AlA International Limited
(Incorporated in Bermuda
with limited liability)

INDIVIDUAL HOSPITALIZATION CLAIM FORM {X[EB{EERZEE
PART | (TO BE COMPLETED BY INSURED/CLAIMANT) $#—5% (EE§1%AEJZ FEANER)

Policy Number Name of Insured ID Card Number/Passport Number
1REESRES RRALE SAFESRNS/ SRR
XXXX
Area Code Agency/Broker Name Agent/Broker Code
B EE B/ S RTE B2 B IRIE/ITAR RS
Operations Team Agent/Broker’s Name Agent/Broker’s Tel. No.
EIEERHAR BEE/SALR BB /AR ERS 01002052

Benefits to Claim ZR{EXE5I I:I HS/IMP I:I HB / HI I:I Maternity Benefit I:I Al/WI I:I PA I:I VGA I:I Group PA

This caseis a AAEA:

New Claim &xZ&(g E Further Claim BEZHR(E n Pending Claim {&/RB3(E D Review/Appeal E#/ER
Are you making any other insurance or compensation claim as a result of this treatment? -
- N = No ; Y
BME AR - BT AERERRRA R SRR [ vo sew [ ves

If yes, please provide the below information. Zn% - aﬁ%ﬁ-‘k—l‘_ﬁﬂﬁﬂ °

Name of insurance company/organization: Policy No./Membership No.:
1RGN BB R TE: RE/BBiRR
PLEASE COMPLETE QUESTIONS 1 TO5 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
EEIMHEA SRR E a1 E5R8E1 EEARNEEEN/HtE 2R RERERERANELEER
1. Date and time of accident =4} HHARZAER Name and address of doctor/hospital Date

| | : OAM t5 B4/ BRI R I8 R il *2BH

MM B /DD H /YYYY & HREF MIN% O PM. FF
2. Where and how did it happen E4MbEERiEE

3. Part of body injured and type of injury SRR {52 9. (a) Please give the date of admission and the date of discharge.
SBREARRHEEER -
Date of Admission APFtHEE Date of Discharge HifwHEA

4. Present occupation (if more than one, state all) and exact | | | |
nature of occupational duties

T (EERWAET ) WARME MMA / DDE /[ YYYYE MME / DDE / YY YYZ&
(b) Please give the admission period in Intensive Care Unit, if any:

5. Name and address of business or employer SEREAMERUAEGEEER, @A

AR RE BB Rttt

From B To &

PLEASE COMPLETE QUESTION:SEG "_I;O lgl IF HOSPITALIZATION MMB / DDH [/ YYYYZH MME / DDE / YY YYZ
WAS DUE TO ILLNESS R/ ABrsRRHE6E11 (c) Have you taken any home leave during the hospital
6. Give a brief description of symptoms k& RR4E confinement? A EAEBRARARIM ?

o sgs [ ves 5
If Yes, please state the date and time of your home leave.
7. How long have these symptoms existed prior to the first m%E - FEFIRRIME Z HEAR SR -
consultation? FERBEE KEZHSHFESA?

8. Give details of consultations E2/85¥1& 10. Any relationship between the Registered Medical Practitioner /
(a)The doctor first consulted for this illness &RHSZHIBRLER Medical Services Provider and Insured / Claimant / AIA Financial

| | Panner / Broker?If so, please state the relationship.

B2 IR /RIS IR B AR A/ RIEN/ R F A5 R B
MMA /DDE /YYYYE RS/ RS ACE ERRAR - SRR
Name and address of doctor/ hospital B&4- /B&[57 2 %8 K ik

Date k&2 HHA

11. Other information HE&#$l
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Policy Number {RE55E

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

BERHOPFEAEERTZEL/FNELES

1. (a) Name of patient J§A 4%
(b) ID Card/Passport Number B1{7:5/:ERB5E15

(c) Age FHe (d) Sex {471

2. Hospitalization {¥fz
Name of hospital 2[5z %8

Date of Admission A [z H Hf Date of Discharge Hi [ HER

\ \ \ | \ \ \ |

MMAB /DDH / YYYY&E MMB /DDB /YYYYHE
Period in Intensive Care Unit A {3Z4]585&%8 HER

From | | | | To | \ \ |

B MME/DDE/YYYYE £  MMA/DDH/YYYYE

10. Brief discharge summary (including treatments, investigation
procedures, results and/or any complications and follow up plan)
HERE: (AERRLEARTE  SE2EINE  BR - HEBER
BRIESTED

3. Chief complaints of the patient relating to this hospitalization/surgery
AR/ F M ERRE

11. To the best of your knowledge, has the patient ever had the same or
similar conditions or symptoms relating thereto?
BT - WMALBIERE BB EERR ?
LI Noig® [lYes’
If yes, please state dates and details. 20175 - FEEREBAIIF R EZIFIER -
Treatment Dates 5274 HHA Details E¥{&
(MMB/DDH/YYYYHE)

4. Date of the accident occured or symptoms first appeared

BAHBRRHBEESE/ MR

\ \ \ |
MMA / DDH / YYYY#

5. Date of first consultation for this condition or related iliness
RAEKEZHEA
\ \ \ |
MMB / DDH [/ YYYYHE

12. Had the patient taken any home leave during the hospital
confinement? R N G2 BH AR EARIERRIME ?
LI Nogs [LlYes®
If Yes, please state date, time and reason of the patient's home

leave. 205 - FEFIRIMHZ BER ~ BRERERA -

6. Diagnosis of conditions 52

7. Surgical Procedure F{ij
Date of Operation F{ifHEA
\ \ \ |
MMAB / DDH / YYYY&E
Name of Procedure F1fj% 8

Nature 1428

13. Was the patient referred by another doctor?
RART BICHAMEES T 2
0 No 72 [JYes2
Name and address of the referral doctor #&4:B& 4 fht 2 Ntk

PLEASE COMPLETE IF HOSPITALIZATION WAS DUE TO ACCIDENT
HZINHEA e AAES AR

8. Present Prognosis IRRFERE

14(a) Present Condition of Injury IREFSEIERN

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

RAZHERME

(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 ZEEM R - BT RALERETETRATE
THeL{E ? ZBHIRARMR -

9(a) Was the hospitalization / treatment medically necessary?
BRI R
] No 2 []Yes 2
If Yes, please give details. 212 - s&5Hil< °

(b) For the average patient, what is the usual duration of
hospitalization for this sickness?

—HEmE - FRERZ IR HE -
(c) Was it possible to provide this treatment on an outpatient basis?
ERRRERTEFIRSETT?

] No 78 L ves &
If No, please give details. Z0EE, s5z¥iM< °

Name of Attending Physician/
Specialist (with qualifications)
2/ BHBLEEE BB

Signature (with chop)
=% (EH)

Address and Telephone No. Date
ik R EEE HER
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Policy Number {RE5E1E

PART Ill CLAIMS DOCUMENT CHECKLIST
E=EMD REXHBER

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.

FEFGEEILRARIESTAVEA SRS L X 5 - NAGRENEME _S'ZZIEZF SEIE/FRIREEAE » B—OHE T REIIEAN M 5 BEERIE - BH

{FEJ FEABEYE T 2 RERSHEHHEM A TREERINER  HME %ﬂ%ﬁ??ﬁiﬁﬁﬁ%ﬁiﬁﬁﬁ/ RRURIGRRR /IR ERER - RERIVEREH
&y AR E’Jﬁff?ﬁﬁﬁaﬁ Bk

Hospital & Surgical Hospitalization Benefit /
Document Type X {455 Benefit Hospital Indemnity /
(R R il Ho:spﬁal Incor:ne Benefit
EBREE/(FhEE

[ ] Owner's ID Copy

RESEANHS HITRA N v

[ ] Individual Hospitalization Claim Form - Part 2 (OPCLMF03) N J
{EFRBEEREEE - F 65 (OPCLMFO3)

[ ] Laboratory/X-Ray/CT Scan/MRI/Pathological Report(s) N N
1LB8/ x-St/ ERSIRH/ BB //RIEREER S

[ ] Original Medical/Hospital Receipts and Statement of Charges (Claimed Amount: )
BlE - BN/ INRE A (REEH: ) v *

L] Hospital Discharge Summary/Sick Leave Cert with clear Diagnosis (Period: From

To ) * J

HiRRHERE/ S BB R R E (RSEY: & ES )

[ ] Photocopy of Hospital Receipt and Statement of Charges * J
Bfr - BRlE/ WEERILX

[ ] Compensation Breakdown from other Insurer/Party N *
E R AR B 2 B ERE R

[ ] Request for Return of Original Document(s) (OPUAIF28) * *
REIEAN RS (OPUAIF28)

[ ] Individual Life & Group Claims Arrangement Form (OPCLMF61) * %
Sk R EREREERERIg (OPCLMF61)

[ ] Photocopy of New Born Baby's Birth Certificate/Other Supporting Documents (Only applicable
for Maternity Benefit Claim) * *

AL R IR/ H M A B EIA (RERRMRERERE)

\ Required Documents & Z& 37 {4 % Optional Documents B3 £

AlA e-Advice " EFREFBENE | (Please mark a "X" in the box to apply for this service. B FAIAXERsE BRI S HA 4R GBI L "X "85 - )

I: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".
EZE T RIBETEME | LRI - 2Ll RS REM TIHREIERE (08 ) 2B KBRS LSk HDE S SEME T HENENE - LARE " &35
BFRIE | B HEFRIEHER -
*Email address EERHbiE: Signature Of Owner 38 A% E

Other policy number(s) Efth{F B 5EHE :

(Not applicable to Personal & Accident policies started with policy prefix A/E/P and Personal Lines policies with policy prefix C. A& MR E SRS 7 & AA/E/P
ZABBIMRBRERREFBFEACZEARRIERE -)

# For details of the Terms and Conditions of the "AIA e-Advice", please visit AIA Customer Corner www.aia.com.hk. HRIEF R IEH2 3#1E - 355 Awww.aia.com.hkz R EZFEHZRE -

* Email notification for this claim will only be sent to the email address provided in this form. 2 ;%882 [ARBANER & BIE L FRIEA G H 2 BEH L -

Claims Payment Option & {fE{E 7%

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

DRNERER T BFARRE | 2FF  AATSSBEREBAZREEZETFO -

If the transferred amount exceeds HK$50,000, we will issue Hong Kong Dollar cheque to you. 2188 A 2 £%E= 5447750, 000 - ﬁ{Fﬁ@é’é‘&‘}%nﬁ—,—%"%ﬁT
If e-Bankin has not been registered, Claims benefit will be paid by Cheque in: #NkEEEEH T SFAKRRER | @ BEESEESLTES (] SHEIEA.

[C] Hong Kong Dollar 35t
] Policy Currency {REE &5

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. I/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/BFABMERENEZAASRBREENRFEERMEH M (NER) Bz RERREREL%E - Hit - REEENSTHNREERLIIMIE
i ORZRER ) ERBIMEMIESAIDMNEM RS A RNEMEH R -

b. AA/HMBARABMAN/BFIEREMRE TAEHNARIEN EEEH T FA/BMABRAENENRRER  MEZEHEEHEEERIRRKEE
ARNEEWRIREMEE -
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Policy Number {RE5518

Important Note ;3B EIE

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 Il "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. BEEEERINEEHRERE  BEREERBHREXH—HER - BRARREREMTET 22X  F2RLREE=NHZ REXHSER" -

b. MASEFRRFEEMASEER llll fBfk » BEE ) TABTEERESHMIRERBEREMATEESR -

DECLARATION AND AUTHORIZATION = FH K 154

|/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 "Company").

AN/ BMRBHL LB BERAZENERREEZLARIERE (ER) BRAT CUTHE AT EXZEERIHAN/HMNZBERE  BRMEZBEBRIES 28T -

I/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 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/ BFIRAE -

a. (EHAMBREET AN/ Y/ BIFEAZ T RO - B (EAHER ) 25818 BB © MESE) #%‘EmiﬂuEﬁEmE‘Eﬁfﬁﬁk/ﬁﬁ/?&ﬁ)ﬁé/ﬁz%% AL @S
%géssﬁﬁﬁﬁﬂ TERE - BMEAR A/ P/ ARRATETERKEES - BB AT EERN ﬁﬁZKA/ithﬁ/?&f%AZ%EJ';’KAEﬁu%AW FRULRREER - WIREEZ EAHEIARE

b. BARNIEMEIRA 25 SEEESILERFT  BAN/ B/ RN ETE 2 EREHE AR - WERAN/ B/ BEAZBREIUETERRME - FAREAPERHBRL SRNEESES
zl’ifég&@ o WELEEEIE  EUTRA  BERRERMZIARR « BKR - BEFEELE BURSIBEABERENRZIFS RERMAEHEAEY 55 BaTRAKRESRZEE
F1LER -

PERSONAL DATA COLLECTION AND USE

I/ 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 utilized in accordance with the AlA PIC.

1/ 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.

BAERKERFER

AN/ BFIRERAN/BPICEERABRAIABAZRITERR ( T AIAFAZRURSESRA, ) -

AN/ BPTERERBEAREREHSEATTRELUEMAZBEMNS « SEEFEATMEAES RRENAA/FHF
AN/ BHMNRESIRENEMBEN - ﬂm?ﬁAlAﬁkﬁ#iuiﬁﬁﬂg_uﬁ%Eﬁﬁi

AN/ BIMNBREE ﬁAlAﬁkﬁ*lﬂﬂﬁiﬂﬂﬁﬁ:IEH’JW&?’I‘*:RESS%ZE_A/ﬁﬁH’JﬁkﬁﬂEE% ANREEEEER)
B R GN{RE R RMIES) BN FAIABAERINEZ RS NERAZA -
AIABABERNEZRANRIARAR LT #8i TE : www.aia.com.hk - &r]A&ARIZERE °

Signature of Witness Signature of Insured/Claimant

RILNEE RRN/BBEAEE
(Please do not sign on blank form and use the signature on our file. 5 IE EHRIE L F
Z 5 URRERMEERHEE -

Name Name

£ e

Date ID Card/Passport Number Date
B3 B1H38/FERRS [=):t]

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.
IR REEEVERARRAEE  BEXFARNE  BITTHERR/AEREARE -
Please complete the following information if the signature is not given by the insured. ZZHEHIEZEA » FHEBETHEH -

Name of Insured Relationship with the Insured
ZRALE (in block letter IE{£& %) B RARAR
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