& AlIA International Limited
(Incorporated in Bermuda

4<1|‘>» with limited liability)

GROUP ACCIDENT CLAIM FORM
ERESIHEEPRRE

PART I-TO BE COMPLETED BY THE INSURED / CLAIMANT
LS - BERALHEEARS

Name of Employer / Group Policyholder: ljfame of Insured Employee / Member: Age:
BX /ERRERRATLE ZREE / KELA F5x
Group Policy No.: HK / Macau ID Ca(d No.: Sex:
EEREMRIR B/ RFIBEEES 150
Contact Phone No. (daytime): E-mail Address:

H A& B aE BRI

This case is a: D New Claim D Further Claim

AEZER HREE BERE

EMPLOYMENT PARTICULARS:
R

1. Present occupation (if more than one, state all) and 1.
exact nature of occupational duties:

B (HAEREHETIN) BOMBE

2. Name and address of business or employer: 2.

NFSRE AR Kb

3. Did you file a medical leave certificate to your employer? 3. |:| Yes |:| No
BRMETERERERE =) st

ACCIDENT PARTICULARS:

]
1. Date and time of accident: 1. | | | | | | |
BERINZ R REFE M M DD Y Y am/pm
R A B A & &% EF/TF

2. Where and how did it happen? 2.
B RINZHEE S AR

3. Type of injury and part of body injured 3.
2GR RGEL LGS

TREATMENT PARTICULARS:
i)

1. Details of hospitals confined or physicians consulted for the injury (Please attach discharge note).
B RAERENZ B2 BENER (FERXHREIRE)

Name of Physician(s) & / or Address Date of consultation(s) &/or
Hospital(s) ok period of confinement(s)
B4/ Elhras w2 /B8

a.

b..

C.

AlA address in HK: AlA International Limited, Corporate Solutions Department, 12/F, AIA Financial Centre, 712 Prince Edward Road East, Kowloon, Hong Kong
RIEBIMERE : BENEATER71 20RANESR PO 2B FRBEREER

AlA address in Macau: AlA International Limited, Corporate Solutions Department, 601, AIA Tower, Nos. 251A-301 Avenida Commercial de Macau, Macau
JRFIRFMRBINER  RPIFEA S 251A-301 AR FEH601 ERFREEELEBE

#81E Website: AIA.COM.HK

GPDDCF04.1014



PART II-CERTIFICATE OF MEDICAL ATTENDANT - TO BE COMPLETED BY THE SURGEON OR ATTENDING PHYSICIAN

280 - AR TR ELAS

No claims can be admitted unless medical certificate from a duly qualified and registered medical practitioner on the form below be furnished at the expense of the
insured.

Name of Claimant / Patient S2E R A/ BAKES HKID Card No. &S558 ¢ Age 3% : Accident date E4NAHA :

Sex M7

1. (a) Is there any external and visible evidence of (a) |:| Yes B |:| No &
injury at your first consultation

RERDERBEINE KRR 2GR

(b) If yes, please state type of injury (b)
ma - e

(c) State part of body injured (c)
RAGHRAL

(d) Describe the cause and extent of injury (d)
ZEREAMEE

2. Present condition of injury RIS G 1B

3. (a) Is there any treatment administered? & E(T A ER 3. @[] YesH [INo%E
(b) If yes, please give details (such as suturing, (b) Date of Treatment  Time (am / pm) Type of Treatment
physiotherapy, type of dressing, etc.) =] B (B4 /TF) JaisER
BB wiREE (it vIDaE - B8%%)
4. (a) Any other physicians who treated insured for the same injury? 4. (@) []YesH [INo&E
Lttt 2GRS HMEE 228
(b) If yes, please give details: Name 4 Address H#biE Date of Treatment 2274 H &
BB it (BANS it k2eBH)

5. (a) Did injury require hospitalization, x-rays, special diagnostic procedures and / or surgery?
LbRZGREFTEER » X KRS - FAIDERRF R/ ETFiT
[JYes& [ No%E
(b) If yes, please give details &7 » RS

6. (a) Was the injury induced from or affected by any of the following? {5242 FHIE R EHHFE ?
Yes No
| RE
[ [ Physical defects / congenital anomally S8&5:55 / S Rt B %
[0 [ unfavourable past medical history 81X 5
[J [[] Degenerative changes Bt s
[0 [ Alcohol or drugs 5k

(b) If any of the above is “yes”, please give details ZNI SEA—TEA "R - BiRMS

7. (a) Was healing complicated? 7. (a) D Yes B D No 28
BERETCREMEEERER (b)

(b) If so, state why & any special treatment given.

B FRUERE T ZEARS AR

8. In view of the patient’s occupation as stated overleaf, do you feel thatthe | 8. (a) at your first consultation HRDA [JYes® []No%AE

=4
injuries would have prevented him / her from working? (b) at your recent consultation S35 D Yes 5 D No 3874

HRAZBET S - BT RORRILEZESMATERELIE?

9. If absence from work for more than two weeks are necessary, please describe 9.
in detail the reasons why you feel the patient could not return to work earlier.
ERRRTEMEHL L » FABE TRRRANTIRFE L 2RA

| hereby certify that | have personally examined & treated the insured for the above injury and the facts as given above present my opinion of his / her condition.

Name of Attending Physician / Specialist & Qualifications Address ik
T2/ EREENMEREEER

Telephone No.E 5551

Signature and Stamp of Attending Physician / Specialist Date HEA
T2/ ERBEZNELEE




DECLARATION AND AUTHORIZATION

| / We confirm that | / we have read and understood the AlA
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 enrollment form or collected, obtained, compiled or held by
AlIA 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.

| / We also hereby irrevocably authorize:

(i) any organization, institution, or individual that has any
record or knowledge of my / the insured(s)’s employment, sick
leave records, accident or loss details (of any sorts), health and
medical history or any treatment or advice that has been or may
hereafter be consulted to disclose to AIA such information. This
authorization shall bind my / the insured(s)’s successors and
assignees and remain valid notwithstanding my / the insured(s)’s
death or incapacity in so far as legally possible. A photocopy of
this authorization shall be as valid as the original.

(i) AIA or any of its approved medical examiners or laboratories
to perform the necessary medical assessment and tests, to
underwrite and evaluate my / the insured(s)’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
immune deficiency syndrome (AIDS), infection by any human
immunodeficiency virus (HIV), immune disorder or the presence
of medications, drugs, nicotine or their metabolites.

| / We hereby agree with and authorize AIA to deduct the
reimbursement of claims payment in the event that |, and / or my
dependents, have any shortfall amount, for whatever reason, due
to AlA.
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Signature of Claimant (18 years or over)

BEEEBAT/\RIU L) EE

Signature of Insured Employee / Member (see remark)

XRER | KEHE (BEEMR)

Date Signed
H£ERQH

Remark: 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.
R RARREEVERZRAZEE EZRARNE BAHERR / AEEEAZE-

Please complete the following information if the signature is not given by the insured. =% E&IEZR A HEE

Name (in block letter)

w2 (ERER)

Relationship with Insured:

SR ABIER

Notes for filing a claim

1. Part | should be completed by the insured Employee / Member while
Part Il by Attending Physician.

2. Original bills and receipts for the claimed expenses must be
attached showing the date of treatment, patient’'s name, diagnosis
and the Attending Physician’s stamp and signature.

3. Claim for medical expenses must be submitted within 90 days from
incurring such expenses. Otherwise, the claims will be declined for
reimbursement.

4. Please make copies as necessary. Certified true copies of bills and
/ or receipts will be provided if specified in this form.

5. No benefit is payable for the conditions listed under “LIMITATIONS
AND EXCLUSIONS” of the master policy.

sREEAR

LK RHHZFRES / REER  MIHAARELEE
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Remarks : “AlA” refers to AIA International Limited (incorporated in Bermuda with limited liability)
fiiaT : TRIBRIR I BIERFMRIR (B BIRAR (RBFEFMMIIZBRAR)




