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AlA International Limited
(Incorporated in Bermuda
with limited liability)

GROUP MEDICAL INSURANCE — HOSPITALIZATION & SURGICAL CLAIM FORM
BB MR AREE — B R F AT RAHEAGR

(This form is applicable to both inpatient and outpatient surgical claim)

(REHFFRBERRER X FT2 FHERE

FE— S ER (RS / FRESEE)

* Please complete all the information below, otherwise, it cannot be processed.
6. HK/Macau ID No. of the Insured Employee Z{R{ES & E/MRPISHEE : *

1. Group Policy No. EIB2{REE4RSE :*

PART | — Member Information — TO BE COMPLETED BY THE MEMBER / INSURED EMPLOYEE

* FEEZTER, BRI T RERFE T EEE

2. Name of Employer / Group Policyholder {Ex / EIB2{REEIRIR AR ZTE o *

3. Name of Insured Employee / Member Z{R{EE / B : *

4. Name of Claimant / Patient BEZ{EFRZEA / REHR « *

7. Claimant Member ID (10 digits no. shown in the medical card) (Compulsory)

8. Certificate No. of the Insured Employee S{R:%

BHEERE AR SIS (R LR HE) (WD) *

A REIR {2 = 1 == 1R -0 15

TEIRRS o+

5. Relationship to Insured Employee / Member BRS{RIES / B ZFIZ : *

[ self &xA [] spouse E2f® [] Children ¥4 [] Others Eft:

9. Employee No. of the Insured Employee {EE4m5E : **

10. Have you / the claimant had any prior treatment for this or related conditions? BT / BE{E 5 A B E LEE R —H R mMiEZa%E?

OnNnoga OvYes & Doctor’s Name B84 #t%:

Date(s) HHA:

Address ik :

11. Are you / the claimant making any other insurance claim as a result of this hospitalization / surgery? BRILLIERR / F47, BT / BEEBREAG SRS IRMEE(E?

O nNo 28 [dvYes &

Name of Insurance Company fREEA R &FE -

Policy No. {REE/mSE :

Type of Compensation BZ{&#ERI :

12. Will you / the claimant also apply for insurance claim under any individual policy(ies) with AIA (where applicable) by this claim if the medical expenses exceed the coverage amount

B & R I B E R m A B R BR AN 1B AR BE (403 ) R B ARG AR 1E 2

of the Group Policy? 32K i) %8 B 3 i i B RS R S A0 IRRERE,
O NTE [OvYes®

BT/ BEERE

HREE. MR TR RREEA AR, AEmengltsist O.

If yes, please specify the Policy No. #n&, :5sfRR{REE45E:

If no agent code is specified above, AIA would notify this claim’s information to your AlA financial planner / broker / IFA according to the Company’s record. If you do not want AlA to inform
them of this application, please tick the box []. FiRXEEE, HEEEEN—WPRBIRERETZEEEN, RIMRIBAM R, BMEMAFMHREEER / RIgEER / %

Agent Code & 8 3EH:

13. Was the hospitalization / surgery a result of an accident? ItR{ER / EHREBHR—REINSIB?

O nNnoF 2 [OvYes 2 Date A : Time B - Place b2 :
Brief Description £5if :
Declaration and Authorization AR T

| / 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 claim form or collected, obtained, compiled or
held by AIA 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.

I / We also hereby irrevocably authorize:

() 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 AlA 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 the authorization shall be as valid as
the original.

AlA 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 immue deficiency syndrome (AIDS), infection by any human
immunodeficiency virus (HIV), immune disorder or the presence of
medications, drugs, nicotine or their metabolites.

I / We hereby agree with and authorize AIA to deduct the reimbursement of
claims payment in the event that I, and / or my dependents, have any shortfall
amount, for whatever reason, due to AlA.
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CESTLY TN T IE

Signature of Insured Employee / Member Signature of Patient (18 years of age or over) Date Signed
FRES / REFEE REEE (HN\EHLL) ZEHH

Logon 24-hour AIA Employee Benefits Online Service through AIA.COM.HK to check your claim records and / or benefit now!
FAEN AIA.COM.HK 2 24 /e A BRERFFH LRBERGHBELHLK | SEFME

GPHSCF01.0518


http://www.aia.com.hk/
http://www.aia.com.hk/

Note for filing a claim
1. Pﬁlrt | 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. Referral letter must be attached for specialist consultation.
4 Claim for hospitalization & surgical expenses are advised to be submitted WITHIN 90
days from the date of leaving the hospital / surgery to facilitate earlier claim settlement.
(Please note that any claims submitted after 90 days will be denied.)
Please make copies as necessary. Certified true copies of bills and / or receipts will be
provided if specified in this form.
6. How to submit the claim form?
e  Fillin the claim form and sign
e Attach the original claim receipt
e  Send to your Human Resources Department or plan administrator (if applicable)
7. You may logon AIA Employee Benefits Online Service through AIA.COM.HK to check
your processed claim records.
8. AlA address in HK : AIA International Limited, Corporate Solutions Department, 12/F, AIA
Financial Centre, 712 Prince Edward Road East, Kowloon, Hong Kong
AlA address in Macau : AlA International Limited, Corporate Solutions Department, 1903,
AlA Tower, Nos. 251A-301 Avenida Commercial de Macau, Macau
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PART || - TO BE COMPLETED BY THE SURGEON OR ATTENDING PHYSICIAN

CE— BT B RS

Patient's Name:

mEER:

Patient’'s HK/Macau ID Card No.:
RE TS/ B SA R

1. a. What was the period of hospitalization? {£BzHAR]
Admission Date \Bx H#i Discharged Date Bz HHA

b. Place of Services 2 fEHE 24

O ward X [ Semi-Private Z% [ Private FASE

8.

Was the condition caused by or in any way associated with the conditions
mentioned below? f{A ZHIERER THIERAEHBRAE
Conditions 1&i Yes £

a. the influence of drugs or alcohol intake? ZE4a;5EE O
b. AIDS, venereal disease or sexually transmitted disease?
iR, MR R MR SRR
. infertility or sterilization? RNBHEE
. cosmetic or plastic surgery? ERHEAFAH
. mental or nervous disorder? &1 E5EL
congenital deformities or anomalies? %Xt EE
. suicide, insanity or self-infliction? B, HELRFREE
. correction of eye sight? R 15 IE

7|

oooOoOood
oOoooooo Os

. Please give chief complaint / diagnosis for this hospitalization.

HR{ERR 2 %1 / 72

b. Describe the type of treatment / surgical procedure given to the patient.

AR FHIEFE

3. When were the symptoms first presented or when did the accident happen?

ERHREEE AR ER R

. When was the first consultation for this treatment / sickness?

EREILSE / AR R BRAm TR B B

b. Has the patient received continuous treatment related to this sickness since
then? BEARFZHE, HEATEBEEIFEER

PD|ITKQ "D Q0

. Were the treatment(s), the medical test(s) and the length of stay in hospital (if
any) directly related to the current diagnosis all medically necessary and
recommended by you? 2XIGE, AR RERBH(NE) RS LA EEEIZR
FMARBREMERHBEEE?

OYes 2 [OONo &, please give details ¥k 2

Please answer the following questions if the insured requires hospitalization:-

ZFRAFREE R BEEUATEE
b. Can the treatment and the medical test(s) be managed under an out-patient
setting instead? RRAGE KA AT RE, MEAERRIET?

OYes2  [No 7, please give details s&s¥ikz.

If “Yes”, why was the patient admitted to hospital? & [ IAZEFI:S BRIR, :5:RPARA

ERBIRE.

5. If such hospitalization was due to accident, please state how it happened.
WMRBRNBRREINS I, FEEERRIfEEsE

10.

a. Was the hospitalization / treatment medically necessary? X N\ i 2 & 5PN E

ONo&\ [ Yes £, please give details §525R8 2.

b. For the average patient, what is the usual duration of hospitalization for this
sickness? —fm s, FFEHINFERAEH

c. Was it possible to provide this treatment on an outpatient basis?
It AR R FEFIR2IEST

O No g [ Yes &, please give details §55%i2 %

6. Was the patient referred to you by another doctor?i% A BB & H i B84 881y
ONo & OYes 2

If “Yes”, please give name and address of the referring doctor.
B, eYEN R Rt

Doctor’'s Name &4 #9342 Address it

7. a. Have you treated the above patient for this or related sickness before?
EIEZH, BTAERERERAERE
OO NosgAE [ Yes A, please give details s5558 2.

b. Was the condition a recurrent episode or a chronic disease?
RN T ER ?E?é‘km?“'l‘iﬁﬁ
ONo & [ Yes £, it was &3

HERAH

the date of first attack was on $5—%

11. Did any complications arise during such hospitalization?
BRIERBE S EHRE
[ONosga [ Yes &, please give details i35k 2z

12. Did the patient take any home leave during the hospital confinement?

mAEERMER R B FIEE MR
ONoga OvYess

If “Yes”, please state the date and time.

A, Fa AHRERE

Name of Attending Physician & Qualifications ¥ 32 B2 R & N B = B 1%

Signature and Stamp of Attending Physician £:2 %4 2 ENSE N 2

Address bk

Remarks : “AlA” refers to AlA International Limited (incorporated in Bermuda with limited liability)
i [RIBRME] RIsRIBRE (B BRAR REREEMAIZ HRAF)

GPHSCF01.0518

Telephone No.

BEEESES Date HEA



http://gmd.aia.com.hk/

