AlA

ACCIDENT CLAIM FORM E /M EE{E S

If claim application can be done through AIA+ mobile app, then there is no need to complete the PART | of this claim form.
: Please further contact your attending doctor to complete PART Il of this claim form.

EEBAAMFREXNERFFRE  EFESUBEFBFRNE D - BTUE-STHILBLEBBHEPFERS

D e

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) £—#% (HZHFEARBEAES)

ID Card Number / Passport Number
S0P BRI [ ERR

Name of Insured

ZRABA

Policy Number

REESRAS

XXXX

Please indicate who to follow up this claim 555/~ AT By A L ERE N REFRE
[T By Servicing Agent as policy record {REEFESEFINE XS
[ By other agent / broker of below details Efth& ¥ 8 / LKL EHRREHNT

Area Code Agency / Broker Name Agent / Broker Code 0652139
BRI EEEMR / KLEEB EEBRIE / KLERE

Agency Code Agent / TR’s Name Agent / TR’s Tel. No.

& BA R BEE | EBARES =ES=WES A3

e L[] ]]

[ By own self of policyowner fREFE AR B RiE

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. & 7 ZZihiREEWEEERE » ERUEREREMER
EES RESIEHER / EBRRER SEFERRENR B HEREIFERD /RGIZHFER A ERMRIRBFER o

|| If you do not agree on the above arrangement, please mark a “X” in the box. f1RETEE Lz 5 » FREHXEIL [X] 3 -
Benefits to Claim Z{&¥E 5!

|| Accident Medical Reimbursement 51885 # A& | | Medical Reimbursement B8 # &K
|| Accident / Weekly Indemnity 51/ SiEE & || Hospital Income / Benefit EB A 8. / Bk
D Broken Bone B i & D Voluntary Group Assurance B 2@ §E{RFE
Remarks: Please select the appropriate box; otherwise we will apply this claim to all of your eligible benefits.

ERBEAE  SHRMKSERBEAREHFERERE -

Cawe [ [ [[]]]

TR Membership Number £ R 2551

|| Health Wallet {25 &

CLAIMS SEQUENCE B R ¢

Please use 1, 2, and 3 to indicate the order of claim &A1, 2, 3 RRIRFTRIZEMNIEEEIEF
AlA Individual Life AIA Group Insurance
RIEASK R B ERRE

Please further provide the below information and relevant settlement advice, if applicable :

BRHUNTENREREENBESRENS (MER)

(I) AIA Group insurance policy: 1) group policy no. & employer name, 2) member/certificate no., 3) employee name & 4) relationship with
employee

EHmEEERRRE

Other Insurance Company

HARRAE

1) ERRENE & EETER - 2) 28 /RERY -3 BIHE &4) BETHER

(IIy Other insurance company: 1) name of other insurance company, 2) policy no., 3) name of insured & 4) name of policyowner

EMRBAT : 1) EALRRATETE - 2) REFIE - 3) SRALE & 4) REBEAEE

If the insured or the policyholder is holding both AlA International Limited and AIA Everest Life Company Limited policies, the claims (including
registration of FPS / eBank-in services) will be processed together. In addition, the “Declaration and Authorization” and “Personal Information
Collection and Use” in the claim form will be also applicable to AlA International Limited and AIA Everest Life Company Limited.

BEERASIREFEARRSFELHRBERERARNRAHSEASERLTZRE - HERE (BERC [E8R] & [EFARRE] ) &S
—OFRIE o WO BREREAZ [BRARKE] k [AAENBRERER] TRBEARZBRREB)BERABDREKAEEASHRAT -

Bhizdr - FRERRE L [X] 3

D If you do not agree on the above arrangement, please mark a “X” in the box. 1R & A [E
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Policy Number RE8sx#E | | | | | | | | | |

ACCIDENT / TREATMENT / HOSPITALIZATION PARTICULARS &= / 2% | ABRi1H
Please provide the below information FB5I2 A T &} : ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
(I) Accident details (e.g. date of accident, injured area and cause of accident) MME DDE YYYYE

BONZEFHE (BBHEH  SHEHUMZINRE)

(II) Treatment / Hospitalization (i.e., type of medical treatment, name of doctor, clinic / hospital name, admission period, surgery name).

AR/ ARER (BPaBEE  BEnE D/ BRE8  ARMUREAS  FiliaB%)

(Il For the aforementioned treatment(s), please provide the name(s) of the relevant healthcare practitioner(s), such as physiotherapist,
traditional Chinese medicine practitioner, chiropractor, etc.
MM FIREAEREEREAS (FIMYIREHEM - T8 F8E) H-

(IV)Besides service provider / patient, please elaborate if insured has other relationship with the attending doctor e.g. immediate family,
employer / employee, bLisiness partners or insurance agent / brokgr.
RELEFABERN  BRAZHRARBENEMER I EREE - EXIES - BESBAZIARATRBAREA I SRANVRBARK °

CLAIMS PAYMENT OPTION X {1EE &A% :

IMPORTANT NOTE EE%IF :

For customers who have registered Faster Payment System (FPS) to bank accounts in Hong Kong Dollars (HKD), or eBank-in to bank
accounts in Hong Kong Dollars (HKD) or Macau Patacas (MOP), cIalmsilé/ment will be remitted to the designated bank account.
%ﬁﬁ%ﬁ'ﬂgﬁﬁ [EHR] XEEEBTHBITAO HEBILER [BEF ki | EERERBTERMRRTEA > BEREREAD

For customers who have registered eBank-in to bank accounts in United States Dollars (USD), claims payment will be made by

cheque in USD by defaulit.

MEREEKE [EFAREY | EEZEXTRITAO - FERTEARLURTIRIMT -

To receive claims ment easily and conveniently, please register FPS / eBank-in by completing the following:
BEAEREREI RN RS T RALDBEE (BB & [ EFARES | -

Owner’s Mobile Number

A AREE SR ¢

If the telephone number provided differs from our company records, we will update it to all or selected policies as indicated in the following
section. You will receive an SMS notification upon the complet|on of the registration.
MATRENSFERBEABDNLETE » RMERBENRUTHIRENET  SZRBERZLERNDAFENAEREENRE - TH
BRE SHREIERB -

Identity proof must be prowded for registration of FPS / eBank-in if you have not submitted a valid Identity Card / Passport before. 215k B 12
HERHSGE/ER - FEXFOEFBEHERRT [EEHR] 3 [SFARRSE] 2/ -

Complete this section if applying for Hong Kong Policy(ies) {EHZL THMAMBE S REERE :

[~ Apply to all your Hong Kong policies held with our Company. X B EEARERABFSHE 2 A EBRE -
Remark: If the stated AIA 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 up my request for all Hong Kong policies.
g%ﬁf@;ggbﬁ%ﬂﬁﬁﬂ%%zﬁﬁﬁ [RE I BUBTREYTRAAEMRENI BRIRED /KL BB - AAREM/ - HRERRAE
3] o

[ Apply to the following Hong Kong policy / policies. 2% 5 55 R AR T 51l 2 BBRE -

BEAE  BRARMESBRRHAFEER

Please select the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. &%
RERDRIFEFB ZIEEBRE -

Use “FPS / eBank-in” to transfer policy benefits paid under the above policy to the below designated bank account. The transferred amount will not exceed the
maﬂ)éijn;lﬁéﬂ limit set by the Company. £/ [HEH k] = [EFARRE ] BULRERBANANREFNBZEATIEEZRITFO - BAZESHETNEBARM
T o

Please select transferring policy benefits paid to either FPS OR eBank-in. 75312 [H8R | 8 [EFARRE | Hh—IRE A L LREFIFAIZAF ZRERIES ©

[T7 a. FPS* (Applicable to HKD payment only)
BRR (REARETAR)
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. F& 1L
[X] SREBTHIRR—8 [N "RIBEUTHBER - BZB—ERESK
BRAEEY - [EHR] WAFTIMEBLERRARERFEA -

[ Email Bt :

] FPS Identifier [#®tR | #3195 :

] Mobile Number F#375 :

* “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 successors and assigns.

[MREEMRHERE (WRR) | ?aiﬂl"iﬂvr‘]“?ﬂﬁﬂ’]ﬁﬁﬁ% LUERMEREE
&g%gﬂ%i*ﬁﬁﬁﬁﬂT&E%?&}\&x%)\ﬂﬂzﬁiﬂﬁ REX N RGERIBERS
)3 o

#* “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.

[WARE | BEEEQ A EMARAFEELARKRFPHERBIRS ZLHHB
ER BESHNFHIRES 0 STibibey [EEIR ] BBISRES -

[77 b. eBank-in (Applicable to HKD payment only)

EFAREYS (RERREBILMAR)
Please provide bank account information below and submit together with the following
documents ERRMLUTRITE AERRIBR T 230 -
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. fEA515 5 Q8 ARRITRSRISSEHHVRITFER 54/
R#E (BIEFSFHEE) /BRI FRIA -
Joint account is not allowed. FEZEEF O °
eBank-in account must also be registered under the policy owner. &7 A BRARTS
WFAXARKAREFEA
Please ensure the bank account holder name is the same as the policyowner
name, otherwise the payment will be rejected by banks. sETERIEITE OFE A
HEEREIFE AL — B BRIARE T TRBITEER ©

Lp

Bank Name and Branch in Hong Kong &B#R1T R 21Tz &

(
giy:_;%du; Telg;gou;%No Bank No. Branch No. My Account No.
oo T SRATHRSE DITERE RAZEFHIE

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

RITEFR/ B/ BEE I RTFLACHE2POBAALSE (LERMRE
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PolicyNumberRE8gz® | | | | | | | | | | |

Complete this section if application for Macau Policy(ies) {EERE THH M ES R iRFIFRE :

[T Apply to all your Macau policies held with our Company. 2% F & FE IR B D B FTS A 2 FrE RFIIREE
Remark: If the stated AIA 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 up my request for all Macau policies.
E%{: 1ﬁi§§§§tiﬁgﬂ’ﬂﬁﬁ§%§ﬁﬁﬁﬁ/%éTé.%E/’:ﬁl‘zfi,ﬁﬂﬁﬁFﬂﬁ$%$)xﬂﬁﬁ1%$ﬂ’9ﬁﬁ%%%ﬁﬁﬁﬁ/é@%ﬂ/ﬁﬁﬁﬁﬂﬁﬁﬁﬁ C RAREM /- IRERRTE
BRPIREEAIESR o

[ Apply to the following Macau policy / policies. 2% # i R FE AR T 51 2 BRPIfRE :

Please select the appropriate box; otherwise we will apply to all of your Macau policies held with our Company. i5Z2Z2E A% - BRRMGSIERRHFEBANE
RARFIE ZAERMRE o

D eBank-in (Applicable to HKD or MOP payment only)
EFARRERS (REFAREBTHRPISER)

Please provide bank account information below and submit together with the following documents &R A TRITF OERRIER T 234 :

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. fEHA5IEF OFE ARBTRFRBEABNWRITFE /S BEE (BEBSFHEE) /BRRITREIAK -

2) Joint account is not allowed. FEZEEZF O °

3) eBank-in account must also be registered under the policy owner. BF ABRBREHF OMLEREBREZEA -

4) Please ensure the bank account holder name is the same as the policyowner name , otherwise the payment will be rejected by banks. FEHERIRTE OiFE A M BERE
BEARE—H  BRIARERETRRITER -

Bank Name in Macau 2F3$R1T 2 218

Account Currency fRF &%

[ vk B3 [ MoP Py

oo sxzmrsn [ | | | [ [ | [ [ |||

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

RITFR/AGELRCHEFOFEASS (KRR MRERFEANER )

ki

DECLARATION & AUTHORIZATION E£H8 K 1% 4

By using the FPS / eBank-in, | / 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). 6B [HHIR] 5 [FF AR - AN/ BIOERARA/ KM LEEBAIAL T E A (www.aia.com.hk) JIBTZ R K FEF - LRIBFULAIR ©

If FPS or eBank-in is not registered, claims payment will be made by cheque in HKD by default, unless an “X” is marked in one of the following boxes

to select another option.

WMABEER [EHR] R [EFARRE] - BRIFERUTEP—EEHEAE L [X] FUBRBEBNRAR  BEKESERUBTZEXM -

If USD eBank-in is registered, claims payment will be made by cheque in USD by default, unless an “X” is marked in one of the following boxes to select

another option.

MEBRET [BFARRE] @ BRIRUTEHA—ESEAE L [X] RUBRBEMARARN  BERESEARUETIEX -

|_ Deposited the claims payment (in the same Policy Currency) in the an(:|||ary Future Premium Deposit Account(s) (“FPDA”). Terms of Use of the FPDA shall
govern and apply. (Appllcable to Mainland Chinese Visitors policy only)

DEENRESBBENEFAZRENEN (ReRELFAD] o [REFFE2F0] WERZEERGIURE o (EERNMEBIERRKMA T EHFRE)

I_ Paid by cheque in policy currency

LREEW X EXMT

Paid by cheque in HKD

LUB T B A

(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 appropnate subsequent endorsement. Accordmgly 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. 4 A / &1 Eﬂ BT ERERR 2 SIS RIERE
ERENEEMREL T GER) AR RTHREEERE - At REREUSTHNERESRUSMER ( [REEE]) FREBEMLSE
MBENEBRBRBESRREHBEMRA RS -

(b) I/ 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. ZRA /HMAEREZMARA / RFRBBEARE T AEHNFIRRIEN BREE® ] X4 XA/ RMRBEREMENLIEESE
MZEHRAREE LRI BERREABEE LIREMEE o

IMPORTANT NOTE ;& %11

(a) Inorder 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 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. BEREEENEBLENRERS  BRHUREEREAREIH—HER - BERBREMFET 2XH nﬁ/EﬁZvi?B
HYRE (http://www.aia.com.hk > B 5 X > BRERENEE > HDH?JE o MAUREMEM 23X 2 EARRBRWIE /iHREHE  F—0HEX

[MAFREEANHRE] - BERMNEFTEREZET 2BERFOLSREMALTRBMBENIER  BHEE iﬂ"ﬂzﬁiﬂﬁﬁ%ﬁﬂ B /
BRIGEER /R ERERE - ARIMBEEERER E\%EEHE%EQEHETFT%YE °

(b) In case you want to claim for other benefits, you have to complete an appropriate cIalm form of that respective claim type and file it in
together with the necessary supporting evidence. MI#&& % A A MR EES] - LA THRREIMENRERFRENMZES o

(c) Please submit your claim application to our AIA financial planner / your broker / IFA or send it to us at the following address: F&#& ]

a%?c%ﬁ#ﬂﬁﬁ%ﬁilﬁﬁﬁ [ B IRIREER  IRERER » EEF E LT bt
HK : AIA Customer Service Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong
B REBEPBRETL - B8k AERE183 FRBES12/E
* Macau : AIA Customer Serwce Centre, Unit 201, 2F, AIA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau
BFY  REEFRBHL  RPIBEAEE251A-3013E R FBES2E201Z

AIA E-ADVICE [RBEFEBME |

[ ] (Please mark a “X” in the box to apply for this service. BT 28R FRFBLLARIS B A =45 R B £ [X] 3% <)
Apply for Internet Service “AlA e-Advice” to view / download the softcopies via AlA+ for the above policy and any other policy numbers
if specified as below, subject to the “Terms and Conditions for use of AIA+” which is available at https://www.aia.com.hk/aia-plus/en/tnc.
I RABFRANE] BLBRYE  BMULREREMTIRERS (NF) BBAA+BERTHEIAR - XZ [AIA+ERERRAR
ZQJEE B EHMEF % 41 BI AT 7 https://www.aia.com.hk/aia-plus/zh-hk/tnc °

* Email address Signature of Owner
S BEAEE:

Other policy number(s)

HAbRE SRS

(Not applicable to Personal Lines policies with policy prefix C.
TEAMRERIBFERCZEATYRIGRE )
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PolicyNumberRE8gz® | | | | | | | | | | |

NO CLAIM DISCOUNT (NCD) (ONLY APPLICABLE TO PRODUCT WITH NCD)
ERERN (REBARESEZRERNNE SR
Important Note EEiEH

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.

EREFFAECSERETNILEXANNENRE  REAQAABFEAFRUETEAREFEMERNEZEMELEARSAEE  A2RES
RRBERNEREFERAEENEREITNENAEER ZSERNITNERRE -

Declaration and Authorization AR $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 marking a “X” 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.

AANBEMEER XA/ BMPAREERERFIANREZBZEA/IZEA/IGEAIZRA (RERME) - RFERLIIZHKE £
[X] %% BARA/BMARZEE  ARERAREEESHIREEREERSCERBRENNAEFAENRESEREBAREHNE
(@A) -

PERSONAL DATA COLLECTION AND USE BAZEINSERERH

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. AlA 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.

B/BMEIR/RMCHE  FAREER/ RMNREEZAR/ REKREHERBREE (DEB(EEK)
BRAR (BBD1T)  AAEBR)BRAT (RM21T) » RARBERLAR /IXAEEASZSEHRAA
(WEA) ) WEAERKRERSE ( [ZEBH])  ZBHAEUATELTH
https://www.aia.com.hk/zh-hk/privacy-statement-main °
B/ EMBEREAEELAFFAASIBR/BMNREEBAR /R AKEFTEIRBREE RFUEMEERE
BE RERIFENTAEAERREARE/ RMNRE - IRFIRENEMER > IRBEZBHAREREA -
B/BEMABZREAERZBHAAENEBRR/ RMNBEAERZETBRIN/RA (WRE/RREHEERE
) RPIPRINER (NREGRASFHEERMER) (RFERME) FTEZBAFMBNEREEA -
ZEPANFSHEBETRIRER 2R A L LA TSR AHEERE
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PolicyNumberRE8gz® | | | | | | | | | | |

DECLARATION AND AUTHORIZATION MR %1

| / We DECLARE that the answers given above are true and complete and | / we have already paid in full to the attending physicians for the

medical expenses specified on the receipts which | / We am / are now submitting to AIA International Limited (hereinafter called “Company”).

RANBEMRE[ULE-EERZATENERRERARIAZBREER)ERAT (UTHRE 28] ) EXZEBDBEAA/EMAZEE

B BEFECBREALCSE2HAN -

| / We hereby irrevocably authorize:

AN T HMEERE

(a) any organization, institution including but not limited to any hospitals/clinics under The Hospital Authority, 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 the Company 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.
EAABREELABM/BRAZTE - BmRACHE - BOAFEL (EAER) 253#F - BERR - FEREMEEBALERB R/
BERANIEM WRADBZAMKE - EEEFRETRMINBREERETER/ZAIAL - OB LA RNEEFEER - TEHE
BIEEARAN/HP/ WRAFRETRE LD - WREEDATEEERD > MAAN/ B/ BRAZEERARBEZEATSIHEEEQIR -
BREE 2 EAREBIREBER

(b) The 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.

BARNMAEMER T 2RI BESERAN - BAAN/HM/ BRANETHFTZEFETEONH - WEARN/HM/BRAZRERRET
BRI FAREAREREAEERNBESE - TERE - LS HEEE  BETRRY  EEBRREREZMAERN - #ERE
BRIFIERE  BUFIRBRREAREEIRZHES - REARAERRAEY - Sm - BhTRARERZEES(LE -

(c) All personal information obtained herein is collected for the purpose of, (i) assessing, processing, evaluating and determining your
requests of application for medical claims or services referral and (ii) analysing, investigating, approving and / or determining your claims
submitted and will be transferred to AlA’s authorized medical panels or its relevant associates / nominees / subsidiaries (“third party
administrators”). You authorize us to transfer your personal information to the third party administrators and further give your consent to
all third party administrators who / which are in receipt of your personal information that they may process your personal information and
transfer all your processed personal information to us for the administration of your insurance policy and provide insurance services to you.
Without your voluntary consent, personal information collected will not be transferred to the third party administrators. You can choose not
to provide the personal information required, but that will result in not qualifying for receiving any of the services above.
FRRENEAERSWAE () 5T - BE  ERREEENRERFIRBENR (i) 2 - BE - #IBR | FEEENZEFF AR
ERERBREEECERAKIEBEACHBRE / KBA/WERE ([F=ZFEEA]) - CEERMNEBENEAERBTE=S
BEA WE-PREMEE=ZSEEBATRIEHNEAERE  WATUEEENEAAERLEENEAENERZXBREBERER
BIREE  UACRURRERE - AMFARENEAAERRKERBEETSEREZE=ZSEEA - EUEETHRMREMFNMEA
R HER RS SRR ST LR

Signature of Owner / Trustee HAA / EEAES Signature of Insured, if other than Owner / Trustee ZRAKE - i3k
(Please do not sign on blank form and use the signature on our file. 5B A | 55t A(Please do not sign on blank form and use the
HOBEARKBLIEE YRGS SERERER ) signature on our file. BAEEZEARIE LEE > WRASSHERERF
—2%) (Whose age is 18 or above F#+ N\BERU L HEHE)
Name Name
"4 i
ID Card/Passport Number &17 % / #5586 | Date BHEA ID Card / Passport Number &% / #8558 | Date B
Relationship with the Insured Signature of Witness REA%EE
BZRARBGR
Name ##& Date B

“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.
TAIA]l & T&RB] BERARBEBR)ERLAE (REREEMRL2ERAIT)  KBRBERLIE (REEEMERILZERLE) (RERME)
BEREIURAEEHABRENEEQT -
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PolicyNumberRE8gz® | | | | | | | | | | |

PART Il TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
E_MAFRABRHESHE / FRNELERS

1. (a) Name of patient JHEA A (b) ID Card / Passport Number &133% / & RS
(c) Age F# (d) Sex M3l (e) Accident date Z M B £
MM A DDH YYYYH

2. Please describe any external and visible evidence of injury at your first consultation. &3 A B AR ZENREZERD

3. Condition of injury at latest consultation. &#T5R> H 2 ZE1ER  latest consultation date &R H :
MMAB  DDH YYYYE

4. All treatments that you had prescribed to patient for this injury: 3% H FiE A &EE R
Date HH (MM/DD/YYYY) Treatments S&EF1E

5. (a) Was the injury induced from or affected by any of the following? SERFE2E TH1EREHHZ TIERTZE? Yes2Z No =2
Degenerative changes R{b 5% [] ]
Alcohol or drugs SEfE s 24 ] ]

(b) Please give details if any of the above is “yes”. S\ EEM—1BH [R] - FRMHFE o

6. Please provide details if there were any complications during healing. MR A E AR EFLERERE - FIRMHFE

7. With reference to patient’s occupation, in what way do you think the injuries would totally prevent the patient from working?
Please describe in detail.

SEFAMBBORE  BTRAREEETESHATETEIE? FIHRA -

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

AN BPRERLRER EMEERERERAN / HAMARAEZEE -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) 8% (EE0)
T2/ ERBENEE (BE)

Address and Telephone No. i3k & &5 Date HHA
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