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Q1%

AlA

DISMEMBERMENT CLAIM FORM
i i B (B FR R AR

Policy Number

Name of Insured

ID Card Number / Passport Number

REESRES SZRABE BRSBTS

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

03402126

TR Membership Number ¥ X255

DlAH

[ e [ JITT]]]

28/ REBEMER / EZBRAREN

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 &M RELNREERE - R EREIRMHEEE
FENEMRENR AU RBBERE /RIS IZ BRI SR ERRIRAFER

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

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) £$— {2 R AXBREAES

EMPLOYMENT PARTICULARS BE3EE¥1E :

1.

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

BE (MAERBFEYSH) BUREE -

Name and address of business or employer.

NEAREEBBR UL o

Did you file a sick leave certificate with your employer?

ERREIEXHRRERE?

w

. OyYes® [nNo%s

Did you submit a claim for workmen’s compensation for this
accident?
BEEFULEIRELE THEE?

IN

) DYesﬁ DNOVx’ﬁ

Are you left-handed?
BTRAELEFIERE?

)]

Yes® [JNo%&

PLEASE SIGN & RETURN IMMEDIATELY BUT NO LATER THAN 14 DAYS % B4 I ETERM4RAER
PLEASE DO NOT SIGN ON BLANK FORM E/I1E X BRI L& T
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Policy Number {RE 55

ACCIDENT PARTICULARS EJMa¥15 :

6. a) :Diatear&dtimieofaccident 6.a)‘ ‘ H | H | ‘ | H | H ‘ ‘DA,M,J:¢
B EHRER MMA_DDH _ YYYY® __ HR® MINZ [|PM. T4

b) Where and how did it happen? b)
BIM B R &iE

c) Part of body injured and type of injury c)
ZEUREEE
(Please provide photo of the injured area for our reference.
FREZEMAZBFUEBE -

TREATMENT PARTICULARS /& ##1§ :

7. Give details of consultation. #2345 1E

Name and Address of Doctor / Hospital

Bt/ B2 R

Consultation Date
K BH

a) The doctor first consulted for this accident
and First Consultation Date
BAMDHEEER KR AH MMA DDH YYYYHE

b) The doctor you last consulted for this accident
and the Last Consultation Date.

BERDHNELEERRBH MM B DDH YYYYE
c) If hospitalized, please state the period of From Hi To &

hospitalization.

BRI - B MR

MMA DDH YYYYH

MMA DDH YYYYE

d) The doctor who referred you to hospital.

BEARNELES -

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION 8 {2 K2 R { Bed 8% :

8. Details of Physician(s) consulted or hospital(s) admitted for current accident. B2 A BN E MDD 2 BEH ZRAEZBRFE o

Name and Address of Doctor / Hospital Admission / Consultation No.(s) Admission / Consultation Date(s)
B/ BREERbIL 2B / R HHE 5%/ R A5
HEpEERERER
MMA  DDH YYYYE
HEpEEREEER
MMB  DDH YYYYE
HEpEEREEEN
MMA DDH YYYY &
GENERAL R fti&¥ :

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

MTRESEEBARRRENE X THENRE 2 M ‘G « BEETHE - [Yess [INoxH

Name of Insurer(s) Type / Amount of Benefit(s) | Amount of Benefit(s) | Rider(s) Attached Policy Number
REAEEH RRER 58 T8 M hnE2 49 REESRAS

CLAIMS PAYMENT OPTION iR % :

IMPORTANT NOTE EEHIF :
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 %-IKDg or Macau Patacas g_I\EIIOI;%, claims ;;Egment will be remitted to the designated bank account.
%fg%%{?ﬁﬁn [EER] AEEEETRTAO KEBLEH [EFARES | HESETETHRMIRRTEA > BEREREFED
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 _
MEREEK F!&llﬁﬂﬁﬁj FERERTRITAO  BERBEBERUETIRIMS -
To receive claims“ﬁfa %rp%nt easily and convenieng‘,{lease register FPS / eBank-in by completing the following:

[ .

HEFHEREWE ' EEER U TEHLIEDES [EBER] & [EFARES ]
Remarks F :

To allow successful claims payment through FPS / eBank-in, all policies belonged to same owner must be registered for FPS / eBank-in. We will notify you bx SMS

upon completion of the registration. REFHANMERERTR [HEIR] F [EFARKRE | UAFRMU MEE8R] R [EFARRE | IRERE-
FIRTERERLE BB R EEHNE o

Owner’s Mobile Number

BEANRBEERS :

We will update the telephone number to the above oIicy%i»es) accordingly if it is different from the Company record. We will noti éou by SMS

upon completion of the registration. ﬁﬂﬁt%ﬁﬁ%ﬁﬁ’&%ﬁﬁ% NER ﬁf“]gg%ﬁﬁﬁgﬁﬁéutﬁﬁ o WM N ERERTE BB X EHBAME

Identity proof must be provided for r%;istration of FPS / eBank-in if you have not submitted a valid Identity Card / Passport before. 21Kk B 12

HEVMSGE /R TEXSOEAERE [HEHR] 3 [EFARRE] <A -

03402126----10
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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% B & FE FIRER A R S8 < FE BBARE -
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/re uest for all Hon oﬁg]gollcre _
g?{ %5 ﬁjéttﬁgﬂ’]ﬂﬂ% =L /fé‘éiE/Z%_LiE FARIL R 2 A B RE MBI BN/ SR8 | B BHER - AARSM/ th—HBERRTE
] Aplply to the following Hong Kong policy / policies. 2 X & REAR T2 EHBRE :

Please select the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. {S2EEAE - BRIRMKSERRHFERA
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. £/ [E&1R] &% [EFARKRE | FA L REFBAZANRENZEATIIEEZRTFO > BAZRESTBBATMN
,E Al

Please select transferring policy benefits paid to either FPS OR eBank-in. ;531212 [ @8R | & [EFAMRERE | Hh—FUEA L L REFEA AT 2 RERR -

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 T 5234 :
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 RIBHATHBEY - £ 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) " a " Gl

) Joint account is not allowed. TEZEH SO o

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

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 OFHFE A

2
3

HERREZEARZ 0 BRIARETETRRITES -
[] 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 DATHRS KA ZBRF 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% # i & FI AR D B ATE 2 FTERPIRE
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 u % f/ request for all Macau golrcres
1%%{ i ijfkﬁttﬁiﬁﬂﬁﬁﬂﬁ% BRI B BYEEY T RAAEMRENTBRBER / KL/ BLBEFRER  AARBSM/ b —HRERBAE
HPIRENEK o

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

Please select the appro riate box; otherwise we will apply to all of your Macau policies held with our Company. i5:22E A% » ZRRFBSERXHFERARE
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 ARBITHRFRBEERNRTFR/EH/ AEE (BEBFHEE) /ERRITFEIAR -
) Joint account is not allowed. TNEZHHFO o
3) eBank-in account must also be registered under the policy owner. BF A RN F OLAREEREZEA °
) Please ensure the bank account holder name is the same as the policy owner name, otherwise the payment will be rejected by banks. FEHRIRTF OFA AL BERRE
HE— - BRIARERETRRITER -
Bank Name in Macau 23R4T 2 418

wy AccountNo Az | | | | | | | | | 1 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 & {%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). #EA [EHR] & [EFARRE] - AN/ HMERAA I RIS LHEBEAIALD 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] » BRIERUTHEA—ELERE L [X] FUURBEMARARN  BEREEERUAETZEX(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 % )

CURRERR B E éh, REMEFAZRERBN ReRFEErOl - [RefEerO] WERZEERGIURE - (BEANEBIERRBA T EHRE)

l_ Paid by cheque |nfol|cy currency

LREEB X ZZT

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. KA /'}‘Jzﬂ’ﬁﬂﬂ B ERER & 2 B IRIERE
EXNEREEMBE oM (WER) FRBIHREGEAE - At REUBEURTHNREEBIIINNESR ( [ZEER]) FAREREALSE

MM EH RB A ADREIBIRE 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. <A | & M8A A R BB A0 / PRI ERE T AEH AR RIEN NREEW ] 2 A/ RARRARAFN R REE
T i R R SRR IS A SRR B PO R R T o

o

o

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

OTHER INFORMATION Hft2& %}
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Policy Number {RE 55

AIA INTERNATIONAL LIMITED
RIPBREE(EFR) BRQF

(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.

REEBRIECNRERT @ FHURBERBRAREH —HER - FERBREMFER 2 F2HRBHRAE

(http:/iwww.aia.com.hk > B F % & > BRABNRE > MARE) - NKREEM2R 2 EABRKE /HREBRE  F-0HEX [EE
EARNH] BFERE - ERMEFTEREZBTZBERBFOLREMA T REREENER  RMSBANES L BUERBIER / SRR
BER/IRERERS - ERMEREERER  BERBNELEFEEERER

(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.

MEBEFRFEMBERR  SESTHEREXMBENRERBRENIERS -

(c) Please submit your claim application to our AlA financial planner / your broker / IFA or send it to us at the following address:
FERENRERBERTFRBUHEREIERD / ZWREER / REER - RBFZEUT L
» HK: AlA Customer Service Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong

B RAEFRESL > BEBILAETRIE183 FRIPES 121
» Macau : AIA Customer Service Centre, Unit 201, 2F, AIA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau
B RRBEFRBEH O - RPIEE K FIK251A-3015E R IBES21E201E

Levy on Premium {#B# %

Important Note EZE &4

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 IA 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.

REFBEARZ (RIEE (BE) K6 ( “BH7 ) EHEIREFOARF - LHEEREHE  YHALREREFEETEREE
EER ( "RER" ) - MREFFARBHANRERE  SIWRERHERRL - REBAIMZARINTEEET5000THERK » R HEE
RERAEARRERNREBEMHZBES

Declaration and Authorization 88 & S #

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 box on the left, | / We hereby give my / our irrevocable consent to the Company to deduct any outstanding
levy, if any, from the claims payment and insurance proceeds if the related policy(ies) will be terminated after this claim. All of the outstanding
levy of the policy(ies), if any, will be shared by the Owner / Assignee / Trustee / Beneficiary who gave consent to the Company as of the
claims processing date on an equal split basis. | / We also understand and acknowledge that the policy owners’ information is required to
be provided to the Insurance Authority if the levy is overdue.
RANITEMER > AN/ EMBLRERFEPIANREZFEA I ZBEA/GETIAISBARBRME) o BRIFVEFIZEE L [X] 5 T8
RANEMEZARNEBEREERAREMAL  AAERBESERREFESTFNREBREGANREBE(ER) - MRERME
EFRFERCEELRFELNBRNRERBA/IZBEAN/EEA /TR TIHRERENGEHINREGE - KA/ KMPARAZMRE
BFAEABHBXREHE  ARANRBEEERREREFTANESR -

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.

| / 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.

BAEHBUSERER

B/ RMERR/RMCHE BFARARR/BMNRELEBAR /RASFTERBREEE (DAF(EE)

BERARB (FE21T) - RAEBB)ERLE (BM21T)  ABRBERAAR/AXAEEASERLF
(EA) ) NEAERKRERS ( [ZBH]) H ZEHIAEUTHEULTH

https://www.aia.com.hk/zh-hk/privacy-statement-main °

B/ EMBARBRELARFMBRR/RMNRELBAR /FRAKEST BRBREE SKUEF B ERE

BiE  GRIAFENEAEAAENRERE / BMNRE - IRFIRENEMER - IRBEZBZBHRERER -

B/ BMAZREERZEAMAENERE / RMNBEAERETEBRIN/BERN (NRE/BRRKEFEESTHE

B RPIRINER (NREGRASFHEERMER) (BFERAME) FTEERAFMBNEREZEA -

ZEANFEEBTRER 2RI RA TR U TSR A4 RE -

03402126----10
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Policy Number {RE 55

DECLARATION AND AUTHORIZATION B8k #% 4

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

AN EMRERUALE-BERATE2NERE -

| / We hereby irrevocably authorize:

AR AE:

a. any organization, institution, 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 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 as the original.
EAABEREERA I RM/BRAZTAE - HFRLCHE - BB R(EMER) 215 - BERR - BEREEENHEH
KBERER/IERAERAIBM/BRADEZEE - A8RA LT - IXBREEEFEER > TEHE - BIEARA KM/
WRAFETHTKRED  WEREBNATEERERD  MAAN/EM/ BRAZEEARBZATSZHREZTIR
LREE 2 EARERAEBENY -

b. AIA 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.
RIARBRAMER T 2 S BEERRAT - BARAN/ R/ BRAETHEZ ZERTEME - IHAN/BM/BRA
ZREMRTETERRTE  FRAEELARBRAAE ERNBESE  TE5HE - tEtLRSEE  BXFRRA
MEEIRE R AR 2 MAENS ~ RS - BERFVRELE - BLRIBREARREIRZHES - RERGAERRBAEY - Fm
EETREKRERZEESE -

Signature of Owner / Trustee BEA / ETASE Signature of Insured, if other than Owner / Trustee Z{RAHEE > i3k
(Please do not sign on blank form and use the signature on our file. | #&A /&5 A(Please do not sign on blank form and use the
syt MR PR ) SRS SEREREE 5 signature on our file. FZEZHRK LHEE » URRELERREAFE
—2%) (Whose age is 18 or above F#t+ \pisk A L HEHE)
Name Name
i ]
ID Card / Passport Number &1773% /#8555 | Date B ID Card / Passport Number &% / #M®%:5 | Date B
Relationship with the Insured Signature of Witness
HZRABR REARE
Name Date HHj
i

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.
HEAREEEXNAHSIRAZE  BZRARDE  AITHERR SEEEALE -
Please complete the following information if the signature is not given by the insured. 5 EEIFZRA  FEBTHER -

Name of Insured SR A KSR Relationship with the Insured E232 1% A B3{&
(in block letter IF#5E ) (Please provide documentary proof for the relationship. 5123 1% 3 8 30 4F)

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

THAA+ FRERRXUEEREEENRE |

“AlIA” 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.
FTAIA]l & TRB] BERARBER)ERAE (REFEEMRIZ2ERAIT) » RBRBERLIE (REBIMRILZERDLT) (RE\ERTE)
ERIURNEEHARREHERAF -
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Policy Number {RE 55

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES)
oI HRRABEHECHRERFHELERS
For Loss of Use / Amputation of Limbs / Permanent & Incurable Insanity B E8¥18% / BEIhEE / K A R FREE AR MK EE

1. (a) Name of patient FAHEH 4. Please give details of treatment administered (such as suturing,
‘ ‘ physiotherapy, etc. with treatment dates)
E‘E =] ;%\\A,\ﬁ‘ D‘"\ & N EEQA‘\T:E \‘L\:\ /H o
(b) ID Card / Passport Number & {33 | #/BEETE FH AREHE (NG WIARS) RARAM

5. (a) Was there any hospitalization, x-rays and / or special diagnostic
procedures required?

(c) Occupation B2 ‘

(d) Is the Patient left-handed? FARBEFIEAE? WRZEREFERER - XERER /R ERF?
[ YesH | No¥A& [TYes2 [[No#&
2. (a) Accident Date /MBI H; ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ (b) If yes, please give det.alls and provide copies of all lab, x-ray
and any relevant hospital reports.
(6) Cause of inury Eigmm " PPA YYWE MR - ERGHMRIBRICREE RS - RETHRN

BRRRE
‘ ‘ (c) Was any surgery rendered? 38 Hi#{TFMT?

(c) Please specify part of body injured and type of injury. CYes&s [ No%H
AYIAZEBNRELER - (d) If yes, please give details (such as name of procedure and

‘ ‘ date of surgery)
wAE - FREFE (WFNEBRETFNEH) -

(d) ?ilease:se ? diagr;";tf SfeCify the part of body injured. 6. (a) Was the injury induced from or affected by any of the following?
HRIRER AN RE G - FERAMT ISR EHALE?
‘ ‘ [TYes2 [INo#& Physical defects / congenital
(e) Extent of injury (e.g. ROM of affected joint, site and extent of g;;;;lﬁx | RMES
amputation, % of functional loss of the injured body part) i i 2T "
BERE NSYEHSTEDEN/ WRLBREE/ 26 [TYes® [No®  Unfavorable past medical history
%Mﬁﬁﬁé‘i%‘ﬁ%iﬁﬁtt)‘ ‘ - o BEFRE
(f) Please state the overall condition and functionality of part of [TYes® [INo& I\Degencﬂeg;ative changes
body injured when you last saw the patient. o o pail et
EIIHRRE XKD EZEBNERE R R IR - [TYes2 [INo#&  Alcohol or drugs

‘ ‘ BAEREEY)

" — - N b) Please give details if any of the above answers is “yes”.
. BB ( > °,
3. (a) Present condition of injury JREFZEER ‘ ML F{FA—18S ‘87 - SREEE o

(b) Please describe the current physical impairment, if any.
EASRABRE GEMRE/BEBRER) 7. (a) Do you expect a fundamental or marked change of patient’s
‘ ‘ present condition in the future?

BTRAFERKZRREEDHER/ PENRE?

~

(c) Do you think the impairment or loss of function mentioned
would be temporary or permanent? Would there be any

chance of recovery or improvement? Please elaborate. b) Please state any further treatment / rehabilitation plan.
EORGE D BEERREHEER AN 2 BREE | ) et ey P

A ATREME? FERTHL ©

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. AlA International Limited (Hong Kong Branch), AIA 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.

| / 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.

BEAZEHEERER

B/RMAEIR/KRACHE  PARARK/ RANREERAR/SERSHERBRME (MRBERBRLT (BES1T)  RBER)
BRAT (RM21T)  ABREBERIFAR/ARBEBRASERAR (MEA) ) HEAERKERS ( [ZEBH] )  ZBHAEUT
#3931 Ehttps://www.aia.com.hk/zh-hk/privacy-statement-main ©
R/BMBARBAERELARBEMBAR/BRPANREEBAR / AR RS ERBREEFRFUAEMSEZRE - BE - FHIISENEMEA
ERREARE/ BRFNRE - iIRFRRENEMER > AIREZBPARERFEA -

R/ BMAANBRRERZBAEMLEENEBER/ RMNBAEREZEERBEIN/RR (NMRE/ERSHEEEBER) SURPHRN/ERN (WRE/
BASHEERMER) (REERME) FREAMBNEREZEA
ZERANFEEBTARER 2SR T AR LA THRATHER -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop)
2 | ERIBENSE (BE) =% (EH)

Address and Telephone No. Date

biuh il N B
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Policy Number {RE 55

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES)
ERTHAZRRABEREICBERFHEERS
For Loss of Speech / Loss of Hearing TR&iREERE H R / Sk HEE A

1. (a) Name of patient A5 4. Please give details of treatment administered (such as suturing,
physiotherapy, etc. with treatment dates)

FRACEEFE (Mg MIEERESE) KakAH -

(b) ID Card / Passport Number 5135 / & RIS ‘

5. (a) Was there any hospitalization, x-rays and / or special diagnostic

(c) Occupation B2 procedures required?
WAZEREFTEER  XAERER I SR EHREF?
2. (a) AccidentDate BSES [T [T | [ [ [ [ | [COYes® [INo&

(b) If yes, please give details.

MM A DDH YYYY & ME » EISHE o
(b) Ze?zeépggfyfartﬁoi b?dy injured and type of injury. (c) Was any surgery rendered? 538 53T Fii?
A AZEI R EHEER - I_ Yes & I_ No %A
(d) If yes, please give details (such as name of procedure and
(c) Cause of Loss of Speech and / or Loss of Hearing date of surgery) .
EHEASTENR | REB S ER mE > FREFE (WFNEBRETFIAE) -
(d) Duration of Loss of Speech 6. (a) Was the injury induced from or affected by any of the following?
PR RE N 2 FFERFER E%%%‘HETEU’%‘}REE&ESZ%%?
[TYes® [ No#&  Physical defects / congenital
(e) Was the diagnosis confirmed by an audiometric and anomaly
sound-threshold test? _ SERBRE/ EXMEER
PEHETHSENE - & GENBEBEIAVDETEIRE [Yes® [No& Unfavorable past medical history
5 RIER? BIARE
CYes2 [No% [Yes [INo&  Degenerative changes
es & (o= I_‘ I_ BibEE
Yes & No &  Alcohol or drugs
3. (a) Present condition of injury BBEFZE1ER = h SRS EEY) 9

(b) Please give details if any of the above answers is “yes”.
ML EER—BR "R BRHFEE -

(b) Do you expect a fundamental or marked change of patient’s
present condition in the future?
BTRAFERBZMRETEES PENHRE?

[TYesg [INoF&

Is the loss of Speech and / or Loss of Hearing considered total
and irreversible?

(c

-~

WARHBENR | FRBE IR EREBRTE KK AN ZRE?

7. Please enclose copies of all reports from (Ear, Nose and Throat)

[Yes® [No& o specialists, audiometric and sound-threshold reports, CT Scan,
(d) Please state any further treatment / rehabilitation plan. MRI, X-ray, laboratory tests, surgical reports and any relevant
BB E— 2R E BB E - hospital reports.

FREMARSEREE - &  BRERBEZRE - BHORBEUR
g;&jg%ﬂ%ﬁ}ﬁ C O HR  XERE - EERERE - SUERERN
L= °©

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. AlA International Limited (Hong Kong Branch), AIA 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.

| /' 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.

BARHISERER

R/ BMARIR/ RMACHE - AAREAER/ RANRELERAR /RBARSHEBRKREE (WRA(ERERAT (FBD1T) ~ KHEE)
BRAE (RM21T)  RBRBERAAR/ZEAEBRAZTERLT (NEA) ) WEAAERKEES ( [ZBH]) H ZBATEUT
#g3t  Ehttps://www.aia.com.hk/zh-hk/privacy-statement-main °

R/ BMEAREAEEARFIBERB/RMANREERAR / RBAREFERBRUERFUEASTEZRE - B5 - GADBENEATEA
ERREARE/ RMNRE - iIRFHIRENEMBER  AIREZBAVRERER -

R/ BFABREERZEHAMLE WEBR/ RANBAERZEBEIN/BR (WRE/ERSHEEEBER) URPIEN/BR (WRE/
RASFEERMER) (REBRME) FTEZEBAMBNEREEA -
ZEENFESHEETRER 2B RA TR L@ TR & A RE

Name of Attending Physician / Specialist (with qualifications) Signature (with chop)
I/ EREENNRE (EE) #EE (EH)

Address and Telephone No. Date

ik Kk EFFE HER
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Policy Number {RE 55

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES)
FE_BHZRABBHEICELESFHELEEAT
For Loss of Sight # kiR HiE

1. (a) Name of patient JHEA M 5. (a) What is the prognosis?
EEER Nf?

(b) ID Card / Passport Number 513 / & BB 5515

(b) Will further surgery improve the patient’s sight?
BRI FNESERENR OB RE?

(c) Occupation B % [TYes& [NoFf&
. (c) If yes, what kind of surgery will be necessary?
2. (a) Accident Date E5MAHA “ “ ‘ “ ‘ ‘| ‘ Mg HEEBEZHEFM?
MMA DDH YYYY &

(b) Please specify Part of body injured and Type of injury

B AZ G R ELER

6. (a) Was the injury induced from or affected by any of the following?
ZEREHTIEREHHZE?
[TYes2 [INoZ& Physical defects / congenital
anomaly

(c) Cause of blindness

BIELHAZER SR/ ERMEER
[TYes2 [ No#&  Unfavorable past medical history
BARSE
(d) What is the visual acuity of both eyes at present? [TYes2 [INo&  Degenerative changes
EIRNF 2RI DB HZD? BLES
[TYes® [INo&  Alcohol or drugs
Left Eye £fR : BRAR AN

(b) Please give details if any of thg‘ above answers is “yes”.
MU EEfR—ER R o BRMHEE -

Right Eye &R :

3. (a) What kinds of treatment were rendered?

1T 7 PRLESE AR ? 7. (a) Do you expect a fundamental or marked change of patient’s
present condition in the future?
BTRAREREZMRESEER  PENKRE?
(b) Was any surgery rendered? [(Yes® [ NoAFe&
BREETFIDAR? " = I
o (b) Please state any further treatment / rehabilitation plan.
[Cyes® [[NoA ERBEAE— 5 AR EEE
(c) If yes, please give details (such as name of procedure and
date of surgery)

wE - FREFE (WFNEBRIETFNEH)

4. (a) Wasthere any hospitalization, x-rays and / or special diagnostic 8

procedures required? Please enclose copies of all reports including ophthalmologist

TS B T o & |yl = p e zo reports,CT Scan and any relevant reports that are available.
RASERESRER OLRER REHDER? BRUFAREOERNEIEE  SURE  RETABHER
[TYes2 [No& R o

(b) If yes, please give details.
MR - EREFEE

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. AlA International Limited (Hong Kong Branch), AIA 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.

| / 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.

BAREWERER

B/ RMABRAR/RMOCHE  SORERR/BRANREERAR / IRASHBRBRERE (WRAEERAIE (FES17) - KABEHE)
ARAE (RMS1T)  ABREBERLFAR/ARBEBRASERAR (MEA) ) HEAERKERS ( [ZEBH] ) H ZBHAEUT
#3931~ Ehttps://www.aia.com.hk/zh-hk/privacy-statement-main ©
R/BMBARBEELARBEMBAR/BRMNREEBAR / AR RS ERBREE R FUAEMSEZRE - BS - FHRIISEVEMAEA
BEREERNE/ BMNRE  IRFRRENEMER  TRBEZBAWEREA - N

B/ BRFAABREERZEHMLE WEBR/ RANBEAERZEBRIN/BR (WRE/ERSHEETBER) SRR/ BR (WRE/
BARSHEERMER) (BREBERME) FTHBHRMBNEREZA -
ZERANFESHEBTRARER ISR TR L@ THR AIHEERR -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop)
I I EREENNE (EE) #EE (EH)

Address and Telephone No. Date

iR EF HER
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Policy Number {RE 55

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES)
ERTHAZRABEREICBERFHEERS
For Third Degree Burn =¥ {5#H

1. (a) Name of patient A5 5. (a) Wasthere any hospitalization, x-rays and / or special diagnostic
procedures required?

WRZEREFEMER - XERER I FFIDERF?
(b) ID Card / Passport Number 5123% / ERRIRIS [Yes2 [No&

(b) If yes, please give details. N2 + FBIRMHEFISE o

(c) Occupation B&2

(c) Was any surgery rendered? B8 B ETFi?

2. (a) Accident Date Z4MH ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ CYes® [|No%HE
MMA DDH YYYYE (d) If yes, please give details (such as name of procedure and
(b) Please specify Part of body injured and Type of injury date of surgery)
ESIBRZGIB I R H R mAE - FREFE (WFNEBRETFIEH)

(c) Please use a diagram to specify the part of body injured.

B8 A EIR AASIBZABEY o 6. (a) Was the |nJury induced from or affected by any of the following?
ZIEREHT %/R%"ﬂ:i%%?
D Yes & D No &  Physical defects / congenital

(d) What was the cause of major burns?

Vhat wa. anomaly
BERERMSIE? %ﬁ—ﬁ}iﬁa/ FRMEER

[TYes2 [INo#&  Unfavorable past medical history
BERSE

(e) Is the burn considered as Third Degree Burns (full thickness DYes = D NoZ  Degenerative changes

skin destruction)? Bl EE
=8 s = = 2 (e =3

BEZRERTENESRNE (RS2EHRE) 2 MYes® [INo&  Alcohol or drugs
[TYesZ [INo& _ SEREREEY)

(f) Extent of the burn covering the body surface (in %). (b) Please give details if any of the above answers is “yes”.
BRXERECEE (Aok) ° ML EER—1BS "B - BRHFEE-

3. (a) Present condition of injury 7. (a) Do you expect a fundamental or marked change of patient’s

REFZEER present condition in the future?

BTRARERBZIRRETEER HEHNE?
[1Yes® [NoF&

Please state any further treatment / rehabilitation plan.

o PIEME— 2 208 % | R1ERE -

(b) Please describe the current physical impairment, if any.

BN SRR SRR BEER(NER) - b

~

4. Please give details of treatment administered (such as suturing, | 8. Please enclose copies of surgical reports and all relevant hospital

physiotherapy, etc. with treatment dates) reports that are available.
RRAUAE B (A - YIBAES) RAEBH - BREMEFMRE  EAEENERRE -

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. 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.

BAREHSERER

B/ BMARIAR/ BMACHE AARAER/ BANRELERAR/RERSHBRKREEE (WRAB(ER)ERAT (FB21T) ~ KFEE)
BRAT (RMS1T) ABREBERLTAR/ARBEBRASERART (MEA) ) HEAERKERES ( [ZEBH] ) H ZBHAEUT
#3931t Ehttps://www.aia.com.hk/zh-hk/privacy-statement-main ©

R/IBMBARAREARBEMBEIR/RFANRKRE ﬁéﬁk&/:ﬁi@%ﬁ‘l‘gﬂﬁﬁkf EXRRUERAENE - B GEIFENEAEA
ERRERE/ BMNRE - RFHRENEMER - AIREZBHRERER

R/ BPABREERZERMLE NEBR/ RMANBAEREZE BRI BER (ZZM% RS EIERBER) RRFPHEIHN/BR (NRE/
BASTEERMER) (RTPBERME) FTREBAMBNEREREA
ZEANFEHEETARER ZEHRA TR A LHI THKE T HER o

Name of Attending Physician / Specialist (with qualifications) Signature (with chop)
TP I EREENNRE (BE) EE (EH)
Address and Telephone No. Date
iR EF H
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Policy Number {RE 55

PART lll (To be completed by the Insured / Claimant) S£=&{3 (BHZEA / REAES)
Note: This part is to be signed by the insured / claimant and applies when the insured is being examined for the said injury by the Company’s staff doctor.

M ERAARANBESERZRARREARBAAZEE - ALBHER  YTHZRAERTREE -

STATEMENT BY THE INSURED / CLAIMANT FOR ACCIDENT INDEMNITY
ZEA/ REABHBERIMNERZEN

To : AlA International Limited

o RABRB(ES) BRAF

With respect to the examination of the above-mentioned injury conducted by the AlA’s staff doctor (hereinafter called “the said
doctor”) for the purpose of assessing my claim (as opposed to my own attending doctor), | hereby agree and confirm that:
FERRBRENEE (UTHE [ LAELE | ) EEARAETRE  UWEFMAAZRERENEE (MIFERAZED
B4)  AAEKRRRER :
(a) The medical findings by the said doctor shall be relied upon by the AIA when processing my said claim, and
B EREBEFLE 2 RBERERARBRBEEAA LRRERFBHRE
(b) understand that this examination does not prevent or restrict me from consulting with my own attending doctor at any time
in the future forfurther medical assessments, advice or treatments that may be necessary for the said injury.
AABARRBRY T EHAAAREAHREIAEEMTEOAA 2 ETZEESRE-TNERTEREGFBAIEM
PR o

Signature of Witness Signature of Insured / Claimant Z{f A / RBEAEE

REAEE (Please do not sign on blank form and use the signature on our file
BAEZARELEE  URRESHRERFE-—N

Name # % : Name ¥ :

ID Card / Passport No. 533 / RS ;

Date B : Date HH :
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