AlA International Limited
& (Incorporated in Bermuda with limited liability)

Q1> MEDICAL CLAIM FORM B3 B2 (& i 35 &

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) £ —3# (HSRAZHFAESR)

Policy Number Name of Insured ID Card Number / Passport Number
REERT SZRAKR SER / ERRE
XXXX
Area Code Agency / Broker Name Agent / Broker Code
& IF 4R EEBHER / REETE BB/ KLRE
Agency Code Agent/ TR’s Name Agent/ TR’s Tel. No.
& BHEB R EES | KiEnE EEB | REBKBER 01002137

TR Membership Number ¥t X &858 [ |PIBA [ |CIB [ | ANG ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Benefits to Claim &%

D Accident Medical Reimbursement Z /M2 5% B D Medical Reimbursement E& &2 F B {E
|| Accident / Weekly Indemnity E 5 / S8 || Hospital Income / Benefit {£Bz A 5. / Hi%
D Maternity Benefit 7 28% D Voluntary Group Assurance E & BB {RFE

Remarks: Please take the appropriate box; otherwise we will apply this claim to all of your eligible benefits.

T AREEAE  SURMBEERARERFEARENIERERE -
EXPRESS CLAIMS SERVICE 451R ¥ BZ R %

Please mark a “X” in the box if you request to have your claim be processed by “Express Claims Service” which provides payment for
medical claim which requires investigation. You hereby acknowledge that certain terms and conditions (as amended from time to time) shall
apply in choosing the “Express Claims Service” and agree to be bound by all the undertakings imposed on you by accepting the payment;
you also understand that AIA has not waived any of its rights in the Policy by making the claim payment to you. For details of the Terms
and Conditions, please visit AIA Customer Corner at www.aia.com.hk.

Y kM H&iiﬁiﬁﬁﬁj CERZERRELE (XK WRBAFETAENEERBELFLRBERE - ERIERT
B R LR R AR ZIEI?FHT{I“TE’J) H%Lﬁﬁﬁﬁ"ﬁt [SRIBREARTS | - WEIS @RS f’“éﬂiz*ﬁ‘ﬁﬁi’ﬁ TFRAARBRELRE
AARXEERENMREANNEMET - BRKRRAE > FE Awww.aia.com. thZi?BR =91

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

BERKEE  SERRHEMRE DR / HABRERRE? [ Nox#& [ Yes&
If yes, please provide the below information. 214 » FEHTIER -
Name of insurance company / organization: {RF& 2 &) / B ZHE: Policy No. / Membership No.: {RE / € E{R5%:

PLEASE COMPLETE QUESTIONS 1 TO 5 AND 8 TO 10 IF HOSPITALIZATION WAS DUE TO ACCIDENT

%9@1%)&**%%?1&&5&&10
tDseandtmestacsdent [ [ [ [ [ ] [[[[]  [[JLI]  [Jamts [rmTs

MMA DDH YYYYE HREF MINZ

2. Where and how did it happen
B B R KB

3. Part of body injured and type of injury
ZEMURESE

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

BE (EERBEYH) BURBS
5. Name and address of business or employer

NG EXE Y Eauil

PLEASE COMPLETE QUESTIONS 6 TO 10 IF HOSPITALIZATION WAS DUE TO ILLNESS E & Aft 5 E & EE6 210

6. Give a brief description of symptoms

e PUSTEE USRS N

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

ZERHAAEBRRDACFESZ A ?

8. Give details of consultations #385¥15 Date ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘

(a) The doctor first consulted for this illness B X Fh 2 M8 4+ &} KA HA NIMA DD WYVE
Name and address of doctor / hospital
B4 BiraBRitbit

(b) The doctor who referred the insured to hospital / other doctors seen for this or similar  Date ‘ ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ ‘
past condition EZEAWELER / A B ANFRBERERINELER k2 R VME  DDE YYYE
Name and address of doctor / hospital
B4/ BiREBRbit
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9. (a) Please give the date of admission and the date of discharge. FE1R AR & HFx B -

Date of Admission ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Date of Discharge | ‘ ‘ ‘ ‘ ‘ | ‘ ‘ ‘
AB B MMA  DDH YYYYE it B3 MME DDA YYYYE
(b) Please give the admission period in Intensive Care Unit, if any: 52 AR IAEIS B - EA :
From H ‘ Miﬂ)&j‘ ‘ DI‘DH‘ ‘ ‘Yylyg‘ ‘ To 2 ‘ MM)EJ‘ ‘ DI‘DEI‘ ‘ ‘YYLY¢| ‘
H tak h | during the h ital fi t? .
(c )W%/g_)%iuiggg%?nyﬁg'r\ntg ’;eave uring the hospital confinemen 7 No M Yes &

If Yes, please state the date and time of your home leave. ‘ ‘

WA - YIRS 2 A HIR B o

10. Any relationship between the Registered Medical Practitioner / Medical Services Provider and Insured / Claimant / AlA Financial Planner /
Broker’> If so, please state the relationship.

ERY2IMEs  BERBEHERIRA / ZEA / RAVBFUES  RRELHETARE BB

CLAIMS PAYMENT OPTION =% {3 B (& 75 3%:
IMPORTANT NOTE EE=1§.

For customers with FPS/e-Bankln registered with AIA, the claims payment will be deposited into the most-recently registered bank account.

ERNERER [EER] R [EFARRE] 2&FF 20 ASHBEENEEREZHNBLNEBTFO -

If neither FPS nor e-Bankin service has been registered or requested, please select a payment option below by marking a “X” in
one of the boxes. NRERLER [BEMR] M [EFARKRE| - FREXNBEFEZLREZRAE L [X] 5K -
|_‘ Deposited the claims payment (in the same Policy Currency) in the ancillary Future Premium Deposit Account(s) (“FPDA”). Terms of Use
of the FPDA shall govern and apply. (Applicable to MCV policy only)
Lxgﬁfﬁ;gﬁﬂﬁ)ﬁﬁf RIBIF AZIREMBRY Fﬁ%ﬁ&ﬁé? IIIJ o [RefEer0] NEASHERKRIRE - (EERMEEBR
B

T Paid by Cheque in policy currency LAMREEE M EH
|_‘ Paid by Cheque in Hong Kong Dollar LAE# s Z37 {f

(a) 1/ 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 AlA at its
discretion. & A / #1188 Eﬁﬁﬁﬁﬁﬂmz IEHﬂE?FﬁEﬁﬂE‘R BEERPTE M oM (EA) ST RREGHRE - Et
RAZEBLUSIAHNREGHIIINIEN ( BEEH ) FRAREEALSENENEE ABR D REIBMRA 2R -

(b) 1/ 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 AIA on the basis of AlA’s internal exchange
rates as at the time of the relevant currency conversion. A / 3 {f83 B R EIZANAN / 3K FYEIZAE R E T AT4E L RO 28 5R08 2
[BEEH | XM AN/ RMRAERERFHLGER  MZEEREHEEN LRMIBRAADREBANEE RILEMETE -

OTHER INFORMATION H & %}

IMPORTANT NOTE ;¥ 215
(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 on our website (http://www.aia.com.hk > Help & Support > Health Care & Claims> File a Claim). 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 AlA 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 rel uired for obtaining the information is variable, the processing time of
your claim will likely be longer. B{FEEBRMIBENRERFE  FHEURBERBBAREXH —FHER © BRI %ﬁf‘“ﬁﬁ?ﬁfxzfﬁ#
BSHRANBE (http /lwww.aia.com.hk > BEFEXE>RERZRE> RE) o ﬁDﬁAZEIElEﬂEBQZIEZF%%H&}F/ SRRALERE - B —OHE
ﬁ& REEARTH | BFERE - ERMEZEREZE T 2 BERFOSREMA LT RIRENER ?%Fﬁ%i%%ﬂf@i&iﬁﬂﬂﬁ%ﬁﬁﬂ&éﬁﬁ/
NI /?xﬁEEF’ﬁ I?HBZEEQ%I@#%E%  BERENERREERE -
(b) In case you want to claim for other benefits, you have to complete an approprlate claim form of that respective claim type and file it in
together with the necessary supporting evidence. MNZEFE R FHMEEER - HASTEREREXHBENRERBREMNAMEEH -
(c) Please submit your claim application to our AIA financial planner / your broker / IFA or send it to us at the following address: &5 &#Y
RERBTFRABUHERIBERE ENRIGER/ REER - ABWFEUT i
» HK: AIA Wealth Select Centre, 12/F AlA Tower, 183 Electric Road, North Point, Hong Kong
B RIBMBEPL 0 BELAEBRIE83 HRIBES121E
* Macau : AIA Customer Service Centre, Unit 1903, 19/F AIA Tower, Nos. 251A-301 Avenida Comercial de Macau, Macau
B RARFRBEFO - BPIBEKFR251A - 30135 K HE S 1981903

AlA e-Advice [RAEFREHE ]

EI (Please mark a “X” in the box to apply for this service. B T MR EFFE L RHEEREHEAB L TX] 5 )
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, sub ect to the #*Terms and
Conditions of “AlA e-Advice”. Ffii& FE,*»B FERAE] B8 LR B LREREMTIIRERE (0F) 22 EWREERENEL
EBRPEFEEHERTEHERBHNE  WRE [RAEFRME| 1 HRRRGHER -

* Email address Signature of Owner

E L FREAEE

Other policy number(s)
HABRERE:

(Not applicable to Personal & Accident policies started with policy prefix A/ E / P and Personal Lines policies with policy prefix C.
TEANRERBFER A/E/P ZAFEMBRERREFBFERCZEATYRBRE )
# For details of the Terms and Conditions of the “AlA e-Advice”, please visit AIA Customer Corner www.aia.com.hk. 5 B& T R &4 2 5518 » 35 % Awww.aia.com.hk
ZEABEFEEZH -
* Email notification for this claim will only be sent to the email address provided in this form. /&> I BNERSEME R REAFTIH 2 EbuE
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DECLARATION AND AUTHORIZATION 8 K 5 #&

| / We DECLARE that the answers given above are true and complete and | / we have already paid in full to the attending physicians for the

medical expenses specified on the receipts which | / We am / are now submitting to AIA International Limited (hereinafter called “Company”).

AN /EMREAULE-—EERAZTENERRBERR AR RE (BB BRAR (UTERE (28] ) EXZEBDIBEAA/EMZ

BERY  SEBEMHcBRERLSEHAN -

| / We hereby irrevocably authorize ZX A / BAFZXISHE -

(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. EAAIBREERA / FM/ FRAZIE - FRELHE - BIHHEL (EMER) 2:#15
BEMRR - PEREAEERZALCERBRIERAAN /R WRADBZEE - ARZAT - OEQAREBEFTHER  TEHE
BIEEAS A  HA  HRAFE TR KRGS - WEEBENATEEREND - MAA/ B/ BRAZEERAREZATEZIRREEOR -
HREE Z ERERAEEEN

(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. B R R REMER A 250 S BERILEET - BARA / BF /I WRAETAFEZEBETER
B > WEAA / BF FRAZRERRETEZRE  FREEBLRFREAHEEHRNBHESE  7EHE - KE(BEEE -
BIFRR - EEREREE MR - ¥RE - BERFDELE BUFRIBRRARRZEIRZHES - RERGAEREANEY - M -
BETRERERZEES(LE -

(c) All personal information obtained herein is collected for the purpose of, (i) assessing, processing, evaluating and determining your
requests of application for medical claims or services referral and (ii) analysing, investigating, approving and / or determining your claims
submitted and will be transferred to AlA’s authorized medical panels or its relevant associates / nominees / subsidiaries (“third party
administrators”). You authorize us to transfer your personal information to the third party administrators and further give your consent to
all third party administrators who / which are in receipt of your personal information that they may process your personal information and
transfer all your processed personal information to us for the administration of your insurance policy and provide insurance services to
you. Without your voluntary consent, personal information collected will not be transferred to the third party administrators. You can
choose not to provide the personal information required, but that will result in not qualifying for receiving any of the services above.
FRREMEAERSWAE () 51 - B2 - ERREEENZERFIRBENR (i) 247 - #BE - R/ IBEENRERF AR
BRZERIRBEE:ERASIHABZMBRE / REA/MBLAR ([E=ZAEEA]) - ERERMEBENEAERETE=S
FEBA > WE-PREMEE=FEBAZRIEHEAERE - P UEBENEAENLEENEAEREBERRBIERE
REFTHEE  WARATRERERE - AMFRENEAERRQEREETEEBEZE=SEEA - CURETORMRUMENE
AER EER T REEHR R S LAV BRTE o

PERSONAL DATA COLLECTION AND USE 18 A & R W5 & 55 F

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

BA I BFEBEIAA/ RMAECHEREA AIA BAERKERSE ( [AIABAERIKEZR] ) - KA/ EMH
BURESEARERARE AR TEUEFAGTERERS  GRJGENEAEAERRBEREA / RN
AN BANRESIRENEMER - TRE AIA BAERBEBRBERER - FA /| BRANEREEH AIA
BAERKWERPMAENETEREERAA / BANBEAEBRZESE (MREEETBER) SR (MREXR
BPER) BHNFAABAERREREMBNERFRZA - AIA BAERIKNERBANRITARA TR T #iut
TH : www.aia.com.hk * R A& AT EE °

Signature of Owner / Trustee 3B A / S5 EA RS Signature of Insured, if other than Owner / Trustee Z R A% E -
(Please do not sign on blank form and use the signature on our file. | fd3F¥5H A / {55EA (Please do not sign on blank form and use the
BOEEARBLEE  IRFRESERERFE signature on our file. FNEZARIE LEE - URRERHERERFE
—2%) (Whose age is 18 or above F# T+ N\BERU L L EHE)
Name Name
®A HE
D Card/PassportNumber 5 1755 /£ 85515 | Date HHA ID Card / Passport Number Date
S0 | ERIRT HER
Relationship with the Insured Signature of Witness
HEZRANBIFR RIALAZEE
Name Date
®H BE

# Download our mobile app AIA Connect to
3 manage your policy anytime, anywhere!

g THAIA [REZ | FREARKUERR
) EEEMRE
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PART Il TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES

EoBORFAREREIDELE  FWEBLEER
1. (@) Name of patient

BALEE
(b) ID Card / Passport Number (c) Age (d) Sex
B [ BRI Fie 45l

2. Hospitalization 1£P%
Name of hospital 8z &8 :

Date of Admission T | [ 1] [ [ ] ]| Dbateofbischarge [ T T ] [ ] ] ]
e B0 O L OB O
Periqg in‘Interlsive Care Unit E M To &

AERTAESD A o MMA DDH YYYYE o MMA DDH YYYYHE

3. Chief complaints of the patient relating to this hospitalization / surgery % ¥z / FHINEERE

4. Date of the accident occurred or symptoms first appeared B)X HIRfE# B == /34 A H1 ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘

MMA DDH YYYYE
5. Date of first consultation for this condition or related illness & A &BX3R% B # ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘
MMA DDH YYYYE
6. Final diagnosis / Pathological diagnosis S #&#2 & / FIE2 KR ICD-10 code BB &% 2 $ R EF(ICD-10)
7. Medical / Surgical Procedure 5% / Fi2 % Date of Operation ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
Fil AN MMA  DDH YYYYE
Nature of Procedure F il &8 CPT code B Ai{¥ F B & BRI AT =B 101

8. Present Prognosis IR

9. (a) Were the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, and were
medically necessary and recommended by you?
BARE - AERARAE (F) RAENLAZEHEEEBEMEREBEMERHBERR? [ Tvesz [TNo
If No, please give details. &2 » iz o

Please answer the following questions if the insured requires hospitalization &SR A EE{XFk » FFEZE LU THEE :

(b) Were the medical test(s) and equipment for the procedure available only in hospital? [TYesz [TNo=&
ZRERFMAENRERTERBRAR?

(c) Can the medical test(s) and the procedure be done on an outpatient basis / at day surgery centre? [Tcanau [ | cCannot Fayit
ZRERFMAIREMD | BREFMFOET?

(d) The surgery could only be performed under general anaesthesia? []Yes2 [ ' No&
FMRELETR SRR T ET?
For surgery under Monitored Anaesthesia Care, please specify the reason for hospital stay. 213 i £ S22 i T #1T, sE=E B IR R A -

(e) Please indicate the clinical risk(s) and medical reason(s) for hospitalization 53T B3 iR AR Bk & BB BB RE :
Current Health Status (Co-morbidity) IBREFEMRR (SHHE)
Please specify ;E8AmERREA -

Expected higher risk at operation Y8 8} = F 17 &k
Please specify s BATEAT :

Expected higher post-operative risk TEERE & F i 1% B K
Please specify s5Bi#ERRAA :

Others, please specify the reason for admission and hospitalization: Eth » EFALBAR R BRNERR :

Py
(=)

(f) Is it a case of emergency? &= & E2ER ? =
If Yes, please specify. 12 - 3HAHEEAA - []Yes = [TNo
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10. Brief discharge summary (including treatments, investigation procedures, results and / or any complications and follow up plan)

HEEBE : CAERUBREETE - BEIEWE - SR - SIEERRERS)

11. To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
%@Tﬁﬁiﬂ ’ ﬁkuﬁﬁﬁfﬁﬁ%ﬁﬁiﬁﬁfﬂ7 l_ No ;ﬁﬁ I—Yesﬁ
If Yes, please state dates and details. 20175 - 353 AR ERER

reatmeneDates [ | | [ | | [[] | | | Detas
el MMA  DDH yyyyE
12. Had the patient taken any home leave during the hospital confinement? |_ No 88 I_Yes B

RABREAEREBERIMN ?
If Yes, please state date, time and reason of the patient’s home leave. T4 - ;E5IBASNE 2 BH - BEKER -

13. Was the patient referred by another doctor? No F & Yes £
FARTREHEBBEEN ? [iNowe  [ves 2
Name and address of the referral doctor ¥4\ B& 4 Ay 2 Fl stk :

PLEASE COMPLETE IF HOSPITALIZATION WAS DUE TO ACCIDENT E = /NS S AR FEE LT

14. (a) Present Condition of Injury BHEZEER :

(b) Patient’s occupation and exact nature of occupational duties JEA 2B ¥ RS :

Bearing in mind the patient’s occupation, in what way do you feel the injuries would / would not totally prevent the patient from working?

LU A 2B - M TRARGZETESHATETRIE ? BFIHARE -

(c

-~

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

AN HRFEBRALPFE LFHEENERETA | RAFAKAEZSE -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) 2% (&EN)
TP/ ERBEENRE (BE)

Address and Telephone No. it & B 5% Date BHA
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