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CRITICAL ILLNESS CLAIM FORM

AlA International Limited

(Incorporated in Bermuda

with limited liability)

fEBRERHE R R
Policy Number Name of Insured ID Card Number / Passport TR Membership Number
PRELERES ZRAGA Number SHH}FEERHS / FETRARNS| HHAARE BIS
B123456789 CHAN TAl MAN A123 XXXX
Area Code Agency / Broker Name Agent / Broker Code [Jeea [Joe  [Jane
EIARR BRBHER  RACHE BB / TACHES | | | | | | | | | | |
Z8 ABC-12_DEFG 01234
Agency Code Agent / TR’s Name Agent / TR’s Tel. No.
B3R BRI BB RIS BEE | RICHEES 08382073

CHEUNG SIU MAN

91234567

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) HF—#% (32 H A B AHE)
NATURE OF CLAIM AND RELATED DETAILS BSfEMBERERER :

1. Name the critical illness you are claiming for.
RS R R AT

1. CORONARY ARTERY DISEASE

Al % 0T — YR -

2. Date of first consultation 2.
HXKREHA |ll/03/2018|
MM / DDH / YYYY4E
3. Describe the symptoms from date of onset. 3. PAIN

4. The name, address and contact phone no. of the doctor you first
consulted for this illness.
EXRERIR T RS B A4 > ikl JBH& RS -

4. DE CHEUNG TAI KEUNG RM 1011 CD BIULDING TSUEN WAN
21234567

5. How long have you been having these symptoms from the date of
your first consultation?
B MEEZXCREZHR » DL ERRBOEF RS A ?

5. 1 MONTH AGO

6. The name, address and contact phone no. of your regular doctor.
B NEHKZZ B A4 - Mk BORRAR R R

6. NIL

This form is applicable for making claims against the policies issued by AlA International Limited (hereinafter called “AlA”).

PEFAR BN AR (B A IR A BT RS AR )RS3 PR ERRISRIE PGS -
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Policy Number #RE535HE B|1|2|3|4,5|6|7|8|9

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION {2 k&2 R fEFhescsk ¢

7. Please give below the details of any doctor(s) who have been consulted in connection with this illness.
ST TG R Hot B AR o R R A R
Name(s) and Address(es)

PR et

Consultation Date(s)
Kz HIH

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

8. Please give below the details of any hospitalization in connection with this illness.

AETE BB R AR (ERGiC sk -

Name of Hospital(s)

B

Date of Admission

Abse H i

Date of Discharge

Hile H i

ABC HOSPITAL

12/01/2018 |

MMH / DDH / YYYY4E

12/03/2018

MMH / DDH / YYYY4E

MMH/ DDH / YYYY4E

MMH / DDH / YYYY4E

GENERAL High

9. Have any of your blood relatives suffered from a similar or related illness? If “yes”, please state.

HREBET AT EEHRSERC AR 2 [ G

© RHEE T -

Relationship of Relative

B R R

Nature of lliness

fESHR

Date lliness Diagnosed
=k

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

10. Are there any other ilinesses / complaints treated for or suffered by you prior to this critical illness you are claiming for? If so, please give full

details.

R MR R R SRS 2 PORATE TR ESoR 2 20 7

SO R R -

Name of Hospital(s)

BT

Date of Admission

Al H i

Date of Discharge

Hilbe H i

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4:

MMH / DDH / YYYY4

11. Are you insured for similar benefits with any other Company? If “yes”, please state.

03382073----4

M TR EHEAFIREDERRE 2 a1 “F" - FFHEE T -
Name of Insurer Type of Benefit Amount of Benefit Policy Number
/A AR BAREHH PRELGRNS
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Policy Number {REESERS B| 1| 2| 3| 4| 5| 6| 7| 8| 9

AIA INTERNATIONAL LIMITED
RIDRM (BIE) HERAR
(hereinafter called "AIA" DI f&fg" A& FARka")
DECLARATION AND AUTHORIZATION EBH Rz 4574

Claims Payment Option SZ{-JB5E A%

Please select and mark a “X” in the box of the selected payment option.

SRR THHE TR A A E] | TX B

[ 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)
DIAERER (R B LMK A B AL IR BB TR T BLB RS - T BIS RIS 1 RO A S2 o P BRI - (IR AT RS R A st A
TS LR )

Paid by Cheque in policy currency DI B &S 2= <)

[0 Paid by Cheque in Hong Kong Dollar [}z 25 37 <)

(@) |/ 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 AIA at its discretion.

AN T BAHE R (R B S Z SKE R IR IR R B R BB 3 o i (WA ) Pl o AR B IS OB ME o (AL > SR @B DIRSR
AR IR B DISM s ( T EEEE ) ) (ER ORISR & B A F R B S et RS -

(b) 1/ We understand and agree that should I / 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 AlA on the basis of AlA’s internal exchange rates as at the
time of the relevant currency conversion.

AN T HRMAAKFEEAARN [ BATEEA R SRR RSEEDL TR S AN | BRI ER SRR s A » atze%
S B B R HURH IR A F IR P B M S R R E -

Important Note EEEIH

(@) 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 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.
Ry BERE AR AR IE RS - SEIG TR R BRI U —DFHIRAS - HRHFR T RE AT TR S » 2B AFNIME (http:/Avww.aia.com.hk
> BEE > RRKGRE > RE) o ACGRIEHT 2352 IEARRREE [ WBEERE - 3 —0RRE TRIEIEASE | HERE - ARIMTERERE
BRI BB R3S A A SRS NE R BRAMTERB A B A SR BN | I IREsRER [ BN - RIZREUE RE R » WS SR
FEIFEERE -

(b) In case you want to claim for other benefits, you have to complete an appropriate claim form of that respective claim type and file it in together
with the necessary supporting evidence.

AR TR H G AN B - B SSA THES ROR B AHRR SR B FEE FASFOT R -

(c) Please submit your claim application to our AlA financial planner / your broker / IFA or send it to us at the following address:
T RRIERE RS T ARSI B R BN | R CRBR AR | e - B A B LT sk
¢ HK: AIA Wealth Select Centre, 12/F AlA Tower, 183 Electric Road, North Point, Hong Kong

T KRG > BESILAERIELS3 SR S 1214
e Macau : AIA Customer Service Centre, Unit 1903, 19/F AIA Tower, Nos. 251A-301 Avenida Comercial de Macau, Macau
R KFRE PR L - MRS E 251A - 30157 A F 551911903

Levy on Premium {#&%&E

Important Note & Z5E

The policy owner is required by the Insurance (Levy) Regulation (“the Regulation”) to pay to the company the premium along with the prescribed levy
which will be remitted to the Insurance Authority (“IA”) by the company. Any failure to do so may result in a breach of the Regulation under which the
IA may impose on the policy owner concerned a pecuniary penalty not exceeding HK$5,000 and take legal proceedings to recover any outstanding
levy and penalty as a civil debt.

PREARFE AZHHR (ORIBSE(EEDRIBI) (RGP HERES PREIR I A ] — MR IR B - AR FHE R A B R R R (R ER) -
&g%iﬁgg?ﬁﬁ%ﬂ%ﬁ%g » AR R SR SR+ AR R T ) 3% AT i s e 5, 000 T AT ST5K » T AR A A1 e Sk o R A S R S
THM L EREaT -

Declaration and Authorization #HH & 574

[J 1/ wWe represent that I am / We are the Owner / Assignee / Trustee / Beneficiary (as the case may be) under the policy(ies) as given on this
form.
Unless putting a tick v" in the box on the left, | / We hereby give my / our irrevocable consent to the Company to deduct any outstanding levy, if
any, from the claims payment and insurance proceeds if the related policy(ies) will be terminated after this claim. All of the outstanding levy of
the policy(ies), if any, will be shared by the Owner / Assignee / Trustee / Beneficiary who gave consent to the Company as of the claims
processing date on an equal split basis. | / We also understand and acknowledge that the policy owners’ information is required to be provided
to the Insurance Authority if the levy is overdue.
AN BB AN AR ISR RS E P IWIROR LR A | 2N 1 (BREA | AR AR IEDLE) ©
BRIEFA AT 12288 BV - WHIARA | A2 2 REAE R R KRBT L » 2 B Sl E S b SR E SR A B AR 5 M R I PR
B (LEA) o POREFERERL RN RN BRI RERFE A [ 23N [ (3T | s AR IE R BTG MBI RE I - AN [ I
I SR FRANR B R AR g i - N RH AR IESE RS R R B R ARYEER -
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Policy Number {REESERS B|1|2|3|4|5|6| 7| 8|9

| / We DECLARE that the answers given above are true and complete.

AN BB g —IEE RSt B FERE -

| / We hereby irrevocably authorize:

AN FRAMT IR -

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 AIA
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.

EATAIREHEA AN | Bl | BOR A TAE ~ ffEcsk « BAMSERK (AR FEE ~ REFGIRDL ~ RS AR A0 8 i Ry B R AR A
I3 | BARABIR RS ~ M ~ IR FRBETR AR R - MR - BIEEARA 1 34" | SR AIETBEEARES] - IR IR IE
BT - AN FAT | BRI AR TG 2 AR AR o RS IEA BRI AR B AR -

b. AlA 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.
KIRORBEUAT AT T B By B AR BALBRRT - BN | 3AM 1 PR A TR L BTN SO - WA | AR R A Z RERGIRD U T L BT
il VERBRERA FREE R AR B F RIS B 3 e » SR « S bEa e afn - (ANERERR - WEREIEE R R IERG ~ BEIR ~ B SUFDiRERH
FRIREBURER ARSI TR IR ~ R RRIR B EEY) - Eial - B T RIEARES I SR -

PERSONAL DATA COLLECTION AND USE

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

AR RS KB

AN | BFHEZRARAN | RFIEEEKABAIAEAZRIEEEH ( TAIAMEAZSHKEREH, ) -

AN | BRI B FETEEE A AR DR DT EBEERTS - S EEEEAEAZR RBRAA 1 215
AN | RFRGRE AR TR HMEZDR - FAIRBAIABABRUEEBARER A - AA | BFIAE R EERAIAEAZ I
£BUAE H R PRENEEAA/RMNE AT 2B ANREERERES) BRI AR BEEEFTRER) S TAIABA
%g&%%%ﬁﬁﬁﬂ@%ﬂﬁ%k AIAE A B RN BRRY B BT W R DU T 8L Tk © www.aia.com.hk » RATFRIEA
H]FREY

Signature of Owner / Trustee Signature of insured, if other than Owner / Trustee
AN | EREANEE ZRAEE, MIEREA | (53
(Please do not sign on blank form and use the Slgnature on our file. (Please do not sign on blank form and use the signature on our file.
FHUMEZE S L AR SR AL BRI — B0 MRS LR ISR R B S50
(Whose age is 18 or above A1/ kiDL L ESEE)
Name Name
Neme  CHA TAI MO Neme  CHAN TAI MAN
ID Card / Passport Number Date 12/03/2019 ID Card / Passport Number A12345687 Date  12/03/2019
S | SRR Hi SR8 | REREHS
Relationship with the Insured Signature of Witness
HRSZ AR A RBR RREAZEE
Name
i
Date
H

This declaration and authorization must be signed by the insured. If the |nsured is a minor, the insured’s parent / legal guardian can sign on his/her behalf.

PLERA R AR S WA RS - BHRRARNE - ITHERE | AEEEAE -
Please complete the following information if the signature is not given by the insured. Z#FEHIEZRA » FHHEET NI&EER -

CHAN TAI MAN FATHER & SON
Name of Insured 3Z{f A% Relationship with the Insured Ea3Z{# A BHf%
(in block letter IFfE%ET) (Please provide documentary proof for the relationship. F5fE2 BRI 1)

Download our mobile app AIA Connect to
manage your pollcy anytlme anywhere'

; EEWE’JRE | Page 4 of 4 OPCLMF12.0419
03382073----4




	txtPolNo: B123456789
	txtBarcode: O3382073----4
	txtInsured: CHAN TAI MAN
	txtIDPassportNo: A123
	PIBA: Off
	CIB: Off
	ANG: Off
	txtTRMemberNo: 
	txtAreaCode: Z8
	txtAgyBrokerName: ABC-12_DEFG
	txtAgtCode: 01234
	txtAgyCode: 
	txtAgtName: CHEUNG SIU MAN
	txtAgtTel: 91234567
	txtCIName: CORONARY ARTERY DISEASE
	txtDOFC: 11/3/2018
	txtSymDesc: PAIN
	txtConDrName&Add: DE CHEUNG TAI KEUNG RM 1011 CD BIULDING TSUEN WAN 21234567
	txtSymDur: 1 MONTH AGO
	6 txtUsualDrNameAddPhoneNo: NIL
	txtOthConDrName&Add_01: 
	txtOthConDrName&Add_02: 
	txtOthConDrName&Add_03: 
	txtConDate: 
	txtConDate1: 
	txtConDate2: 
	txtInHospDate: 12/1
	txtDischargeDate: 12/3
	txtInHospDate1: 
	txtDischargeDate1: 
	txtInHospName_01: ABC HOSPITAL
	txtInHospName_02: 
	txtCIFamilyRe_01: 
	txtIFamilyNature_01: 
	txtCIFamilyRe_02: 
	txtIFamilyNature_02: 
	txtCIFamilyRe_03: 
	txtIFamilyNature_03: 
	txtDOD: 
	txtDOD2: 
	txtDOD1: 
	txtInHospDate2: 
	txtDischargeDate2: 
	txtInHospDate3: 
	txtDischargeDate3: 
	txtInHospName_03: 
	txtInHospName_04: 
	txtInHospDate4: 
	txtDischargeDate4: 
	txtInHospName_05: 
	txtOthInsurerName_01: 
	txtOthPolType_01: 
	txtOthPolSA_01: 
	txtOthPolNo_01: 
	txtOthInsurerName_02: 
	txtOthPolType_02: 
	txtOthPolSA_02: 
	txtOthPolNo_02: 
	txtOthInsurerName_03: 
	txtOthPolType_03: 
	txtOthPolSA_03: 
	txtOthPolNo_03: 
	chkLevy on premium: Off
	chkPolicy Currency: Yes
	chkFDPA: Off
	chkHK dollar: Off
	txtname of Wtiness: CHA  TAI MO
	txtInsured/Claimant name: CHAN TAI MAN
	txtInsured / climant Date: 
	txtInsured/ Claimant ID: A12345687
	txtOwner/trustee sign date: 12/3
	txtRelationshipWithIns: FATHER & SON
	txtOwner/trustee ID: 
	txtInsuredsign date: 12/3
	txtRelationshipWithIns1: 
	txtNameofIns: 


