AlA

N
.q | P~ Network Surgery / Medical Claim Form
M FT BEEEREE

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) $£—5{7 (BAZH#AXBEAEE)

Policy Number Name of Insured ID Card Number / Passport Number
REESRTS SZRABE SE R / BRI

XXXX
Area Code Agency / Broker Name Agent / Broker Code
B4R EEBMAR / REETE BB/ KLRE
Agency Code Agent/ TR’s Name Agent/ TR’s Tel. No. 01002166
EEBHERFER EES | EBRREE EES | EBRRBRES
TR Membership Number ¥/ F&8%E | |IA ‘ ‘ ‘ ‘ ‘ ‘ ‘ ] ANG ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Benefits to Claim Z{&%E 3|
D Accident Medical Reimbursement = /Mg 5 & B8 D Medical Reimbursement B & & F B
D Accident / Weekly Indemnity =5/ S8 EEE D Hospital Income / Benefit {¥fz A 8 / B
D Maternity Benefit 7 %2 % D Voluntary Group Assurance B ZE B RE

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

HEEEERE  TREMEESERRZERFRARENRARRRE

EXPRESS CLAIMS SERVICE %R ¥ i iR 7
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.

Ommpitmenss MMSREERE | > FREERELE [X] K- UREATETRENBED B AEHBEERE - ZRLRR
BEPHARLRRRAR (MRS SERARL MSREERE]  YREHEZIBESBESAEROR  THAXHRBARZE
AARXEEREMREANEMER - BRAFRRMALD - FE Awww.aia.comhke KHBRFEE °

Hal/e you received claim payment from AIA group insurance or otber insurance for this treatments / receipts submitted? [ No A [1Yes®
LRHRIAE B IBERERGCENAIEE RN MRIREEE ?
If yes, please provide the below information and submit relevant insurance company / organization’s settlement advice.

MR FRETIHIENREXEBRRBRAT / HEBNEESERNE -
Name of insurance company / organization: R AT / HIE SRS : Policy No. / Membership No.: 1RE / €24 :

If the insured or the policyholder is holding both AIA International Limited and AIA Everest Life Company Limited policies, the claims (including
registration of FPS / e-Bankin services) will be processed together. In addition, the “Declaration and Authorization” and “Personal Information
Collection and Use” in the claim form will be also applicable to AlA International Limited and AIA Everest Life Company Limited.

EZRADREZEABSHEERBRRER)ERIARLAEEASERAR ZRE @ ABRE (BERE [BHR] % [EFAKRRE] )
HE—GHRIE o It BRERERNZ [BUARERE] R [EAESRKRERER] TRKEANRKARR(BER)ERARDRRKBEEASERAT
|| If you do not agree on the above arrangement, please mark a “X” in the box. MR ETEE L - BREHABI L [X] 3 o

For proper follow up on your claims progress, your AlA financial planner / broker / IFA of your latest inforce policy can view this claim’s
information if no specific agent / broker / IFA / TR information is provided at above. & T X Zih RESNEREERE - TR ERERMEEE
BB/ RIGIBIER / EBRARER  SRIFERRENRBUEKEIRER /RIFIZVREREEHEHRIREBFER -

|| If you do not agree on the above arrangement, please mark a “X” in the box. H1RETEE Lz 5 - FRERXE L [X] 3% -

PLEASE COMPLETE QUESTIONS 1 TO 5 AND 8 TO 10 IF HOSPITALIZATION WAS DUE TO ACCIDENT
HENZEARFEERE1ZE5K8E10

1. Date and time of accident ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘ D:‘ D:‘ [TAM. £F [ PM.T%F

=z +
B/ EHR A MMA DDH YYYY4E HRAEF MINZ

2. Where and how did it happen
BIMbBER KB

3. Part of body injured and type of injury

ZEHURES

4. Present occupation (if more than one, state all) and exact nature of occupational duties 38, (ZERBEFEYIE) BUKERE

5. Name and address of business or employer A TS B &8 Rk it it
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PolicyNumberRe8sgas | | | [ [ | | | | | |

PLEASE COMPLETE QUESTIONS 6 TO 10 IF HOSPITALIZATION WAS DUE TO ILLNESS BB A BRESIESRBE6E10

6. Give a brief description of symptoms ## L # & FFik

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

8. Give details of consultations 2385 1E Date ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘
(a) The doctor first consulted for this illness BIXFZHIBEEER K2 B MM B DDE YYYYE

Name and address of doctor / hospital B84 / B&Fx 275 K b it

(b) The doctor who referred the insured to hospital / other doctors seen for this or similar ~ Date ‘ ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ ‘

past condition 323 A BT MBS BRI / HAb 3R RSB FERR 8+ &R *2BHM UvE  DpAE YYYYE

Name and address of doctor / hospital B84 / B £ 38 K ik

9. (a) Please give the date of admission and the date of discharge. ;B AR K bz B -

Date of Admission

DateofDischarge‘ | ‘ ‘ | ‘
ABHE

= H H
MM B DDH YYYYE tHf B MM A DDH YYYYE

(b) Please give the admission period in Intensive Care Unit, if any: 2 AERIAEI AR > MEA :

HEpEEREEEN .

From E MME  DDH YYYYE To & MMA  DDR YYYYE

(c) Have you taken any home leave during the hospital confinement? [T Nogs [ Yes &
BB MEBR SRR RING 2
If Yes, please state the date and time of your home leave.

WA - Bz B -

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

ERDZAMEL  BRRBRMEEIRA I REA /| RAMBRIED / RGSLCEEMERF - FHH2

CLAIMS PAYMENT OPTION Z{IRER5E :

IMPORTANT NOTE EE$IF :

For customers who have registered FPS / e-Bankin, the payment will be remitted to the designated bank account.
MEFCHREER [HHR| & [EFARES] H BERARFADABREEERTRA

To receive claims payment easily and conveniently, please register FPS / e-Bankin by completing the following:

SEHEREKBIEMRE - FRRUTRAELSEL [HHR] & [EFARES]

Remarks &t :

To allow successful claims payment through FPS / e-Bankin, all policies belonged to same owner must be registered for FPS / e-Bankin. We will notify you by SMS
upon completion of the registration. FREFBANMEREAZT [BEHR] N [BFARRE ] UAFRMU [HER] 3 [EF ARRE | ISEEFRE-
BMERTRBERLE B BREAENE -

Owner’s Mobile Number

BHEARBEREMRS -
We will update the telephone number to the above policy(ies) accordingly if it is different from the Company record We will notify you by SMS
upon completion of the registration. ZNLEEIFRARLETE  RFASEHEBERBEULRE - BN ERBLE ARREABIE -
Identity proof must be prowded for registration of FPS / e-Banklin if you have not submitted a valid Identity Card I Passport before. 2k Z12
HENH SRS/ BB TEXSOIANMHERR [BER] 3 [EFARKRE] 2/ -
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policyNumberRE8s® | | | | | | | | | | |

Complete this section if application for Hong Kong Policy(ies) {E#RE THAMBES REFEEE -
[T Apply to all your Hong Kong policies held with our Company. 2% B EEARER AT a2 a5 BRE -
[] Apply to the following Hong Kong policy / policies. 2R H &R AR T 52 EBRE :

Please take the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. :E2Z2E A% -

ERARFMSE ZBEEBRE -

BRARMESBRRAFEAR

Use “FPS / e-Bankin” to transfer policy benefits paid under the above policy to the below designated bank account. The transferred amount will not exceed the
maximum limit set by the Company. £/ [E# R | = [EFARRK | U LREF\HIZAVREFNBEATIEEZRITEO  BAZSEETERDRAM

TEMY LR

Please select transferring policy benefits paid to either FPS OR e-Bankin. 5212 [#8HR | & [EFAREE | Hh—FUE A B HREFBAZFZREFE -

l_ a. FPS™ @8R (Applicable to HKD payment only RiE RSB {2R)
Please select either ONE of the “Proxy ID™ below by marking a “X” on appropriate box
and provide relevant information. More than one selection will be treated as invalid
application. Your FPS account must also be registered under the policy owner. &L

[X] SRBETHEP—E [HHIAR P REHUTHBEEY - E2B—BERE R
BRPEEY - [EHR] WAFEMEBLERERREFAA -

[ Email Bt

[] FPS Identifier 882k | 34BISEHE :

l_ Mobile Number FH#5%H5 -

( )
Country Code Telephone No
B EFE R FHIRS

* “FPS Service” means the services provided by us to you from time to time
to facilitate payments and funds transfer using the Faster Payment System and
related systems and services from time to time provided by Hong Kong Interbank
Clearing Limited, together with its successors and assigns.

[REZFARHERSE (BBR) | BERMTEESRHNEY  UBERMNERHE
BRITEAXEFERRDAREEEARZEATKHREENIEZARERBBES
KBRS -

#* “Proxy ID” means an identifier which may be accepted by HKICL for the
registration of an account in the HKICL Addressing Service, including your mobile
phone number, email address or FPS Identifier.

(WA | EEEAAEMNAFLEELRNRFAERBIRS Z LA
ER BIEEHFHIRTS 0 SEibiboy [EER ] BRI -

[ b. e-Bankin EF ARERH

Please provide bank account information below and submit together with the following

documents FFRHUTRITFABERRRER TS24 :

1) Copy of any recent bank passbook / bank correspondence / bank statement
(including e-statement) / valid bank card showing the account holder’s name and
account number. fEA5IEF OHE ARRITRERIBREMVRITFER/SH4/
R&EE (BREFHEE) 1 BRRTFEIE -

2) Joint account is not allowed. REZEZF O o

3) e-Bankin account must also be registered under the policy owner. &7 A SRR
HFONBERBEAREFEA °

Bank Name and Branch in Hong Kong &&$R1ITR 21T 2 B8

Bank No. Branch No. My Account No.
SRITHR IR DTSR RARZBRF S

Name as recorded on Bank Passbook / Correspondence / Statement / Bank card
(must be same as the Owner of the above Policy)

RITER /S AEE /I RITF LR FOFEALE (MEHELMRE
B AMER)

Complete this section if application for Macau Policy(ies) HERE THMH M ES R RPIRE -

I: Apply to all your Macau policies held with our Company. &)X i EFARER A R FiiEE 2 i RPIRE o
[] Apply to the following Macau policy / policies. X 5 i R FE FIR T 51l 2 MPIREE -

Please take the appropriate box; otherwise we will apply to all of your Macau policies held with our Company. F52E2E A% » FAIRMABSE

AREFE 2B RMRE -
D e-Bankin EF A RRT

=R ABEEARER

Please provide bank account information below and submit together with the following documents 124t TR1TE O BRI RIZR T3z X4 -
1) Copy of any recent bank passbook / bank correspondence / bank statement (including e-statement) / valid bank card showing the account holder's name and
account number. {EA5IEF OB ARRTRERBEAMNRTFR/ 4/ AEE (BREEFHESE) | ERRITFEIFR -

2) Joint account is not allowed. FEZEZF O °

3) e-Bankin account must also be registered under the policy owner. EF ABRBHKHNFE A K BEESREZEA ©

Bank Name in Macau J2FIR1T 2 &8

MyAccountNo.ﬁAZEEﬁ%ﬁﬁ%‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Account Currency BRF &%
[ ] HkD 8% [] MOP mPI#s

Name as recorded on Bank Passbook / Statement (must be same as the Owner of the above Policy)
IRITER/ AFEELFEHZFOBBEANE (MAEERREFE ARG )

Declaration & Authorization B 8A K i%1#

By using the FPS / e-Bankin, | / we confirm | / we have read and agreed to be bound by the terms and conditions as set out on AIA Corporate Website (www.aia.
com.hk). #EA TEHR ]| H [EFARRHE] - AN/ HMERAEA I RIPSKHEBAIAD B E A (www.aia.com.hk)FI B 2R R G WERIBZ LR -

Only if FPS / e-Bankin has not been registered or requested, we will follow payment option selected at below by marking a “X” in one of the boxes.

EEARBDER [EHR] & [BFARKES]

C BPSREBUTRERRSE L TX] SRNXABHETE -

|_ 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 Mainland Chinese Visitors policy only) LAHERRE S SR ERBEAZREN BN [RefpEerOl -

[REfBEEro] NERZAERRRE -

(EEAMEBERA A T EBRE)

[T Paid by Cheque in policy currency (not applicable for FPS / e-Bankin customers) UMREEM X EX S (FEAR TER] 5 [EFARRH] 2&F)

[ Paid by Cheque in Hong Kong Dollar (not applicable for FPS / e-Bankin customers) S /&%

EXM(FEAR [EHR] & [EFARRE] 2&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< A / FAFIBI B Fr A REFH 2 FUBSRIBRE
BEREREEMENoME (WEA) AHcsaRREGERE - At - RHSRENUSIIHNRESHIIINNEY ( BEEY]) FRREETLSE

MW ER RBEAREEBARAZRE

(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 AlA on the basis of AlA’s internal exchange rates as at the time of the relevant

currency conversion. AN /HMBAARERUAAN / HMREEMARET AELNFBERIEN BESR | XN AA/RMRARRERFNLILEE

MZEERERESRBRERBERARBABER FARMEE -

OTHER INFORMATION Hft1 &%}
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PolicyNumberRe8sgas | | | [ [ | | | | | |

IMPORTANT NOTE it &% 18

(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 required for obtaining the information is variable, the processing time of
your claim will likely be longer. BFEEERRIHBCHRERE - FHURBBEREBARE I —HER - EEREREMBERI 2 XM
ASHABHNAE (http://lwww.aia.com.hk > BF &> RERZE> RE) - MRROEMNER 2 EARBRKE /HRERE  F—0F
ER REIEARXM| BFERE - ERMEZERELE T 2BEAFOERAMA T RIENER - ROSBAERZ AU B RBIRER /
FHRIGREER /REREE - AERMERERER - BERFNEXFBHERE -

(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. MNZEFEHFHMEEER > RESTEERERBBENRERFRENTERS -

(c) Please submit your claim application to our AlA financial planner / your broker / IFA or send it to us at the following address: FEi&2H
RERFEXTRABUEREIRER / EBHRISEER /IRERER » NEF EUT it
+ HK: AIA Wealth Select Centre, 12/F AlA Tower, 183 Electric Road, North Point, Hong Kong
BB RAMBHL > BEILAETRIE83 HRIES121E
* Macau : AlA Customer Service Centre, Unit 201, 2F, AIA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau
WP RBEFIRBEH O - RPIEEAFRK251A-3015E R IBEHZ 218201 E

AlA e-Advice [RHBEFBEHNE |

I:I (Please mark a “X” in the box to apply for this service. BT MM BN REFENREHAE L [X] 5K o)
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”. i35 [RABBFRHE | #LRE  RIULREREMTIRERE (WA) 2FEREERBHMEL
BRAAEFEEMERTHENBHNE YR [RIBEFRHAE] B9 HRRRIRGER -

* Email address Signature of Owner

B ‘ FEAEE: ‘
Other policy number(s) ‘
HAbREE SRS

(Not applicable to Personal Lines policies with policy prefix C.
TEARNRERBFEACZEAMYRBRE )
# For details of the Terms and Conditions of the “AlA e-Advice”, please visit AIA Customer Corner www.aia.com.hk. BEEIER R &4 2 5515 » 352 Awww.aia.com.hk
ZERABEFEESH -
* Email notification for this claim will only be sent to the email address provided in this form. /X EZEARBNERSEHE W RBAFYIH 2 S tbit o

No Claim Discounté{l\\l_g_%)&omé%licable to product with NCD)
\RERD (REARERER HESR)
Important Note E Z&E 4
If a claim that arose in any previous Policy Year is eventually payable or paid by the company after the policy owner has earned the NCD and
thereby paid a discounted premium, the company will use the actual number of Claims Free Years and its corresponding NCD to recalculate
the actual eligible discounted premium. N N
ERESHARSHERETNVCATNEORE - REXQAEAPUATEAREFEMLBORBMELBRAIRSAREE - FZOTHE
RRERNEREFERAEENERERTNENAEER ZSERNITNERRE -
Declaration and Authorization B87 % &
| / We represent that | am / We are the Owner / Assignee / Trustee / Beneficiary (as the case may be) under the policy(ies) as given on
this form.
Unless marking a “X” in the above box, | / We hereby give my / our irrevocable consent to the company to deduct any balance in excess
of the actual eligible discounted premium recalculated in accordance with the eligible NCD and related levy (if any) from any insurance

proceeds.
RAIEMER - AN/ BMBURERFETIIANREIFAEA/ZEBA/EEA/ZEAN (BERME)  BRIEREFIZEE E [X] 35
BRIAA/EMTZEE  ARNERREFESPHBRELREERSERBRENTNMENTENRESERFEREHNE (WEH) -

DECLARATION AND AUTHORIZATION =i R f%

|/ 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”).

AT RMREAL 5 -AERBTENERKEIZRALBREER)ERAT (UTEE (A7) EXZEBIRRA I RMAZE

Tt BEMHBCERBEALS2EHM -

I / We hereby irrevocably authorize Zx A / B AHZXIEHE

(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 IegaII;/‘ possible. A photocopy of this
authorization shall be as valid as the original. EAXIBREEARA / B/ HBRA 2 ITE - HRLH - BHNHIBL (EAER]) 2315
BERR - EREABERBALCERBRIFRAAN /BM I WERADB2HE - A@HAL - AEREEEFRER - TEHE -
BMEARA [ P/ MRAFEC R KBS - WREEDNAFEEERD  MAN/ BM/ BRAZEEAREZATSZHEEEAR -
LREE C ERERRRBENY

(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. & A RIS MR T 25 F B LR » BN / HF/ HRANETHEZBRTER
AR WHAA [ RM ERAZBBERRETEZRE  FREEARFZRAZE BENBESE - TEHE - KE(BEaE
BIEFRRE - EEERER MR - BRE - ESFNELAE  BEEHFIBRRABRENIRZHS RERRAEIEREY - Sh
EaTRARERZEEZ(R -

(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.
PSRN EA SRS WAE () 51 - B2 - ERRETLNEZERBIRFENR (i) 2 - BE - #ER / IBELNRERFZAR
ERERBRBEEBEASGENEMBRE | REA/MBLR ([B=HFEEA])  EREXMESCNEAEGHRTE=S
FEBA > WE—-SREFEE=FEEACRIENEAERE M UEEEHEAERLGENEAENEBEZBRIBIERE
RETHBE - WATRMRBIRE - AMABRENBEAENREEREETEEBEZE=FEEA - ZUERETHARMNRHAFENE
AER SR T REE RS LA IR -
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PERSONAL DATA COLLECTION AND USE A A BRI N ERF A

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

KA BAEIBEAN / RMCHERBEBL AIA BAERKEEZH ( TAIABAERKERH] )
BRRRARELAFFAANEAATKUEMG ZRERS - ERIUFENEABEAENRBERAA 1 EHFAH
A BANRERRENEMER - ATRE AIA BAERREBZRARERER - KA/ RMMEBREEH AIA
BAERBERHMAENRTERERFA / RANBEAERESE (MREEFRER) URM (WREE
BFRER) ROTFAABAERKRERARENEREZREA o AIA BAER KRR A RHARAE TR T @ik

TH : www.aia.com.hk » R A& QTR °

o XA/ EAM

Signature of Owner / Trustee B A / S3EARE

(Please do not sign on blank form and use the signature on our file.

FANEZARBLES  IRRBESERERFE -

Signature of Insured, if other than Owner / Trustee SRAZEE -
3B A 1 555 A (Please do not sign on blank form and use the
signature on our file. BEANEEZARE LEE  WRASKRERERES
—2%) (Whose age is 18 or above F# T+ N\BERU L L EFE)

Name Name

HE HE

ID Card/PassportNumber &3 3% /& #8555 | Date B Hf ID Card / Passport Number Date
B0 | R HEA

Relationship with the Insured Sigature of Witness

B R ABRR RBEARE
Name Date
£ HEA
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PART Il TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
E_EHRBHREABRHEREYE  FHELRE

1. (@) Name of patient

mALEA
(b) ID Card / Passport Number (c) Age (d) Sex
B0 | BRI FEe 145

2. Hospitalization 1Fx
Name of hospital Bz &8 :

Date of Admission ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ Date of Discharge ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
AR R MMA DDR  vvyyE | SRHR MME DDE  YYYYE
Periqg in\Interlsive Care Unit g =) To &

MERYISA SRS 2 rom g | Mn|/| ﬂ‘ | DI‘D a‘ | |w\‘(v¢| | oz | MMH‘ | DI|D : | ‘YYJ(Yi‘ ‘

3. Chief complaints of the patient relating to this hospitalization / surgery L)X ¥z / FMWEEREA

4. Date of the accident occurred or symptoms first appeared &)X HIEHEHE B R /N4 BB ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘

MM A DDH YYYYE
5. Date of first consultation for this condition or related illness & A &)Xk % B # ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘
MM A DDH YYYYE
6. Final diagnosis / Pathological diagnosis #8221 / IR ICD-10 code BB % 2 1L (ICD-10)
7. Medical / Surgical Procedure B | FHi2 5 Date of Operation ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
FilRA MMA  DDH YYYYE
Nature of Procedure F i &8 CPT code R A B ERFME I

8. Present Prognosis RIS EE

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? [ Yes £ N &
RABE - RERERBE (0F) RENLAZEHEEZEEMARBRMERMBERE? es = o=
If No, please give details. Z 72 » Bl o

Please answer the following questions if the insured requires hospitalization &SR A EE{XFE @ FFELLUTEEE :

(b) Were the medical test(s) and equipment for the procedure available only in hospital? |_ Yes £ |_ No &
ZRERFMAENRERSELEERAIE?

(c) Can the medical test(s) and the procedure be done on an outpatient basis / at day surgery centre? |_ Can aJ2L l_ Cannot AL
ZRERFMASEMD | BEFiPOET?

(d) The surgery could only be performed under general anaesthesia? [ [ Yes 2 [ INo&
FiREMEEE M TET?
For surgery under Monitored Anaesthesia Care, please specify the reason for hospital stay. 21 F 7 7£ 22 ff B T 1T, sBrE AR RR

(e) Please indicate the clinical risk(s) and medical reason(s) for hospitalization 53T BF iR AR B KR BB HEERE :
Current Health Status (Co-morbidity) BT (SHHE)
Please specify :EBAmERAA -

Expected higher risk at operation Y8 81 = F 17 & i
Please specify s5BATEER :

Expected higher post-operative risk 88 &= F il & B k:
Please specify s5BA#ERAA :

Others, please specify the reason for admission and hospitalization: EAth + EFALBARR BRNERR :

Py
(=)

(f) Is it a case of emergency? E2 B BE{AR ? =
If Yes, please specify. f12 » :5BAFERAA ° [Ives # [INo
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10. Brief discharge summary (including treatments, investigation procedures, results and / or any complications and follow up plan)

HEEBE : CAERUREETE  BEDEWE - 81 © SIEERRESS)

11. To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
BETHHA  mAUAIBEREE2ERERR ? [ No A [ Yess
If Yes, please state dates and details. 217 - ;ER AR KR BN ©

meamentoates || | [ [ | [ | | | | peis
DRAR MMA  DDAH yyyyeE  HE
12. Had the patient taken any home leave during the hospital confinement? l_ No %%& l_ Yes &

WAB RGN RN ?
If Yes, please state date, time and reason of the patient’s home leave. T4 - ;E5IBASNE 2 BE ~ BREKER o

13. Was the patient referred by another doctor? I_ No ~=& [TYes g2
BARTREHMEEEN ?
Name and address of the referral doctor E /84 fy#E & F ik

14. If the patient is suffering from cancer, please complete the below information. |_ Yes B |_ No RE
WABLRE  FEBUTER : )
(a) Treatment details of the patient is: A HSAEFIES :

[ Radiotherapy H S 1445 Name / Frequency {811 B8R E:
[~ Chemotherapy L2545 Name / Frequency Z24) 578 / )R8
[ Targeted Therapy fR48Z4)55 % Name/ Details Z¥) &8 /515

[ Immunotherapy AR Name / Frequency Z&¥) & %8 / X &L
[] Others EHAth

(b) Any Cancer Genomics test done by the patient? A BB EZ EEER MR
7] ACT Genomics {TE1ERH

T FoundationOne % J5 i Ak & E #

Others EAth

m[m|

PLEASE COMPLETE IF HOSPITALIZATION WAS DUE TO ACCIDENT B &5 248 A BRiB A WUt

15. (a) Present Condition of Injury IREFZEER :

(b) Patient’s occupation and exact nature of occupational duties FA ZIERBE :

(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?

LU A ZBiEMW® - B TRARGZETESHATETRIE ? FHHRA -

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

AN BPRBRURFE LMEERERERN  BAMARAEZEE -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) 2% (ZE)
2/ ERBENER (BE)

Address and Telephone No. #iit |z E5% Date H#A

Download our mobile app AIA Connect to
manage your policy anytime, anywhere!
THAA [RHE | FREREANERR
EEEMIRE |

“AlA” shall refer to AIA International Limited (Incorporated in Bermuda with limited liability), AIA Company Limited (Incorporated in Hong Kong

with limited liability), as the case may be, depending on the issuing company of the relevant insurance policies this form is subject to.
TAIA] 2% R3] ERABREREIF)ERLE (REREZMEZ2ERAT) - KARBERLE (REBEMEL2BERAT) GRIER
fE) - ERECARIEHEBERZNER AT -
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