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AlA International Limited
/ (Incorporated in Bermuda
& with limited liability)

qI™

ACCIDENT CLAIM FORM 4|2 EEREE
PART | (TO BE COMPLETED BY INSURED/CLAIMANT) £—25#3 (B {RABEEAAR)

Policy Number Name of Insured ID Card Number/Passport Number
{RESSRAS ZRAEH BRI/ (RIS

B12345678 P AT Al123 XXX
Area Code Agency/Broker Name Agent/Broker Code
B IR BE SR/ RTE B BRI/ AR

Z8 ABC-12-DEFG 01234
Operations Team Agent/Broker’s Name Agent/Broker’s Tel. No. 00652041
SEEas! BER/RRLuR B /IR TR

TR/ B 91234567

Benefits to Claim ZR{EXER!
L] aw PA [ ] Broken Bone [ ] veaiGroup PA [ ] HS/HB (for accident only)

This case is a AEZEA: _ L —
New Claim x5 D Further Claim HEzg E Pending Claim #&5hpe D Review/Appeal =il/E#;

Date and time of accident =4} HEREASR Period of hospital confinement if hospitalized #1H5{Xf% & HIR A (EFTAFER:
| 1922015 | 3 20 OAM 5| From | I S I — |
MME/DDH/YYYYH HRes MIN® [ PM. T4 2] MME /DDH /YYYYH z MME / DD H /YYYYH

Are you making any other insurance or compensation claim as a result of this treatment? D No 3375 D Yes 5

BRRRAE BT EEREMFRERA R/ RERE? =

If yes, please provide the below information. %5 , 52 THIEH -

Name of insurance company/organization: Policy No./Membership No.:

| (208 /\ BB R IE; HZRAASE 1RE /& B 12345678
EMPLOYMENT PARTICULARS ## 515 8. Part.of hady Injured and.type of Injury
1. Present occupation (if more than one, state all) and exact SBEMLRES

nature of occupational duties EFFETE

W (EERMFETR ) BUREE
Al

TREATMENT PARTICULARS A%:¥15

7. Details of hospitals confined or physicians consuited for the
injury (Name, address and consultation date)

2. Name and address of business or employer

ATHRERIER M EtbxBINVHBAML 2 BB R ( =18 - it R2ARE)
Date sk:ZHHS | 1/25/2015 |
FIHAT MMS / DD B /YYYYHE
Name and address of doctor/hospital/service provider
il BL/ER/RIFRMHE R R
SRASEERAE
ZHEATAEIIE

3. Did you file a medical leave certificate to your employer?

BEEEIELZRRIBE?
No#a LJ Yes &

8. Any relationship between the Registered Medical Practitioner/
Medical Services Provider and Insured/Claimant/AlA Financial
Planner/Broker? If so, please state the relationship.

4. Did you submit a claim for workmen's compensation for this %g’% /ﬁﬁ;‘iﬂg&%%/%iégﬁ*ggi gﬁﬁmﬁxlif"klﬁiﬂﬂﬁ%%%

ajdem? BEMILBI RES TEEE?

Nogts L[] Yes® Tl
ACCIDENT PARTICULARS E/}¥i%
5. Where and how did the accident happen? 9. Other information HEE&¥l
BIMbEERATE
RERYIERR OB EFF18 TEA
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Policy Number {RESRIG

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

ZEMR RS AR EHESEL/ FEEAR

1. (a) Name of patient HALER

(b) ID Card/Passport Number 51{5:%/:&RB55E1E

(c) Age ZFie (d) Sex MRl

(e) Accident date 4} EH3 | | | |
MM / DDR / YYYY#

(f) Period of hospital confinement if hospitalized:
MBEERR - AR AERRFES :

l ! I | To | | l |
MMB/ DDH / YYYY& % MMB / DDB / YYYY&

Name of Hospital B2[z%%8

6. (a) Did injury require hospitalization, x-rays, special diagnostic
procedures and/or surgery?
HRREERBEEER « X XIGE « 15BN R/ sETT Filg?
[ No 28 [JYes®
(b) If yes, please give details. £ - :E1R{HLF1E -

7. (a) Was the injury induced from or affected by any of the following?
FEETERTIERERHE TSR E?
Yes No
T T
[0 [ Pnysical defects/congenital anomaly £ 8&5k55/5c Kt E R
[1 [ unfavourable past medical history i@fEf%5

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

[ Nok®E Yess
(b) Type of injury SSXER!

(c) Part of body injured S{E&B{i;

(d) Cause and extent of injury Z{Ef2E KRR

[ [ Degenerative changes E{LE5iE
O

bove is "yes".

mplicated? A4 H H B ERH BERER?

please state why and any special treatment given.
' FBIRMHRRER BHE1T A MIFRAIE -

)

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

RMAZBHEREE

3. Present condition of injury IRAFEIER

/I%

(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? LURAZEETR B TRALEHZETESRATE
TRET(E? HFIBPRA -

7 P
4. (a) Was there any treatment admiré@:&ﬁiﬁﬁiﬁﬁ&'ﬂiﬁﬁ?

[0 NosRE [ Yes

(b) If yes, please give details (such as suturing, physiotherapy, type
of dressing, etc. with treatment dates).

BE - BRMEHE (A0REs MRAR  BRF) RAERBH -

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.
ETRLEMERL L - FFAR TRARATIREELZERER -

5. (a) Were there any other physicians who treated Insured for the
same injury? R B RIEETHMEE 2247
INogs  [Yes®
(b) If yes, please give details (Name, address of doctors and date of
treatment). &% - FEIRMHFIE (BAEME o U RZARE) -

Name of Attending Physician/
Specialist (with qualifications)

T/ ERBENR( BE )

Signature (with chop)
#®% (&)

Address and Telephone No. Date
Hit K EBEE = p:C]
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Policy Number {RESSRFE

PART Iil (TO BE COMPLETED BY THE INSURED/CLAIMANT) £ =85 ( BR{FASRENER)
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.

EEMALARNBEEEAZFEANREARBAIAZEE - BILEGER - UBHREMEARREE -

STATEMENT BY THE INSURED/CLAIMANT FOR ACCIDENT INDEMNITY B/ SR 2 REA S FEAREH

To : AIA International Limited (the "Company") { : &3B{Ek: ( EFE ) BRAR (A7)

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:

(a) The medical findings by the said doctor shall be relied upon by the Company when processing my said claim, and

(b) | understand that this examination does not prevent or restrict me from consuiting 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.

%Eﬁﬁa%’/}ﬁ]ﬂggi (LUFRSHE T LB | ) BEARNEITRE  WEFEAAZRMABNEE (MIFAAZEZEL) - FABLRRER

(a) "B L BB ( H IR RAG L B B A T RIS A A_E SRR SR AOARIA -
(b) FABAERBRLETEHF NS FEAHRRAGLBEMEASAZ LB SRE—SHERTEREAFEM RS -

A
Signature of Witness 1 /] /( " Signature of Insured/Claimant | / [ /( A
BAAHE Vv HEA/REARE VFlan
(Please do not sign on blank form and use the signature on our file.
FPECARELEE  URESRREERFER
Name JE AR Name fEA ST
e g
ID Card/Passport Number, Date ID Card/Passport Number Date
Bihm/mEEE /o012 aE 2D s/ Algaes6m) B V15200

CLAIMS DOCUMENT CHECKLIST &g {4 B8ER

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.

SEHOBRIL RIS AIE A AR L X 5 - AGREIEM 2352 EARRNIE/RBAAE - F—OHEX " REIEAXH 5 BERIE - HHME
%%gg%gg%%ggzéﬁﬁ@ﬁﬁﬁki%ﬁﬂ%ﬁﬂﬁiﬁ - BFIE B MR T 2 A FBR1T% R SIRARS /1S AV (R RERS /14 E AR - AREVERIEHITR - B8
B RS R EEUx ©

Medical Temporary Hospital Benefit /
Document Type 3 #3851 Reimbursement | Disability Hospital Indemnity
BIMEER TRSIEEEEEY | (EFREL/(ERESE
] Owner's ID Copy {REIFE AN HIIEIAR v v \
[] Accident Claim Form - Part 2 (OPCLMFO02) E4}aE{EREE - F &% (OPCLMF02) V v v
[] Sick Leave Certificate with Diagnosis (Period: From To ) * N ]
DIERHAGIPAZRRGERRE (e, . 2 )
] Original Medical/Hospital Receipts and Statement of Charges (Claimed Amt: ) N * *
Bipy - BEBRUGIE/WNBRBIEA(RELHE: )
[J Physiotherapy/Occupational Report 4132415 /I 2 AR & v v *
[] Compensation Breakdown from other Insurer/Party E {th{®p&/A R Sitiéid 2 B ERE R N * *
[] Request for Return of Original Document(s) (OPUAIF28):RBIIE A {4 ERzEF«R g (OPUAIF28) * * *
[ ] Individual Life & Group Claims Arrangement Form (OPCLMF61) %* * %*
SR EREiERTHERI& (OPCLMF61)
[ Doctor's referral for Specialist or theraputic treatment B5J82 4 s4S Bl A B8NS * * *
[] Laboratory, X-Ray, CT Scan, MRI Report(s) 1L& « X-¢ « TSR - AOHERE * * *
\ Required Documents E A3 % Optional Documents HiiN3Z#

AlA e-Advice T EFEBFEAME | (Please mark a "X" in the box to apply for this service. B F AR R RIEAR LM L X 5 )

l:l 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".
B T RPNEFEME ) MRS - BTN HRERAMTIRERS (057 ) 2B EWEVER BN E LSRR E A S ENEN THAENBME - WiRHE " &I
EFBME 10 HERREERER - )
*Email address BERiE : Signature Of Owner #5%5 A%&E :

Other policy number(s) H{ti{5 83 5558 :
(Not applicable to Personal & Accident policies started with policy prefix A/E/P and Personal Lines policies with policy prefix C. T RRR RERE T E BAE/P

ZABEIMRFRERRERBFEACEAMMRBRE )
# For details of the Terms and Conditions of the "AlA e-Advice", please visit AIA Customer Corner www.aia.com.hk. FRIERR B &2 S8 - 5B Awww.aia.comhkz R$FEFEEEMR -
* Email notification for this claim will only be sent to the email address provided in this form. 2 %K< B3 BN EAGTI;E L RIEAFTIH 2 BB -

Claims Payment Option Z{JR&{E 5%
For e-Bankin customers, the Claims payment will be transferred to the designated bank account.

ERTIERER " BEFARRY 1 25/ - ZAFSSEURESAZREZSHTAO -
If the transferred amount exceeds HK$50,000, we will issue Hong Kong Dollar cheque to you. #N#§A 2 £58555#7T50, 000 - HMIERHBTZB4ET -

If -Bankin has not been registered, Claims benefit will be paid by Cheque in: MkEEEHEA " EFARRS . - BESHEESUIERN  BHEEL:
@F Hong Kong Dollar # T
[] Policy Currency {R S

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 cumrency (the
"Opted Currency") is solely a service offered by the Company at its discretion.

b. I/We understand and agree that should l/we opt for payment of any benefits payable under the Policy in the Opted Currency, liwe will bear the necessary exchange
difference, such difference being determined by the Company on the basis of the Company's internal exchange rates as at the time of the relevant currency
conversion.

a AA/BMBAFERENSZHESRERERNENMREMREIIE (B ) MBEZSENGREEEA% - At - REEBUSTHNRERBLUINE
H(CEEEN ) EANEVE ML SN SRR RBE ARBIEAIRM AR o .

b. AA/HPRERRBNAA/BFISEEMEE FAEHNFERELN EEES 4 AA/BPRBARFENRRER  MZEERENES IR KBS
ARNBERRIREMET -
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Policy Number {RE3SHHE

Important Note ;3B 5EIE

a. Inorderto 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 I1l "Claims Document Checklist".

b. Incase 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.

a. AFEEINIZENRERE  BBEURBERERRE M —HHES - BMREREMTERZNMG - FRELRBE=BHZ REXHRER -

b. MNIEET AR MESEE 40 : BF  BEE - CABTABREAAMNRBPAERBINAEES -

DECLARATION AND AUTHORIZATION %# BA K; $%4&

1/We DECLARE that the answers given above are true and complete and I/we have already paid in full to the attending physicians for the medical expenses specified on the receipts which I/

We am/are now submitting to AIA International Limited (hereinafter called "Comganyj"). ) . »

AN/ BPERBY B -REEATENARREDE LALBEE (EF) BRAR LUTHIE AR )EXZBRPAAA/BEMZEERY  BRABZERERRS2BMT -

1/We hereby irrevocably authorize:

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 SOf 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.

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.

AN/ HFIEAE

a. fiﬂ?ﬂ%i‘iiﬂ_ﬁ$k/¥§ﬁ/#ﬁﬁk211’ﬁ ~ RIBEDEE - BIMENIAL ((EMARRI ) ZEHE ~ AR - RESEAARS AN RS BMITEAN/ B/ BEADAZRE  BlSAL B8
%giﬁﬁﬁﬁﬁﬁ*ﬂ » FEHE - BMERA/H P/ MEATLCRIEKREES  IWERBRATEERNS  MAA/BF/BREAZRRAREEATEZUILFRENR - LEHEE 2 EAREFRE

b. BATRNEMERA 2B EERLIAT  BAN/HP/REETABZEATERAR  WHAAN/BF/REAZRBRARETERRE - FAREFAPFREARZBRMOBHEER -
ﬁ}igﬁl - WELBRERIE  BLETRY - BEERBRAZMALN  BER - BRFEEAS  SHANELAARERNRIFS RRRAADHENEY B8 RATRARERZEE
2L -

PERSONAL DATA COLLECTION AND USE

1/ We confirm that | / we have read and understood the AlA 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.

I/ 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.

BABEHERER

AN/ BPREBAN/BEMSRRRBBAIABATKERE ( T AIAMBABTHIBSERE |, ) -

AN/ BFIRBERFABERRHEARBE R AR TRLUEMTARSENRS « RREFANEMEARHRRIREA/ B
FAN/BPRESIRER AR - ARBAIABA BRSNS A - :
AN/BPHBERABHAAGBAEH I ERBAE BNRFEABEAA/BEFANBAEHESE NRETEFEBER)
Bl P (ANREE TE SRPIAE SY) 1BV PAIABA B IUE B A AT A R GRA -

AIABAZ RSB RITARA T AL T#8iL T& : www.aia.com.hk - K] E&E 2 RFREY -

Signature of Witness m/\ t ; Signature of Insured/Claimant W h A
RIAEE FRA/RENEE \

(Please do not sign on blank form and use the signature on our file. FE T = ERIG L E

E UEGEREAESRFE N

Name AR Name fei AL
ph% #e

ID Card/P rt Numb Dat g
Ep e Stm/aERE | AL23456(0) B

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.
HEARBEEVARSFEAEE  EREAB/NE  BTHARR/AEEEARE -
Please complete the following information if the signature is not given by the insured. ZEEEIFZFA - FHEHETIEH -

Name of Insured Relationship with the Insured
SEARR (in block letter E4£E8) BB FEARGR
00652041----4 Page 4 of 4 OPCLMF02.0515
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