AlA International Limited
& (Incorporated in Bermuda

4 I P with limited liability)

TRAVEL INSURANCE CLAIM FORM
IR RBERE R RS

PART | (TO BE COMPLETED BY THE INSURED / CLAIMANT) £—203 AR AL HBEAEE

Group Policy No. & Name of Group Policyholder | Policy Type [ Travel FRis{RpE Thisis a
ERRERTRERRERRARTRE | REH [ China Assist Card FREIZ HERRT% ERE
[J Worldwide Emergency Assistance IRFKEE =7 1ERTE
[ Others Hfth : [ New Claim EX#&E
[ Further Claim B /x3{E
Name of Insured Z{E A1 HKID Card No. &#& S 7555 Sex 143! Age Fi% [ Review E#t /B#
Correspondence Address Hfff&hiit Contact Phone No. E-mail Address
FiABE FESRAS EEHLE
Country of Destination Period of Journey 17#2 HHf
TR B
From | | To |
=2} £
MM/ B DD/H YY/ &% MM/ B DD/H YY/ &%

Insurance amount covered by other Companies

BREENEMRBARZER

Name of Company Policy No. Type of Benefit Amount Recoverable

AL REHS SRR A AEIEER

TYPE OF BENEFITS (Please tick where appropriate) {8385 (FERBEEAHRAMLE “v” )

1. Emergency Medical Assistance & Expenses 8.  Travel Delay {Tf2%E:%
RRRETERERER

P S——
a. Medical Expenses Reimbursement & EH 9. Baggage Delay {7

b. Emergency Medical Evacuation B2 =2EE53E% 10. Home Damage and Loss S/EB%

c. Repatriation of Remains ;&8&E:RE A

OooOooad

d. Compassionate Visit ZHIR BIEE 11.  Purchase Damage and Loss f&##85

2. Personal Accident fALAZ 4} 12.  Personal Liability A E{E

O

a. Accidental Death & Dismemberment . ) A
B ey 13. Compassionate Death Benefit 5821284

O O O o o o O

b. Permanent Total Disability g -
PULES . Giherscsgs

3.  Staff Replacement O
BHET

4. Journey Cancellation / Journey Curtailment (Early Return) O

BUHITRZ / #a%817H2 (IREETR)
5. Baggage Loss fEATZE #MiE% O
6. Travel Documents Loss fR:iaE{iE sk O

7. Personal Money fALA £ 8% O

AlA address in HK : AlA International Limited, Corporate Solutions Department, 12/F, AlA Financial Centre, 712 Prince Edward Road East, Kowloon, Hong Kong
RIPEEMER  BENEXFERTI2REIBAESM P O12ERFPRIGEBERTE

AlA address in Macau : AlA International Limited, Corporate Solutions Department, 601, AIA Tower, Nos. 251A-301 Avenida Commercial de Macau, Macau
TRFIRFMRIGIERE | RPIF R K FI251A - 3015 R I EHC01 ERFPRIGEREREFI

#BhtWebsite: AIA.COM.HK
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To be completed for claims under Benefit 1a - Medical Expenses Reimbursement

INEREEREEERIR1a - TEEREM, EH

1a) Date and time of accident / diagnosis made:

BEBI S RABIAZ B HIRASR 1a) | | | am/pm
MM / B DD/ H YY /& EFITF

b) Where and how did accident happen / How long have the
symptoms been existing? b)

BEBIZHERAGE TR ERERT ZA?

c) Nature of accident / diagnosis of illness:
BIMYIER ~ B2/ W2 ©)

d) Have you consulted any doctor or had medicine treatment d) [ Yes Ifyes, please give details:
before the commencement of your journey? B B ARMHEE
TR ATE B MEE R EMEYAR 7 O No

picke]

e) Give details of consultation. 22/A85%15 e) Name(s) and Address(es) of Doctor(s) Consultation Date k32 HE

/ Hospital(s) B&4 | BEBR 258 K ithiik

i) The doctor first consulted for this accident / illness and i)
First Consultation Date. | | | |

BRAZHEEER KRB MM/B DD/H YY/E

ii)  The doctor you last consulted for this accident / iliness iil) | | | I
and the Last Consultation Date.

RERZHEETER KRB

MM/ A DD/H YY /&

Admission Date ABzHHA Discharge Date Hifiz HHA

ii) If hospitalized, please state the period of hospitalization. | iii) From

To
B I R g | | | = | | | |
MM/ B DD/H YY /& MM/ B DD/H YY /! &

2) Please list below for the medical expenses to be claimed FEEE M RE 2 EEE A :

Consultation Date(s) (MM /DD / YY) Nature of expenses Claimed Amount with Currency
Ke2BE (B/B/ &) BRERAME RESBREES
a.
b.
Remarks &% :

Please attach all relevant documents such as 1. Original Receipts 2. Medical reports from the health care providers or Hospital Discharge Note 3. Lab Reports
4. Police Report 5. Passport / Entry Proof / Travel Tickets 6. Compensation Breakdown from other Insurers / Parties

BERMEEMXE—GHES - 11 1. EAER 2 HEMEFEEIH BRRESHRIAE 3. LBRRE 4 BRPE 5 ER/HAEEH TEER
6. R /AR /a2 B ERE R

To be completed for claims under Benefit 1d - Compassionate Visit S1EGEESEERE 1d - TREXBIFE, A

Destination
1) Reason for Compassionate Visit: 1) BrYits
RHRBRLFERA
2) Period of Visit: 2) From | | | | To | | | |
H
RERH B MM/E DD/H YY/ZE = MM/E DD/B  YY/&
: - - e :
3) Full name of Immediate Family Member: 3) Name #£4 Relationship to the Insured: ER={E A BE{ZR
BEREENE
s i i - B :
T — 2 Name #£4 Relationship to the Insured: EAS#{F A BF{7
NEE
5) Total Amount Claimed and its Currency 5) Ameunt; 254 NatureaoRExpensesJRIEH &
REREREAR
Remarks £F :

Please attach all relevant documents such as 1. Medical reports from the health care providers or Hospital Discharge Note 2. Passport / Entry Proof / Travel Tickets
3. Travel Expenses Receipts 4. Relationship Proof 5. Burial / Cremation Certificate

BERMEEMXH—HER - 11 1. AEHERMERN CBRRENHIRIAE 2 #8 / HARER/TERE 3 BEEERTBERCEE 4. FREH
5. HtAEREREAEEIE

Page 2 of 6




To be cgmpleted for claims under Benefit 2 - Personal Accident
WNEREEEIER G 2- TRAEI, EH

1a) Date and time of accident: 1a)

B/ EEIRERE

Where and how did it happen?
BIMERIRATE

Part of body injured and type of injury
ZEEA RIS

Full name and telephone no. of witness(es), if any:

REAEAZ 2 R EMHRERE (A#A)

DETAILS OF MEDICAL CONSULTATION / HOSPITALIZATION Kz2 R {ERRs¥iE

2) Details of Physician(s) consulted or hospital(s) admitted for current accident during the journey HAFRFEHR % k522 BE 4Bl A (£ 2 BERRE¥1S -
Hospital / Doctor Name(s) Address(es) Admission / Consultation No.(s) Admission / Consultation Date(s) (MM / DD / YY)
Barr EBERTE ik eV & ¥z k288 (H/B/%)

Remarks ¥ :

Please attach all relevant documents such as 1. Medical reports from the health care providers or Hospital Discharge Note 2. Police Report 3. Death Certificate
4. HKID of Insured and Beneficiary 5. Passport / Entry Proof / Travel Tickets 5. Burial / Cremation Certificate

HERE ARG —HHER : 41 1. AEHEREE R H c BRREEHIRERE 2 BRRE 3. AT 4. ZRARZEAZSHIE 5. #R /HAEER /17
BERE 5 HUERREAEHE

To be completed for claims under Benefit 4 - Journey Curtailment (Early Return) or Journey Cancellation
INEREERREERS 4 - THIETIE, (RREERR) &% T17i2EUH. &

1) Reason for Journey Curtailment / Cancellation

TR e B 1

2) Period of Journey Curtailment / Cancellation From | | | | To | | | |
=

HRIE 2 ATAZBE N 2 1T A2 EY 2)

=z
MM/HE DD/H YY /I & MM/B DD/H YY /&

Full name, address and telephone no. of travel agent

IRITIE RS Mt RIS B EEIRHS

Nature of Expenses:

ERME

Total amount claimed and its currency 4)

RESHEREER

If the journey curtailment / Journey cancellation is due to death, serious injury or sickness of the Insured / Immediate Family Member / Close Business
Partner, please state clearly the followings:

BRZRA/ERBRE/ARARARET - RERMGSREMS EHESEVHTTRE  FHERER TIIEN -

Full name of sick/injured person Telephone No. Relationship to the Insured Diagnosis Injury lliness

R/ REERR B BRI BZMRAZEER B B4 &R

Remarks &% :

Please attach all relevant documents such as 1. Unused ticket, deposit receipts 2. Medical reports from the health care providers 3. Death Certificate 4. Passport
/ Entry Proof 5. Written confirmation from Airlines / Public Common Carrier / Hotel 6. Police report 7. Burial / Cremation Certificate 8. Compensation Breakdown
from other Insurers / Parties

EERIFTEERXE—HHER : 1 1. REEEAMITRZER « ST2UE 2 REMEREBRHZEBERSE 3. LTIl 4. &R /HAEER 5 MZEAR/GBIA
A /BIERHZ EHEA 6. BEWME 7. HERBAERE 8. HMRMAR BN H 2 BERESR
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To be complete for claims under Benefit 5 - Baggage Loss, Benefit 6 - Travel Document Loss and/or Benefit 7 -
Personal Money MFRZERS(ESERIA 5- TEAITZER, » 6- TIHRMEIMFER, » BR/H7- "EA&E, B

1a) Date of Loss / Damage:

WA A% O 1) | | | |

MM/ B DD/ R YY I &

b) Where and how did it happen?

B RATE b)
c) Date and Time when the incidence was reported to the

Police / related Parties c) | T

MERE /RS RS B B IR T SR e Pyt
d) Name and Address of the Police Station / Parties to

whom the incidence was reported and its reference no.,

if any d)

EBRE/BRANEIE 2B R R HRE SRR

NEAE)
2) Details of lost / damaged items &2k /1888 2 MR ¥ 1S

ltem(s) Lost / Date of purchase / Document(s) (Purchase) value / Repairing Cost /

Damaged replacement (MM /DD / YY) Document(s) replacement cost and its currency Purchase receipt(s) attached
Y1 FEEEL B2 MR (FEE) BE/MEBER Rkt e BB EREEM L
& w2 BE (B/B/%) ERRAEH

a. OYes® [ONofE
b. OvYes® [ONofE
(3 OYes® [ONofE
Remarks it :

Please attach all relevant documents such as 1. Written confirmation from Airlines / Public Common Carrier / Hotel 2. Purchase receipts / documents replacement
receipts 3. Receipts for Additional hotel accommodation and travelling expenses 4. Passport / Entry Proof 5. Compensation Breakdown from other Insurers /
Parties 6. Police Report

FHERMEERAXA—IHES : 1. AR/ SRMAREERH 2 EMAR 2 BEMRZER SRREEEG 2R 3. AEHE 2 RIVEEEERZER
Rz B 4 FR/HAEER 5 HtFRRAR HERHBERER 6. E5RE

To be completed for claims under Benefit 8 - Travel Delay and / or Benefit 9 - Baggage Delay

NERGERREAERI RS- TITIRIERR s R/39- T1TIER, EA

1) Reason for travel and / or baggage delay: 1)
TRRMERR R/ AT RRZ R A

2) Full name, address and telephone no. of travel agent /
Public common carrier 2)

IRITIEMZR AR BTE © it REHREEERES

3) Details for Travel / Baggage Delay 1712 /T2 iR 2 F¥15

Expected Arrival Date and Time Actual Arrival Date and Time Flight No. Duration of Travel / Baggage Delay
FEIE 23E H H R R B FRR3E HHE R AR MHTRSE T2 /TR ZFSEY
a.
b.
Remarks it :

Please attach all relevant documents such as 1. Copy of boarding pass / air ticket 2. Written confirmation from Airlines / Public Common Carrier / Travel Agent
3. Original Receipts for Purchase of necessities / Hotel Accommodation & Refreshments 4. Passport / Entry Proof 5. Compensation Breakdown from other
Insurers / Parties

EERE BN —HHER : 0 1. BHEEL WERIA 2. MZBAR/RIEAR/IRITIt R H 2 EMAR 3. BEVER (BEEBERAEZER 4. 8RB/ HAE
FEF 5. HtMRBAR /B H 2 BB ERER
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To be completed for claims under Benefit 10- Home Damage and Loss JNERZEESERERIE10- TREBK, EH

1) DETAILS OF LOSS $8%:%15

a. Date & time of loss: b. Place of loss:
185 HEA R R 18k HhE

c. Briefly describe the circumstances:
RSB BE 4 18

d. Ifthe loss is covered by other insurance, please state the name of the insurance provider, the nature of insurance & policy No.

WAEMRRRERIRAX - FIIARRRATEE « RIBRARRESRE

e. Person who discovered the loss or withess name, contact address & telephone:

BILEEHIIAZRTE - Mg KBS

f. Name & address of Police / Fire Station where loss is reported, if any:

WEEE JHBi HRRE)

g. Date & Time of Report: h. Report No.:
#REE HHAR AR EFHRR

2) FOR THEFT/BURGLARY LOSSES R 578,/ 18FE 54
How was the premises being entered and exited? Is there any visible mark of forcible entry to the premises? Please give complete details and photos.

AR B TANAIHRE A K BREA 7 B A A RAVRES » B BaR AR AR -

3) SCHEDULE OF LOSS #8513

Description of Article The owner's name and Address |Date, Vendor and address of Purchase (Pmagg%ﬁ%isr%ﬁgfgms) Claim Amount
SIERIYIRERE R PR K itk FEEHE - mEsk Rt SIS 5E (5 LEIBTEA) RERE
HR{EER
Total Claim Amount

4) Please provide full details of all claims made against any insurance company in the past 5 years, if any.

RBERFA - BTESPRERE ?MF - FEFMERNA -

To be completed for claims under Benefit 11- Purchase Damage and Loss HNEZEESE3ER1511- TRE41B%k , @A

SCHEDULE OF DAMAGE AND LOSS #£5%#15

1) Description of Article
SREMEEN

2) Date, Vendor and Address of Purchase

fEE B - msk Rtk

3) Date, Time and Place of Damage / Loss

BB E - B RS,

4) Please State The Circumstances of Damage / Loss In Details
Eahhiak MR R R AE

5) Payment Card No. Visa O Amount Claimed
HE 3R e N I >

6) Name & Address of Police Station where loss is reported, if any

WELEE R (ANBEEHE)

7) Date & Time of Report
R HHAR AR

8) Report No.
RS

9) Total Claim Amount #233{E%8

To be completed for claims under other benefits 21/ 3% E {th B2 & 38 51E B

1. Details of claims EL{thBS (&R~ 5¥1&

Benefit Type Date (MM / DD/ YY) Time (am / pm) Place Nature of expenses Claimed Amount with Currency
HE{EARR! H#(B/B/9 B (EF /TP RS ERME RIESERHEN
a.
b.
c.
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PART Il - DECLARATION AND AUTHORIZATION - TO BE SIGNED BY THE INSURED / CLAIMANT
EH-BARRIE-BAZRANFBAES

| / We declare that the answers given in this form are true and complete.

| confirm that | have read and understood the AIA Personal Information Collection Statement (“AlA PIC”). On behalf of myself
and my covered dependents (if applicable), | declare and agree that any personal data and other information relating to me or
my covered dependents (if any) or my / our policy(ies) or investments contained in this enroliment 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. |
acknowledge and consent to the transfer of my personal data (and that of my covered dependents, if any) outside of Hong
Kong 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:

a. any organization, institution, or individual that has any record or knowledge of my / the insured'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 successors and
assignees and remain valid notwithstanding my / the insured's death or incapacity in so far as legally possible. A photocopy
of this authorization shall be as valid as the original.

b. 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 health status in relation to this application and any claim arising therefrom.
These tests may include, but are not limited to, tests of 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

I / 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.

AN/ BB ARGE S HE R e A -

RAMERANCT LA A AIAMEA G ( T AIAEAZRHEEE , ) - RARFAERRZRE R
(QU13# ) B W B[R] AEAS FH R Tl BRAIAN R DUE R[5 IR IER TS ~ AmSdsli i B (T8 A EoRE BB A A A
N2 R B QAT B AR OR BB g LA - mTARSR ALATE N ZORHICER B ISR e B A » A A RIS R AT
SRAIAME AN ZRHCEE B T H AR A FIA RS2 IR KB Q) E N E R E R EEE SN T AIAE A BRI
WIRTEI B AN

AIAE A B RHEE B IR BT AR FT R ALAREHE T #E: www.aia.com.hk, K F][FJAIAZEHY -

AN BAEIZHE -

a. EHIBEIEA AN/ ZRANZTAE ~ HIRECEE ~ BIERA (M) (RS ~ BERBGIRT B B
IR ATk b B R Bl R AN R ABIG e ~ RIRREALL ~ A REBE B A AR - A5 -
BEARN /SR ASCL SRR AE ST » BEIRAEB IR TFAEEETT - AN Z RN AN R G 3
PREEAIH o S L IEABLEIA R AR -

- RARBE AT R ] B B B AL BALBRFT - AN /S OR NHETTFTTR < BERRPAL S IR AEBAN R IRALZ
FEREIRDUETT TR S 7 Al - (R R R ER A FH S fr HAR Bl A RHRIRS E SR - NEHUE - b (bBed s - A
PR IR b A B UGN ~ BEERIN ~ IFERE DIRERT » BlW s AR S0 IRRZ AT SRRk Bl
BENZEY) ~ b e T R HAE S B

RN BANRE SRR FBOR B I SR EAIRRAA B AR AR B MR E AR IR Z ARG

Signature of Witness Signature of Insured / Claimant (see remarks)

RAAZRE RRANRBARE 2EI®

Name: HKID Card No. Name HKID Card No.
= BB e EEBDIARNS

Date: Date:
BEA BEA

Remarks §¥#% :
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.

HRARSETVARZRARE BERRAR/NE - AINBERR SFGEEAEE -

Please complete the following information if the signature is not given by the insured.

BREEFZRA  FEBEM

Name (in BLOCK Letter) Relationship with the Insured
e (EHES) ESMRARAR

Remarks : “AlA” refers to AlA International Limited (incorporated in Bermuda with limited liability)

et TRIBRIE, RIERMBRE (BF) BRAE (REFEIMAIZERAE)
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