AlA International Limited
(Incorporated in Bermuda with limited liability)
N Pre-approval Enquiry i £ it RS &
Hong Kong & Hotline #4 : CEO plan ZB[EJ7it %!
I P (852) 2232 8870 .
Other medical plan EtEs7it%l
(852) 2232 8888
Fax 55 :  (852) 3118 9083
Macau &[] Hotline 4% : (853) 8988 1822
Faxf5H :  (853)2831 5900

D

Simple guide for Medical Expense Pre-approval Service
(Only applicable to AIA designated medical plan)

Ef7 % Ak SE HIER
(REATFAAEEZEST RMitR)

Fill out and return the Pre-approval Form to us
at least 2 - 4 working days prior to admission or day of medical procedure
FEIZMAMERE  HTARSEZETRFIELHENN THERXTEELEHEA]
E-mail for Hong Kong Customers B EBith it FEZE - : hk.pre-admission@aia.com
Fax no. for Hong Kong Customers {sESB&EBE © (852) 3118 9083
Fax no. for Macau Customers £ E S8 T&EF : (853) 2831 5900

Once pre-approval request is completed, you will be informed for the result
MAEMZ—LTH  BIISBHAEERER

Once “Credit Facility Service” has been successfully set-up, we will send a
“Letter of Guarantee” (LOG) to the concerned hospital. Upon registration at hospital,
please present insured’s identification document for verification and
notify hospital that “Letter of Guarantee” has been arranged by AIA
[REBRS | —L2H  BlIcAEXERAE [FRERIEH] -
FTERZRH @ FHRZRAZFHIUER A MEZSS - HEHAERAAEIBARE [FRRIES]

The hospital will send us the bills and we will settle the approved medical expense on behalf of you.
Upon claim assessment is completed, if the medical expense exceeds the payable amount under
eligible benefit, a Shortfall Notification will be sent to Policyowner and the designated credit card

will be automatically charged with the shortfall amount 14 days from the date of the notification
AT G ERSEEQBRNERETEE  BRIBELEEANBEXERBENET X
HERRFERE  WAXEFAXESTEREREN AN EEM -
BiNemEird IEFCRBEAB] HTREBTOXRFEENENNEAFFHR -

For enquiry, please contact AIA Pre-approval Hotline 2152 » YW ZRE & I EMZ RS Mk
For Hong Kong Customers &% : (852) 2232 8870 (CEO plan ZEE 7 itXl) =
(852) 2232 8888 (Other medical plan EE 57 it %)
For Macau Customers #[]%&F : (853) 8988 1822
For Mainland China Customers FE R 5% : 400-8428009
(IDD function is required to get through the Toll Free Hotline & F B iEMEERRKIEIHEE S BEITER T L L)

00— -0 OO

Note to take:

i) Pre-approval Service or Credit Facility Service is not a contractual service but an administrative arrangement offered in our absolute
discretion in respect of covered expenses incurred. It is subject to termination at any time without prior notice.
Efr AT HRARS SR [RBREBARS | - ZRA T AT HEMSTENZRIT X MIRVTREH M FEREREAR - BIENFERN
BHELTRSMBASTEH - HRELIREM

ii) If treatment or hospitalisation is due to illness/disability classified under exclusion or whatsoever, no LOG will be issued
MARZRBUMS| K 2B HER - 9 F2IKEK [HFRIES ]

iii) You will be required to provide treatment information and authorise AlA to collect any shortfall including any uncovered items, etc. if any,
from your authorised credit card account
ARG RERBENEHNERENNERFKFPRRERZACEIZRENBESE (0F)

iv) The actual date of claims notification depends on the submission of required documents by the hospital
T2 38 FI Y KRR B B F (£ B i 25T & A i B M A Fr 1~ E

v) All the claims settlement will be subjected to the final bill and the policy terms & conditions

AR ERESR ET KRS RREFRRANLIR
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MEDICAL EXPENSE PRE-APPROVAL FORM

=57 3 AT LR A&

AlA International Limited
(Incorporated in Bermuda with limited liability)
Pre-approval Enquiry i £ it RS &

Hong Kong & Hotline #4 : CEO plan ZB[EJ7it %!

Other medical plan EtEs7it%l

(852) 2232 8870

(852) 2232 8888

Fax {4 :  (852)3118 9083

Macau &[] Hotline 4% : (853) 8988 1822
Faxf5H :  (853)2831 5900

PART | — TO BE COMPLETED BY INSURED / CLAIMANT £ — 289 — SR AR HEIFAES

Please complete this form and return it to us by fax or e-mail at least 2 - 4 working days prior to admission or date of medical procedure.

FEZNRBRHATARSIEZIETEFIROMEN N IR - UMEERBHBTRES -

Policy Number
RESHE | WsF—HETRE  BASHEREES)

Name of Policy Owner

REFBALE :

Name of Insured (Patient)
ZHRA BA) #E:

Insured (Patient) I.D. Card / Passport Number
ZHRA (BA) BHIEAFRSHE :

Contact Telephone No.

BREZEBIESHD ¢

Contact Telephone No. in U.S.
EEBRRBFESH

E-mail Address / Fax. No.
BB EBH i SRAZ LSS ¢

r agent about this pre-approval request, please tick “No”.

If you do not want AlA to inform you
NOE | g FARMA SR RRT RS E - BAGXLSRE  BE ‘A MESS -

Area Code Agency / Broker Name Agent / Broker Code

Xig4mS ‘ Bl RAF /| RLEEBWR ‘ ELRSHE/ELS51 ‘
Agency Code Agent/ TR’s Name Agent/ TR’s Tel. No.

Bl RERIRS ElLR /I ELHE Bl 5 | LB IE

TR Membership Number Il &4k < 8553

| |pBA | JcB [ |ANG

If “Yes”, please provide the following information
KPR R E B/ HARE 2 B/ BIR:
B RESHE/ ZRIEPRS [ RE/LARS

Are you making any AIA Group Policy or other insurance or compensation claim as a result of this treatment?

BREIRET - ATAEERRHAFREFEMREL DT/ HIATHREEEZ?
Name of AIA Group Policy Employer / Other Insurance Company / Organisation

Group Policy No. / Certificate No. / Policy No. / Membership No.

[ ]Yes 2

[ [No&

waE - ERET R

RARIZHARBEESRBEIE 5

PLEASE COMPLETE QUESTIONS 1 TO 5 IF HOSPITALISATION IS DUE TO ACCIDENT

DDH YYYYE

1. Dateandtimeofaccident%%EIEIH&ETJ‘IE1‘ | ‘ ‘ ‘ ‘ ‘ | ‘ | ‘ [ JAM. £F [ JPM. TF Dj Dj
MM B HRES  MIND

2. Where and how did the accident happen ZE /Mt S KR &3 : ‘

3. Part of body injured and type of injury Z {38 R A55 : ‘

4. Present occupation (if more than one, state al
nature of occupational duties TRER (EAFER

I) and exact ‘
1E58F) MU RRERTT

5. Name and address of business or employer

NEHEEFR R ML

PLEASE COMPLETE QUESTIONS 6 TO 8 IF HOSPITALISATION IS DUE TO ILLNESS EF ARiEEE[R# 6 E 8

6. Give a brief description of symptoms ##3& B 1E & IR ‘

ZERUEEERARSIEFESZA?

7 How long have these symptoms existed prior to the first consultation?

8. Give details of consultations 12381 1& Df{tf ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘
a) The doctor first consulted for this iliness B X k12 HIEEFH R BH MM B DDA YYYYE
Name and address of doctor / hospital ‘
E4/ ER BRI
b) The doctor who referred the insured to hospital / other doctors seen for this or similar Dﬁtf ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘
past condition Eﬁ)\ﬁ%ﬁlg Eiﬁﬂﬂ / E{&%l@iﬁlﬁtﬁéﬁﬁ&ﬁ?‘%ﬁ?ﬁﬁ’ﬂ Eiﬁ*’# . Skl’é H /H"q MMH DDH YYYYE'E
Name and address of doctor / hospital ‘
EX EfRREMR R
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policyNumber R85 | | | | | | | | | | |

No Claim Discount (NCD) (Only Applicable to product with NCD) &£l (RERTEELRERNMTR)

Important Note EEiE40

If a claim that arose in any previous Policy Year is eventually payable or paid by the company after the policy owner has earned the NCD and thereby paid a

discounted premium, the company will use the actual number of Claims Free Years and its corresponding NCD to recalculate the actual eligible discounted

premium.

EREFAARBERBFNHEXIMNTNENRE » RERARAENHATEAREFEREANREMELNARENER  XARDLBEBRGNREFE

REBMHRENNERITERGFRZ S REOTNERE

Declaration and Authorization FEB R &

D |/ We represent that | am / We are the Owner / Assignee / Trustee / Beneficiary (as the case may be) under the policy(ies) as given on this form. Unless putting
a tick v in the above box, | / We hereby give my / our irrevocable consent to the company to deduct any balance in excess of the actual eligible discounted
premium recalculated in accordance with the eligible NCD and related levy (if any) from any insurance proceeds.

ANIBANFER AN BMNARREREBFIBAHREZFEA/ZUAERA/IZRA @BEIME)  REFLIESEI LS BUARN/ENTE
BE  ARLMRRIBEESHNRBEHRERGSARTRENNAEFRTENRESTAREXREBE (NEA) -

DECLARATION AND AUTHORISATION FHEAR %1%

PERSONAL DATA COLLECTION AND USE

| / We confirm that | / we have read and understood the AIA Personal Information Collection Statement (“AlA 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 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. | / 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 AlIA PIC.

The updated version of AIA PIC is available for download from its website: www.aia.com.hk, and is made available
upon request.

S

MPAEBEHBERER

EANIBNBAEA / BNERERBFBAIANAZTHIESH ( [AIAMPATEINESFR] ) - A /ENFEBH
RABEXHEMBRIAFFARLUEAAEIRERT  SHRBEENEANMAZSERXTEA /I BNHEAN/
ENHERARKREIHEMEE - TRBAIAMPMAGTHEEFRERER - A/ ENANBRAETHRAIANAZE
IWEFHAREMNAFBRELEAN / BINHPAGTHESE (NMFRAEFTHER) R (NERRAERNER)
BIPFAIAN A FEGEERREAFEIRILA -

AIAMMA TR EFPRNEMRAF AT T TR T : www.aia.com.hk ' RAIAHFHLERE -

I/We hereby irrevocably authorise:

a. Any organisation, 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 authorised representative of the Company may disclose any such
information. This authorisation shall be valid as the original.

b. This 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.

c. Neither submission of this Pre-Approval Form nor the issuance of Letter of Guarantee by the Company shall be construed as admission of liability on the part
of the Company.

d. In the event that the Company has settled any charges not covered in the policy or exceeds my / our / the Insured’s eligible benefit limit, the Company shall
have the right to deduct any of such charges from the credit card as specified below. However, if the Company cannot collect such shortfall due to insufficient
credit available in the credit card account or for any other reason whatsoever, the Company shall have the right to setoff the shortfall amounts against the
amount due or payable to me / us / the Insured from this Policy and/or any policy issued by the Company of which | / we / the Insured am / are / is the owner(s)
or trustee(s) including but not limited to any death benefit (to the extent it is permissible by law), dividends or return of premium (for whatever reason).

A BATHIAR:

a. FEAABRIFEAAN BN/ BRAZIE  FREF > BHRME (FAED) 23HFE - FRR - BHEMETREACKRE | AHE AN/ EAT/
WRALAZIM - AARAL - ARABRBEREXRAH  FERE - BIEAA/BIT/ BRAFTREEREED » WERBDRFEEEERD > mAA RN/
BRAZEBEARBILATLZHBENPBAR - ENBZEASEREREER

b. BRAREMHEINT 2R EERUEFT - BN/ BV WRA#ITAEZEFF AR - HNAN B WRA ZEEROR AT EZRITME - fERLLE
AREBEREESZEXNBESE » FERE - KEAKRSEIE X FRT  BERREXZMAR - ¥ERE - BRFMERE - 2UFRRBRAGRED
REHE - RRZAGAERGNGY - @ - B T REARFRzS2854E% -

c. BRULRTEMZRBRAR QALK HERGFRIEE D TRIBREN R ARFRBEXRBEFTE
d. BRARMBRIEAN BN ZRAZINEAFEZRECEANSE A » RXABHEXRERTAN AN » 570 RGERMUTIEENE AR MNBREMAEX
HEF - BERAAEEAXR EAFFONEATTRE ST CTAEMERUAZRERBIZEZN 50 REENIERNBGERTIMILRE - & /SEMARAE
ERHAUEN I B ERAEAREFEAREREANREFRIATAAI BN/ ZRANSTHRENLR - @FETRTEMEHEE CEEAWTH
SEER) ~ ORRRFEE (R AMERE) o
Signature of Policy Owner / Trustee Signature of Insured
REFEA/ EHEAZE (To be signed by parent / guardian if Insured is below 18 years old)
ZRAZE
(BZRAFRE1BFZUT » ARFREMTHARKEE)
Name of Policy Owner Name of Insured (Patient)
REFEALSE FRA (BA) A&
Policy Owner I.D. Card / Insured (Patient)
Passport Number 1.D. Card / Passport Number
REFBAGMIE / FRA (F"A)
RSB ML | FRRSHE
LI LT ] LI LT
MMA DDH YYYYE MMA DDH YYYYH
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policyNumber R | | | | | | | | | | |

PART Il — TO BE COMPLETED BY INSURED/CLAIMANT =% —HZ R ARBRIFAES

Credit Card Authorisation Form for Shortfall Collection Y ERZE &%k F:Z 5 HEEZRE

If the amount paid by AIA to the hospital exceeds the eligible claims arising from this hospitalisation, this Form authorises AlA to collect the
shortfall amount from the following credit card account. The credit card holder must be the Policy Owner or the insured or with direct relationship
between the Policy Owner or the insured e.g. spouse or parent or child (documentary proof of relationship might be required). AIA will hold a
minimum of HK$5,000 / MOP5,000 (depends on the estimated shortfall amount) from the credit limit of this credit card account until the claim
assessment is fully completed. The shortfall notification will be sent to Policy Owner 14 days prior to the collection.

(Please note only Visa or MasterCard issued by bank in Hong Kong / Macau is accepted. For Hong Kong customer, CCB (Asia) UnionPay Dual
Currency Credit Card is accepted.)

MEAHEZOERXANEABLRRERBREARFRENZAHEET - ENPEEREIMNATERAFFOBRBREXEHR - EAF
BFRASTAAMREZREFBARZRA  ASREFAASZRABTEEXRR  RBRREFTFLZ (AFRZXXRRIEPAMN) - KIBT
ERFREEM5,0005T /8 [IM5,000tH L EWERRMFRITZETZSTME)  EEZBIEREFZENLE - KB TUWRESHEA
TORBIAREZFARBHABBARLFEAERETIFS -

(FER RINRESHEBMEMRTAHZVISAR T EEF - FBES » RIOTEIFEZRRITAMRENDERF <)

Credit Card Authorisation Form {5 & #&# P (this section must be completed LR % TR E)

Cardholder's Name Cardholder ID Card / Passport Number | Relationship with the Insured /
BRARE BREABHIE / FBRSH: Policy Owner:

S5ZFRA I REFBEAXRR !
Insured / Policy Owner

XXXX ZRAMREFEA

Insured / Policy Owner’s

ERAN I REFEAZ

(Please specify 1&5E88 )

Credit Card Account No.
FEAFSH:

Credit Card Expiry Date
ERAFEESAE

| hereby authorise and direct AlA to debit the outstanding shortfall due from my credit card account

RABRRREREBNEARERFFOMNRIBzEHEZA

Contact no. BR4&ES 13 :

Cardholder’s Signature onl Tl T IJLTL T 1]
BRAZE: T wmB DDA YYYYF
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policyNumberR5m@ | | | | | | | | | | |

PART Ill—TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT OWN EXPENSES

EZEM -RIFABBRBEICEE | FRELRS

Name of Patient JE AR : ID Card / Passport Number of patient Sex 5] :
BAZEWIE [ RS : [ ] Male B
[ ] Female Z
Hospital Name EBR &5 : Expected Date of Admission / Treatment
FRITABT /3857 BHER -
MMA DDA YYYY&

(If confine in hospital in Mainland China, please provide full address. 21 A{E s E M ER: - HiR ¥ itit)

Ward Type 1ER=35! :

Expected Length of Confinement (number of days)

[ ] Outpatient i"1#% [ ] Day Care BRI IEHEE iR A -
[ ] Standard Zi@5E [ | Semi-private ¥FARFHE
|| Private AR
[ ] Other, please specify Efth - %285
Medical Condition Ef7i¥i&
1. Chief complaints of the patient relating to this hospitalization / surgery 2. Onset date of the symptoms / condition
PR | FANEZRE : KWBE
MMA DDH YYYYH
3. To the best of your knowledge, has the patient ever had the same or similar conditions or D No }&& D Yes B

symptoms relating thereto? $&E T P&l » WA LRI B R B BERIZERER ?
If Yes, please state dates and details. 207 » &% B{AT A K2 2 BB ©

Treatment Date 238 B : Details 1#15 :

MMA DDH YYYYE

4. Isillness / injury related to the following condition M5 / SR A U T Rl #:

a) Congenital anomaly & XS

b) Psychiatric condition ¥&%#%

c) Influence of alcohol, drug or intoxicant 5& & 254 5% Fk B 57§21
d) Obesity, weight control FER¥ » 4K E 424!

e) Pregnancy, childbirth, abortion 52 » % » 7=

E2  iE#R o If yes, please describe the details.

[] Yes2 [ ] No&
[] Yes2 [ ] NoB&
[] Yes2 [ ] NoB&
[] Yes2 [ ] No&
[] Yes [ ] No&

o

a) Medical / Surgical Procedure required i 2 &7 / FREEF :

b) Type of Anaesthesia FREZZE !
|| General £ 5B

MFAREEEMETHT » FEHERRA )

[ ] Local B#BHE | | Monitored anaesthesia care M HREFE12
(For surgery under Monitored Anaesthesia Care, please specify the reason for hospital stay.

6. Please list out any laboratory test(s) / imaging test(s) / other diagnostic investigations required for this hospitalisation and reasons
for the same. B2k / HERE / HMZMERERZEZZERENRR -

7. Please list out the medication to be used during this confinement. &1¥ %2 X {XF% F7 B > 254 -
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policyNumber R | | | | | | | | | | |

8. Estimated Fee Filt% A :
Daily Ward Round Fee E4 & XKEZ
(If more than one doctor, please provide the breakdown and justification. % F —{uE4£ » iE5HBEMARER °)

Surgeon’s Fee SMNRIF AR 2%
(If more than one surgical procedure, please provide the breakdown. W% F —IMF REF + &5/ HBALH )

Anaesthetist's Fee FREZIT%

Operating Theatre Charges FRE#

Operating Appliances, Equipment, Material, etc. Fee FARFAE + (VB RYIKZE 5 H

Other Hospital Charges HftbEfz % A

©“ L L L &P

Total Estimated Fee it £ % H

9. a) Are the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly related to current D Yes £
diagnosis, and are medically necessary and recommended by you? ;E
RARE ATREAERABH (WF) REMLRVHMEEEXZAMERETTMERAEERI? [ I No&

If No, please give details. &% » iHifiRz °

Please answer the following questions if the insured requires hospitalization &2 F A EE2I: @ EEZUTEE :
b) Are the medical test(s) and equipment available only in hospital? ZKBEFFENIZE 2B ERAE? [ ] Yes 2
If No, please specify the reason for hospital stay. &% * {EEA{ERER ° [ INo &

¢) Are the equipment for the surgical procedure available only in hospital? ZF R ENZEEEMEERTE? | | Yes 2

If No, please specify the reason for hospital stay. &% @ & H{ERERER ° [ | No&
d) Can the medical test(s) and the procedure be done on an outpatient basis / at day surgery centre? D Can @ LA
ZRERFARAGE L/ BEFRPOHT? (] Cannot RabL

If Yes, please specify the reason for hospital stay % AL - iHiHARAFRHNER ©

If No, please give details. Z R AL » FiFiRz o

e) Please indicate the clinical risk(s) and medical reason(s) for hospitalization: &% B If FRX & & FE R B ET7 R A -
(] Current Health Status (Co-morbidity) U REHRIR (&FHIE)
Please specify i&83#ai%AA :

] Expected higher risk at operation TR S F AKX :
Please specify 15881584 :

[ ] Expected higher post-operative risk T8 F AJF KB :
Please specify 158381584 :

D Others, please specify the reason for admission and hospitalization.

Bt TP MTARRERNRE

f) Isita case of emergency? E%E\L%%"/l\ﬁ ? [ Yes 2
If yes, please specify. 212 » 1EBAHIEA o [ No &

| / We hereby declare that the information given on this form is true to the best of my / our knowledge and belief.
AN EANAF A RES LR ERAN / BIVPFARAE 2SR

Doctor’s name Signature of Doctor
EENE: and Chop
ELEEERNE
Contact no.
BREXSHD
RSE oate [T ][I J[I T[]
A ’ MMA DDH  YYYYE
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