AlA International Limited
(Incorporated in Bermuda with limited liability)

)//& Pre-Admission EnquiryTRSt A Bt & L&
Hong Kong &# Macau #&FJ
4 I P; Hotline #48:  (852) 2232 8870  (853) 8988 1822
Fax{8HK: (852) 3118 9083 (853) 2831 5900

Pre-Admission — 5 Simple Steps
(Only applicable to AIA designated hospital plan)
Your One-stop Hassel-free Service for Complete Peace of Mind During Your Hospital Stay
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Please contact AIA Pre-Admission Hotline sEEEAX AL B L EARAR:
For Hong Kong Customers F&&EF: (852) 2232 8870
For Macau Customers EFIEF: (853) 8988 1822

Fill out and return the Pre-Admission Form to us at least 2 - 4 working days prior to admission

FREZABR AT R IR B R & 4 M 2 B TEXZ B 43N

Fax no. for Hong Kong Customers S ESEEREEZS: (852) 3118 9083
E-mail for Hong Kong Customers EEHIt HHZS: hk.pre-admission@aia.com
Fax no. for Macau Customers BEEERMEF: (853) 2831 5900

Once “Credit Facility Service for Hospitalisation” has been successfully set-up, we will inform
you the arrangement details by phone and will send a “Letter of Guarantee” (LOG) to the
concerned hospital

[ HBE R BT | —8RH, ROTHECHERAED. ROTEFMBEIL [ERIRFREE )

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

ABiBE, FEEREBRIERZHRAZSORAHLUMERE

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

HiriE, BREHBEREBERZRM, SRMEDSTRMGE MmEEE, [EEAREBEHE ] $RW
MEFEEATOUXETHEL

Note to take:

i) Final decision of LOG issuance is subject to the discretion of AIA

EPREREE [ ERARREE | RRAERHE

ii) If hospitalisation is due to iliness/disability classified under exclusion or whatsoever, no LOG will be issued
MERZREEWSIENEER, HAEEE [ ERTRERERE ]

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

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

BEBNNREANERTEREXBE X MERMMARTR

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

)/S‘ Pre-Admission Enquiry BB E L ER
Hong Kong &# Macau #[]
4 I P Hotline &45 : (852) 2232 8870 (853) 8988 1822
Fax{8XH: (852) 3118 9083  (853) 2831 5900

INDIVIDUAL HOSPITALISATION PRE-ADMISSION FORM \BREIEEC RA&

PART | — TO BE COMPLETED BY POLICY OWNER/INSURED F—#4 — HIREFEALZRAES

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.

BEZEREEANRAROMZAETER, WEEXBHHRIER. REFERA BEA) FEERERT, XKPHEEZRAES [ERMARFREE] .

Policy Number {R 23 5EH5: Name of Policy Owner {REEFF B A &:
Name of Insured (Patient) Z{R A (FA) #5&: Insured (Patient) I.D. Card/Passport Number

ZRA EASHE /ERES

Contact Telephone No. Bifi4% EiE2EHE: E-mail Address/Fax. No. EEjitiitF{5 ESEHE:

Contact Telephone No. in U.S. Z B8 EE5EE:

No & If you do not want AIA to inform your agent about this hospitalisation Letter of Guarantee application, please tick “No”.

WE T AREBRERERTRREEHRE, BOEREBRE, BE "R MR .

Area Code Agency / Broker Name Agent / Broker Code TR Membership Number
B BB RioaE BRI | RIS FEHARGEWE
[Jrea [Jos [ ]anc
Agency Code Agent / TR’s Name Agent / TR’s Tel. No.
B3 BRI IR BRE RG4S BB | RICBHEESE | | | | | | | | | | |

Are you making any AlA Group Policy or other insurance or compensation claim as a result of this treatment?
BRARKGE, BTESRAIERRESEMRIEAT/HEREREE? [] Yes2 [] No&
If “Yes”, please provide the following information 1%, HEHTHIER:

Name of AlA Group Policy Employer/Other Insurance Company/ Organisation A& 3B BE{E ¥ &/ E RN T/ Mg 2 TE:

Group Policy No./Certificate No./Policy No./Membership No. EIB2{REESERE/ FIREE MR/ IRE/ & BIRE:

PLEASE COMPLETE QUESTIONS 1 TO 5 IF HOSPITALISATION WAS DUE TO ACCIDENT EE/NFENBGEEEEME 1E 5

1. Date and time of accident =) B 1% B5E: MMAB/DDH/IYYYYHE AM. £ P.M. T4 HR Ef MIN 73

2. Where and how did the accident happen ZhthEL 174558 :

3. Part of body injured and type of injury H{SER{ {554

4. Present occupation (if more than one, state all) and exact nature of occupational duties I8 (EHFEESIA) B RES:

5. Name and address of business or employer %\&]5;{EE 28 &% it

PLEASE COMPLETE QUESTIONS 6 TO 8 IF HOSPITALISATION WAS DUE TO ILLNESS EfFABGEESHE 62 8

6. Give a brief description of symptoms A REEZHER:

7. How long have these symptoms existed prior to the first consultation? ZEHHUAEE KB HEEZX?

8. Give details of consultations :2;&5FIH
(a) The doctor first consulted for this illness EXRPHEEER: Date Ki2 HEA: MMAB/DDH/YYYYH
(b) Name and address of clinic/hospital &4 /585 2 78 & it
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Declaration and Authorisation BRA K& IZHE

PERSONAL DATA COLLECTION AND USE

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

1/ 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 utilised 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 AlA PIC is available for download from its website: www.aia.com.hk, and is made available upon request.

BAEEREH

AN/BRFREBAN/BRMACEERAA AIA BAZTRESZE (TAIABAZTRKEZRE] ) . AA/RMASHEREEEXRRERETE
BARRRUEM S EWERE, GRRFENEMEATHRAREAN/EMLFAN/BMANREREEHEBER, TRE AAHE
ABRERRARERSER. AA/BFFMBEREZER AIA BATRYEZRMEBNAFRASEAN/ZANBEATNESE AR
B H AT SR GN{REEERPIES) BINF AIA BABTRBERIARMENERAEA .

AIA BA BRI ERRNRERART R T8I THE : www.aia.com.hk > RAIRIEATER -

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 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 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).

AN/ B

a. EAMESEERAN/ B/ BERAZTE. BECH. BISIBR (EMERD Z#F1E, BEIKNR, REREMARISHLHERE/ AR N/BRF/HRAZEZ
Wi, AR ALT. BEQREEAMER, TEHEE, BERAN/FZP/ERARTRERES, KIRESNAEREENN, MAN/EF/BERAZEEKAREEATE
FUREELNR. WREEZ EAREIAEBAY.

b. BARREAE A 2B BEE S MUERFT, BAN/ BV ERANETHHZBETMERAR, TERN/ B/ HRAZBRACLETEZRTS, (EAREXPFEREE
Hz AMEESEE, AERE. WFHBEEEE, BERRR, EEERBMCMAEE. ¥RFE. BRFMRAE. BURBREABRENIRZFE, RERGAER
BENEEY, Bm. RATRARERZSEFLE.

c. ERUIRNRRIBERREIHELAERHERTRRFEITRIERAE N RRIEGHBHESE.

d. EEAREARKXN/B/ERAZMEMAEZHRELENNER, TBHAMRERENERR, BARMGAERUTHEENERFPNBREMEENEE. 58
AREFRERFFOMNERESE IFREMEMERUAZEREWINZEZE, ELRKERIERIGRIANILRE, R/REMHEAREELUARN/ B ZRAMER
REFAASBEIEANREMES S FARN/ B/ ZRANSIEPREINRG, SFEFIRRERSHEEE CEREATFHEEN) . LFHFRERE FmMATERR .

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

REHEANGRE/ERREE: ZRA GHEA) B9/ EREE:

Part Il — TO BE COMPLETED BY INSURED/CLAIMANT £ =4 — SR AZKEBEEAEE

Credit Card Authorisation Form for Shortfall Collection IWWREEER Z EAFRES

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 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 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 that for Hong Kong Customers, Visa Card, Master Card and CCB (Asia) UnionPay Dual Currency Credit Card
are accepted)

MEPEEEBERZTHERBE RS ERRIER(THEERE, WEESRRELIRUATERFPOWNERER. FRFHFALES
IREZ RERFEARZRAN, HRREFFARZIRAFEEREF, MRBRIE. ZFBERERFREBERS, 0005T / BP9, 0007Tsk LA LAIER
R TEAERECeEME), EEERERBREFTAEAL. LB NEENERE B HHXAE HERTRRNEBNRERE AGHEEFTS.
GEEE, TBZPRMETES VISA, MASTER RE:% GEi) sREtE &SR

Credit Card Authorisation Form {5k {15{SH#EE (this section must be completed k3 EIHE)

Cardholder's Name ¥+~ A% : Cardholder ID Card / Passport Number Relationship with the Insured / Policy Owner:
HRASHE  ERES: BZRA REFHF ARG
XXXX
Credit Card Account No. 15 <SS Credit Card Expiry Date {5 F-=Z|H#AR :
(MMB /YYYY4E)

| hereby authorise and direct AlA to debit the outstanding shortfall due from my credit card account
AABERETEAREAERFE ORI ZEER
Cardholder's Signature -~ AZE: Contact no. B48sEHS:

Date (MM/DD/YYYY) B#A (B/H/4) :
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Part [l — TO BE COMPLETED BY THE INSURED’S ATTENDING PHYSICIAN/SURGEON AT THE POLICY OWNER/INSURED’S EXPENSES IF ANY
B=WMH—HZRAZEZERE/SMBELER WBATE, REFBA/ZRAFTEITRABESRIEER)

Name of Patient &5 A %

Sex M 7l:

o Male 58

o Female %

Hospital name Z&p5 & &:

£ B & Al

Room Class: o Ward

o E@mE

o Semi-private

o RFR

O Private

o FAZR

Expected Date of Admission (MM/DD/YYYY) FEst N\ BHA(H/B/4) :

o Day Care Hi%E

o OPD fi2

Expected Length of Confinement (number of days) TBsH{E % HE:

Medical Condition 2&/&:¥1%
1. Diagnosis and associated signs and symptoms 2 & FIH8 R4
2. Onset date of the symptoms/condition Z§fmHEA: _____ _ I (MM/DD/YYYY B/B/%)

3. Is the condition recurrent/chronic?
IER BT BEE M/ 18M?

oYes 2 0 No&

If “Yes”, onset date of the first episode:

m R, BERERES

(MM/DD/YYYY)
(A/8/%)

4(a) Were the treatment(s), the medical test(s) and the length of stay in hospital (if any)
directly related to current diagnosis all medically necessary and recommended by

you?
iEé/A

&2

U Yes@ 0 NoAf=Z

If No, please give details. R 2, i&sfik

=, REKMERBH (WA REM LR AERAGFMASBRMERHE

R

Please answer the following questions if the insured requires hospitalization:

ZRAFEER, FEZEUTHEE

4(b) Can the treatment and the medical test(s) be managed under an out-patient setting

instead?

RS AR T AP RIZ, MARAERRIET?

o Yes ATl o No AATLA

If "Yes", why was the patient admitted to hospital?

B LAEPTR2 RIE, FERR AR AR R E .

If "No", please give details. %N AT LAZEPIR2 RIE, 557

5. Is illness/injury related to the following condition It %% / 152

a) Congenital anomaly %X 2 E

b) Psychiatric condition #5#15%

c) Influence of alcohol, drug or intoxicant JEEZE4 =k FREEEI 5,28

d) Obesity, weight control A, R E {2

e) Pregnancy, childbirth, abortion %%, 2%, HiE

O Yes 2
O Yes 2
O Yes 2
o Yes 2

Y Yes 2

BEHUTERSIE:

oNo &
ONo &
U No &
oNo &
O No &
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Treatment Details & BEEE 1

6. Medical / Surgical Procedure required %z 5/ FHiEHF

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

ZFHARNREESEERRTS? BRI FRERZ.

Can the procedure be done on an outpatient basis? If “No”, please give details.

RFMAISEPRSIEIT? B, Rz

Estimated Surgeon Fee charges TEEHMRIFEATR:

Estimated Ward Round Fee FE&H&RER:

Anaesthesia FRE%: Estimated Anaesthesia fee charges
O General &5 Tt AR

O Local EEPREE

O Monitored anaesthesia care EX & SIE

(For surgery under Monitored Anaesthesia Care, please specify the reason for
hospital stay. anFH#i7EEL R AREF VST, Bt PRERIER. )

7. Please list out any Lab tests / Imaging / other diagnostic investigations required for this hospitalisation and reasons for the same.

BE A/ MERE/ i E RIEE S RENERE.

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

FERERTEERRATE? ETULL FHFRZ.

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

FRERFHIEAEMS / BEFHEDLET?

Estimated Hospital Expenses Charges TE&tE&pE:

8. Please list out the medication to be used during this confinement if applicable. FEZ£5I2 % {EBRT 224, &R .

9. Estimated total fee for this confinement FE&I 2 X {F4EE

10. Please indicate the clinical risk(s) and medical reason(s) for hospitalization: 55 EHEIKEG R /AEBAVERER :
O Current Health Status (Co-morbidity): IREHERAAN (A HHE):
Please specify: :5FARERAR:

O Expected higher risk at operation: T & F#7E BE:
Please specify: :5FAmERAR:

O Expected higher post-operative risk: TEEIEE FHTE EPE:
Please specify: 35FAmERAR:

O Others, please specify the reason for admission and hospitalization: Efth, sEEFERAEAB R ERHER:
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Treatment Details ;&5 2¥15

11. Is it a case of emergency? EREEAER?

O Yes 2 O No&

If yes, please specify. 12,

AERRRERR AR

Doctor's Information B&4E &kl

Doctor's name B4 #43:

Contact no. Bt4RaEES:

Fax no. {SESES:

| / We hereby declare that the information given on this form is true to
the best of my / our knowledge and belief.

AA / BOIERIALPFE LMEEANEAFA / BIIRARAEZER.

Signature of Doctor and Chop B4 ERENE:

Date H#A: (MM/DD/YYYY B/B/4F)

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

ek TERMIL TAIAL TARLAF | 2R RE (B ARAR (REFREFMMZARARD.
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