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MEDICAL CLAIM FORM B3R (B EHEEE

Policy Number {# B2 3555

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

BErHFEAREREREE | FREAEHR

1. (a) Name of patient Ji5 A#:%

(b) ID Card / Passport Number 51735 / G505

(c) Age ik (d) Sex 71

2. Hospitalization {5
Name of hospital &[5 447H

Date of Admission Az H#H Date of Discharge {fif5% H

MMH / DDH / YYYY4E MMA / DDH / YYYY4E
Period in Intensive Care Unit A {:ZEUIERES H A
From H To &

MMH / DDH / YYYY4 MMH / DDH / YYYY4H:

3. Chief complaints of the patient relating to this hospitalization /
surgery
BERAERE [ Tl 22 L A

4. Date of the accident occurred or symptoms first appeared

RS GRS S ERE )

MM / DDH / YYYY4E

5. Date of first consultation for this condition or related illness
WA B XK HIA

MMH / DDH / YYYY4E

6. Final diagnosis / Pathological diagnosis %2 / B2 E

ICD-10 code BIFE 553 2EAAH(ICD-10)

7. Medical / Surgical Procedure B&#% / F{iife
Date of Operation =Fffij HEH
MMH / DDH / YYYY4:

Nature of Procedure Fffif44 7%

CPT code H Riffitl FB& IR e AXH

8. Present Prognosis 7

9. (@) Were the treatment(s), the medical test(s) and the length of stay in

hospital (if any) directly related to the current diagnosis, and were
medically necessary and recommended by you?
AR ~ IR BB H AR A0 il E R RIT L2 B
Je B A A R ?

[] Yes 2 [ No Fz

If No, please give details. ZAE 0 EaFultZ ©

Please answer the following questions if the insured requires
hospitalization:
RN TFEERE - FEEE LT R
(b) Were the medical test(s) and equipment for the procedure available
only in hospital?
AR TR TR R S A R e v ?
l_ Yes & l: No #&
(c) Can the medical test(s) and the procedure be done on an outpatient
basis / at day surgery centre?
A TR SRS | H BTl O T?
I— Can #J[L I: Cannot AL
(d) The surgery could only be performed under general anaesthesia?
TGRS UEAE S T T?
l: No #3

|_ Yes &

For surgery under Monitored Anaesthesia Care, please specify the
reason for hospital stay.
WIF LR S N ETT, SRR A -

(e) Please indicate the clinical risk(s) and medical reason(s) for
hospitalization:
R HARRPR g b RA B e R I A -
Current Health Status (Co-morbidity) iR {E IR (S BHE):
Please specify &5 IH:

___ Expected higher risk at operation FE i =l JEE:
Please specify &5HAREZIH:

Expected higher post-operative risk T H#& = Tt mE:
Please specify EiHHKfEEHH:

Others, please specify the reason for admission and hospitalization:
FoAtly  BEFERHLEUART B R BRI AL

(f) Is it a case of emergency?
SEREREER ?

I_YeSzE'E I_NOE\

If Yes, please specify. 415& » EHHRES R -
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Policy Number {REESEHE

10. Brief discharge summary (including treatments, investigation 12. Had the patient taken any home leave during the hospital confinement?
procedures, results and / or any complications and follow up plan) WABEE R BRI 2
bR (AR ARG E] - ISR ARE  FER - OFE R ;
HEEH) [] No %H [ Yes #
If Yes, please state date, time and reason of the patient's home leave.
W - FETIISN I FR ~ IR R A -
11. To the best of your knowledge, has the patient ever had the same [13. Was the patient referred by another doctor?

or similar conditions or symptoms relating thereto?

BT WA LRTE S A BAE RN ?
[ No 85 [] Yes &

If Yes, please state dates and details.
WA - G AR S E R -

Treatment Dates Zi5HHA
(MMA /DDH / YYYY4E)

Details Z¥/[H

AR BB A 2

[ No T2 [T Yes 2
Name and address of the referral doctor
T B AR R AL R

PLEASE COMPLETE IF HOSPITALIZATION WAS DUE TO ACCIDENT
RIEANZ B AR aH T LU

14. (a) Present Condition of Injury
iR BB

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

TN I SIS

(c) Bearing in mind the patient's occupation, in what way do you feel the injuries would / would not totally prevent the patient

from working?

DRI > B TSRt S a A a SR A SE R NRE TR ? S5 IAIEIA] -

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

AN BFEERALRRGES EFRERERAAN | BFIFTARAEZEER -

Name of Attending Physician /
Specialist (with qualifications)

2 | HRE AR ()

Address and Telephone No.
Sobt 7

Signature (with chop)
#=1 (EH)

Date H#f
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Policy Number {REESEHE

Other Information HAh&ER

Important Note FEEEIE

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 Ill “Claims Document Checklist”.
FRyERBGR AR TGS - SIS A A A BRI S DRERS - ARFEERETT TR LU - 2B FREE = "RIE U2 H K" -

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.
QAR R A H AR U - 40 ¢ g ~ 5IRSE » BURSHATHES RO AR SR I S FAG I T 38

c. Please acknowledge AlA in written if you request to have your claim be processed by “Express Claims Services” which provides speedy medical claim payment which requires
investigation. For details of the Terms and Conditions of “Express Claims Services” , please visit AIA Customer Corner www.aia.com.hk.
gggﬁﬁggﬁig PRI IRBRE R R | AR - GELAE T ATAFS « AR SR TR T A B s e M D 2l - BRI 36 » 558 Awww.aia.com.hkiz

FPHEZE -

CLAIMS DOCUMENT CHECKLIST g #:-8%%

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 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.

E%%EEEE%%TE?E@%ZKX#WﬁWiut KGR o MFGREHEM 2L IEARRIE [ WIGEVE - 55— TREIEAS: ; HEE#RE - AT H
SRR N G E B S A A LRI NE R » TR Erm R s 15 SR A / ME’J%&EEHH ! AN - KERIUEBIERIER: - S E
AN R -

Hospital & Surgical Hospitalization Benefit /

Document Type X431 et | |
Owner's ID Copy v v

PRELFFE AR S 033 EIA

Medical Claim Form - Part 2 (OPCLMF03) v
SRS IE AT - 55y (OPCLMFO03)

Ll / X0t 1 AR / 0E ) R e

v
Laboratory / X-Ray / CT Scan / MRI / Pathological Report(s) v v
Original Medical / Hospital Receipts and Statement of Charges v

O O 4O o

(Claimed Amount: ) *
Bt BRI /W IR (RIE S )
Hospital Discharge Summary / Sick Leave Cert with clear Diagnosis
(Period: From To ) * v
&[%%%"F‘/ ﬁﬂﬁaﬁﬁ?uﬁﬂﬂz R EEE
(REEE: HH )

|:| Photocopy of Hospital Recelpt and Statement of Charges * v
BT BERUE | I EEIAR

|:| Compensation Breakdown from other Insurer / Party v *
o ORER N ] Bt M B

|:| Request for Return of Original Document(s) (OPUAIF28) * *
SRIBIEAS ARG RS (OPUAIF28)

|:| Individual Life & Group Claims Arrangement Form (OPCLMF61) * *

SRk S IR 1 e HEAg (OPCLMF61)

[]

Photocopy of New Born Baby's Birth Certificate / Other Supporting
Documents (Only applicable for Maternity Benefit Claim)

A S IRR / FLAR AR SRRIAR (U R - SRR SR

v/ Required Documents E:AIC {4 * Optional Documents [ e

AlA e-Advice " FIEFRAE
(Please mark a "X" in the box to apply for this service. B TANATEES LIRS 2Z2R8 8] E"X" "3 - )
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 "AlA e-
Advice". HIEE " AFE WA %ﬁtﬁ&as% FEAZ LA PR B LA MY IERBELSRAS (4TS ) i 45 1 MSCHUAIE 50 25 5 i A S o e B e i)
AR - WARNE T AFE TR BRI BRI

*Email address ‘& E ik Signature Of Owner £5 A %%

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

AEFHR IR SRS E 5y A1 E /P 2 NS EIMRIS IR B R SR SRR 7 f C MM A AR BB AR R < )
# For details of the Terms and Conditions of the "AlA e-Advice", please visit AIA Customer Corner www.aia.com.hk. GRAGEH R B - #8 Awww.aia.com.hkZ &
FHPEHHEZHE -
* Email notification for this claim will only be sent to the email address provided in this form. &2 8 & (RSB TE & E B 2 R Y H & B E L -
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Policy Number {REESEHE

Claims Payment Option SZ{JBZEHk:

For e-Bankin customers, the Claims payment will be transferred to the designated bank account.

CRIsiii A TETARIRE . 2% ANF oA B E 2RI -

[J 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) &1 N {#EEFRIEHY
B2 DAAHIE R CR B TS 7 A IR BT Y T BB R 1, o TBISREME O ) AOBE A A PR - CROEANMREIRIET Sy A/B/C/E/M/P 2%
HRIETEE)

Policy Number {fE5HE:

If e-Bankln 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: #[IKH %

FOBER T AMRERES ) BRI RS A RS OR IR T BRSO ISR DY R R

[T1 Hong Kong Dollar #7t ["] Policy Currency f-Bi s

a. I / 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. A A/ F&AMHH A (R BLA S &2 SR I AR 5 O BE R L R BE SR A 2 o L (AnsE )
ik SO AR BT R e  IRILL - SR ORI DU R B AT DU O B0 (SR IR BT (R O (AT L SRR B0 U AR PRI I S A (o IR

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 AIA on the basis of AlA's internal exchange rates as at the time of the relevant currency conversion. 7 A /
WA R EEAARA [ BATEEREARE N AR RCE SRR S AN | RIPTAERIEF RIS - MR A W TR R AT R b

DECLARATION AND AUTHORIZATION E2HRF:{S#E

| / 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 AlA International Limited (hereinafter called “Company”). 7K A / $AFEREHA DL -7 IEH % 5 by 5 2 FI ELIE B e R e K]

SRR (BRER)EIRAT (DUF g AT pRs L BT RAN | FlM2 B A3 - B B T 2 i -

|/ We hereby irrevocably authorize: 7K A / F&AMILIZHE :

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. {FAEIRFEE AN [ A 1 RN Z TAE ~ WIREC Sk ~ BIMSAERS ((ERER)Z 5%
15 ~ BEERARDL ~ TR SUEIE R EGARRCER R Rl R AN 1 31 | BRARBIR R ~ fREA L ~ A RIEFR A RERL - AFE - BIEEAA 1 3417 1 BRA
FECERIERREST - MR B IRIFEERRO) » AN [ Bl | R AR AN REGE A IR L RSN - ERAE S IEAB R AR 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. /3 F]aTAaf HEn] 2 B BB L s bBEAT - BA A [ Td / W AETTRT T < BEI SRS B
HER > WEAN /Bl | BRI REBGIRDGES T B FFAE - (F R BRI FGE Fe HAR SR A BB B S R - SR - LR er s - (AR - BEER R AR
ARG ~ BEERA ~ BT OIRERE - EUR SRR AR R TR ZIATE - RN ey ~ i Bl T REARESC &R -

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 AIA’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. FTItEERIH A ZORFETHEFTEG)EG ~ BREE ~ S8 M e 3R I i El
ERARAFIE S B (i) S3HT ~ FEE - AR | SUREE SRR R RS A A R IR e & R s AR IR B [ B T IR AT (THETEEA L ) - AR
RERAMER R A LG TR = EEA - SRR E S = T8 B AR R N RHR » AT AR A 8 A ZDRI R I8 AN ORI R AR R B F
JRPR AT E - MR R BLARBEIRTS - SR TSR AR R E R A R B3 = B A - DR B AR AT TR AR - MEERE T RELEEL
REESEAFAE(_L kIR -

PERSONAL DATA COLLECTION AND USE

I/ We confirm that | / we have read and understood the AIA Personal Information Collection Statement ("AIA PIC").

I / 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 AlA 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 AlA PIC. The updated version of AlA PIC is available for download
from its website: www.aia.com.hk, and is made available upon request.

EAB BN R fE

AN | BRI A | BREREKHAAAIAEA BRI " AIAMEAZ IR | ) - RA | BFTZIHEKFEBERE
TR E A BIRNR LU R R BCEERRTS - MAERFE N EMEAZTR RBERAA | BIAISRAA | BFHRESRSENE
R » ARBAIAE A E RN RER - AN | B8 & EREBRAIAR A Z NI BHRTI B Hi P s
AN | BOOEAZEETEGOIF AT BRSSO (AR BTSRRIV T AIAE A R B IR E R A
A o AIAME A E FHIEE IR R BTAR A AT LU T #84E T - www.aia.com.hk » K A]HE /A FEZEEL

Signature of Owner / Trustee Signature of insured, if other than Owner / Trustee
AN | FREAEE ZRAEE, MIEREA | EFEA
(Please do not sign on blank form and use the signature on our file. (Please do not sign on blank form and use the signature on our file.
FAEZE S L WA S A BR B G — B0 FEZE SN LAEE - WRER B A BRI — 50
(Whose age is 18 or above 4Ef{- /%ol L HEEE)
Name Name
e e
ID Card / Passport Number Date ID Card / Passport Number Date
S0rRE | RN H S0yRE | REIRES F
Relationship with the Insured Signature of Witness
HRSZ AR A BR FREAZ
Name
i
Date
H
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