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INDIVIDUAL LIFE — OUTPATIENT & DENTAL BENEFITS CLAIM FORM &P RFFIE B YRS E OPD

AlIA International Limited
(Incorporated in Bermuda

with limited li

ability)

If yes, please provide the below information. #1175 , S52HTHIEH -
Name of insurance company/organization:

Rig QRIS RTE:

Policy No./Membership No.:
RE/& BimE:

Policy Number Name of Insured ID Card Number/Passport Number
RESRHE ZRAEE SRR/ RIS
XXXX

Area Code Agency/Broker Name Agent/Broker Code

Bt EESHER/ A BE BRI/ AT IRNS ey
Operations Team Agent/Broker’'s Name Agent/Brokers Tel. No. .
EIEERHAR EEE /S EHEE /TSR 8152043
DNew Claim &ra(g DFurther Claim mrEaE EIPending Claim 7&5hpasE EIReviewlAppeaI EHYB

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

BMERAR BT A AR AR I A [ne s [ves s

Any relationship between the Registered Medical Practitioner/ Medical Services Provider and Insured / Claimant / AlA Financial Planner / Broker?

If so, please state the relationship. &7 2884 /ERRTFIRME MR N/ REN R IR TE K BIRER RIS ATATB EARAR, ST

REASON FOR CONSULTATION #zZERH

Please complete questions 1 to 5 if consultation was due to accident Please complete questions 6 to 9 if consultation was due to illness

(MMB /DDH | YYYY£)

HBINZ G HABRHRE1ES b s il e
1. Date of accident =4\ H#f I | 6. Give a brief description of symptoms iR KA

2. Where and how did it happen =B R&E

3. Part of body injured and type of injury S{gzpyR{E2e

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

HERBHEERKREAEFESA?

8. First consultation date for this illness &/x#iz2 HER: I—I

— (MME/DDEIYYE)
4. Present occupation (if more than one, state all) and exact nature of | g The doctors who had seen for this or similar past condition
occupational duties ZIf ( Z753METIR ) MLAT R B LRIRREE AR RN B AN
Name and address of doctor/ hospital Date
5. Name and address of business or employer R &8 &1& &tk BE4 /B iE Rtk HEA
BENEFITS TO CLAIM Z={E%E5!: Please check the appropriate box(es) S E ZoF&1E X "5E:
[| A)OUTPATIENT BENEFITS PS2sizs”
Date of Consultation k52 HHA Claimed Amount
Please check the appropriate box(es) F&EFYiEE Z2fEH L X5k (MMA /DDH / YYYYZ) HELEE
[OJGeneral Practitioner Consultations ¥3ERIFI2ZEH $
[Ispecialist Practitioner Consultations EFfIPI2HH $
[CIDiagnostic Procedures and Laboratory Tests* S2#if2R B{LEAZ RIS $
[JPrescribed Medicine and Drugs” @A EEH" $
[CJAlternative Treatment ( including medical treatment performed by Chinese Medicine $
Practitioner, Physiotherapist and Chiropractor)
SRAR(EEHPE - YIDARED - TERSREL BT EEER)
[Psychiatric Treatment ¥y Ak $
[Jvaccinations and Health Check-up {ETEEHE RAERE $

* Please attach with the doctor’s referral letter. S&EREEAFENSIEIS ©

"Submitted original receipt(s) must be bearing with the diagnosis, treatment details and/or type of laboratory test done and is/are certified by the Registered

Medical Practitioner/ Medical Services Provider. 2322 IEAUTIEAJEMNTE R MEE £ /ERRISIR BT ZERER - AEFERSEREARIER -

“Please attach with the prescription which is prescribed by the Registered Medical Practitioner or Specialist. F5&[F)en3H 884 s SRIBE 52772 ZEMIRRITEIS -

[ B)DENTAL BENEFITS ZFfimat"

Date of Consultation RE2HE] Claimed Amount
Procedures I5H (MMB /DDH / YYYYZE) RRLEE
1. $
2. $
3. $

*Submitted original receipt(s) must be bearing with the type of treatment, tooth (#) treated, i.e. which tooth is treated, and reason of treatment must be given and

is/are certified by the Dentist. $23x 2 IF AR A BMIE R A BATR 2 EREEE - AR B E/RIER T BN RIRS AEIER -
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Policy Number {RE5E1E

Important Note ;IZZIg

a. In order to 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’s “Claims Document Checklist”.

b.  In case you want to claim for other benefits such as accident, hospitalization, 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.  AFEEEEIHEEHNRERE  ARLREEREMRMEG—IER - BRPFEREMBES 23X - F2ELREZ REXMGEEER -
b. NEETHRFAEMISEIER - 20 : B EBR B BEF  BARITER REXERMNRERERBMAFRES -

Claims Payment Option Z{{RE{K5%

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

EMINERER " ?kﬁﬁﬁlﬁ% 1 ZER, AAREHEESIEEAZRERITAO - _ _

If the transferred amount exceeds HK$50,000, we will issue Hong Kong Dollar cheque to you. ﬂﬂﬁé)&Zﬁ%ﬁf—Tﬁ"}%mSO 000, FMIE3EHABTZZHERET -

If e-Bankin has not been registered, Claims benefit will be paid by Cheque in: Ak EEREA T SFARR J, BEDEES LI EL (], GEERA:
Hong Kong Dollar #Jt

D Policy Currency {RE&#

I/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 |/we opt for payment of any benefits payable under the Policy in the Opted Currency, |/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. ANEFPEMEREFNSCIIRSRBREEGH MR EH T (WER ) B BREGRARE - Rt RUEZLSTPBHREGHELIMIE! ("REEY) fFAIKER
AL EFHNEE R B E A RBERTRAZ RS -

b ANEFIAARRABNANEPHEHEEARE FAEHOFISFIEL REER T ANBEMRBRENENRRELE MZEHEEREERIRNKBEARNRNBEERREMET

DECLARATION AND AUTHORIZATION %2 B &7 iS4

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 "Com

y")-

AN/BRIRBAYN EB—IEEERATEMAE R EXARFERR (EER) EKE’A_J (LTS8 AR ) B Z BIRTIRAAN/HPI2BERY - BiREs BRERCE2HHM -

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/ BV -

a. EMABEEAAN/HIY/BEAZ T  HRECH - BN (EMHER ) 25318 « RN - RES AR @:.E?i)i“‘i’72:‘SZH—;?%$A/&1F‘1/#)§1§U«9EZ*§E#§~%Eﬁ§32k:|:_‘l‘ﬁ]
;}’g%ﬁizéﬁ BEH - TERE - BMEAN/ P/ ARRATECHRKEES - IREBMARTFRARNS  MAN/ B/ RRAZERARBREATE SR EOR - LIXEEZ EAREIAR

b, RIS EFRET RS BESILR B A/ REAETHAZ AT SR - LA/ REAZ WRRETBRETE AR RE Rl AR SHNERE
izgggﬁl#ﬁ{t% HEIE - BLTRE - EERREMZOAED  BER - BRFELE  BERBRARREIRIAS ARRAMAENENEY 55 B4 RARE

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 AIA 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 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.
BEAER I ERERH

AN/ BFRERBAN/BMEMERBRAIAMEBA B ERZE ( " AIAMBABERERE , ) -

AN/ BFRARABEARBMENEARTRLUEMGERENT « BRESENEAEATHREERA A/
BAA/BFNEESREORMEE - TRBAABARHNERPNERERH -

AN/ BFFBREBMAABA TR E R BWE FEREEAAN/ZFANVEABEHERE WRETEEE
29) 5P (R B RPIER) IV FAIABA BRI FRARMENEREZEA -

AIAEAE R SRR RITARARI A LU T #85L T & : www.aia.com.hk - R A][A &2 R)ZREY

Signature of Witness Signature of Insured/Claimant
REEAERE RN RBEARE

(Please do not sign on blank form and use the signature on our file. HFEEARBLERE - Wk
FRBREERFE )

Name Name

" "

Date ID Card/Passport Number Date
HES BB/ ERETS HES

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.

IRARIFEEVAHZRARE  BERFRAANE  AIHERREEHEARSE -
Please complete the following information if the signature is not given by the Insured. ZZE&EIEFFEA » FHEETHEH -

Name of Insured Relationship with the Insured
SRAE HZFEARIR
(Please provide documentary proof for the relationship. :5$3ZRIRIIAAHE - )
Countersign by Agency Leader Date
EEEIEER =Pt
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Policy Number {REESEIE

CLAIMS DOCUMENT CHECKLIST ${EM {82k

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

outsnde parties to assess your claim. As the time required for obtaining the information is vanable the processmg time of your claim will likely be longer.

5[71&?\2*&# S‘L'E’J§$Kf¢$%3ﬁﬂiﬂ_t X5 ﬁﬂ&;&@&'ﬁixZEK ’?HSHE/FE FERE - B HHEX JEIEIEKK# o BHEERIE - BHMETERBRE T 28EBHE s E A L3R
BB/ B

Document Type K{‘-‘Fﬁﬂu

[JOwner's ID Copy (if not provided previously) {RE#HFH ANSAERIANLIFLZEIRT)

[JDocumentary proof for the relationship of the Insured’s parent/legal guardian (if not provided previously) R AR R/ 58 # A Z AR LIELR B3

[JSick Leave Certificate with Diagnosis (Period: From To ) ﬁljﬁ it EEH,Z;"{E FAAE (RFER: F )
[]Original Medical/Hospital Receipts and Statement of Charges (Claimed Amt: ) Bfx  BRUB/EBEILS (RESH )

[OPhysiotherapy / Occupational Report 4JFE iA5/i; 3 AR

[JCompensation Breakdown from other Insurer/Party Efth{f&/A R el i 2 B EME R

[ORequest for Return of Original Document(s) (OPUAIF28) iREIIEAI f4FRzEZRIE (OPUAIF28)

[O!ndividual Life & Group Claims Arrangement Form (OPCLMF61)E % K [BI8882{E 2Bk & (OPCLMF61)

[JDoctor's referral for Specialist or theraputic treatment ZFI8& 4 sy 455 /6 FEBN S

[OLaboratory, X-Ray, CT Scan, MRI Report(s) 1b&f « X-¢ « BE§IRHE « AOLERE

[JOthers, please specify: Hith, FEFUER:
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