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ACCIDENT CLAIM FORM =/pEE{EmitE

Policy Number R 28355

AlA International Limited
(Incorporated in Bermuda
with limited liability)

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

B EEARBREZEE | FREAER

1. (a) Name of patient 35 A 44

(b) ID Card / Passport Number B {772 /| F# 5%

(c) Age T (d) Sex 1451

(e) Accident date 41 F# | |
MM / DDH / YYYY4:

(f) Period of hospital confinement if hospitalized:

I SRR e TR a2
From H To =

MMH / DDH / YYYY4: MMHA / DDH / YYYY4E

(g) Name of Hospital B[z

6. (a) Did injury require hospitalization, x-rays, special diagnostic procedures
and / or surgery?
R, AEEREARE - Xothed - FRilRsBe e ik | BaEf T FiG?
[T No#E [ | YesH
(b) If yes, please give details.
A o TR -

2. (a) Was there any external and visible evidence of injury at your
1st consultation?

TR IBIE T YN B 2 2 B EB?
[] Nowa [ | Yessw
(b) Type of injury 2B

(c) Part of body injured {5k

(d) Cause and extent of injury AZ{5FEEE K JR X

7. (a) Was the injury induced from or affected by any of the following?
XA T BB Ty IBD7E ?
Yes & No &

1 [
L O
1 [
1 [

(b) Please give details if any of the above is "yes".
WEL AR —IE R 2" - SRS -

Physical defects / congenital anomaly

Srigikie | SERIEENR
Unfavourable past medical history #1355
Degenerative changes ;E{Lif#is#

Alcohol or drugs {5k 54

8. (a) Was healing complicated?
A HCNRZEAIRAEE?

(b) If so, please state why and any special treatment given.
A AT IR S i T AT AR R R -

3. Present condition of injury
SRS Z

4. (a) Was there any treatment administered?
BIRAETEMRAR?
Nowfi [ | Yesd
(b) If yes, please give details (such as suturing, physiotherapy, type
of dressing, etc. with treatment dates).

w0 e (IR - WEIIGRE - WS RIGREAM -

9. (a) Patient's occupation and exact nature of occupational duties.

TN I M

(b) Bearing in mind the patient's occupation, in what way do you feel the
injuries would / would not totally prevent the patient from working?
DUR Az igémdm - BN R S B A & S ASE 2R RE L2555
HANEUA -

10. If an absence from work for more than two weeks is necessary, please
describe in detail why you think the patient could not return to work earlier.

FIARE LAER 2L L - FEFERE R R A A I HE AR TR -

5. (a) Were there any other physicians who treated Insured for the

same injury?

HIREIZ G H M4 2R ?

No %f Yes &
(b) If yes, please give details (Name, address of doctors and date of
treatment).

P SRR (AR - M RBIBAN) -

Name of Attending Physician / Specialist Signature (with chop)

(with qualifications) #4h (D)
2 | SRR AR (EFE)
Address and Telephone No. Date HHH

ikt fe #EEG
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Policy Number {REESEHE

PART Ill (TO BE COMPLETED BY THE INSURED/CLAIMANT) 2=} ( HZ R A BRI AHE)

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.

e AN AR A B Ry S PR A BGRIE AR B FTll A58 - AREER O8] » 07 S R N E e 2%

STATEMENT BY THE INSURED / CLAIMANT FOR ACCIDENT INDEMNITY E4MEE 2 ZHFARRE AZEH

To : AlA International Limited (the "Company") 2 : &FFk (B GIRAH ("AH]")

With respect to the examination of the above-mentioned injury conducted by the Company'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:

AREEATRNEAE (DUNERE T RS ) AT A ETRE - DA N REHEFENFE (IR N2 28 4) - A AR R

(a) The medical findings by the said doctor shall be relied upon by the Company when processing my said claim, and Fy [ 3ft5& 4 7 H 2 kil Skt
B R A RIFRBEAR A LRI FR SRR

(b) | understand that this examination does not prevent or restrict me from consulting with my own attending doctor at any time in the future for
further medical assessments, advice or treatments that may be necessary for the said injury. 7 A BH & R Agla A a5 A SR-AT ful ip e K A
GBI FE AN T2 B SR — D BRI B B AIR R AT IR -

Signature of Witness Signature of Insured / Claimant
REAEAZE ZARA / HEEARE
(Please do not sign on blank form and use the signature on our file.

FAEZE A% LA o MR R PR & — B0

Name Name

s =

ID Card / Passport Number ID Card / Passport Number
033 1 FEIGRNS S | RENASRNS

Date Date

H# HH#

Important Note {3:EEIE

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 as stated in this application form Part 11l “Claims Document Checklist”. i fEfm i A ZRIE R » 5B IFAEHE R
RESF—ORRR - ARG REFTTRIRZ S FH2RLEEE = "REUE2HR" -

b. In case you want to claim for other benefits such as critical illness, disability benefits, etc., you have to complete an appropriate claim form of
that respective claim type and file it in together with the necessary supporting evidence. & E3E T HAEEEAER] - 40 & ~ GRS » VA
SATHLES BB AR SR B FRES AR AT R 8

CLAIMS DOCUMENT CHECKLIST R ff2E5

Please tick against the Required Documents submitted with this application form. 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.

AT ] LA FE A EEAST PRI B _E X5 - QO8GRI R0 EARBHRIGE /BRI 35 - ORRR TRELIEASIIE, HIEEERA - SRR
%gﬁﬁ%&é%égﬁ’gEﬁéﬁrﬂf@ﬁﬁf&)\iiéﬁyé’ﬁ%é*ﬂr » BAPTESRAIRE T B B IR 1 R PRI [ SRR o ISREA BRI RN - WEE R
aH IR LT[R R ©

Medical Temporary Hospitalization Benefit
Document Type {44871 Reimbursement Disability / Hospital Indemnity
MR WTIRF 8 R fEBERERS | EREtE
Owner's ID Copy
U PREFFE AN S RIA v v v
|:| Accident CI:’:)im Form - Part 2 (OPCLMF02) v v v
EOMGIE TS - 55k (OPCLMFO02)
|:| Sick Leave Certificate with Diagnosis
(Period: From § To ) * v v
YA ZEREV R Y] &
(RpEt: | £ )
|:| Original Medical / Hospital Receipts and Statement of Charges
(Claimed Amount: ) v * *
Bl - BRRUGEE [ W HLIEA (RIEESR: )
|:| Physiotherapy / Occupational Report \/ v *
R E S
|:| Compensation Breakdown from other Insurer / Party v * *
LR B B B R
|:| Request for Return of Original Document(s) (OPUAIF28) * * *
SRMITEASCFEES A% (OPUAIF28)
|:| Individual Life & Group Claims Arrangement Form (OPCLMF61) * * *
Fb R G 1 LA (OPCLMF61)
Doctor's referral for Specialist or theraputic treatment * * *
RIS A BRGNS
Laboratory / X-Ray / CT Scan / MRI Report(s) * * *
L8 1 X 1 ISR IR
v~ Required Documents EAC * Optional Documents sz
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Policy Number {REESEHE

AlA e-Advice " KISEFEBHAE

(Please mark a "X" in the box to apply for this service. B TANAkHEE LIRS R Z=EAE L "X" "5 - )
Apply for Internet Service "AlA e-Advice" to suppress physical copies of the selected correspondences and view / download the softcopies via AIA Customer Corner
for the above policy and any other policy numbers if specified as below, subject to the #Terms and Conditions of "AIA e-Advice". HiZ " K FE 7SI | #8 FIRFE -
AL AR R EA R AR BESRRS (A ) 245 1 IO S0 2 0 S A S 2 o ol B B T o S 2 AR T AR TN L 1 MR R R -
*Email address 5 Tl Signature Of Owner #545 A %53

Other policy number(s) At B8 5EHE:
(Not applicable to Personal & Accident policies started with policy prefix A / E / P and Personal Lines policies with policy prefix C.

TEARREIRIS T E R A E /P Z ASEIMREBIREL R RIS T R CZ A RIEIREE - )
# For details of the Terms and Conditions of the "AIA e-Advice", please visit AIA Customer Corner www.aia.com.hk.
AR KB 36 - 358 Awww.aia.com.hkiZ & F%E S H 2R -
* Email notification for this claim will only be sent to the email address provided in this form.

SE KRR B AT G BB L AR Ty i FE B -

Claims Payment Option SZ{JBS{EHk:

For e-BanklIn customers, the Claims payment will be transferred to the designated bank account.
ERYPECHE "TETARIRE ) <F 0 AN AR R E L T
|:| Claims payment proceeds payable under the below stated policy(ies) be deposited (in the same Policy Currency) in the ancillary Future Premium Deposit Account(s)
(“FPDA”). Terms of Use of the FPDA shall govern and apply. (Not applicable to policy start with policy prefix A/B/C/E /M /P and death claims)
ML N ORERTH SRR R DU (R B A AR RN "B mEr 1 o TBLERARE ) AOBETSZ BTG - CRETA RIS =R A/B/C/EIM/P 2
PR IELHEE)
Policy Number {#E5ERE:
If e-BanklIn or claim payment be deposited in the ancillary Future Premium Deposit Account(s) has not been registered, Claims benefit will be paid by Cheque in: Z[IRAG %
O TETANRIRE , SRHEERIE E AR EA R RN TEeRE SO o WSS LIRS R R
': Hong Kong Dollar #7% [_ Policy Currency {REL ¥
a. | / 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 AIA at its discretion. 7 A/ FAFTHA E TS {8 BRI o FR VI AR $ 0 BE ok B ek Ba B T 2 HH o L 3 (5 )
Jil i AR BB R e o (R - SO DU IR RN DM B (R ) R O AT LS ) B DU ACFR R B T P it RS
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. 7&K A
/W a‘djég‘gg %%@;é%gzﬁA | FATEEEARE TR AR CEI SRR S AN RMTFEEAR BT TR IR - MRz e e G N R IR R b
HhE FRIMALE °

DECLARATION AND AUTHORIZATION E2BHE 571

| / 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”). 7 A / FAMEREEIALL 15— TEE 2k 56 BRI B B ERE 22k

KFRBB(BRR)ERRAT (U TR AR R B TIRAN [ FlMTZ B4 g - B B T 2B -

I/ We hereby irrevocably authorize:

AN BATELZHE -

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 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. {FAEIZ&REFEE A A 1 Tl 1 #HRAZ TAE ~ IRECE ~ =AM NHEL (R Z 3615 ~ HR
TRUE ~ SRS T MR AR SRR B M R B R AR 1 3 | BER ARBTRZ B ~ RIS L ~ A RIETARIROR - RS0 - BIBEAA / JfM / BER ASE L 88 kAE
J1 0 WRAEE A AEESTT » AN [l RN R N BRI TR © LR IEABREI AR RB AR -

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. 54\ FISATHZEA ZBa 5 B A= siALERAT - BN [ A1 | WefRAEIT T i R ROl - A
N B 1 R A BERGIRDGEE T B L R - (E R R PGS e HAR B A BRI SR - SR » IR er ds - (AR - IERERE R AR Z MARRT ~ BEPRI%
BT HRER T - BWRBUER AR RS ISR - RRERAH BENEEY) ~ Bt~ el T R H A & 2L -

PERSONAL DATA COLLECTION AND USE

I / We confirm that | / we have read and understood the AIA Personal Information Collection Statement ("AIA PIC"). | / We
declare and agree that any personal data and other information relating to me / us or my / our policy(ies) or investments contained in
this application or collected obtained, compiled or held by the Company by any means from time to time may be collected and utilized
in accordance with the AIA PIC. | / We acknowledge and consent to the transfer of my / our personal data outside of Hong Kong (for
policies issued in Hong Kong) or Macau (for policies issued in Macau), as the case may be, for the purposes and to the types of
transferee as set out in the AIA PIC. The updated version of AIA PIC is available for download from its website: www.aia.com.hk, and
is made available upon request.

TEA BRI SE R

AN | BIWERAA | BRFIEERXHOAIAREAZRERERT( " AIAMEAZRIERER | ) - AA | RFOBHARFEEELR
FRRR AT A FP R LU 5 iR IR TS ~ ISR EMEAZREBRAAN | RFRAAN | BRAVRESREDN
HAnZR - AIREBAIAE A ZRHECRBIARER BB » AN | BAMIARE K AR BAIAE A B RHESRE IR B A P15 ol
FEAAN | BFKEASREEB AR BT ERR) SR QIR B IRER) R T AIAE A BRI AR 2R &
B - AIAEAERHE BRI B TR A AT R LU T R84k F# : www.aia.com.hk » ¢ AJ[EIE /A FISRAY

i =N e Signature of insured, if other than Owner / Trustee 3% R, IR | {83
B R B B o s (i o ne et 0 U P
Name Name
e =
ID Card / Passport Number Date ID Card / Passport Number Date
S0y | AR H3 B3 | ERRES Hi
Relationship with the Insured Signature of Witness
HRZ AR AR FEEAZE

Name
i
Date
HH#
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