AlA

Network Surgery / Medical Claim Form
BTl BEBEPBER

If claim application can be done through AIA+ mobile app, there is no need to complete the PART | of this claim form. Please contact
: your attending doctor to complete PART Il of this claim form.
EBEBAA FRENERFFRE  EFESUBHEABRNE-—HD - BTUE-PTHIDBLESTREFERE=HD -

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

Policy Number Name of Insured ID Card Number / Passport Number
REESRES ZRABE BRI / RS
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 Hfth& %8 / SLEKRARERMT

Area Code Agency / Broker Name Agent / Broker Code 01002179
BRI EEEMR / KLEEB EEBRIE / KLERE

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

EEBARIRS EEE  EBAREE EEWES LT

TR Membership Number 7% % & S 3515 DIA\ \ \ \ \ \ \ DANG\ \ \ \ \ \ \ \

[T By own self of policyowner {RE#HHE A HRE

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. % T Z &t fRIE MMV RREER - HR U LR BRMEEE
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 588 % A8 | | Medical Reimbursement B8EE AEEE | | Health Wallet f2EEE

|| Accident / Weekly Indemnity 51/ SiEE & || Hospital Income / Benefit EB A 8. / Bk
|| Broken Bone & #is || Voluntary Group Assurance B B8R

Remarks: Please select the appropriate box; otherwise we will apply this claim to all of your eligible benefits.

& FREBEERE  TRRMESERFRANENIERERRE

CLAIMS SEQUENCE HRERFF

Please use 1, 2, and 3 to indicate the order of claim 511, 2, 3 R RIRFTRIEMNIEEEF
AlA Individual Life AIA Group Insurance Other Insurance Company
RIBEANER RIPE B ER IR HA R A

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

BREATENRERXREENRESEENE (WER)

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

RAEBEERERE 1) BERERBLIEISE  2) S8 /FERN ) EITHS &4)HETHWER

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

HRBAR 1) RAREBRATERE « 2) RER  3) TRAMS &4) ARESBASE

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.
BEZRASIREFAEABDRFEARBEIR)ERADRAMBEEASARLIRZRE - HERE (BEER [BER] 3 [SFARRE] )
HE—OHRIE o B BRERRAZ [BBERERE] R [MEASRKERER] TREEANEBRIZER)ERADRKAEEASERAR -
|| Ifyou do not agree on the above arrangement, please mark a “X” in the box. MIBETFFE L= - BREHERE L [X] 5o
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PolicyNumberRE83x8 | | | | | | | | | | |

NETWORK SURGERY / HOSPITALIZATION PARTICULARS ##&1lf / ABE¥ 18

BIRMUATER :

Please provide the below information

() Symptoms, Symptoms onset date or Accident incurred date and cause, diagnosis, name of doctor iR + A BH

R&H - 2 BESS

WEBIREESR

(1) Hospitalization / Surgery Fl7 / ABz &%

For the illness mentioned above, please provide the name of the hospital where treatment was received, the dates of admission and

discharge, and the name of the surgery. ¥ 78 £ #lti2 2 #995%5% -

AREEZAENER S ARMERNAHE -

LAK FATE &8

(1) Besides service provider/patient, please elaborate if insured has other relationship with the attending doctor e.g. immediate family, employer/

employee, business partners or insurance agent/broker. BRE&4E B2 A BRI -

BE  BESBARAQDRBAEA / ZREANRBRALRE

FRAZRAEBENEMER - i EXRE - BES

CLAIMS PAYMENT OPTION 1R &A% :

IMPORTANT NOTE EEHIR :

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 Kon
MERCEEER [§
FABESRTEA -

B’ AEE THITFAO > HEE

Dollars %-IKD% or Macau Patacas %IOF%

claims pa ment will be remitted to the designated bank account.

I"!?JUE k¥ EEHERTHRAFBHTAOD > EERRESAD

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

cheque in USD b
mMERCEIE [E

To receive claims ment easily and conveniently,
B BRSO A RS DT RAS A

Owner’s Mobile Number

SR ARENERER

default.

[

AMRARS | LEFEERTRMITFAA @ EERRBARURTIZRZMS -

lease register FPS / eBank-in by completing the following:

B [EFAMRES]

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 completion of the registration.

AR AN ERRIBE D TNLETE - RIFERIBERUT I RENETR -

HEZRREMEER R RASENAAREE

HIIREE o SERE R © LB EAEBA -

Identity proof must be provided for registration of FPS / eBank-in if you have not submitted a valid Identity Card / Passport before.

MABREERN SO R -

AXMHERRE (B8R S [EFARRE] 28

Complete this section if applying for Hong Kong Policy(ies) {EERL THMIMHBEFE S REEBHFE

[ Apply to all your Hong Kong policies held with our Company. 2 XFREEARERATEE ZMEEBRE
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 up my request for all Hong Kong policies.

Bt MERELESNIBREERD / SL/ BIENREAT FRAAAMRENPBRBRER / SL/ BILBYER - AARBEM /10— HRERFE

BBRENER -

[~ Apply to the following Hong Kong policy / policies. 2R # & REEAR T HI 2 BBRE :

Please select the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. s53& 2B A% -

RIERDBRFBEZMBEEBRE

BREMESERRAFEERA

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

maximum limit set by the Company. £/ [EEIR | 5 [EF AREK ] U LREFBAISHREFZBATIIEEZRITED » BAZSEETHRB AR

TEM LR o

Please select transferring policy benefits paid to either FPS or eBank-in. 753#12 [#8R | 8 [EFARRE | H—HUE AL HREFIFAZAF ZRERIES o

D 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. &L
[X] SRBRETHHP—8 [EAIK P RBHUTHEER - ZER—EREIEE
BAPFEEN - [HHR] WAFPEMEBLAREAREZEA -

[ Email St

[] FPS Identifier [HEZk | %BISEHE -

[T Mobile Number FA48£TS :

( )
Country Code Telephone No
Bl E S B FHESRES

* “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.

[MREX T REES (FWHR) | BEROFEEERENRYE  ERAERHRE
BRITEREEHEARAARAERARZBATBREENRE S RERAAERS
R R 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.

[BBRE | EAEQCRAEMRFEAELCARFAERBERFZRNREE
ER - BIEEHFHIRES - Sk [EEIR] BRISRES -

D b. eBank-in (Applicable to HKD payment only)
BEFARRYE (RBRARETMAR)

Please provide bank account information below and submit together with the following

documents FREUTIRITEF OERRBR T I 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. 515 F O#5HE A RRITRFRIBEEHHVRTFR 54/

R#E (BESFHEE) /BRI FRIA -

Joint account is not allowed. REFHEEZFO ©

eBank-in account must also be registered under the policy owner. & ¥ A BRARF

WP AXARKABREFEA -

4) Please ensure the bank account holder name is the same as the policyowner
name, otherwise the payment will be rejected by banks. FEH#RIBTEOFEA
BEERESAAME - BRARERGTHRITER -

L

Bank Name and Branch in Hong Kong &i&R{TR 21T 2 B8

Bank No. Branch No. My Account No.
SRATHRSR DTS RAZERF IR

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

RITFR /B AEE/RTFLACH2FOBEASE (BERELMRRE
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PolicyNumberRE83x8 | | | | | | | | | | |

Complete this section if applying for Macau Policy(ies) i§EZ L TS MEES RRFIRE -

[ Apply to all your Macau policies held with our Company. 2R B 75 A FMER 2 RIFTEHE 2 AT A RFIURE -
Remark: If the stated AlA financial planner / broker / IFA on this form is not my current servicing AIA financial planner / broker / IFA of other policies, | give
consent to him / her to follow up my request for all Macau policies.
Bt MERB HESNUBRER/ L/ B EPBRRALFARAARMREN VB RIER /L /B IEMER - AARBM/ - fRERRAE
BPIRERNER o

[] Apply to the following Macau policy / policies. RREBFEREANT I ZBPRE :

Please select the appropriate box; otherwise we will apply to all of your Macau policies held with our Company. ;FZEEA% - FAXKMESEIREFREAR
B RBFTEE Z A RPIRE o

D eBank-in (Applicable to HKD or MOP payment only)
EFARRYE (RERARETHRFIRER)

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. fEAIZIEF OB ARBITRFERBEEMNRTFR/ 4/ AFEE (BEEFHEE) | BRRITFEIR -

2) Joint account is not allowed. FEZEZF O ©

3) eBank-in account must also be registered under the policy owner. EF ARBRBHNFE OMLBEREEREZEA

4) Please ensure the bank account holder name is the same as the policyowner name , otherwise the payment will be rejected by banks. FEH#RE(TF OiFHE A BERE
BEARE—H  BRIARERETRRITER -

Bank Name in Macau J®2PFI$R1T2 &5

Account Currency BRF &%

wsssmvoxszmeea [ ][ || [ [ T[] 1] [1]1 L] |t

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

RITER/ABRE LML IFOREAME (WRR EMRERFAANER )

DECLARATION & AUTHORIZATION EBA K $%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 AlA Corporate
Website (www.aia.com.hk). ¥ A [EER] = [EFARRE] - AA/RMAERRA /KRS LEEAAL B E R (www.aia.com.hk)l 85
IR R > LEZZ AR -
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.
WARBGEER EHR] R [EFARRE] - BRIFVRUTEP—EHEASE [X] SUBBAMARER - BEFEKERUEBELIXEXM -
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.
MEBRRET [EFARRE] @ RIERUTEP—ELIBRB L [X] FURBEMARAN > BEREEEIAETZEX -
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)
LAENRESESBEEREFAZRENEY [REFEHEE/O] - [REFEBEAO] WERZEHERKRIURE - (BERAMNMEBE
Bt A T EERE)
|_ Paid by cheque in policy currency
UREEH SRR
[ Paid by cheque in HKD
LB TR TR AT
(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 latest policy currency (the “Opted Currency”) is solely a service offered by AlA at its discretion. 2 A /
RABEPAAREN G 2 RENRBREEN B RBERAMEB L T (NBER) MR RITHREGHEHE - Hilt - RERFURITHN
REEHEIIINEE ( BEEE] ) FRREEALENENEERABABRBBBIIRE R -
(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 AlA on the basis of AlA’s internal exchange rates as at
the time of the relevant currency conversion. Z& A / BB AR RIZ AN [ HIFRBEMRE TAEHNFZREN RIEE® ] 2
BN BMEEAERENARER  MZEBRREREY AREREARRBANEEHIREMETE -

IMPORTANT NOTE ;B %IR

(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 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.

RERERIEENRERF  FEURRERGRREXM —FERX - FEFRREFFTER XM - F2HRKMBNAE

(http://www.aia.com.hk > B P X 1E > BRREEMEE > MARE) - MAREEMER 2 EARBEKE /HREBE  BF—HER [EE
EAH | RFERE - ERMEEERELE T 2BERFBOSHHMA T REEMER  RMSBALRK B BREIER / SRR
R/ RERER c ERIEREERER  BERFENEREEEERER -

(b) 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.

MEERRFHMEEER  SESTEEREXHENRERBRZMAEZSR -

(c) Please submit your claim application to our AlA financial planner / your broker / IFA or send it to us at the following address:
BTN RERBR FRABUERBIER / SHIRGER / RERER > SEFEUT it
» HK : AIA Customer Service Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong

BB RABEFPREHL  BELASBRIE183 RRIES121E
* Macau : AIA Customer Service Centre, Unit 201, 2F, AIA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau
B RARFREHO - RPIRERFIK251A-3015 R B EH21E201E
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PolicyNumberRe8stas | | [ [ [ [ | | | | |

AIA E-ADVICE [R¥PEFEME ]

D (Please mark a “X” in the box to apply for this service. BT MM H BN REFNREHEAE L [X] 58 0)
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.
B [RAEFERAE] #LER®E  BULREREMTIRERE (W0F) BBAA+BBERTHAIAR  1XF [AIA+ERERRRAE ]
2R AR 48 T R https://www.aia.com.hk/aia-plus/zh-hk/tnc °

* Email address Signature of Owner
St BEASE:

Other policy number(s)

HApRE RIS

(Not applicable to Personal Lines policies with policy prefix C.

TEANREFBEFERACZBEAMYRBARE )

No Claim Discount (NCD) (Only Applicable to product with NCD)
ERAHN (REAREFERRITNHESR)

Important Note E Z & 4
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.
ERESFAESEREFTNY S IANNENRE » REAQADZERAIEAREFEMERNREMFLESIEAEE  XOAKE
REERNEREFERIBENERENNENHEERZSERNTNERE -
Declaration and Authorization 87 % {2
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.
RAEMER > AA/BRMOBLRERBRPIPNVREZHFBA/IZEAN/GEEAIZRA (RIBERME)  RIFRLIIZEEI L [X] 5
BAAANIBPRZEE - ARAERREFESPRBLREERSERERENNMENAENRESEREBREHNE (WEH) -

PERSONAL DATA COLLECTION AND USE AAERKERFEH

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 AlA 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.

| / 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/BMBEZAR/ RMCHE - FAREBER/ BMNRESEBAR /SR AKESHTERBKREMLEE (DXB(EE)
BRAT (BB21T)  KBEBR)ERLE (BRM21T) - RBRBERATAR/ AXBEEASHERLA
(ERA) ) NEAERKERS ( [ZEH])  ZBHAEUTHELTH
https://www.aia.com.hk/zh-hk/privacy-statement-main °
B/EMBAREAEELARFAHAIR/EMOREERAR /R RSHERBRUEEFRUEFEEZRE
BE  GRIFENTOAEAERREARE/ RMNRE - IRFHIRENEMER > IRBEZBHAREREA -
B/BMABZREEFRZERALENERR / BMNEAERZEBEN BER (WRE/BRKEFEEEE
) RPIRIN/ER (MRERASFHEERMER) (BFERME) FTEBAFMBNEREZEA -
ZERNFEEETRER 2 S RA TR L@ THR A4 RE -
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PolicyNumberRE83x8 | | | | | | | | | | |

DECLARATION AND AUTHORIZATION &8 & % &

| / 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”).

AN EMREBEAULE-—EERATENERRER AR AREER)ERAT (UTERE (28] ) EXZEEDRAA/ BHZEE

B BEERCBREAKEEHAN -

| / We hereby irrevocably authorize:

AN T HPERRE

(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.
EAAEREEARA /I BRM/BRAZTE - mRACHE - BOMSIBEL (AR Z2FHE - RERR - BESEMERIEALERE R
ERANIBMBERADAZEAEE ERERETRMIABREERETEER /2FSAL  EARNEEEAREN  T~5HE
BIEEAN I HM/ MRAFRTHEKE D WREEDAFEERY D > MAN/ B/ HRAZERAREZATSZHREZNOR -
RS EARERIARBENY

(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.
BEARRAEMER T B EBESLRT BAA / BN/ HERAETHEZERTMEROUE  IEAN / BM / FRAZEZERTET
BRI FRARERRERAZECERENEESE  T6HE - KZCRESERE  BXTRA > BEEREEZIAER - HKRE
BRFIELRE - BUFRIBRARRRIRZHES - RREAGAERBEANEY - Sh - B TRARERZZES5(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 AlIA’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.
FRRSENBABERSHWAE () Tt - B ERRETENRERFRARBENR (i) 27 - #E - #ER | SEELENRERF AR
EREAAREEECERFKIHBBCHMBRE /RBEA/MBRAR ([F=ZHEEBA]) - SRERMNEBENEAERGTE=ZS
BEEA WE—SREAEEZFEBAERIEHEAERE  MATUERSNEAERLEENEAENESZRBRBIEEER
BUIREE  UAZRGRBRSE - AMFARENEASRARERESTEEREZEZFEEA - ZUERTARMRMAFFENMEA
BR - EER TR SR BE RS L AR TS o

Signature of Owner / Trustee BB A / (S ASE Signature of Insured, if other than Owner / Trustee ZRA%E » fiidk
(Please do not sign on blank form and use the signature on our file. | #¥AA /{55t A(Please do not sign on blank form and use the
SEprEoe R [ AR, SRR S BURE R —5) signature on our file. FZEZARK LEE » URRBZERERFE
—2) (Whose age is 18 or above F#+ N\ L XEEHE)

Name Name

] ]

ID Card/ Passport Number 517 3% /#8535 | Date B ID Card / Passport Number 543 / #8558 | Date HH

Relationship with the Insured Signature of Witness
B RABR REARE

Name Date
A 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)
BERIURAEEHHBRENEEQT -
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PolicyNumberRE83x8 | | | | | | | | | | |

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

1. (a) Name of patient (c) Age
AR FH

(b) ID Card / Passport Number (d) Sex
BHE [ ERRE 451

2. Hospitalization {£f%
Name of hospital 28z 78 :

Date of Admission ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ Date of Discharge ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
NCAEE MMA  DDH YYYYE R R MMA  DDH YYYYE
Period in Intensive Care Unit g =5 ‘ | ‘ ‘ ‘ ‘ ‘ | ‘ | ‘ To & ‘ ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ ‘
MNMERAESES B H om MMA DDH YYYYE o= MM A DDH YYYYHE

3. Chief complaints of the patient relating to this hospitalization / surgery / investigation ttX (X8 / F4iT / BN EERE

4. Date when symptoms first appeared or date when the accident occurred ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘

BREBSE A BRE R E A

MMA DDH YYYYE
5. Date of first consultation for this condition or related illness ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
EA R RIE S BRI R B AR S B A MM DDE YYYYE
6. Final diagnosis / Pathological diagnosis 482l / FIED T ICD-10 code BB 5% 2 X5 (ICD-10)
7. Medical / Surgical Procedure B / Flii2fF Date ofﬁOperation ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
id=p:
FhAM MME DDA YYYYE

Name of Procedure F#i &% (please supplement with CPT code 5124t B A SR EREME A ES)

8. Please answer the following questions if the insured requires hospitalization % Z R A EE{Xfx  FEE LU TREIE
Can the medical test(s) and the procedure be done on an outpatient basis in hospital? |_ Can mLL [_ Cannot RaJ kL
ZRERFM I REERN BBFMPOET?
If cannot, please give details % 77 a] LAsERE

Please indicate the clinical risk(s) and medical reason(s) for hospitalization &5+ 88 E R E M K BB SR E -
[ ]Current Health Status (Co-morbidity), please specify BREFEEMR (SHHE) - FHIIRESA

[ |Expected higher risk at operation, please specify TS S Fili @b - FHEAREHAE

[ ]Expected higher post-operative risk, please specify TEHIE S F T2 A - FHHEHA -

[ ]Others, please specify the reason for admission and hospitalization: Efts » 3T S BAAR R ERNERE

Is it a case of emergency? ER2 B BE2EZER ? [TYes2 [ INoFE
If Yes, please specify 22 » ;5BBHER AT o
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PolicyNumberRe8st®g | | | [ [ | | | | | |

9. Brief discharge summary (including treatments, investigation procedures, results and / or any complications and follow up plan)

HEEBE : CAERUBEETE  BEDEWE - &R - SIEERRERS)

10. To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
EBETAHE BALRARERERERR 2 ClYess [ INoF&
If Yes, please state dates and details 217 + 5554 RS 2 E SR

DaHtes ‘ ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ ‘ Treatment for the condition(s) JA 1B
A
MMA DDH YYYY &
11. Was the patient referred by another doctor? I_Yes =3 I_No T2

WARTREHMEE LTS ?
Name and address of the referral doctor #7884 Ay & F it

12. If the patient is suffering from cancer, please complete the below information. I_Yes B |—N0 RE
AR LEE  FEBUTER:

a) Please provide treatment regimen details of the patient including name of drugs, dosage, treatment delivery/ duration, frequency etc.

FRUEFANBEAEIROEEYEE  BE  BEAX - RBEEH
Radiotherapy M a6 :

Chemotherapy {LE2S& % :

Others (e.g. Hormone therapy, Targeted Therapies EMt & (HIMHERSOARE @ ZHEE) -

b) Any Cancer Genomics test done by the patient? JEAE B EZ EEE EGH?
[ ] ACT Genomics {TEIER
[ ] FoundationOne 275y & F )
[ ] Others Hfth

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

RN BPRERURFER EMEERERERAN / HAMAKRAEZEE -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) 2% (ZEN)
2/ ERBENER (BE)

Address and Telephone No. itk & &5 Date HHA
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