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TOTAL & PERMANENT DISABILITY CLAIM FORM

TERKARETIFEDBERFER

Policy Number

Name of Insured

ID Card Number / Passport Number

REESRES SZRABE BRSBTS
XXXX
T
Area Code Agency / Broker Name Agent / Broker Code
B4R BB KREEH EEETR / KL
Agency Code Agent/ TR’s Name Agent/ TR’s Tel. No. 03392135
EIEER T SENES ey BXE | EBRRBEES

TR Membership Number ¥ X255

e [ [[[1]]

Oae | [ [[[1]]

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 ¥ & iREGNEEERE - ZR ERERMEKETE
XS MRBIPHER / FBARER  BENENRENR AU RIBERE /RIGIZMER SR ERMRIRAFER -

| | 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) £—&8{7 (HZ{FEARBFEARE)

["] New Claim &z [ Further Claim Bx =1 [ ] Review / Appeal E#it / Bz

Thisisa BXZ :

[ Please apply this claim to all my policies with the same benefit. 353182 % 24 B 55 ARA AR B D 5 FiiE 2 FraRERE 2 RE -
[] Please apply this claim to the following policy / policies with the same benefit. 2% 25 R EAR T 5 ERERE 2 RE

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

FEIBEAE  BRIBISEIERNFEEFEEARE TRAERAPFE 2B RERE

QUALIFICATIONS AND EMPLOYMENT PARTICULARS S K 5k 2515 :

1. Your academic qualification, qualified knowledge and training. 1.

BTZ2E RAABKRIER

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

B (HERBAENR) BuRBE

3. Name and address of business and employer. 3.

NEHEE BB R ML o

4. Did you file a sick leave certificate with your employer? 4.

BEARIEIRBREHE? [ TYes® [ INoRE

5. Date you last worked 5.
B TER HEREEREEE
MMA  DDH YYYYHE

6. Date you returned to work (If no, then give expected date of return.) | 6.
AME T (0% - FEABTRETH) HEREEREEE
MMA  DDH YYYYHE

PLEASE SIGN & RETURN IMMEDIATELY BUT NO LATER THAN 14 DAYS ## 2% I E T B4R AER
PLEASE DO NOT SIGN ON BLANK FORM E/I1EZ A RIE L& S
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Policy Number {RE 55

PLEASE COMPLETE IF DISABILITY WAS DUE TO ACCIDENT &M EHR WA T ERE HEH :

7. a) Date and time of accident 7.a) ‘ ‘ ‘ ‘ | ‘ ‘ | ‘ | ‘ ‘ | H ‘ ‘ ﬁA.M. 4
BHRERERE MMB DDEH  YYYYE  HRE MIN% [ |PM TF
b) Where and how did it happen? b)
BIMBBER KB
c) Part of body injured and type of injury c)
ZEEUREEE
PLEASE COMPLETE IF DISABILITY WAS DUE TO ILLNESS BE#MmENRLk I HER :
8. a) Indicate the illness and give a brief description of symptoms. | 8. a)
16 W P SR 0 I it EL S 18
b) How long had the insured been having these symptoms prior b)
to the first consultation?
ZREZRABRARZEFESZA?
c) Give details of consultations 234315 c) Date K2 BHA ‘ ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ ‘
i) The doctor first consulted for this iliness MMA DDH YYYY &
BRARMZNEEER i) Name(s) and Address(es) of Doctor(s) / Hospital(s)
B4 /Bl BB Rt
ii) The doctor who referred the insured to hospital i)
BEARNBLEER

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION &#Z K2 & (EBTd 5§ :

9. Details of Physician(s) consulted or hospital(s) admitted for current disability. F2 /X FEEG ML 2 BEM BRAE 2B o

Name(s) and Address(es) Admission / Consultation No.(s) Admission / Consultation Date(s)
P E R stk EBT / REZ IS Xt / RZ B
HEREEREEER
MMA DDH YYYY &
HEpEEREEER
MMB  DDH YYYY5E
GENERAL HE i &#¥ :

10. Please give details of any hospitalization in connection with this illness. 512 L2 FERE 2 (TR A4 o
Name of Hospital(s) Bz & %8 Date of Admission APz H 3 Date of Discharge Hifx B &

MM B DDH YYYYH DDH YYYYH

MMA DDH YYYYH DDH YYYYH

MMAH

MMA

11. Are you insured for similar disability benefit(s) with any other Company? If “yes”, please state.

BTREEEMABRRELRATFEARE W “F”

FEEBTH -

[TYes® [ |No¥%AE

Name of Insurer(s) Type / Amount of Benefit(s) | Rider(s) Attached Policy Number
RRAAEE RIRER /€8 M N 2249 RERTS

CLAIMS PAYMENT OPTION ZfiRE{EH & -

IMPORTANT NOTE EE$IR :
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 9.‘3"1%'3’ claims pagment will be remitted to the designated bank account.

MEFCELER BHR] TESFEETRITAO - AEE [EFAREY | tEXEETRNRMBATAO > BERTKEAD
FAEERTEA °

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 default. o _

MERCEE [EFARRES | EEFEXRTHRITAO > BERFBARLMDRTIRTIM -

To receive claimsué)a ment easily and conveniengl,aplease register FPS / eBank-in by completing the following:

?Eﬁkﬁgﬁﬂiﬁl A 0 AR TRE LIS [EBR] & [EFARE
emarks &t -
To allow successful claims payment through FPS / eBank-in, all policies belonged to same owner must be registered for FPS / eBank-in. We will notif
upon completion of the registration. REFFANMERERZT [HHIR] 3 [EF ARRE] L)l;"c%‘ng

IR TRERE BB X EABAE -
Owner’s Mobile Number
HEANREEREMRES -
We will update the telephone number to the above olicyéikes) accordingly if it is different from the Company record. We will notif éou by SMS
upon completion of the registration. 21 t8RIEIR A B &8 - ﬁTFﬁ%%%ﬁﬁEﬁ%ﬁﬁ%éutﬁﬁ o BN ERER S B REEABAL o
Identity proof must be provided for rieggistration of FPS / eBank-in if you have not submitted a valid Identity Card / Passport before. ik E 12
HENWSRE /BB  TEXSOFAMERT [BER] 3 [EFARKRE] 28 -

Page 2 of 5

y you by SMS
I TR R [BF AMRMRE | SATREENE -
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Policy Number {RE 55

Complete this section if application for Hong Kong Policy(ies) {HEREU THA/MBES REFEEE

[T Apply to all your Hong Kong policies held with our Company. 2% f 35 AR SR D TS 2 FTE B BIRE 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 % f/ request for all Hon onﬁgjgolicies. _ N o
g?{ %5 %}}?J:Ef%ﬂ’]ﬂﬂ% EiEER R Z%_Lii FERT R4 A H AR EE Y BF FE SR BIRARS / 842 | B BBIEER » NAREM /i — O RERMTE
] Aplply to the following Hong Kong policy / policies. 2 X & REAR T 2 EHBRE :

Please select the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. {S2EEAE - BRIRMK SRR HFERA
RERAAFEEZ AR SRE o

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
m%TEén limit set by the Company. £/ [EER ] &% [EFARKRE | HA L REFBAZANRENZEATIIEEZRTFO > BAZRESTBBATMN
,E Al

Please select transferring policy benefits paid to either FPS OR eBank-in. ;531212 [#8k | & [EFAMRERHE | Hh—FUEA L EREFEA AT 2RERR -

I_ a. FPS* (Applicable to HKD payment only) I_ b. eBank-in (Applicable to HKD payment only)
BHR: (REARBRMAR) BFAREYE (REARBILMAR)

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
and provide relevant information. More than one selection will be treated as invalid ~ documents B LU TRITF OERRBR T5 234 :
application. Your FPS account must also be registered under the policy owner. z55L 1) Copy of any recent bank passbook / bank correspondence / bank statement

[X] SEBETHHEP— EANRE I RIBEHATHBEY - £ B—EBESH (including e-statement) / valid bank card showing the account holder’s name and
EEREEN - [HHR] WAFPEMEBLEARERREREA - z}achgunt(%J;nnber}Eﬂ)ﬂ/ﬁﬁﬁ&?&j—rﬁg\&ﬁﬁEEF'sFR%E— SEHARVERITIFIB /51 /
l_ Email ZEEBithiE : (Applicable to HKD payment only R3E AR TI4K) & " Gl

) Joint account is not allowed. TEZHH SO o

) eBank-in account must also be registered under the policy owner. &7 A BRAR %
KF OSARKRBREFEA ©

I_ FPS Identifier [E&R | HBIGEHE : 4) Please ensure the bank account holder name is the same as the policy owner

name, otherwise theéayment will be rejected by banks. FEERIRITE OFEA

2
3

BHERREZEARZ 0 BRIARETETRRITESR
[] Izllobile Number ;F%?ﬁﬁ% : Bank Name and Branch in Hong Kong E&R{TR DT 2 B8
Country Code Telephone No Bank No. Branch No. My Account No.

.[‘%‘g EEE F RS RITHRSE DATHRSR KA ZERF RS

* “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 ™ Name as recorded on Bank Passbook / Correspondence / Statement / Bank card
Clearing Limited, together with its successors and assi

ns. . be same as the Owner of the above Policy)
[REXARERE (BHR) | }a%FﬁT\Eﬂ‘]‘ﬁ%fﬁ%’Jﬁﬁiﬁ pERMEmmE  (TUStbe t gz 25
/ﬁf%%ﬂiiﬁﬁﬁﬁﬁﬂ NEREBFENRSEAREREANE LA RERIBERS %Egﬁ% /51 BHEE I RIT R LAREZE D?#E)\ﬂft% (7BEL PR ES
# “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.
R | BEE L REMAELENRKRSHERBEIRS ZRLNEB
éﬂ @ﬁ“ﬁ'ﬁ—%sﬁﬁ% B urek [EER | BB o

Complete this section if application for Macau Policy(ies) {EE R THHMBES RRFIRE -

[T Apply to all your Macau policies held with our Company. 2% # 5 FI AR 2 B ATE 2 FTERPIRE
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 % f/ request for all Macau golrcres
1%%{ i ijfkﬁttﬁiﬁﬂﬁﬁﬂﬁ% BRI B BYEEY T RAAEMRENTBRBER / KL/ BLBEFRER  AARBSM/ b —HRERBAE
HPIREFEK

] :’-\pply to the following Macau policy / policies. 22X & REANR T 5 2 BRPIRE :

Please select the appro riate box; otherwise we will apply to all of your Macau policies held with our Company. s522E A% » FRRFBSERXHFZERARE
H"’A RSB 2 B RPIRE -

eBank-ln gpllcable to HKD or MOP ayment only)
EFARERYE (REARBTHAFIRETR)
Please provide bank account information below and submit together with the following documents 124t TR1TF OB R RIBR 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 ARBITRFRBEEMNRTFR/EH/ AEE (BEBFHEE) /ERRITFEIR -
) Joint account is not allowed. TNEZHHFO o
3) eBank-in account must also be registered under the policy owner. BF A RN F O L AREBREZEA °
) Please ensure the bank account holder name is the same as the policy owner name, otherwise the payment will be rejected by banks. FEHRIRTF QA AL RERRE
HE— - BRIARERETRRITER -
Bank Name in Macau 23R4T 2 418

wy AccountNo A28 | | | | | | | | | | 1 11 | 1] |
Name as recorded on Bank Passbook / Statement (must be same as the Owner of the above Pollcy)

RITEFR/ABRE LML IFOREAME (WARRFMRERFAAER )

Declaration & Authorization B8 & %48
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). #EA [EHR] & [EFARRE] - AN/ HMERAA I RIS LHEBEAIAD B E A (www.aia.com. hk}ﬁlJEﬂZﬂ% R AFAT - WEIBEZ PR o
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.
WMABRER [EHR] R [EFARRE] @ BRIFERUTEP—BEEERE L [X] BUBRBEMARAR  BEKEEERUBTXESRM -
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.
WEERET [EFARERE] » BRIERNUTEA—ELERE L [X] FUURBEMARARN  BEREEERUETIEX(T
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 apg Appllcable to Mainland Chinese Visitors policy only % )
CUARRERR B E éh, REMEFAZRERBN ReRFEErO] - [RefEEerO] WERZEERGIURE - (BEANEBIERRBA T EHRE)
I_ Paid by cheque |nfol|cy currency
LREEB X T
I_ Paid by cheque in HKD
LUB TR =X 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 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. ZKA /%‘kﬂ’ﬁﬂﬂ B ERERN & 2 B RIERE
EXNERERMBE oM (WER) FRBIHREGEAE - At REUBEUREHNREEBIIINNESR ( [EEER]) FHAREREALE
MM EH RBAADREIBIRE 2R
(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 AlA on the basis of AlA’s internal exchange rates as at the time of the relevant
currency conversion. A5 A | & {M8A B R BB A0 / PRI EARE T AEH AR RIEN NREEW | 2 A/ RARBREAFNHREE
T i R R B SRR IS A SRR IS PO M BB R T o

o

o

| Account Currency RFE &%
[] HKD 7T [ MOP JRPI#

OTHER INFORMATION Hft2& %}

03392135----9 Page 3 of 5 OPCLMF06.1125




Policy Number {RE 55

AIA INTERNATIONAL LIMITED
RIPBREE(EFR) BRLQF

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

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 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.
REEBEIELNRERF  FHURRERDTRREX —HER - EERBEREMFTER 2 XM F2 /Eﬁﬁimiﬁﬁ
(http://www.aia.com. hk >BF i?’i > BERBIZRE > MARE) - IREREAERXZEREERE /HBRERE  F—0EX [EE

EAXM | RERE - HERMEEERFELE T 2 BEAFOLREMA L RIREIER  RMSBHNEL jzﬁiﬁﬁﬁ%%i FER / AR B
BER/IRERER - ERMBERERER  BERBENEZREERE
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.
MEEFRFEMBEEER  SESTESNEXHENRERFRZMAERSR -
Please submit your claim application to our AlA financial planner / your broker / IFA or send it to us at the following address:
BB RERBER TR ERBIFER [ SHRIERER / IRERR » EFZ LT it
» HK: AIA Customer Service Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong

BB KAEFRBEHL  BEBLATRE18I FRBES 1212
* Macau : AIA Customer Service Centre, Unit 201, 2F, AIA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau

P RARF RSO - RPIEE KR FR251A-3015 A B EH21E201E

—
(=)
-~

(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.

REFFAAR (RIEE (BE) £6) ( K7 ) EEAXREFAAQRFA —LHEEREHE  YAARQAAEREABENEREE
EER ( "RER" ) - IREFAAREHNRERE - IWRAERKRS - RERBT@ZARENTHEEET5,000 TSR - MR HEE
RENAMERRRERNREEIEMBEZFDER

Declaration and Authorization & B8 & 24

|:| | / 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.
RANTEMER AN/ EMBLRERBFEPIANREZFEA I ZBEA/GETAISHRARBRME) o BRIFVEFIZEE L [X] 5 T8
AN EMNE2EARNEBEREERAREMAL  AASRBESERREBESFNREERESXNREBE(WEA) - MRERE
BEFRFERSEELRELNBRNRERFSBA/IZEAN/GEA/ ZRAGTIRERERFTEHRNRERE - AA/KRMPARARNRE
FEANBHBXREME  AREANRBEEERRBEREFEANER -

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/SERAEERBRMAE (MAB(ER)
BERAR (BED1T)  RPBBEBR)ERLQXT (BAM21T) - KARBERABAR/ AXABEEASERAA
(EA) ) WEAERKERZH ( [ZEH]) EZ%HHEVEL;{"F%M‘FE&
https://www.aia.com.hk/zh-hk/privacy-statement-main °

B/ RMBARBSERRFAANLE / RANREERAR /RBAR ST BRBRUE TR UAEMLANE
BE  GRIFGENTAEAERREARE / RMNRE - IRFHRENEMBER - AIRBEZBHREREA -
B/BRAZREERZEBAMEENERR / BPNBAAERES BRI/ BR (WRE/ERRSTEEETE
BE) SURPTRINBA (NMRE/RASFHETERMIER) (REBRME) FTZEHMBANEREEREA -
ZEANFESHEBETRIRER 2RI MA A LA TSR AR -

03392135----9 Page 4 of 5 OPCLMF06.1125



Policy Number {RE 55

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.
RIPRBBAMEAR AT 25 S BERRAT - BN/ B/ BRAETHE ZERTEE - IHAN/BM/BRA
ZREMRDETERRTE  FRAEEARBRAZECERNBESE  FE5HE - kELRSEE  BXFRRA
[EERE R AR MmN - ERE - BESFWEEAE  ELFRBRARRENRZFS - ERARAEIRAEY - S
RETRERERZSESLE -

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. | #8A /&5t A(Please do not sign on blank form and use the
EOEEAER AR THRAEREEAEE ) signature on our file. FFVHEZE ARG LHF - THRRFZRREFFE
—%) (Whose age is 18 or above F#t+ N\ U L HBER)
Name Name
e HE
ID Card / Passport Number £133% / #5515 | Date HEA ID Card / Passport Number & 33% / #3515 | Date HEA
Relationship with the Insured Signature of Witness
HEZRABR REAEE
Name Date B
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

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 {RE 55

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 any other jobs:

BUBRSHEMTERBENS - [] Yes 2 [] NoB

In terms of his / her own job:

BEZRARGZIEIBEMS . [] Yes® [ 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
BEAIE B EM TR TREME B S B EAER A TAFRB
EI Capable of performing his / her own duties and occupation only EI Remarks 7 :
REgt=EA S 2 TFRZE
3. Do you expect a fundamental or marked change of this present condition in the future?
BTRASRAZHRREDERA AEORE 2 O vese [dnow
4. |If yes, how long do you expect the Insured will take to perform duties?

m g ZRARAE S REEN TR

In terms of own job: IRIEFRARG 2 TELWEMS
[] within 1 Mth —18 A P9

[]1-3Mmths —Z=fEA R
[[]3-6 Mths =ZXEAR
[[]e-12 Mths RZ+=fEAR
[[]>12mths 2R+ =EA
EI Never X

Remarks #t :

In terms of any other jobs: Bt BHBEAMTFHBEMS :
[] within 1 Mth — {88 &%

[] 1-3Mths —Z=fEA R

[] 3-6 Mths == XA R

[] 6-12 Mths <ZE+=fEA K

[[] >12Mths Z+—1{E A

[] Never X7

Remarks & :

5. Ifno, please explain. f1 “F&” -

i
PA!E
rg"_

6. Please state any further treatment / rehabilitation plan.

EHAEME — 2B R EERE -

OPCLMF06.1125
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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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