) and Address(es) of Doctor(s) / Hospital(s)
B B B Rt
i) The doctor who referred the insured to hospital i)
BEARNBLEER

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

9. Details of Physician(s) consulted or hospital(s) admitted for current disability. B 2/XF RS BA M BHAEZERFE -

Name(s) and Address(es) Admission / Consultation No.(s) Admission / Consultation Date(s)
A Rk {EBT 1 REDRTE {EBt / R2 B H
HEpEEREEER
MMA  DDH YYYYHE
HEREEREEER
MMA  DDH YYYYE
GENERAL X fi&¥ :
10. Please give details of any hospitalization in connection with this illness. ;iR 2L HH R < (P40 8% o
Name of Hospital(s) 2z &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 Compa y? If “yes”, please state. I_Yes 5 l— No 385
* 2 <z “pn o X
BATRAEHEMARRAREBLRATFEIRE W "B - FEETH - ’

Name of Insurer(s) Type / Amount of Benefit(s | Rider(s) Attached Policy Number
RRLAER RRER 5 Mt hnE2 49 PREESRAS

CLAIMS PAYMENT OPTION ZfiRE{EH & :

IMPORTANT NOTE EE %15 :
For customers who have registered FPS / e-Banklin, the payment will be remitted to the designated bank account.
MEFCEEHER [HHR| & [EFARES] r BERXREEADABREEERTAA
To receive claims payment easily and conveniently, please register FPS / e-Bankin by completing the following:
?!ﬁkﬁgﬂﬂiﬁll&ﬁﬁtﬁ  RIRZLITRHELIERSEL (@8R ] & [EFARRE] :
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. REFBANAERERET [HBEHR] F [EFAREHE] UAFRMAN [EHR] R [EFARRE] IABERE -
PR TERBRE B R RABHAE
Owner’s Mobile Number
BHEAREEERS -
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. ZNLEEIFRARLERE  RFASEHEERIBEULRE - RPN ERELE ABRREEHBAE 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
MERSREE /R TEXSOEAERT [EHR] 3 [EFARKRE] 2/ -
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Policy Number 31§ B{1|{2|3[4|5|6|7|8|9

Complete this section if application for Hong Kong Policy(ies) {HERU THAMBES REFEEE

[T Apply to all your Hong Kong policies held with our Company. 2% H 35 E FR SR D TS B 2 FTE B B IRE o
Remark: If the stated AlA financial planner / broker / IFA on this form is not my current servicing AlA financial planner / broker / IFA of other policies, | give
consent to him / her to follow ”B,mf’ request for all Hong Kong policies. . ~ N o
g%%@%gfbﬁ%ﬂ@ﬂﬁ%ﬁ% BERS /AT I B IR T RAAEMRENIBRBIER / KL/ B EVER  AABRM/ - SHRERBAE
FEIRERIEK ©
[ Apply to the following Hong Kong policy / policies. X F i R AN T 5 2 EBHRE :

Please select the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. 52 2EAE @ RRIRMESILRRAERER
RERRBFIFEZEEBRE -

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
maagijn_jhlén limit set by the Company. £/ &R ] R [EFARRSE] SUALLREFBAIANRERNZBATIEEZRITED  BAZSBEETERBATMN
E °

Please select transferring policy benefits paid to either FPS OR e-Banklin. i53212 [#8R | & [EFAREE | Hh—I5 8 A L HREFIHAZF2RERIE o
l_ a. FPS* EEHR” (Applicable to HKD payment only 238 FR S84 2k) l_ b. e-Bankin EF A RRT

Please select either ONE of the “Proxy ID" below by marking a “X” on appropriate box ~ Please provide bank account information below and submit together with the following

=80 D) NER 4T B3l B3R5I 2 :
and provide relevant information. More than one selection will be treated as invalid ??Cugggyt/s(;?2?11)//\té;i%{gill(]ii&%k)?—gzr{kzﬁﬁespondence / bank statement

application. Your FPS account must also be registered under the policy owner. &3\ (including e-statement) / valid bank card showing the account holder’s name and
[X] 3R ETHHB—E [FBINRK RIZEUATHEES - #£B—EREEHK account number. Erﬂﬁ']ﬁf DB A RRATIRF SRR MR SRITIF IR / 51/
RAREEN - [WHR] WAFTMEBLEREARESEA - AGE (BFEBTEE) BRI -

Joint account is not allowed. FEZBZFO o
e-BankIn account must also be registered under the policy owner. &F A BRARTS
HPEOBERBEAREZFEA -
I_ 4) Please ensure the bank account holder name is the sanlgﬁ%j%ﬂ%g/goﬁlicyﬁvgi
FPS Identifier [EE&R | #BIEHE - name, otherwise the payment will be rejected by ba/n_ks. B SRITP O
e HREREFAAMT - BRARETETHRITER -

Lr

l_ Email EERtbdit : (Applicable to HKD payment only R3E FR B3 5k)

Bank Name and Branch in Hong Kong &i&R1ITR 2172 &8
[T Mobile Number F#8£%8 :

( )

Country Code Telephone No Bank No Branch No Y

= R == L = o . . y Account No.
RU RN FHIE RITES SRS AN REE

* “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 ‘ ‘ ‘ ‘ — ‘ ‘
related systems and services from time to time provided by Hong Kong Interbank
Clearing Limited, together with its sll:cs:essoﬂrs ar})d1 Zsigns. S S (must be same as the Owner of the above Policy)
K BR# - hl °

# “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 Identifie . ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

[WBIRSE | EEEQAAEMAEEAELIRFHERBIRFELHNHED ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
ER BIEEHFHIRNS 0 SEbiboy [EER ] BRI o

Complete this section if application for Macau Policy(ies) {ERE THMH MEES RRFIRE -

[] Apply to all your Macau policies held with our Company. 2% i & FE MBI D B FTS A 2 FrERFIREE o
Remark: If the stated AlA financial planner / broker / IFA on this form is not my current servicing AlA financial planner / broker / IFA of other policies, | give
consent to him / her to follow u%mf/ request for all Macau policies. _ N o
E%{%lﬁ:ﬁgg;@ttﬁﬁﬂ’ﬂ}lﬂ% BEER /KL /I BUBVERY T RAALMRENIBREIFER /CL/ BUEHER > AAREM/ t— O RERRHTE
R BHIZ=K °

[T Apply to the following Macau policy / policies. X # &R AR T 51 2 RFIRE

Name as recorded on Bank Passbook / Correspondence / Statement / Bank card

Please select the appropriate box; otherwise we will apply to all of your Macau policies held with our Company. i5Z22E A% - BRRMESIERRBFEBNE
RABFEE ZFAERFRE o

[ ] e-Bankin BF AR

Please provide bank account information below and submit together with the following documents 124t TR1TF O BRI RIZR T2 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. (EAZIEF OB ARBITHRFRBEERNRTFR/EH/ AEE (BEEFHEE) /BRRITFEIAR -

2) Joint account is not allowed. FEZEEZF O °

3) e-Bankin account must also be registered under the policy owner. EF ABRBHKHFE AR BEEEREZEA °

4)  Please ensure the bank account holder name is the same as the policy owner name, otherwise the payment will be rejected by banks. FEHERIRITE QiFH A ZERE
BHEAME - BRIARE TETHERTER -

Bank Name in Macau 2FI$R1T < 21

wyscmaive trenras | [T 1T 11 ] 1111 ] 1]

Name as recorded on Bank Passbook / Statement (must be same as the Owner of the above Policy)
RITHER/ AFEE LB FOBEANE (MAEFBREIFEAER)

Declaration & Authorization B8 & 1%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). #EA TEHR] & [EFARRE] - AN/ BRMOERAA I RFSEBFEAIAR TP E A (www.aia.com.hk)FI B 2R R R GM  SEZZ LR o
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.
WERBLER [EHR] X [EFAREE] - RAGBEUATRERAE - [X] BHAREESE -
l_ 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) MAHEMRE S MG ERBEAZRENBN [RemEer0l -

[REBEEF O] WERZEERRIURE - (BEAMOBERABA T XBRE)

[ Paid by Cheque in policy currency (not applicable for FPS / e-Bankin customers) MR EE# X EX (f (REAR [HHIR] K [EFAERE] 2FF)

|_ Paid by Cheque in Hong Kong Dollar (not applicable for FPS / e-Bankin customers) SUB# X ZX (TR EAR [EHR] R [EFAERRE] 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 Iz\atestfolicy‘currency (the “Opted Qurrencg/’%is solel%ga service offered by AIA at its discretion. 2 A / MBI H B R E Rz 2 FURIGRIERE
B EREERMBH o ME (WER) FEzEIMRESERE - At - REUERENEIMNRESBIIINIESR ( [RESE]) FHREEALE
MG RERBREBETRE 2RI -

(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 AIA on the basis of AlA’s internal exchange rates as at the time of the relevant
currency conversion. ARA [ HFBHAREIZRMAA / BFABBEMARET AELHNWFZERREN BEES ] X6 AA/RABSABAENLIREER
MZEERARESRBRERBRARBABEE FBARMEE -

Account Currency BRF &5
[] HKD &% [ MOP #Pi#s

OTHER INFORMATION H & %}
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Policy Number {RE SRS B|1(2|3|4|5|6|7[|8]|9

AIA INTERNATIONAL LIMITED
RIPBREE(EFR) BRQF

(hereinafter called “AIA” LA T 858 “R PRI )

DECLARATION AND AUTHORIZATION 2B 12 #&

Important Note ;F&EIR

(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 and Claims > How to 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.
RECERIECNRERF  FHURRERFTRZEX —HER - FEREREFFER XM F2 Bﬁ’i#ﬂﬂ’]iﬂﬁ
(http://www.aia.com. hk >E5 §$§ > BERBIZRE > MARE) - MAEEREME *ZEA‘%%U&}%/V%%HE% —fBHER [EE

EARXM | BFERE - ERMEEERFELEAT 2 BERFOERE A T REREIER  HMSE Zﬁﬁ?ﬂﬂﬁ%%% AR / RV IR B
BER /IRERERS - ERMAERERER  BERBENELREERE
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 THEHEREXABENRERBREMAEES -
Please submit your claim application to our AlA financial planner / y ur broker / IFA or send it to us at the following address:
BRENRERBER TRPBUERERER / EHRERER /IRERER > BT 2T it
» HK : AlA Customer Service Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong

BB KAREFRBHL  BEELATRE18I FRBES 1212
* Macau : AlA Customer Service Centre, Un|t 201, 2F, AlA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau

P RBEFIRBHL - BPIBEARFIK251A-3015 K FBES218201E

b

~

(c

-~

Levy on Premium R EB& B

Important Note E 3@ 41

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.

REFHEAAR (RIEE (BE) £6) ( "R\H7 ) EEAXREFAAQRFA -LHEEREHE  YAAQARDIEREHABENEREE
EER ( "RER" ) - MREFFARBHANRERE  SIWBERHERRL - REBAIMZARINTEBBES,000THERK - mRAAHEE

RERAERRRERNRBEEMRZF/E °

Declaration and Authorization & Bf & 21

|:| | / 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.
RANITEMER > AN/ EMBLRERBFEPIANREZIFEA I ZBEA/GETAIZHRARBRME) o BRIFVEFIZEE L [X] 5 T8
AN EMNE2EARNEBEREERAREMAL  AASRBESERREBESTNREERESXNREBE(WEA) - RMRERE
BFEARCREATMEHINBRNRESEA /I ZBA/GTA/ SHEAGTHRERENEERNWRERE - KA/ HFIHAREDNRE
FEANEBHBXREME  RRAORBEEERRHEREFEANER -

PERSONAL DATA COLLECTION AND USE

I /' We confirm that | / we have read, understood and agreed to the Personal Information Collection Statement(s) of my / our
policy issuer(s) and / or pension scheme provider(s), i.e. AlIA International Limited (Hong Kong Branch), AlA International
Limited (Macau Branch), AIA Company Limited and / or AIA Everest Life Company Limited, where applicable, (the “PICS")
which is available for download: https://www.aia.com.hk/en/privacy-statement-main.

| / We declare and agree that any personal data and other information relating to me / us or my / our policy(ies), account(s) or
investments contained in this application or collected, obtained, compiled or held by my / our policy issuer(s) and/or pension
scheme provider(s) by any means from time to time may be collected and utilized in accordance with the PICS.

I / We acknowledge and consent to the transfer of my / our personal data to parties within or outside Hong Kong (for policy(ies) /
pension scheme(s) issued in Hong Kong) or Macau (for policy(ies) / pension scheme(s) issued in Macau), as the case may be,
for the purposes as set out in the PICS.

The latest version of the PICS which complies with the relevant rules and regulations is / are available for download from the
above website and upon request.

BABHIERER

BR/BMAREIABR/RMECHE - FAREER/ ’}‘WHE’J{% EREBAR/SRAEERBRMAE (A (ER)
BERARF (BED1T)  RPBBEBR)ERLQXTE (RM21T) - AARBERATAR/ AXAEEASERAA
(EA) ) WEAESKERZH ( [ZEH]) EZ%HHEIEL;LHHM‘FEI
https://www.aia.com.hk/zh-hk/privacy-statement-main °

B/ RMBARBSERRFAAIE / RANREEDAR / RBAR ST BRBRUE TR UAEMLABE
BE  GRIFENTAEAERREARE / RMNRE - IRFHRENEMBER > AIRBEZBHBEREA -
B/IBRAXREERZBAMEENERR / BPNEAAERESTBRIN/BR (WRE/ERRKSTEEETE
ZE) SURPTRINBA (NMRE/RASHETERMIER) (REBRME) FTZEHMBNEREEREA -
ZEANFESHEBETRIRER 2RI MA AR LA TSR AR -
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Policy Number {RE iR 5 B|1|2|3|4|5|6|7|8]|9

Declaration and Authorization 83 R 1% &

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

RANIEMRBPULE-—BERATENERE -

| / We hereby irrevocably authorize:

AN EMLEERE:

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 AIA may disclose any such information. This authorization shall bind my / our / the
Insured's successors and assigns and remain valid not with standing 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.
FAAEREERA I FEM/WRAZTAE ~ HFRLCHE - BB REMER) 2515 - BERR - BmEREMEER AR
KERERBIEARAIEM/BRADE2EE - A8RALT - OXBREREEFEER > NEHE - BIEARA KM/
WRARTHEKES  WEESDAFEEERD > MAA/ B/ BRAZEEAARBZATSSZIHREEENOR -
LR EE 2 EREREIAEEEY

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.
RIBRBIAMEAR AT 25 SBEERRAT - BN/ RO/ BRRAETHE ZERTEME - IHAN /M BRA
ZREMRTETERRTE  FREELARERAEAECERNBESE  FE5HE - kELRSEE  BXFRRA
[REERE R AR Mgl - BERE - BESFWEAE  BLFRBRARRENIRZFS - ERARAEIRAEY - Sm -
BETRERERZSESLE -

Signature of Owner / Trustee B8 A / ETAKE Signature of Insured, if other than Owner / Trustee Z{RAEE > fiti3E
(Please do not sign on blank form and use the signature on our file. | A A/ f&itA(Please do not sign on blank form and use the
o AR AR DRRASEREREE ) signature on our file. FZEZARK LEE » YRRBFLRRERFE
—%) (Whose age is 18 or above F#t+ N\ U L HBER)
N N
e |CHAN TAI MO e | CHAN TAI MAN
ID Card / Passport Number £133% / #5515 | Date HEA ID Card / Passport Number & 33% / #3515 | Date HEA
B12345678 07/07/2023 A1234567 07/07/2023
Relationship with the Insured Signature of Witness
HEZRABR RRABE
Name Date A3
B

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.
HERAREEEXNAHZIRAZE  BZRARDE  AITHERR SEEEALE -
Please complete the following information if the signature is not given by the insured. Z#5BEEZRA » BEBETHEL o

CHAN TAI MAN FATHER AND SON
Name of Insured SR A KR Relationship with the Insured E2Z{% A B3 1%
(in block letter IE#5E ) (Please provide documentary proof for the relationship. 551232 B3 3% B T 4F)

: Download our AIA+ mobile app to manage your policy!

THAA+ FRERRZAUESRERENRE |

“AlA” shall refer to AIA International Limited (Incorporated in Bermuda with limited liability), AIA Company Limited (Incorporated in Hong Kong
with limited liability), as the case may be, depending on the issuing company of the relevant insurance policies this form is subject to.
FTAIAl & T&RB] BERARBER)ERLAE (REREEMRL2ERAIT)  KABRBERLIE (REEEIMEAILZERLE) (RERME)
BEREIURAEEHAERENEEQT -
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Policy Number 31§ B|1(2|3|4[5|6|7]8]9

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 happene 6. The final diag osis 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 consultatio 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 du ing first consultatio 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 give 10. Has patient ever had same or similar condition? If so, please state
BHIRFE B E when and give details.
‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ FRARBEBERZHE? WM "B - BN PARRFRAAES 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 / EINERP 2 BEM LR ibit

Date of Treatment Physician / Hospital attended Address
A ROBEMR /BREH ik
HEpEEEEREN
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 an . Z1FE{XPx - FIRHEERZBR IR A -

] Ambulatory 478 &2 [] Home confined BE#ERH#kE [ Bedconfin d BEAGKKE [] Hospital confined BBk 4%
Remarks &% :

3. Please describe the current physical impairment.
BHAZRARBZSRBRE/BEER -
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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) &= FEREMAF FALHE EI can A LA E] cannot R A] L
Mobility 17 : [] can@it [] cannot FaIA
Dressing Z% : [] can®i [] cannot Falk
Bathing & Washing %6i& R #R3% [] can@it [[] cannot a1
Eating ##®& : [] can ™ [] cannot Falit
Toileting 217 : [] 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 -

EI 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

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

RAREEERNLEEHTE

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

RARBEFBNLE BRI CETE

EI 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 - FEBCEHG)

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

EI Able to engage in all interpersonal relations and communication (without limitations)
HREFHRBBRENIRTEEERE

EI Able to engage in most interpersonal relations and communication (slight limitations)
BEEM AR EB REABR

EI Able to engage in only limited interpersonal relations and communication (moderate limitations)
REEBRES ML EB REAER

EI Unable to engage in interpersonal relations and communication (marked limitations)
BRERSHIEBRBERESD

EI Has significant loss of psycholo ical, physiological, personal and social adjustment (severe limitations)
BERZOE - £ - BARTSEREED

Remarks & :
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(C) PROGNOSIS & REHABILITATION &R R

1.

Is the insured now totally disabled? SR ABRKEATEERIERN?

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

BEFRARGZ THEABETE : [] Yes® [] No& | HASASHEMTFEIRETS: [] 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
performing?
RIEZRARRZLE - RATFBERNER » FFEZRAEHNS 2 TP -
EI Capable of performing any kind of work and duties EI Incapable of performing any kind of work and duties
BESOTE A TR 2 TREME B S B EAER A TAFRB
EI Capable of performing his / her own duties and occupation only EI Remarks 7 :
REEREEA S - TR
3. Do you expect a fundamental or marked change of this present condition in the future?
% S Up ST e s = DYQS% DNO%':
BTRAZRAZKRREEEEAR/ BRENNRE ?
4. |If yes, how long do you expect the Insured will take to perform duties?
wm g RRAPMIRESEEEH TE?
In terms of own job: IRIEFRARG 2 TELWEMS In terms of any other jobs: Bt ERSEAMTHERBEMS :
[] within 1 Mth —18 A P9 [] within 1 Mth — {88 &%
[]1-3Mths —ZE=EAR []1-3Mths —Z=fBARK
[[]3-6 Mths =ZXEAR [] 3-6 Mths =Z<EAR
[[]e-12 Mths RZ+=fEAR [] 6-12 Mths <ZE+=fEA K
[[]>12mths 2R+ =EA [[] >12Mths Z+—1{E A
[] Never k& [] Never X7
Remarks & : Remarks &F :
5. Ifno, please explain. f1 “F&” - :Fful o
6. Please state any further treatment / rehabilitation plan.
BRI - ZREREE S -
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(D) MISCELLANEOUS 1

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

AREEMEERFIREERZEN -

| / We hereby declare that the information given on this form is true and complete to the best of my / our knowledge and belief.
AN HRMRERLAFE LMEERERARN BMFARAE2ESERREEE -

PERSONAL DATA COLLECTION AND USE

| / We confirm that | / we have read, understood and agreed to the Personal Information Collection Statement(s) of my / our
policy issuer(s) and / or pension scheme provider(s), i.e. AlIA International Limited (Hong Kong Branch), AlA International
Limited (Macau Branch), AIA Company Limited and / or AIA Everest Life Company Limited, where applicable, (the “PICS")
which is available for download: https://www.aia.com.hk/en/privacy-statement-main.

| / We declare and agree that any personal data and other information relating to me / us or my / our policy(ies), account(s) or
investments contained in this application or collected, obtained, compiled or held by my / our policy issuer(s) and/or pension
scheme provider(s) by any means from time to time may be collected and utilized in accordance with the PICS.

I/ We acknowledge and consent to the transfer of my / our personal data to parties within or outside Hong Kong (for policy(ies) /
pension scheme(s) issued in Hong Kong) or Macau (for policy(ies) / pension scheme(s) issued in Macau), as the case may be,
for the purposes as set out in the PICS.

The latest version of the PICS which complies with the relevant rules and regulations is / are available for download from the
above website and upon request.

EASFIESRR{ER
B/EMERK/ RMEHE BFARAER/BMNRELEBAR /R ASTERBREE (DR (EE)
BRAT (BEE2D1T)  RPBEBR)ERLE CBRMDT) - KARBERATDR/ AXAABEERASHRAA
(WiEA) ) WEAENKERSH ( [ZEBH] ) @ ZBATEATNEL TR
https://www.aia.com.hk/zh-hk/privacy-statement-main °
BR/IBMEPAREAEEARFMEIR / BMANREZEZ|AR /IR KREHERBREE THUEMEERE
BE  GRIAFENTAEAERREARE / RMNRE - RFIRENVEMER > IRBEZZHAREREA -
B/EAMAZREERZEAMAENERE / RMNBEAERZESERIN/ER (WRE/RRSFEESE
B RPIRIN/ER (MREGRASFHEERMER) (BFERME) FTEERAFMBNEREEA -
ZEANFSEBETRER ZEHMA AR MU THR AR -

Name of Doctor B4 & : Signature £ :
Qualification B2 &% Date AHf :

Contact Telephone No. B8 E5E Official Stamp ZE[ :
Address b3t :
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