EA LRk RERE (RERTERER)

LOG China Hospital Form (For PRC Customer)
AlA International Limited
(Incorporated in Bermuda with limited liability)

Pre-Admission Enquiry FISEAREILZE

S, Hong Kong &#
Fax 5 E: (852) 3118 9083
4 I P PRC Customer Toll Free Hotline 4008-428-009
EREF R BHEL:
Hotline for PRC Customer to call in Hong Kong (852) 2232 8870
ERNEFEEERBMRE:

(

Pre-Admission — 5 Simple Steps

N B BA PR
—iREZREEAANRLBRERERS, SENEERERERROXED

Please contact AIA Pre-Admission Hotline i @SB A M ENREIDE fAL:
For PRC CustomersER%&F: 4008-428-009
Needs to have IDD function in phone in order to get through

EFREEERERKIRTIGES REITE

For PRC Customers to call when in Hong Kong

ERERSLEBRALZ (852) 22328870

Fill out and return the Pre-Admission Form to us at least 2 - 4 working days prior
to admission IFEZANRAIEIDREH T APl &L A ZE N TEXRZEIHFHA]
Fax no. for PRC Customers purchase policy in Hong Kong

ERSHETEAMIREZEREF: (852) 3118 9083
E-mail for PRC Customers purchase policy in Hong Kong
HFESBTEAUIREZERAER: hk.pre-admission@aia.com

A\
We will issue a “Letter of Guarantee” (LOG) to the concerned hospital for

admission RN EAXEREZE [ERMARFRIES |

4

Upon admission, present the insured’s identification document to the hospital for

verification BT, I EERHR3ZZ RN Z B UHIERR ST LUERSE

N

On discharge, the hospital will send the invoice directly to us. Once our Claims
Department completes the case assessment, if there is any shortfall, a shortfall
notification will be sent to you 14 days prior to the collection

HFRE, ERSRRBEFSEZAEN, HARMNBEBOEETHRE, NHEH, FTWNE

Your One-stop Hassel-free Service for Complete Peace of Mind During Your Hospital Stay in China

FRAHIRATR Y [ 2 REDS |
J

Note to take:
i) Final decision of LOG issuance is subject to the discretion of AlA.

EPRERLERTRFBIELRERERH

ii) If hospitalisation is due to illness/disability classified under exclusion or whatsoever, no LOG will be issued.

MEFZFRETMSIZNEER, BFSRE [ ERARFRIES

iii) You will be required to provide treatment information and authorise AlAto collect shortfall of medical

expenses, if any, from your authorised union card account.

AR BGATT IR R BN BN EE A RE-FKAWBETRANES (0H)

)

iv) The actual date of claims notification depends on the submission of required documents by the hospital.

T R AR SEPR B IR M ERid 32 F & AT E MM A R A E

“We”, “us”, “our”, “AlA” or the “Company” herein refers to AlA International Limited (Incorporated in Bermuda with limited liability).

[FA1 . TAAL L TRE] SRIEEBRIE (ER) ARAF (FEREEMRIZBRAED)
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ERHR Rk RIEFRR (RERTERAZF)
LOG China Hospital Form (For PRC Customer)

AlA International Limited
(Incorporated in Bermuda with limited liability)

Pre-Admission Enquiry FIEABTEICE

2\
QI

Hong Kong &#

Fax £ E: (852) 3118 9083
PRC Customer Toll Free Hotline 4008-428-009
ERERGaEEL%:

Hotline for PRC Customer to call in Hong Kong (852) 2232 8870

BEAEFE BBREARL:

INDIVIDUAL HOSPITALISATION PRE-ADMISSION FORM ABRRTE D &Kg
PART | — TO BE COMPLETED BY POLICY OWNER/INSURED $£—&f4 — HARBEFEARNTHRAES

Please complete this form and return it to us by fax or e-mail at least 2 - 4 working days prior to admission to hospital. Subject to the

eligibility of the Insured (Patient) a “Letter of Guarantee” will be issued by AlA.

FEZERBATARIRLOAELNNLAER, UEERBREARER. TEHRA FBA) FEERERT, XBBAZRAZER [MEBRMFRIERS ]

Policy Number {R 8-S : Name of Policy Owner {REIFE AR

Date of Birth Z{& A (FEA) B4 HER :
(MonthB) /(DateH)

Name of Insured (Patient) R A (HA) #%:

| (Year£E)

Insured (Patient) I.D. Card/Passport Number
FHRA TEAN) SUHE/PRSH

Please fill out the below information if the above-mentioned document will not be applied during admission.
MAIENBEFERTHIEER E5 2 SOHERR, BERZTRII%ER.
o Identity Card

o (numberiE-SH5 :

= I;’:;@sport (numberiE#-SHS :

o deinland Tra\{el Permi_t‘for Hon~g Kong and Macao Residents (numberiE#-SF5 :
IR SE R SRAE AU TIE (B £ i)

o Others, please specify: (numberiF4SHg :

Hith, XA :

Contact Telephone No. BX4ZHIES43: E-mail Address/Fax. No. BBt FIfE S5

No & If you do not want AIA to inform your agent about this hospitalisation Letter of Guarantee application, please tick “No”.
METAREBRRRERMRRIE GRS, BAAEXIERER, FHE ‘B WEHS .
Area Code Agency / Broker Name Agent / Broker Code TR Membership Number
XEHRES BlL T | ZE8AFR Bl RS 245H WHERE=R5H
[Jeea [Jos [ ]anc

Agent / TR’s Name
BALR | 2404

Agency Code
Bl R HAGRS

Agent / TR’s Tel. No.
B R | BELRREHIE

Are you making any AIA Group Policy or other insurance or compensation claim as a result of this treatment?
AXRBERAETT, BTASEAFHEFRESE MR LT/ HAARIERE?

If “Yes”, please provide the following information 08, HRH#tTHIEIE:
Name of AIA Group Policy Employer/Other Insurance Company/ Organisation & FBHE|kE ¥ &/ H RGN T /AR

[] Yes2 [] No&

Group Policy No./Certificate No./Policy No./Membership No. Bl {RE S/ FIRIEBHES/IRE/SRKES:
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EA LRk HRERE ( RERTERER)
LOG China Hospital Form (For PRC Customer)

PLEASE COMPLETE QUESTIONS 1 TO 5 IF HOSPITALISATION WAS DUE TO ACCIDENT BB GNIRIEESEIE 1E 5

1. Date and time of accident Z4hBEAKATiE): MMB/DDR/YYYY4E AM. EF P.M. T4 HR B¢ MIN 43

2. Where and how did the accident happen &4 th S & Z5T :

3. Part of body injured and type of injury A GRS KR

4. Present occupation (if more than one, state all) and exact nature of occupational duties I{iR (EH&3RIRiE5IRA) FRAIRIRSE:

5. Name and address of business or employer %2\&EIEkF & #R &Ml :

PLEASE COMPLETE QUESTIONS 6 TO 8 IF HOSPITALISATION WAS DUE TO ILLNESS ERARIEETSCIE 6F 8

6. Give a brief description of symptoms #HARBAERZTFIK

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

8. Give details of consultations 23&i¥1E
(@) The doctor first consulted for this illness ENRFISHIEEER: Date K2 HHR: MMAB/DDH/YYYYH
(b) Name and address of clinic/hospital E4/ER &R it :
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EA LRk HBRIERE (RERTERER)
LOG China Hospital Form (For PRC Customer)
Declaration and Authorisation FERR IR

PERSONAL DATA COLLECTION AND USE

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

T ABRER fE

N/ BAVRAEA /BB RIRRAAB AIA DN AFRUERER ( TAIANABIRMUERER | ) « ZA/RINERRERERREMHRT LT SR AER
FRRERR . RHRFENEMDPABZRRXTERA/BMNBFA/ZRMNOFRBRRBFOEMIE, FTRE AIA D AFTRUSEERBERER. KA/
BANAEREIER AIA DN AFRUESE AR L BN FEREL AN/ BRIO I A BN EETE NREETBER) SORI OURRERTER) FSTF AIA
AR R B A SRR .

AIA PN A BRI SE R RO S TAR A AT F A TR T8 : www .aia.com.hk, RAIERARERR.

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 hospitalisation Pre-Admission 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 benéefit limit, the Company shall have the right
to deduct any of such charges from the union card as specified below. However, if the Company cannot collect such shortfall due to insufficient credit available in the union
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 l/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).

RN/ BRI

a. HAMEBEIABEAAN/ BNV HERAZTIE. BRICFE. BITIRE ((FRERD 2FE. BRRR, BHREMEATREOERRE/ ASFEARN/BI/HRANLHRZ
WA, BAFALT. MRAREEAXER, TEHEE, BMERN/BI/HRARTRERED, KERBNAFEREEND, MAN/BI/HRAZBEAREILATS
FZUEMBAR, ERRBZEXSEIARERRER.

b. RARMEMEINATZWHEERKIEFT, BRN/FN/ERAFITHEZETFIHERMR, HFHNEN/ BRI/ ERAZRBRRDEITEZL IS, EALERRBERER
5 /XNBEFE, TERE. FLESEE, BHFRT, BEEREXCMAER. BRE. SHFMEAE. LERIBREAGCRENIRZFS, RERGAER
HAZY. SR BATRAK=RZEE2FKE.

c. BRIMRANRETEIRREEBRARE L BERMRIRIESEHIT IR A 5= A RRIBEXEERT.

d. BRVAEARN/ BN/ ZRAZMEAREZRECEANER, RXMTBHAXRERGANEZRN, SAREERAATEENRK-FPIMBREMEXNEH. B
AREAXRRKFAONERATE, M EMEMERUEREWINZEEY, RORFEUERBGRIM LIRS, R/SEMHRARZELFURN/ BN/ ZRANMER
REFAASEFEANREMRZAF RN/ FAVZRAN ST PIRMENIR, BFERRTEASHEE CERAITHSERR) « LFFRBFRE (RigMHEREE) .

Signature of the Policy Owner / Trustee Signature of the Insured (parent/guardian if Insured is below 18 years old) | Date (MM/DD/YYYY)
REBEANEREAZE: FRAEE EZRAFREIBSUT, ARBERRLFARKES) HE (B/H/%):
Policy Owner I.D. Card/Passport Number Insured (Patient) I.D. Card/Passport Number

REFGEASMHE/ FRSHE: ZRA GRA) FBIE/ P RS

PARHEEAZER

Customer Declaration

EFEHR

| confirm to AlA International Limited, Hong Kong Branch (“AlA”) that the data provided by me in the registration process is true, accurate and
complete and | authorise AIA and it's service providers, namely, Guangzhou Unionpay Network Payment Co., Ltd and Easylink Payment Network
(Hong Kong) Company, Limited (collectively, the “relevant service providers”) to verify such information from the bank of the debit account, if
applicable.

KAERBRE (EFR) BRAR, &FEST ( “KFB”)#A AAEBICIREPREMBUEES, HERHTE, KAASNEKRRERSRERS, ),
ImINREAME XA ARAR RFSBHIATWE (BB FRAF G “BRSEESE” ), MEFEAETSAARNRITIMKS Q&S F 585

| agree that the AIA’s Personal Information Collection Statement shall apply to any personal data collected in respect of the use of the RMB
Settlement Cross-border payment services.

AAEBEEIB PABNKEFRERTARTBERE. RISRSMEEMERMAZR.

| agree that all personal data relating to me provided by me or collected by AIA from time to time in respect of RMB Settlement Cross-border
payment services may be used in connection with, and disclosed to the relevant service providers providing RMB Settlement Cross-border payment
services and such data may also be used for such other purposes and disclosed to such other persons in accordance with and subject to the
provisions of AlA’s Personal Information Collection Statement and also to persons including but not limited to the People’s Bank of China and the
regulators in China.

FAEBHRHEARERH KF FRHARMBERK. KTRSFEENMBSAATENNMAZR, ARTARTERRIE. RIGRSHHEXHE
CHABARBERERRY RTRSHEXRSIRHUEAE L FRIRTITRE AR M AZRYESRNAEHEZFI T ZFAENFRT, ATH
e B, kEEMATEEPEARRITRETENEENKE.

| agree, consent and authorise that the relevant service providers may have access to the personal data relating to me so disclosed by AIA and may
process such data for the purposes of the RMB Settlement Cross-border payment services. | further agree, consent and authorise that the relevant
service providers may transfer my personal data maintained by them respectively to AlA for the purposes of RMB Settlement Cross-border payment
services.

AAEE, BEZHENAXRSREFTFAIRESHABKEELSKATRNMALR, HATLBEZEFERNUREARTERRE. RITRS. KA#—
FREIE, BEABRNAXRSZREEFTTIHINEHERERSEABXNNMAZL, EXERTURRARDEERY. KRS
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http://www.aia.com.hk/
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ERYRERBRERE (RERTERER)
LOG China Hospital Form (For PRC Customer)
Part Il — TO BE COMPLETED BY INSURED/CLAIMANT £ =4 — HZRAZKBIFEAES

Union Card Authorisation Form for Shortfall Collection I{ERE i 22 Z $REEF 2B

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 union card account. The union card holder must be the Policy Owner or the insured or with direct relationship between the
Policy Owner and the insured e.g. spouse and parent. AIA will hold a minimum of HK$5,000 / MOP5,000 (depends on the estimated shortfall amount)
from the credit limit of this union card account until the claim assessment is fully completed. The shortfall notification will be sent to Policy Owner 14
days prior to the collection.

N FBEFEEERT ST ZE B 2R (IR & FHE RIS R ST AR R EL, LR IR IR A AL TR R PO E X £ SREFRRFARSA
REZFEFEARZRABIEREFEARZTRAFTEEXR MEBRRE. KPBETIREKFAREETS5,000 / #i1M5,0007T sk L EAEREER
FHitESz TmE) BEZENMEREFTE L. AP TWERERZ AR & HEFEIHBNBBIREFFATLERNFE.

T APRINEFBRE (EFF) FRARERRS
FEAM:

FHEA
(RATIPEREERFEFAA)

Account or Card Number

KSHFS

Identity Number
SUHESHE(FFRIEIE SR HS L)

Relationship with the Insured / Policy Owner

SZRAN REFAANXER

Address
i kil

Contact number

BRARIE (FFPARBIZBIESH)

FHERFBRE (EFR) FRARKMHE :

Item BB ERR W B FPIT BHEANAPITHKS
WEEme

Hospital AlA International Limited HIESRITEES T 391-61581186

Fee KBk (B BRAR 391-17721113
E

AN

v EZRE ZFBERE EF FRAFDEBSHXRNRZEHAA LR LN FERR ERARER IR B MR BRI S, REH—2LEH
¥, MAEE, BHITHEEA.

2. FABTEAOTES REFEERRSWSERHIRTRINE, =EHERERARSE.

3. FAREE ERKFAPEARGRINEH (EERIMEFREBEFIASANK EFRRUELATHARMET —TLl L), BK EFERKRE
TR, Kinkl, B ~EHEREEARE.

4, FARBBEERZERMEST~ERNZZFER, BXIFERRIWELIBRE EIF) BRAFSE AR E —HN LKA

L3nEx.
5. ERFMERZRERE, FAFBRFRIEETFRINBAELHIE.
FHEA (FF) AIA Internatioanl Limited
GRITRAZR RSB AN) EHBRE (ER) BRATES
BHA: BH:
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EA LRk B BRiERE (RERTERER)
LOG China Hospital Form (For PRC Customer)
Part Ill — TO BE COMPLETED BY THE INSURED ATTENDING PHYSICIAN/ SURGEON AT THE POLICY OWNER / INSURED’S EXPENSES IF ANY

EZHy — AZRAZELEL/SIBESES MAFE, REFAN/ZRAFTEITREEERRER)

Name of Patient 5 A% :

Date of Birth J& A4 HHA -

(MonthR) /(DateH) I (Year£E)

Sex T 5: O Male B

O Female %&£

Room Class: O Ward O Semi-private OO Private
£ E % OLERE OFERR O AR

Name of Hospital ERT&Hr :

Hospital Telephone EprEiE:

Name of Treating Doctor F;&4EITEE :

Department §= :

Expected Length of Confinement (number of days) FHH{¥Bz H#i:

Medical Condition EfTitE

1. Diagnosis and associated signs and symptoms S ¥ FIAE X FR1E:

2. Onset date of the symptoms / condition & %% H#f:

/ / (MM/DD/YY B/H/%F)

3. Is the condition recurrent/ chronic? 4. s the hospitalization / treatment medically necessary?
HEREE A E R/ B RRNEREETHIR? O Yes2 O Nof
OYes ONo&E If “Yes”, please give details. 112, #iERZ.
5. Given the condition of the patient, is it possible to provide this treatment on an
If “Yes”, onset date of the first episode: outpatient basis?
m R’ , BREWRAR BEROITHRER, RARDRNRL, SEALEMN TSR EREZIELMET?
OYes O No&®
————— Y . (MM/DDIYY) If “No”, please explain IIAAIA, &R E:
(B/H/%)
6. Is illness / injury related to the following condition Ht%&#% / SR BFHRMU THERSHE:
a) Congenital anomaly XM R E OYes@ ONo#&
b) Psychiatric condition ¥5##% OYes2 ONo&
c) Influence of alcohol, drug or intoxicant JEEZAMIHERERTIRE COYes® [ONo&E
d) Obesity, weight control BEBY, #RE#H OYesZ ONo&
e) Pregnancy, childbirth, abortion 1f%, &%, f OYes® [OONo#&E

Treatment Details ;&7Ti¥1H

7a. Medical / Surgical Procedure required il Efr/FRIZRF

Are the equipment(s) for the procedure available only in hospital? If “No”, please give details.

EFARARHRERENEERTE? BT, HiFRZ.

Can the medical test(s) and the procedure be done on an outpatient basis/at day surgery centre?

BRERFRUBETS/BEFRPILHIT?

Estimated Surgeon Fee charges Tt M FEARER:

Estimated Ward Round Fee HitHikEE:
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7b. Anaesthesia FFl%: Estimated Anaesthesia fee charges
O General &5 O Local SERRFEE T AEESR

O Monitored anaesthesia care J§3PHEEEIE
(For surgery)‘éunder Monitored Anaesthesia Care, please specify the reason for hospital

stay. MFRIEWBIBE TiIT, HEAERTE - )

EA LR e kB RIERE (QERTERER)
LOG China Hospital Form (For PRC Customer)

8. Lab tests / Imaging/ other diagnostic investigation required and please give reasons of above investigations required.

BN Z AR/ BERE/ HSHNRERTEZZFRENER.

Are the investigations available only in hospital? If “No”, please give details.

ZERERENEERTA? A7, FiFk.

Is it possible to have those investigations on an outpatient basis?

EFTNEN TR ESRERE?

Estimated hospital expenses charges: FitERER:

9. Estimated total fee for this confinement: Fiit2 %k

10. Please list out the medication to be used during this confinement if applicable. &Hi¥FIR R {ERFAAZ 254, WiER.

11. Please indicate the clinical risk(s) and medical reason(s) for hospitalization: i&;¥RRIE X\ 52 5 BRI ESTRE :
O Current Health Status (Co-morbidity): BB} EEERR (& HEE):
Please specify: i%AAiAA:

O Expected higher risk at operation: TR FARXK:
Please specify: i%FAiAA:

O Expected higher post-operative risk: TiHi#i=EFARBENK:
Please specify: i%FAiAA:

O Others, please specify the reason for admission and hospitalization: Hfth, #&;ERRAFNBER BE6k R E:

12. Is it a case of emergency? XEHEEAMER?
O Yes 2 O No&

If yes, please specify. T2, iSABREHAR.

Doctor's Information &4 &}

Doctor's name B4 %: | / We hereby declare that the information given on this form is true to
the best of my / our knowledge and belief.

AA / BRIRBRLPFE LAEBNERESA / HAIMARAEZEN.

Signature of Doctor and Chop 24 258 FENE:

Contact no. Bt4&a5HS:

Fax no. {SEIEE: Date HI#: (MM/DDIYYYY B/H/4)
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