AlA International Limited
(Incorporated in Bermuda
with limited liability)

INDIVIDUAL HOSPITALIZATION CLAIM FORM {}frB{EERs5
PART I (TO BE COMPLETED BY INSURED/CLAIMANT) #—f{% (RS {RASEBEAEE)

Policy Number Name of Insured ID Card Number/Passport Number
{REE SRS RREALR BN/ FE RIS
B12345678 Chai Tai Man A123  XXXX
Area Code Agency/Broker Name Agent/Broker gode
& EAmaR BB/ SR BX BRI/ ShO RS
Z8 ABC-12-DEFG 01234
Operations Team Agent/Broker’s Name Agent/Broker’s Tel. No.
ERR#AR EEE/MERNR BEE/ITHTHIRERE I
Cheung Siu Man 91234567
e e e T T
Benefits to Claim Z{EE5 m HS/IMP |:| HB / HI D Maternity Benefit I:l AW D PA |:| VGA |:| Group PA

This case is a &fEZxA:

New Claim EX#HE m Further Claim BEXR(E m Pending Claim 732838 D Review/Appeal Ei/ER
Are you making any other insurance or com[{ensation claim as a result of this treatment? D No 8% MYes -
BRZAE BT EERHMRRAR/MEERERRE? “
If yes, please provide the below information. #7 - 525X -
Name of insurance company/organization: Policy No./Membership No.:
1R AT/ RTE: ABC Insurance 1RE/BBMRIE 12345678
PLEASE COMPLETE QUESTIONS 1 TO 5 AND 8 TO 11 (b) The doctor who referred the insured to hospital/other doctors
IF HOSPITALIZATION WAS DUE TO ACCIDENT seen for this or similar past condition
AR REE R R MR FE5 R8FE 11 EEARMNEEER/ S22 E RSB RAR R NELEEH
1. Date and time of accident =4} QHiREZE Name and address of doctor/hospital Date
| : m A.M. J::F E/ B':‘ &tﬁ’,i.lt sk?éagﬂ
MM B /DD B /YYYY & HREF MIN4 [ PM. FF NIL

2. Where and how did it happen Z4\h2LRiEE

3. Part of body injured and type of injury {sup{R{Est 9. (a) Please give the date of admission and the date of discharge.
FIRMARRK LB
Date of Admission AFfzHH Date of Discharge HifzHEA

4. Present occupation (if more than one, state all) and exact | 6/8/2015 | | 6/9/2015 |
nature of occupational duties
W (EERWBETIR) BORHES MMB / DDB / YYYYE MMA / DDE / YY YYZ
(b) flease give the admission period in Intensive Care Unit, if any:
5. Name and address of business or employer SBREADRUAES B, @R
NEEEE RTE Rt
From & To £
| | l |
PLEASE COMPLETE QUESTIONS 6 TO 11 IF HOSPITALIZATION MME / DDH / YYYY# MMS / DDH / YY YY&
WAS DUE TO ILLNESS RRARSEREEEE1 (c) Have you taken any home leave during the hospital
6. Give a brief description of symptoms gt/ = iRk confinement? f@ﬁﬁﬁéﬁmﬁﬁﬂﬁﬁﬁﬁﬂﬂj ?
: = No 28 Yes B
SENSER R If Yes, please state the date and time of your home leave.
7. How long have these symptoms existed prior to the first A - BN Z BEARASR -
consultation? ZERHIEE LKEHEFESA?
One Week
8. Give details of consultations 24315 10. Any relationship between the Registered Medical Practitioner /
; isi TN s Medical Services Provider and Insured / Claimant / AIA Financial
(a)The d:c\:tor first consulted f<|)r th|s5|;|2n7sos E/Aﬁkn/ﬂfﬁiﬁﬂ Panner / Broker?If so, please state the relationship.
Date 5RZEH e EML T EMEL/ BRRGR A E MR/ REA/ LI IAIEER
MMB [ODB FYYYYLE AR/ RS AC B (ERER - 2851RRZ -
Name and address of doctor/ hospital 584 /2&[7&FE R it NIL
Queen Mary Hospital 11. Other information &%}
102 Pokfulam Road, Hong Kong s,
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Policy Number {RESSERE

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

ETEMPEABBRISEL/ FNBLIER

1. (a) Name of patient j§ A 24
(b) ID Card/Passport Number 5{53%/:ERB5EH

(c) Age i (d) Sex 1451

2. Hospitalization {fz
Name of hospital B&fz 4455

10. Brief discharge summary (including treatments, investigation
procedures, results and/or any complications and follow up plan)
HFTIRE: CARRMEARETE  BIFLENNE:  BR  HRER
FRERTED

L 11. To the best of your knowledge, has the patient ever had the same or
Date of Admission AffH#}  Date of Discharge Hifz HHA similar conditions or symptoms relating thereto?
| | | | | | | | BRTAM - RALBIEREBERERT ?
MME /DDB/ YYYYHE MMB /DDH /YYYYH [ No 388 []Yesﬁ
Period in Intensive Care Unit A {£ZE 474550 B 1A If yes, please state dates and details. 2075 - F53RAAMIAS R EIFIER o
From | | | | To | | | | Treatment Dates 22 HHA Details ¥1&
22 MME /DDH / YYYYHE £ MMAE /DDH / YYYYHE (MMB/DDR/YYYY )
3. Chief complaints of the patient relating to this hospitalization/surgery
EEZRAERR/ Fl EEREA
4. Date of the accident occured or symptoms first appeared 12. Had the patient taken anyh®mé leave during the hospital

BRHIERE BRI RE

l | l |
MMA / DDH / YYYY#

5. Date of first consultation for this condition or related iliness
RAERKEZEE
L 1 | |
MMB / DDH [/ YYYYH#

confinement? JE A G2 G iTE R HARIE RSN 2

] No 3 vYess
If Yes, please stat®date, time and reason of the patient's home
leave. 217 aﬁ;uaﬂaraj;zaaa - BSRRER -

N

6. Diagnosis of conditions 52k

>

7. Surgical Procedure Fifj
Date of Operation FfiijHHA

XS
I | I | \@

3. the patient referred by another doctor?
%}\E$Eﬁ§ﬁ1&%ﬁ§ﬂ ?
[ No =2 [dvYesg
Name and address of the referral doctor #8784 a2 Nt

MMB / DDRH / YYYY&H
Name of Procedure F1ij% 1%

PLEASE COMPLETE IF HOSPITALIZATION WAS DUE TO ACCIDENT
HEIMZHBABEAIAR LR

c&@

v@

Nature 148

8. Present Prognosis IRFFER (g

14(a) Present Condition of Injury IRRFSMEIER

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

RAZEREREE

(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? LUR A ZBET - B TREALLERETESRATE
THELSE 7 3B5IRARA -

9(a) Was the hospitalization / treatment medically necessary?
BRAR R EHEANE?
L] No 7 []Yes2
If Yes, please give details. 202 + F&3Hl2 -

(b) For the average patient, what is the usual duration of Name of Attending Physiciar/ Signature (with chop)
hospitalization for this sickness? Specialist (with qualifications) B2 ()
—HEME » ERR FHEREE - 2/ EHBENMR (BRE)

(c) Was it possible to provide this treatment on an outpatient basis?

HEAERER1EPIRSETT?
[ No g [ ves &
If No, please give details. 20FEE, Bl -
Address and Telephone No. Date
et R EEE HHA
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Policy Number {RESERE (B (1 (2 |3 |4 |5 |6 |7 |8 |9

PART Il CLAIMS DOCUMENT CHECKLIST
EEMD REXMGBER

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.

SEFOBEEMERABIRZAIEA AR L X 3R - AAGRENE 2322 EABEBRKIE//RBAIAE & F—HHEX T BEIEARXY o BRI - B
@E%E?ﬁ%g@%éﬁgféiééﬁf@iﬁﬁﬁtki%ﬁi@ﬁﬂﬁ*ﬂ » BPIE BANRD T 2 R FREA 75 SR BIRARS /I AYRIGRERI /IR & RER - AREVERAEH
T 3 =<

' BETEERES BFEEEER -
: ; Hospitalization Benefit /
Hospital & Surgical . .
Document Type 3 ¢ %85 Benefit Hospﬂal Indemnity / _
{EB%E%?:TLTE&{E‘ HO?pltal IncomiBeneflt
AR B/ ERREE
[] Owner's ID Copy J J
REFBANSHIEIA
[] Individual Hospitalization Claim Form - Part 2 (OPCLMF03) g N
ERREEEREEE - S 865 (OPCLMFO3)
[] Laboratory/X-Ray/CT ScarVMRI/Pathological Report(s) o §
1EBR/ XYt/ BRSIRH/ OB/ RIEGERRE
[] Original Medical/Hospital Receipts and Statement of Charges (Claimed Amount: )
BiE o ERNE/KEETA (RERE: 0 ) v *
] Hospital Discharge Summary/Sick Leave Cert with clear Diagnosis (Period: From
To_ ) * N
R HEAE/ P BRI RRAIAAE Bk’ B )
] Photocopy of Hospital Receipt and Statement of Charges %* J
B0 - BERIUR/INEERIA
[ ] Compensation Breakdown from other Insurer/Party J *
HAb RSN RSS2 B EE R
[] Request for Return of Original Document(s) (OPUAIF28) %* %*
IREIEAS 4 EREEZRIE (OPUAIF28)
] Individual Life & Group Claims Arrangement Form (OPCLMF61) %* *
Ehe KBRS E R HEZRE (OPCLMF61)
] Photocopy of New Born Baby's Birth Certificate/Other Supporting Documents (Only applicable
for Maternity Benefit Claim) * *
AR RN/ HAbH AR B (RBERHMEESRE)

V' Required Documents B &3 {4 * Optional Documents Bff i34

AlA e-Advice " RFEFFEHE |, (Please mark a "X" in the box to apply for this service. B FUIAX B L ARIE MR ZAG AR L "X "5 - )

D 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 " RAEFRAE ) MRS - IR HREREMTIIRERS (405 ) ZEEWEERBAZ L ERRBELSEREN THMENRME - WARKE T &5
EBFBFE 1 A HERRIEHEH -
*Email address E&Epihit: Signature Of Owner #55 A &

Other policy number(s) FLfth{RBE 565 :

(Not applicable to Personal & Accident policies started with policy prefix A/E/P and Personal Lines policies with policy prefix C. 7@ B R ESEBF B AA/E/P
R ABBIMARRERRERBFEACZEAMIRRERE - )

# For details of the Terms and Conditions of the "AlA e-Advice", please visit AIA Customer Corner www.aia.com.hk. EREEF BRI 23318 - FEAwWwWw.aia.comhkz ZHEFEEH LR -

* Email notification for this claim will only be sent to the email address provided in this form. 2;%8{E 2 ARENE RS EBIE L RAZRFTHIE 2 EE k-

Claims Payment Option SZ{{R{E %

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

ERINERER " BFARRY . 2EF  FADYKBUREBAZREZRITAO -

If the transferred amount exceeds HK$50,000, we will issue Hong Kong Dollar cheque to you. {88 A Z £X85 /8750, 000 » B EBTZEHLET -
If e-Bankin has not been registered, Claims benefit will be paid by Cheque in: #IkBEELFHE " SFAKRRE | @ BESHEBELULZEL(T  EEEEA.

Hong Kong Dollar # 7t
Ej Policy Currency {RE §{#

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

b. 1/We understand and agree that should I/we opt for payment of any benefits payable under the Policy in the Opted Currency, l/we 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/BPIHBEMEGRENSZIBSRBAEEH AfEEMBHME (B ) fMBZEEHREGHE A% - ALt  REZLUSEHNREERIIINE
HOBIEEE ) EANEEALERNENEBRBRARBIBAMIRMRZRT -

b. AAN/F{FI88 B R R BMAN/FFIEIBEARE TARERMFIERIBL EIZER G AAN/BPRBREMENRIRELR  MEEREEMEERIRMHKIES
ARRBEEIIMEMEE
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Policy Number {E3gERE | B| 1| 2| 3| 4|5|6 7|89

Important Note 53 BEI§

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 |11 "Claims Document Checklist".

b. Incase you want to claim for other benefits such as critical iliness, 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. AERHEERMIBAMNRERE  FSURIEREMREXE—HHES - BRAPFAREMTEIZXY - BL2HERBE=DHZ REXHEER -

b. WMIEEFRFEMASEIRR - 40 : &K - BEE  TABTERREAAMNRERFRBMAEER -

DECLARATION AND AUTHORIZATION % BA & 154

I/We DECLARE that the answers given above are true and complete and l/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 "Company").

AN/HPREHLU LB -BERATENARREDR R XAAIRE (EE) BRAR (UTHE AR )EXZEERPARA/HEPIZEERE  BRFANZERBEREC2BMIM -

|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 (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.

b. The company or any of its approved medical examiners or laboratories to perform the necessary medical nent 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/ BPIEEIRAE -

a. {FAAEAFAN/ BV BRAZ T « AEECE - BIUIBL (E@RAR ) 23815 « BRIKR « MBS EMARNAMCIIREBREEAN/ B/ BEAZAZHEE  AEIAL AT
%gaﬁ@gﬁﬁﬁﬁﬂ » NERIE - BMEAA/BPI/BREAFCEERKEES) - WREEDATFRERAN - MAAN/BEFV/BREAZRAAREZATERILBREEOR - LIREEZ EAREIARE

b. FARSEMEEBA 2B S B EALERFT - BAA/HPY/BRAETHEZBRTERAG - WHAN/ B/ RFEAZBBRRRETERRTE  FAREARFREANZAMNBRER
ﬁﬁg@ < WELEREEIE - BA TR - BERRERZ MR « EERR - B8R BUASBRARARNRZIAE RRAMARNIEAEY 88 o TRARESZEE
= s

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.

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.

BARH WS R ER

AN/BFIRERBAN/BMCFAEREBEBEAIABAZE SR ( " AIAMEABRRUSERSR , ) -

AN/ BFRARRBERRFAEERARTRLUEMARENS « \RNEFAENERAEATNERRREA/HF
BARN/BPINRESRBEORAMEN - TRBAABABRRSBBEREER -

N/ BB RRABARAIABABR SR BBFL BB PR ABREA/BFNEARNEEE NMREEEEER
ERPT (AR BT MPTRESY) 1R FPAIABA B HIER AR ERARA -

AABA BRI SRR BRI RFTARA AT 5 LU T #81L F & - www.aia.com.hk - BRI A& ARIZREY ©

Signature of Witness Y\M U Signature of Insured/Claimant f/l /( \

RIARE ‘ SEA/BHAEE NAAN
(:Pllease do r?ot siign on blank form and u'se the signature on our file. FPEZET QR LE
Z UHREGERRFRERFE

;ﬂ;ge Chow Tai Mo ;l;ge EharTai Man

Date 7/10/2015 ID Card/Passport Number, Date 7

=Y B5E/EREE A1234567 EE AR

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.
IRARBEEVARZEARE  EZFALIE  AITHERR/AEEEAEE -
Please complete the following information if the signature is not given by the insured. ZEHZEIEZEA > FEBTIHEE -

Name of Insured Relationship with the Insured
RIRABE (in block letter EH#£E %) BZRARR
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