AlA

Network Surgery / Medical Claim Form
MEFAR | ESTIBERIE

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.
BEISAA+FHNRABRFAFRE  TEASUBERERNE—HD - BT —STHEIVELHERERERE=HS -

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

Policy Number Name of Insured ID Card Number / Passport Number
RESH SZRALE SIESHE/FRSH

B 1234567 89 D123 XXXX ST
Please indicate who to follow up this claim & RH T B A TIR#HHREZRE -
["] By Servicing Agent as policy record {R#i2 FHHE N &
[X' By other agent / broker of below details EfthEll & / KLU FRZER T .
Area Code Agency / Broker Name Agent / Broker Code 2002022
XERS Bl RAR | ELER BELRSHE/ELSH
11 ABC-12-121 01234
Agency Code Agent / TR’'s Name Agent / TR’s Tel. No.
Bl RERRS BARA/WHERERES Bl R /b B RRERKZBIE
88888 91234567
TR Membership Number &t &£ A28 | |IA \ \ \ \ \ \ \ [ ] anG \ \ \ \ \ \ \ \

[T By own self of policyowner 1R 8355 A 3£ B R

For proper follow up on your claims progress, your AlIA 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. Jy T Z &R B REEHE - B T U ERBRMEERE
Bk R /RSB BE / b SR AR - BT AR BB AR FW SR LNBUR] / 4R B 53R W 5] BE B & [ —OX R IE BRL o

|| If you do not agree on the above arrangement, please mark a “X” in the box. f1RETEE LR ZH » BEFEHMI L [X] S -
Benefits to Claim &35l

|| Accident Medical Reimbursement & 5h B 57 5% F R 4 Medical Reimbursement EF7 3 FlE# | | Health Wallet 2B %

|| Accident / Weekly Indemnity E 51 / 5 B4 || Hospital Income / Benefit EBz A 8. / B3k
D Broken Bone BT & & D Voluntary Group Assurance B i% F & {RE

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

X BRRERE  BNENESERBENRTENAERIERE

CLAIMS SEQUENCE HEIZ:R FF

Please use 1, 2, and 3 to indicate the order of claim 5541, 2, 3 RRIRFTEFHVIEREIRF

2 AlA Individual Life 3 AIA Group Insurance 1 Other Insurance Company
RBMAFER R FBERETT R HRE AR

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

BREUTAHRBERAEXNBEESTENS (MEA)

(I) AIA Group insurance policy: 1) group policy no. & employer name, 2) member/certificate no., 3) employee name & 4) relationship with
employee)
RIAGETRERE  DEARRESB EBEEN 2) 2R IEPRHS 3) ATHE &4) 5RATMHXRA

1) 0000012345 / ABC
2) 4123456702

3)

4)

(IIy Other insurance company: 1) name of other insurance company, 2) policy no., 3) name of insured & 4) name of policyowner
HMRE AT 1) ERR AR ER  2) RESHE - 3) TRAL S & 4) ARBBEFABR
1) XYZ

2) 123456789

3)

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 / e-BankIn 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.
BEZRATIREFEABMNSEIRR(BR)ERADRABEEAFERLARZRE - AXEE (BFEERIE [HHR] 3 [8FAKRS] )
Bo—HAIE o 1t BERERNZ [FHREN] R [MARBREREAR] FRERTRIBRIGER)BRABDRIBEEAFTERAT
|| Ifyou do not agree on the above arrangement, please mark a “X” in the box. MR ETFE LAZH - EFFEHEAKLE TX] S o

02002022----7 Page 1 of 7 OPCLM163.0325



Policy Number 251 | B[ 1] 2| 3]4[5]6]7[8]9]

NETWORK SURGERY / HOSPITALIZATION PARTICULARS & F R / ABRi¥iE

Please provide the below information B2t LA T &%} :

(I) Symptoms, Symptoms onset date or Accident incurred date and cause, diagnosis, name of doctor iR + BUIAFF R ENAEBHR
REA - 08« EEES

/2023 2 29 |/ /

(Il) Hospitalization / Surgery FAK / ARz &%
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. X T L IRIR 2|5 - BIRMESARTHERER > ARMERMWBE » URFRNER -
/2023 3 5 2023 3 5 |/

(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. BRE4- SHARRI » BHPAFIRASEENEMRER - il EREE - BES
BA - BLEBARKLRRBRAEA I SRANRBAK

CLAIMS PAYMENT OPTION X {1ugfE ik :

IMPORTANT NOTE EEZH 1 :
For customers who have registered FPS / e-Banklin, the payment will be remitted to the designated bank account.
mMEFERICER MEHR] & BFAKES] @ BERTRSADAKEEERTFAA

To receive claims payment easily and conveniently, please register FPS / e-Bankin by completing the following:
AEHEREWREIRERT - ISHKRLTEELEERZIE [R8R] 5 [8FAWKERS |

Owner’s Mobile Number
wEARHREem 01231234
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.

WATRENSBIESHSARANLREARE  BITERBEETUTHIRHNET  BZSBEFZETARRENAEREENRE - TREILE - SRREIETBEH -
Identity proof must be provided for registration of FPS / e-Bankin if you have not submitted a valid Identity Card / Passport before.

WMARBRUBEMWEHIE/ R FEXSMIEAHEERIE [HHIR] H TEFAKRS] 28

Complete this section if applying for Hong Kong Policy(ies) ifEZ L T MBFS R EEFE

[X! Apply to all your Hong Kong policies held with our Company.  XFRENATET ARMEEZMEEBRE -
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.
% fERE EEENM SRR/ 22 I BRI H A RAAE MR ENWSHIBIR /KL IR BVER - AABSM /- HRHFEXRAE
BRRENER o

[ Apply to the following Hong Kong policy / policies. 2R # iR R A T T 5z &#RE :

Please select the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. EEFERE - BMNRIELIERIXEFRH
FEFTRARMBFEZREERBRE -

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
maﬂgimum limit set by the Company. £/ [#%R] = [BFAKRS | A LRESBAZANREFZEATIEEZRITFAD > BEAZSTETEE AR
EHI PR ©

Please select transferring policy benefits paid to either FPS or e-Bankin. i51%#% [0 | 8 [BBFAMKRS | HEh—IHUE AU ERESEAXFZRERE ©

a. FPS™ B 8H* (Applicable to HKD payment only R3& FF &M 442K)

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. & A
[X] SEFTHRP—M RS FRIBHUTHEXER - BEF—ADBERIGH

MABBE o [HHR] WAFEMBRUAREAREFEA o

[ ] Email sspst -

(] FPs Identifier [#%xix ] R3S :

Mobile Number FHLSH :

(852 ) 61231234
Country Code Telephone No
ERBEXS FHSH

* “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.

[REXFRERS (FHR) | BHRNTHEERENRS - UUERINERRE
BERTENEEARA A REPEARZIUEATHEHOPEZFRERBRERS
KBRS ©

#* “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.

[AMKS ] BEEELAEPARAFEEELRAK/HERS K ZIZHIRF
B BIEENFISE  Bapbius [k ] R85 o

[ ] b. e-Bankin B F A MBS

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

documents FREUTHRITF ORBRBR T H 2304

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 - OB ARRITKS SBEEEHNBITFER /S4/

R4% (BRERFER) IBRBITFRAIA -

Joint account is not allowed. REFEZF O ©

e-BankIn account must also be registered under the policy owner. B 7 AR AR

WP AMAEEAREFAA

4) Please ensure the bank account holder name is the same as the policyowner
name, otherwise the payment will be rejected by banks. BH#REITF OFEA
BESREFEABRE B BUATKERETRBRITES -

Ln

Bank Name and Branch in Hong Kong &B4R1T R 01T 2B

Bank No. Branch No. My Account No.
BITHRS PIIRS BAZKFSHE

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

ROFE/EH/ RS IROFLARERZFOBEALE (XASEARE
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Policy Number 251 (B[ 1]2]3]4]5]6]7]8] 9]

Complete this section if applying for Macau Policy(ies) i§#E 2 Ll T2 5 g S BRI VEE :

[ Apply to all your Macau policies held with our Company. 2% Fi&RIA THT A RFHHE 2 AR 1R o
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 ERE DESN VSRR / K42 /0B W EE H T RA AR E R SRR / EL2 3R BWEE - AAREAM /b — HRERRATE
BIMREHER -

[] Apply to the following Macau policy / policies. RXBEFERNAFTII 2R MRE

Please select the appropriate box; otherwise we will apply to all of your Macau policies held with our Company. H%FEAE - ENRITELEB2ARERNAT
BT ARFBE AR RE o

[ ] e-Bankin BBF ABKBRS

Please provide bank account information below and submit together with the following documents &2t LA T 48177 O RR RIZR T 32 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. fEAZIE = OFEARRITKF- SHEBLHNRITEFR/EH/ B4R (BFEBFER) /BRRITFREIR

2) Joint account is not allowed. FEZEZF O ©

3) e-BankIn account must also be registered under the policy owner. B8 F AMKBRSZ 89/~ O LR NREZFEA ©

4) Please ensure the bank account holder name is the same as the policyowner name , otherwise the payment will be rejected by banks. IEHRBITFA OFEAR B SRS
BEARE B BNUAMKERE TRRITER -

Bank Name in Macau B[ 14R1T 2 B#

Account Currency i F= #%

oo raziemss | | | [ | [ [ LI [0 wonsmworas

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

ROFR/AEE ERMEF 2P OFEASE (WASERREFEANER )

DECLARATION & AUTHORIZATION FEEA R $%#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). EER [HHIR] = [BFAKRS] o RA/BATEIARA / HBATE L EIRAIAL B M T (www.aia.com.hk)F1 83

ZERREHR  HABEZUHAR -

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. BEERBIEEA [HHR] R [EFAKES ] > BITBRBEUTTERANE [X] SHXABESE -
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) B8 B AR 2 58 S 2 R IE A ZR 2 M E R

[REFEEEFO] o [NERFEFAO0] WEAZEEAZIANTE - (REATRBRENEA LI SRKRE)

[] Paid by Cheque in policy currency (not applicable for FPS / e-Bankin customers) MR 8 S MXEA (TEAT [H#MR] & [BFAMK
BR%1 25

[] Paid by Cheque in Hong Kong Dollar (not applicable for FPS / e-Bankin customers) M X R AF(TERT MR 5 [BF Al
RS 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 latest policy currency (the “Opted Currency”) is solely a service offered by AlA at its discretion. 4 A /
HNBAFERERZE 2K Iﬁ%*ﬁ?ﬁﬁi‘ﬁﬁ*ﬂﬁﬁiﬁiﬁ)ﬁﬁﬁﬁ‘iHji?tt)‘i (WEA) FBZBIEBREKTNE - Bit - RAEFUSIEHAN
RESHUNMNET ( EFEET] ) FERARBEALERNZENETHRBEBREBBERREZRS -
(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. KA / B 1B AR RZINAA / ﬁiﬂ]iﬁ?ﬂﬂﬂﬁﬁ?ﬁﬂ’ﬁﬁ HIFIRFRIALA [EFHET | 24
BAIBIEEAERENZRED - MZEMAREXRE T ZIRARIBEBA B RRATBH T HZREMETE -

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.

NEERBMBENRERE  BEERKERDERRZEXMF—HER - BXFEREAZTER 2NN BERAKRITHNT

(http://www.aia.com.hk > B X8 > Ef7RBINRE > IARE) - MREEEAER 2 EARETWE/HFRIEBES  B—HiEX [HRE
EARNM] RiERE - ERNEFERFTZRT ZBERBEOEREMA TRERAMEE  RIODSBABHR BV KL / EERE
BUR / REBE c RREEXAREN  BERBHNEFXNESRK

(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.

MEEFERFEMEEED - ENBTHEEREZARNRERBERZMTFILSR

(c) Please submit your claim application to our AlA financial planner / your broker / IFA or send it to us at the following address:
uﬂ%“’ﬁ’)?ﬁ$ ER TR ABWSRLBR / SRV RUR / 3RR R - SHEPE 2= AT it

HK : AIA Customer Service Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong
BB RARFRS PO BBILABRRE183 SR H128%
* Macau : AIA Customer Service Centre, Unit 201, 2F, AIA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau
BT RIEBFRSHL ORI L ADEE251A-3015 R 1721£201%

02002022----7 Page 3 of 7 OPCLM163.0325



Policy Number #25%3 | B| 1[2[3|4[5]6|7[8]9]|

AlA E-ADVICE [Z&3BE-FiE%nH |

D (Please mark a “X” in the box to apply for this service. B T MMRHFEWRFEFEHEAKLE [X] 5 -)
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.
BiF [RABBFBAR] WERS  BALREREMTIRESE (WF) EIAIA+FRRTHEIAR » HZ [AIA+ERAZRRR AN ]
2R BRERR AN T F https://www.aia.com.hk/aia-plus/zh-hk/tnc °

* Email address Signature of Owner
EB ARt 41t : BEAZE:

Other policy number(s)

HitR %S5

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

TEATRESHFENCZNMAMYREARE <)

No Claim Discount (NCD) (Only Applicable to product with NCD)
ZFREHRN (REATERLARERNHTR)

Important Note E Z & 41
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.
ERBEBEARSTREFMH S IMAMNENRSE » RERAQNBDEARAEEAREFEMEIANREMELNAREAEE » Ko=TEL
RBEGNITREFERIENNITRENINENITESERZ S RN NGRS
Declaration and Authorization 7= B3 2 24X
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.
RAIBATER » RA/BATAREZRBERPIFVREZFEA/ZUAN/GREAIZEA WBERME)  RETLITEKE [X] S5
BUAANIBNE2EE  ARLMNREBESPHBRBLRESGERETERENNMEHFTENRESTAREXREHE (NEH) -

PERSONAL DATA COLLECTION AND USE M RRIKERFH

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/BNWAR/BRIMNEHARE  AAREAER/BINREEZAR/SRAKSITXRSREE (DEB(EFR)
BRAR (BB217)  ABERERLQXT (BN51T)  RPBRRERVAR/AEXABEEAFERLT
(IEA) ) HPMAERKESFS ( [EZFHA]) - ZFBRAERTMIETE
https://www.aia.com.hk/zh-hk/privacy-statement-main °
BIBNFARBEELARBEARIAR/BINNREERAR / ABRAKRSIT RS REHEFT UEFTHERE -
RE - mHIFENEANARBRR TR/ BIORE - (kP RRBAHOEMBRE - IRBFZFAREREAS -
B/IBNABRREAERZEFARRENEBR / BIMNHUMARRZEBEN/ BN (WRE/ BRARKEUTNESE
ZR) BIPBRM/ER (NRE/BASURERTER) (AFBERME) FREAMRNBRALA -
ZEHANRFEERTNRER 2 ZFTRA AT UL EM T8 R A RE -
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Policy Number 2251 (B[ 1]2]3]4]5]6]7]8] 9]

DECLARATION AND AUTHORIZATION =B & &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”).

AN ENAFAULE-HERNTENEBRBIARRARBRE(EFR)ERAT (UTERKR (28] ) BRZ2B2\BIBEAA I BINZEE

K BREAHZESRAZS2BEN -

| / We hereby irrevocably authorize:

A BAVER

(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.
EAAERAEARAN BN/ BFRAZTE - FRES - BASIME (EAKF) Z21FE - REWRR - BHREMETRIERLEFRE N
BRAENIEN BRARZEDINN - ALEEETIRTEAEREERETER /2HAFIAL - ARARAEZFEXAER  TERE
BIEEAN I HAV/ MR AT THEKED  WRNBDAFEERYD - MAN/ BN/ HRAZEEARBILEATSZRHRNABLR -
HERPZERSRIFAEEEN

(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.

RARREAMENT 2R B EESAIFT - BAA [ B 1 WRARTHEZETIHERNE - AXNAEKN 1 BN/ BRAZZERROZELT
WRREE  EANEBEARBEREESCEXANBESEE » TE5HE - KE4KBR28F  BHFRT  BEBREXZMAEER - BRE
BHRFUEERE « ERFRBEABRBENREZHS - REREAERMAENAY - Sh - BaTRERFRZEESH4ET -

(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.
RSN DN ANRRSWAE () Th - L8 - FRRETENRERBRWMSENR (i) 2 - BE - #IBR / SEEENREREZAR
BBRERPREBENZETMEREBERZMERRA /REA/WELR ([FZFEEALl) - BERENEBENMIARBLTEZS
EEA  AR-SELUMEE=ZFEBRATRREEHNNAGEE @ 417 ALBEN N AR BSHEEN N N RS ERIBREIELER
BITHEE  ANERBREES - AMAREN D ABTREREEBENETLERBEEZE=ZFEEA - BARETARINEHAZNDA
B HEXE R RE S BURBERGEM LR ARSS -

Signature of Owner / Trustee B A / ERALE Signature of Insured, if other than Owner / Trustee ZRAZE - i3k
(Please do not sign on blank form and use the signature on our file. | #¥AA /{5#EA(Please do not sign on blank form and use the
ENESAEELES  HBREEE5REHEEE—5) signature on our file. ENEZBHEK LEE  HAHREESREDFEXR
—2) (Whose age is 18 or above F#e+/\FH L EHRNEE)
Name Name
B B
ID Card/ Passport Number &141E /i #85# | Date B ID Card / Passport Number &41iE / #7#85# | Date B
E654321(0) 03/03/2023 D123456(7) 03/03/2023
Relationship with the Insured Signature of Witness
5ZRAXE NIEAZE
Name Date
i3] A# |03/03/2023
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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
F_BIRBABBRHEICEE | FAELRS

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

(b) ID Card / Passport Number (d) Sex
BHIE | RS 51

2. Hospitalization {£f%
Name of hospital EFz Z#F :

Date of Admission ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ Date ofDischarge‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
ABe B MMA DDA YYvYYE B R MMA DDA YYYYE
Period in Intensive Care Unit

e o ) e e "F lam om

3. Chief complaints of the patient relating to this hospitalization / surgery / investigation MR {ERE / FAR /KRR EEFRR

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

BRHIEE A BRENRER S

MMA DDH YYYYE
5. Date of first consultation for this condition or related illness ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
BA R RIS X R R B RS 12 B 8 MM DDE YYYYE
6. Final diagnosis / Pathological diagnosis S 12Hf / RIS HT ICD-10 code E PR % 2 2K B (ICD-10)
7. Medical / Surgical Procedure &7 | FRERF Date ofﬁOperation ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
=}
FAEM MM A DDH YYYYH

Name of Procedure FREF (please supplement with CPT code 15124t B B A E 7 RS ARIBAD)

8. Please answer the following questions if the insured requires hospitalization &= R A EE{Xfz » BEZ LT R
Can the medical test(s) and the procedure be done on an outpatient basis in hospital? |_ Can mJLL [_ Cannot FaJ kL
ZRERFARUAEEERN B BFRFLHHT?
If cannot, please give details & 7 7] LU #iR
Please indicate the clinical risk(s) and medical reason(s) for hospitalization i&;E BB I FR XU & K2 M B B RO E 57 R A -
[ ]Current Health Status (Co-morbidity), please specify FIRHEERR (S HAE) - HIHUIEA

[ |Expected higher risk at operation, please specify RS F AR  15AMHAE

[ ]Expected higher post-operative risk, please specify FHIREF ARG R - HEFHE

[ ]Others, please specify the reason for admission and hospitalization: Efts » &SRR R ERNERE

Is it a case of emergency? X2 & Z2NE? [TYes2 [ INoFE
If Yes, please specify fl2 » 5B o
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Policy Number 251 |B| 1] 2] 3]4]5][6] 7] 8] 9]

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

HEBE - CATRUEETIT - BELENE - 81 » FRERR#HITY)

10. To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
BET A  BALLBE RS BERZERR ? vess [ INo#&
If Yes, please state dates and details 2174 - i&i% BB A R L A5 -

DaHtes ‘ ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ ‘ Treatment for the condition(s) 857 1¥18
HE
MMA DDH YYYYH
11. Was the patient referred by another doctor? I_Yes =3 I_No T2

BARTREAHMEERN ?
Name and address of the referral doctor 37\ E 4 Hy & bt

12. If the patient is suffering from cancer, please complete the below information. I_Yes B |_N0 gl
WABLEE  BESUTER :

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

BRERANWBEATAREFEAMER - FI2 - BITAR - RBERH
Radiotherapy M ST A7 :

Chemotherapy 335877 :

Others (e.g. Hormone therapy, Targeted Therapies Ef&57 (FIINR/RSCETT » FRELAEST) ¢

b) Any Cancer Genomics test done by the patient? FEA BB EZEEERKLN?
[ ] ACT Genomics 1731 EH
[ ] FoundationOne £ 75y B EE RN
[ ] Others Eft

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

AN T BNAFBLRFR EERHENRN I BIAFFHRAE2EX

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) &% (Z=E0)
Fi2 I EREENEE (RFA)

Address and Telephone No. i3t 881% Date B &1

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

THAA+FHINARR ERNERTRE |

“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.
[AIA] R TR ] BERBRB(BR)ERAR (FEREEIMBLZBRAT) » RIPEREERQE (FEEEIMRLZBRAE) (WIER
F » B ) S \§ NG
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