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AlA International Limited

(Incorporated in Bermuda with limited liability)

DISMEMBERMENT CLAIM FORM
i i B (R FR R R

Policy Number Name of Insured ID Card Number / Passport Number
REESRES ZRABE BRI / BRI

XXXX w
Area Code Agency / Broker Name Agent / Broker Code
B4R EEEHER / KREEH BB / KLRE

03402100

Agency Code Agent/ TR’s Name Agent/ TR’s Tel. No.
=EIEERE ENE S ey BXE | EBRRBEES

TR Membership Number %X E5E15 D IA ‘ ‘

Oae | [ [[[1]]

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. 5 7 X Et iR REERE - ERULREREHEEE
B/ RBTURMEER / EBRARER  ERNERRENR BB REIRER /RIGIZV BRI REHEHRIRBFER -

| | Ifyou do not agree on the above arrangement, please mark a “X” in the box. MIRETEE Lz 5 - FRERXE L [X] 5 -

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) $— S BZH#AXBHEAEE

EMPLOYMENT PARTICULARS BEZE¥1E :

1.

Occupation (if more than one, state all) and exact nature of
occupational duties before disability.

BE (MARBFEYSA) BURES -

Name and address of business or employer.

NEAREEBBR UL o

Did you file a sick leave certificate with your employer?

ERRETEXFRERE?

w

. OyYes® [nNo%s

Did you submit a claim for workmen’s compensation for this
accident?
BEFULEINRELE TREE?

IN

) DYesﬁ DNOVx’ﬁ

Are you left-handed?
BTRELEFIERE?

)]

CdYes® [JNo%&

PLEASE SIGN & RETURN IMMEDIATELY BUT NO LATER THAN 14 DAYS % B4 BB T ER14RAER
PLEASE DO NOT SIGN ON BLANK FORM EZI1EZE BRI LS
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Policy Number {RE %5

ACCIDENT PARTICULARS EJha¥15 :

6. a) :Diatear&dtimieofaccident 6.3)‘ ‘ H | H | ‘ | H | H ‘ ‘DA,M,J:¢
B HHREA MMA DDH _ YYYYE  HRE MIN% [|PM. T4

b) Where and how did it happen? b)
BIMbBER KR

c) Part of body injured and type of injury c)
ZEEUREEE
(Please provide photo of the injured area for our reference.
BRUZEMAZBFUEBE o)
TREATMENT PARTICULARS & #:#1% :

7. Give details of consultation. 2345 1E

Name and Address of Doctor / Hospital Consultation Date
B4 /B am kit R BH

a) The doctor first consulted for this accident ‘ | ‘ ‘ ‘ ‘
and First Consultation Date
BARPHEEENK A MM A DDH YYYYHE

b) The doctor you last consulted for this accident
and the Last Consultation Date. ‘ | ‘ ‘ ‘ ‘ ‘ | ‘ | ‘

BRERDHNELEERRAH MM B DDH YYYYE
c) If hospitalized, please state the period of From Hi To &

hospifalization. HEREEREEEE NN NN EEEE

HEER - BN ERKA - MME DDA YYYYE MMA DDH YYYYE
d) The doctor who referred you to hospital.

BEARNBEEY -

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION B Z K2 R {¥Pridsk :
8. Details of Physician(s) consulted or hospital(s) admitted for current accident. 2 A BN E MDD 2 BER ZRAEZBRFE ©

Name and Address of Doctor / Hospital Admission / Consultation No.(s) Admission / Consultation Date(s)
BL/BRemkibit EBT / RIS 2Bt / RZ B
MMB  DDH YYYYE
MMB  DDH YYYYE
MMA DDH YYYYE
GENERAL R fti&¥ :
9. Are you insured for similar disability benefit(s) with any other Company? If “yes”, please state. el N
BT REEEMAARRELE L THENRE 2 I 5 » HEETE - [lvesf5 [ No %A
Name of Insurer(s) Type / Amount of Benefit(s) | Amount of Benefit(s) | Rider(s) Attached Policy Number
REAEEH RRER 5 gl M InE2 4 REESRHS

CLAIMS PAYMENT OPTION 3 {1fE{E75E :

IMPORTANT NOTE EE%IF :

For customers who have registered FPS / e-Banklin, the payment will be remitted to the designated bank account.

MEFCEEER EHR | Rk [EFARES | @ BERERSEDAREEESRTFO

To receive claims payment easily and conveniently, please register FPS / e-Bankin by completing the following:
AESEREGIIEERE  SRZLUTEHLESEE [HHR | & [EFARES )

Remarks #* :

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. fREFHEAMNAEREAET [HER] o [EFARRE | UATFRMAN [EHR] S [EFARRS] OHBHEMKE-
EMERTERELE B BXERBEHE -

Owner’s Mobile Number

FRAREEERS -

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. ZNHLERITIR A RLETRE > RMEEHEEFRIEE U LRE - RFBERERBLE B BXEHRBHAE
Identity proof must be provided for registration of FPS / e-Bankin if you have not submitted a valid Identity Card / Passport before. 215k Bz

HEWNHSRE/ BR - TEXSOVIRAMMEERL [BER] 3 [EFARRE] <A -
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Policy Number {RE %5

Complete this section if application for Hong Kong Policy(ies) {§ERE THH/ MBS RERFE
[T Apply to all your Hong Kong policies held with our Company. 2% 635 R ER A RIS E 2 A BB {RE -
[] Apply to the following Hong Kong policy / policies. X FiE R AR T 5 2 HRRE

Please take the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. 52 ZE A% @ FARMESEI X HEEAR

ERAAFSEE ZBEEBRE -

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. £/ R | = [EFARRK ] U LREFBIZAVREFNBEATIEREZRITFO  BAZSBEETEBDRM

TEM LR

Please select transferring policy benefits paid to either FPS OR e-Bankin. 753212 (8RR | & [EFAREE | HP—IFE A L HREFIFAZFT2RERIEF o

l_ a. FPS* EEHR” (Applicable to HKD payment only 238 FR S8 42K)
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—8 [FAARK " REHUTHEEY - 528 —EREK
BRRARFEY - [HER] WAFEMABLEREARESREA -

[ b. e-Bankin BF AR

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

documents FFREUATIRITFOERRRBR T2 34

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. fEA5IHF OHE ARRITRERBRIEHVRITFR/ 4/

B8 (BRETHEE) /BRRTFEE -

2) Joint account is not allowed. FEZEZF O °

3) e-Bankin account must also be registered under the policy owner. &7 A SRR
KPP OSARRBREFEA ©

[ Email B4t

[] FPS Identifier [E2R | 4 BI5EHS -

Bank Name and Branch in Hong Kong &&R1ITR 21T 2 &1

l_ Mobile Number F #5855 :

(Country Code) Telephone No Bank No. Branch No. My Account No.
Bl = FIIETS SRATAR SR BT RAZERF S

* “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

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

IRITFR/ M/ BREE/RITFLARHEZFOBFEARE (HKEHEFHRE
B AMER)

related systems and services from time to time provided by Hong Kong Interbank
Clearing Limited, together with its successors and assigns.

[REXMFRHERSE (BHR) | BERMTHESRHNEE  UBRMNERHE
BRITEAEFEARDAREEEARZEATKREENIEZARERBBES
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.

[WHRME | EEEQXRNEMRFESEE DL RIKRF $0E R RS B 5 803 5
ER BIEEHFHIRTS 0 STibiboy [EER ] BRI -

Complete this section if application for Macau Policy(ies) {E R THMH M ES RRFIRE -

[ Apply to all your Macau policies held with our Company. 2% B 35 FI AR A B FE 2 FiA BP1RE o
[ Apply to the following Macau policy / policies. RRBFEREART I ZRFRE :

Please take the appropriate box; otherwise we will apply to all of your Macau policies held with our Company. i5212E A% » FRRMBSERRHFERARER

REFHBEZAARMRE -
[ | e-Bankin BF ARERRT

Please provide bank account information below and submit together with the following documents 124t TR1TE O BRI RIER T2 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. EAIZIEF OFEARRITEFRBEAPNRTER/ 4/ BEE (BEEFHE) /BRI FEIAR -

2) Joint account is not allowed. REZEZ SO o

3) e-Bankin account must also be registered under the policy owner. EF ABRBHKHNF QK BEESREZEA ©

Bank Name in Macau S2FIR1T 2 28

Account Currency lRF &%
[ HKD 8% [ MOP JRFI#

oo exzwsa [ ||| LT[ [ | [ [ [ 1]

Name as recorded on Bank Passbook / Statement (must be same as the Owner of the above Policy)
IBITHFER/ AFAELFRHZFOBBEASE (MAEEIREFE ARG )

Declaration & Authorization B8 & %4
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). EEA [EHIR] R [EFARRE] - AA/BRMABIARA / KMASKHBEAIAR B E R (www.aia.com.hk) T8 Z R RS - WRIZZ AR -
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.
WARBLER [BHR] R [EFAREE]  BOAGREBEUATRAERRE L [X] BHXAREESE -
|_ 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) LAAHERRE S #AS R ERIBEAZREN BN [RefmEerOl -

[ReFEEr 0] WERSEEMRRURE - (BEAMNEBRRANBA T EFRE)

[] Paid by Cheque in policy currency (not applicable for FPS / e-Bankin customers) BURBEE ¥R A3 (FEAR [HHBIR] & [EFARERE] 2FF)

Paid by Cheque in Hong Kong Dollar (not applicable for FPS / e-Bankin customers) SUB# X ZEX(F(TEAR [EEHR | f [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. Z< A / 3 {F8 B FrE R E 2% < FUB SR ISR E
BEREREEMERNoME (NEA) AHsaRREGERE - At - RHRENSIIHNRESHIINNEY ( BEEY]) FRREEMLE
FEMER RBRDREEIFAIRA 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 AlA on the basis of AlA’s internal exchange rates as at the time of the relevant
currency conversion. XA [ HMHAARERMAA / ZIEEEMRET AEHNRSEREN NREER | 4 AA/HARZREMENLRER
MEZEERARESLRERBRARBABEEZBRMEE -

OTHER INFORMATION H{tt &%}
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Policy Number {RE k5

AIA INTERNATIONAL LIMITED
RIPBREE(EFR) BRLQTF

(hereinafter called “AIA” LA T 858 “RFHPMRER" )

DECLARATION AND AUTHORIZATION 2B 12 #&

Important Note ;¥ &EIR

(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.
REERBENEENRERD  FHURREDERREXG—HER - FERFREMEBEER 2 » F2HARBHME (http:/iwww.
aia.comhk > BEFXE > REREME > ZEH) - WARETAZRZERBREE / HRFHE B 0EER [BREEARHE] BERIE -
ERMPEEERELAT 2EERBOSRHMMA T RERENER  RASBANESR DI EREIER / S REER / REBBE - BRER
ERERER  HERFNEZFEEERER
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.
MEBERFEHMBERN SRS THEEREXMENRERBRENTERS -
Please submit your claim application to our AlA financial planner / your broker / IFA or send it to us at the following address:
BTN RERBR FRBUERBIER / S REER / RERBER > T EUT it
+ HK: AlA Wealth Select Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong

B RAMBEPL > BEILAERE183 HAHES1212
* Macau : AIA Customer Service Centre, Unit 201, 2F, AIA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau

P RAZEFPRBE L - BPIEEKTIR251A-3015R A FBES21E201E

(b

-

(c

~

Levy on Premium {# B # %

Important Note EZE &4

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.

REFBARER (REE (HB) ROD) ( 8607 ) THAIREFORAF —LHEEREGDE  LAEALRAEREMAEENEZREE
EER ( "RER" ) - MREFFARBHANRERAE  SIWBERHERRL - REBAIMZARINTEEBES,000THERK - mRAHBE
RERAMEARRERNWREBEMBZEEBR °

Declaration and Authorization 88 & S5

D | / 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 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.
AANIEPIBE  AA/KMALRERFEFIIPNREZIFEAN/ZEA/ETA/ZBAMRBERME) o BRIFALTIZEE L [X] 5 FAI
AAIEMEZEABNEBERERARRREMAL > AASRBESERREBESPIREEREGSNNREREWER) - MRERE
EFERRCEEATMEEIIRNREREBA/IZEA/IETEA/ ZRABTIIRERENEHINREHE - XA/ RMHARARNRE
BEABHARIREYE  LARERRBEZEERRVRESZTANER

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

BN BMRERU LS - EERATE2NER -

I / We hereby irrevocably authorize:

BN BMLERE:

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.
EAHABREERA/RM/ BERAZIE - BRALH - BB REAER)ZF1E - BEMRR - BEREAEEREH
REREAIBAERA/RM/HMRAZAZEE HEIAL OXIRBREEEEER > TERE - BIGEARAN/HKM/
WRAXTRERED  WREEDNAFEEERD > MAA/RM/BERAZERAREBZATEIHEEENAR -
IWIREE 2 ERERIARBER -

b. AIA 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.
RARBKJEMER AT 2B S EBERLERA > BAA/ B/ BRAETHFTZEBRTGARUE  HEAN/HRM/WRA
ZREMRETEZRTME  FREBXAPEREAECFEANBESE 5RO - KE(LBREEE  BATRR
MEEEE RGBS - #8R% - BESUEAE  ELRABREARBRZEIRZHES - RERAGAEIBREY - Sm
RETREREMZEESMEH -
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PERSONAL DATA COLLECTION AND USE

| / We confirm that | / we have read and understood the AlIA 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 AIAPIC. The updated version of AIA PIC is available for download from
its website: www.aia.com.hk, and is made available upon request.

BEARHKERER

AN EPEIBAAN I EZMACHERBAAIAMBAERBEZSR ( [AAMBABRKRSERZH] ) -

AN EMAZRREABERRFEMHEARE AR TEFUEMTERERE - FBRJGENEAEAENREARASNA I RMAHAA/
EANFREFIRENAEMER  TRBAABABEHREZARERER - XA/ EARERESHAIABAE SR H T
BENRTFRERERAAN/ BMANEAERZEE (NMREAFBER) RF (WRETRMER) RITAABAERKE
BHRBENENERA - AMAAENKREZHANRITRANTRATHLTE © www.aia.com.hk » RAIEAE AT R °

Signature of Owner / Trustee BB A / SEAKE Signature of Insured, if other than Owner / Trustee ZRAHE - i3k
(Please do not sign on blank form and use the signature on our file. | A A /&5t A(Please do not sign on blank form and use the
EoEEEEELEE  TRASSEREREE ) signature on our file. FAEZAXRKE LEE - YRREEZHERERFS
—2) (Whose age is 18 or above F#t+ \BEzk A L L BEHE)
Name Name
] ]
ID Card/ Passport Number &5 3% / #8558 | Date B ID Card / Passport Number Date
B3 | BRI 2p:
Relationship with the Insured Signature of Witness
BZRABE REAEE
Name Date
®E HEA

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.
HERARREEXNAHZIRARE  BZRARDE  ATHERR/ SEEEAESE -
Please complete the following information if the signature is not given by the insured. B2 Z2EHEZRA » BFEBETHER -

Name of Insured ZRAHE Relationship with the Insured E232 R A BE{&
(in block letter IEH&EE) (Please provide documentary proof for the relationship. ¥&32 3 B8 1555 B 30 4F)

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

S THAA TRER] FREDEIUELE
170 EEAMRE
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Policy Number {RE %5

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES)
E_HBIHRRABEHEICHRERFHELERS
For Loss of Use / Amputation of Limbs / Permanent & Incurable Insanity B B8 Y08 / BEIhEE / R A R FREE BRI MK EE

1. (a) Name of patient FA M H 4. Please give details of treatment administered (such as suturing,
‘ ‘ physiotherapy, etc. with treatment dates)

AR MAE Bt - YR ES AERE -
(b) 1D Card / Passport Number £ 173 / % B35S FH AREHE (M - WIDARS) RARAM

(c) Occupation B ‘ ‘ 5. (a) Wasthereany hgspitalization,x-rays and/ or special diagnostic
procedures required?
(d) Is the Patient left-handed? AR B EFIBAE? RS EREFERR - XARER /| RIFRIZERF?
[ YesH | No¥A& [TYes2 [ No#&
2. (a) Accident Date E 41 FA &8 ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ (b) If yes, please give details and provide copies of all lab, x-ray
NIME DDE YYYYE and any relevant hospital reports.
(b) Cause of injury Z{5EH IR - BREEERIBACRES  OURE - LEMHRY
BhRRE -
(c) Was any surgery rendered? B35 ETFi?
5 — — T Yes&s [ No%H
© ‘Pileaseipggzlfy;part Oﬂf body injured and type of injury. (d) If yes, please give details (such as name of procedure and
BRI REES - date of surgery)
WA - FREFE (WFNEBRETFNEY) -
6. (a) Was the injury induced from or affected by any of the following?
(d) Please use a diagram to specify the part of body injured. ZEEEHR TGN B2
iz = =E |, =S o —
A B R A S B 2 B R Y [TYes2 [INo#&  Physical defects / congenital
anomaly
B B SRBRIA/ SRR
(e) Extent of injury (e.g. ROM of affected joint, site and extent of [TYes2 [INo&E Unfavorable past medical history
amputation, % of functional loss of the injured body part) BAERESR
BERE NSRS TEHEN/ MRABREE/ 26 [Yes® [INo# Degenerative changes
a1 ¥ied ot paN -
BB R BEZ B A LL))| | BALEE
(f) Please state the overall condition and functionality of part of [ Yes2 [ No&  Alcoholor drugs
body injured when you last saw the patient. SRR EEY)

Y HRE&E —RARDBZEELARRER R AR -

(b) Please give details if any of the above answers is “yes”.
WO EEF—ES "R" - BRUEFEE-

3. (a) Present condition of injury IREFZ &5

7. (a) Do you expect a fundamental or marked change of patient’s

(b) Please describe the current physical impairment, if any. present condition in the future?
EHAZRARKZ SERHRE/ BEERGERA) - BTRABFERGZRREEETELR  PENRE?
(c) Do you think the impairment or loss of function mentioned

would be temporary or permanent? Would there be any (b) Please state any further treatment / rehabilitation plan.
chance of recovery or improvement? Please elaborate. A A E— S 28 EEsE -

ZHBRHRE/ DREZBEEIRERMEER KA ? BRERE
BRI T REME? FERFM o

~

I / We hereby declare that the information given on this form is true and complete to the best of my / our knowledge and belief.
AN RMREARPAFE LAEERERARAN BPFARAE2EEREEE -

PERSONAL DATA COLLECTION AND USE

PLEASE READ THE AIA PERSONAL INFORMATION COLLECTION STATEMENT (“AlA PIC”) BEFORE YOU SIGN THIS
CERTIFICATE. IF THE AIA PIC STATEMENT IS NOT ATTACHED, YOU CAN ASK FOR A COPY FROM US. Also, the updated
version of AIA PIC is available for download from its website: www.aia.com.hk. All the personal data and other information
contained in this Confidential Medical Certificate will be used by us for the processing of the Insured’s claim(s), and will also
be utilized in accordance with AIA PIC. By asking you to fill in this Certificate, the Insured / Owner has given you the express
consent to release his/her personal data and other information to our Company.

BARHBERER

EELBEEHREN > WERRAABARESEED - MAIABAERREZAREBMNABERE - BT A0 RFARIEED
R—17 o AIMEAE R U EZE BAVRFTIRAIN AT AL T A4 T & - www.aia.com.hk o FrEEA R KR8 4 R EWEMREH
FAEREERBRMAEREZRAZRERE  RATTRBAABAEHNRERHBERAZLEN - O TREZRETHE
SMENRTZRA/REFEACRERT TRLBREERM / N EAERREMERGEM -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop)
I/ EREENRE (BE) #=E (BH)

Address and Telephone No. Date

it R EFE B
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Policy Number {RE %5

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES)
EoRTHAZRABEREICHBERFHEERS
For Loss of Speech / Loss of Hearing R&iREERE H R / Bk HEE A

1. (a) Name of patient JHEA A 4,

Please give details of treatment administered (such as suturing,
physiotherapy, etc. with treatment dates)

ARAUEEFE (g - MIEEREE) KakAH -

(b) ID Card / Passport Number 513+ / & RIS ‘

5. (a) Was there any hospitalization, x-rays and / or special diagnostic

procedures required?
WAZEREEEMRR XERER / REFRIZERF?
[TYes2 [1No&

(b) If yes, please give details.
MR - RS-

(c) Was any surgery rendered? B85 T FM?
[TYes®B [INo®kAE

(c) Occupation B3

2. (a)AccidentDate%%ElEﬂ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘
MM A DDH YYYYE

(b) Please specify part of body injured and type of injury.
EYIAZEHRUREER -

(d) If yes, please give details (such as name of procedure and
(c) Cause of Loss of Speech and / or Loss of Hearing date of surgery) .
EHEASTENR  REB S EE mE - BREFE (WFNEBRETFIWAE) -
(d) Duration of Loss of Speech 6. (a) Was the injury induced from or affected by any of the following?

B KA FRRE N 2 FHERT R

SZEREHTIIBERERSTZE?
I_\ Yes2 [ INoZ&  Physical defects / congenital

(e) Was the diagnosis confirmed by an audiometric and

d-threshold test? anomaly
sound-threshold test? P L L S
DEEBMAENE - £ BENBEERTEETBARE - | AmBRECEREEE
B l_\ Yes2 [INo& Unf;;f;ble past medical history
- B
[TYes2 [No& o .
I_\ YesZ [ No& Degenerative changes
3. (a) Present condition of injury BEZE1E R B
[1Yes2 [INoZ&  Alcohol or drugs
B EY

(b) Do you expect a fundamental or marked change of patient’s
present condition in the future?
BTRAFERBZMRETEEN PENHRE?

[TYes® [INoF&

Is the loss of Speech and / or Loss of Hearing considered total
and irreversible?

WARFEOR | REBEZRRREBRTER KA ZHRE?
[Yes2 [No%&

Please state any further treatment / rehabilitation plan. 7.

A AEME— P 268 REFE -

(b) Please give details if any of the above answers is “yes”.
WL EEA—S "R - BREFE-

(c

~

d

-~

Please enclose copies of all reports from (Ear, Nose and Throat)
specialists, audiometric and sound-threshold reports, CT Scan,
MRI, X-ray, laboratory tests, surgical reports and any relevant
hospital reports.

FRUMEREEREE - &  BENBEZRE - BORBEIR
HE > BREEHE - BOOHKR - XERE - LRRE > RERBEN
BRI o

I / We hereby declare that the information given on this form is true and complete to the best of my / our knowledge and belief.
AN RMRERLAFE LMEERERARN BMFARAE2EEREEE -

PERSONAL DATA COLLECTION AND USE

PLEASE READ THE AIA PERSONAL INFORMATION COLLECTION STATEMENT (“AlA PIC”) BEFORE YOU SIGN THIS
CERTIFICATE. IF THE AIA PIC STATEMENT IS NOT ATTACHED, YOU CAN ASK FOR A COPY FROM US. Also, the updated
version of AIA PIC is available for download from its website: www.aia.com.hk. All the personal data and other information
contained in this Confidential Medical Certificate will be used by us for the processing of the Insured’s claim(s), and will also
be utilized in accordance with AIA PIC. By asking you to fill in this Certificate, the Insured / Owner has given you the express
consent to release his/her personal data and other information to our Company.

BAFRHESRER

EENEERER  BAERRAABAREIGERE - MAIABAERBNEZAREBHASELRS - BT AIORMEEEED
K—17 o AIAMEBAERINE BB EFRATATRU TR TH : www.aia.com.hk  FIBEAREMAIEEREREREN
FAERSERRMABEREZRAZRERE  RATTRBAABAEHREZRBEAZLEN - O TREZRETHE
EHREMRTIZRA / REFBACRERT IRLBEERM/ WNEAENREMERGRM -

Name of Attending Physician / Specialist (with qualifications)

Signature (with chop)

I/ EREENGE (BE) #£ (EH)
Address and Telephone No. Date
ik ] EEE HEA

03402100----10
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Policy Number {RE %5

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES)
EoRTHAZRRABEREICBERFHEERS

For Loss of Sight kiR HiEi A

1. (a) Name of patient JHEA A 5. (a) What is the prognosis?

EEER NfE?

(b) ID Card / Passport Number 513 / & BB

(b) Will further surgery improve the patient’s sight?
BRI FNESHHRENR OB RE?

(c) Occupation B % [TYes& [ NoF&
. (c) If yes, what kind of surgery will be necessary?
2. (a) Accident Date E 5N AHA ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ng  HEEEEZHEFM?
MMA DDH YYYY &

(b) Please specify Part of body injured and Type of injury
EYIRZEMRUREER

6. (a) Was the injury induced from or affected by any of the following?

RERERTIBREHSTE?
(c) Cause of blindness [TYes2 [INo& Physic?l defects / congenital
BIEHZER anomaly
FEEME/ EXMEER
[TYes [INo&  Unfavorable past medical history
(d) What is the visual acuity of both eyes at present? - - BARE
BRBKG2EIDHBZD? [TYes2 [ NoZ  Degenerative changes
B
Left Eye ZHR - [ Yes 2 F No &  Alcohol or drugs

TBREREEY)
(b) Please give details if any of the above answers is “yes”.
WU EEA—EE R - BREFEE-

Right Eye &R :

3. (a) What kinds of treatment were rendered?

HE4T 7 MRLESa R ?
(b) Vﬁvfégr;gyfyr%gﬁq;ggered? 7. (a) Do you expect a fundamental or marked change of patient’s
§ TR . present condition in the future?
[lYes® [INoXH MTRAREREIRRETEES BENNE?
(c) If yes, please give details (such as name of procedure and |_\Yes = |—\ No 7€

date of surgery) (b) Please state any further treatment / rehabilitation plan.

le]ﬁ ’ E%TET#§$'% (ﬂﬂ?ﬁi%ﬁ&ﬁ’tﬁﬁ?ﬁfﬁ /qu) %%REg{g-E{E_[?E_ZFZ;ﬁﬁ/%@ﬁ%J °

4. (a) Was there any hospitalization, x-rays and / or special diagnostic

procedures required? 8

N Ny N - Please enclose copies of all reports including ophthalmologist
ERBEETEEER  XARER/ NERDHRE? P P 9 op 9

reports,CT Scan and any relevant reports that are available.

[Yes2 [No& FREMEREEERNEREE « EEEHR X REMTERENER
(b) If yes, please give details. R o

mE - EREFE

I / We hereby declare that the information given on this form is true and complete to the best of my / our knowledge and belief.
A EPRBALRFE LFHEERERAIA RPFARAECEERAZE -

PERSONAL DATA COLLECTION AND USE

PLEASE READ THE AIA PERSONAL INFORMATION COLLECTION STATEMENT (“AlA PIC”) BEFORE YOU SIGN THIS
CERTIFICATE. IF THE AIA PIC STATEMENT IS NOT ATTACHED, YOU CAN ASK FOR A COPY FROM US. Also, the updated
version of AlIA PIC is available for download from its website: www.aia.com.hk. All the personal data and other information
contained in this Confidential Medical Certificate will be used by us for the processing of the Insured’s claim(s), and will also
be utilized in accordance with AIA PIC. By asking you to fill in this Certificate, the Insured / Owner has given you the express
consent to release his/her personal data and other information to our Company.

BAEHBERER

FELEEEEN  BHEMRAIABARERRER - MAAEAERREZAAREEMHNABLERS - BT 00 RFARMEED
R—17 o AIMEAER N EE BHRIRAT AIALLT AU T - www.aia.com.hk  FrEEA R HE MR ILEAEREWEMSEH
FAERSERBRMAEREEZRAZRERE  RATTRBAABAEHNEZHERAZLEN - OE TREEZRERTHE
THREMRTIZRA / REFAEACKEBRT IRLBREEEM®/ NEAEHRAMERGRM -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop)
IR/ EREENNE (BRE) #BE (EH)

Address and Telephone No. Date

iR EFE HEA

03402100----10 Page 8 of 10 OPCLMF80.0423



Policy Number {RE %5

PART Il (TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES)
EoRTHAZRABEREICHBERFHEERS
For Third Degree Burn Z ¥ {5#H

1. (a) Name of patient A K H 5. (a) Wasthere any hospitalization, x-rays and / or special diagnostic
procedures required?

WRZEREFEMER - XERER / RFFIDERF?

(b) ID Card / Passport Number §123% / ERRIRIS [Yes2 [No&

(b) If yes, please give details. 112 - FEIRIEFE ©

(c) Occupation B3

_ (c) Was any surgery rendered? B38BT F1i?
2. (a) Accident Date Z5M A Hf ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ [Yes’® [|No®E
MMA DDH YYYYE (d) If yes, please give details (such as name of procedure and

. . - date of surgery)
b) Please specify Part of body injured and Type of inju 2 e e e
O e ype ofinlury W - FRGES (NFHEBRIEGEAS)

(c) Please use a diagram to specify the part of body injured. o :
251 7 (B 2% LA B B SR 50 o 6. (a) V“l/a; Lhe injury mdusce?g fromgo/r affected by any of the following?
ZEREHTIIERERHTE?

ﬁ Yes 2 ﬁ No &  Physical defects / congenital

; Py anomaly
(d) ggdt{%vgsgﬂgéﬁagge of major burns? BRI ERMEES
[|Yes® [No&  Unfavorable past medical history
BEREE
(e) Is the burn considered as Third Degree Burns (full thickness ﬁ Yes 2 ﬁ No & Degenerative changes
skin destruction)? BprEs
BECRESEBRAESRHE (RE2EHRS) 2 Cves® [INo&  Alcohol or drugs
[Yes2 [|No& EREREEY
(f) Extent of the burn covering the body surface (in %). (b) Please give details if any of the above answers is “yes”.
SRREREZEE (BO) - MU EEA-ES "R BREEE
3. (a) Present condition of injury 7. (a) Do you expect a fundamental or marked change of patient’s
BIEZEER present condition in the future?

BTRARERFZREETEELR/ BENRE?

[Yes®& [NoF&
(b) Please describe the current physical impairment, if any.

savs N TN 5 b) Please state any further treatment / rehabilitation plan.
SR AR S BRE/ BEER(NER) - (b) Please state any furt ime
FR i ZRARR S BRE/ BEERNER) e N ) 7o N

4. Please give details of treatment administered (such as suturing, | 8. Please enclose copies of surgical reports and all relevant hospital

physiotherapy, etc. with treatment dates) reports that are available.
FERAUAEFIS (AL - MIEAERE)RAERE - mEREAEFIRE  HEAEENERRE

I / We hereby declare that the information given on this form is true and complete to the best of my / our knowledge and belief.
AN RMREBARPAFE LAEERERARAN BMFARAE2EERERE -

PERSONAL DATA COLLECTION AND USE

PLEASE READ THE AIA PERSONAL INFORMATION COLLECTION STATEMENT (“AlA PIC”) BEFORE YOU SIGN THIS
CERTIFICATE. IF THE AIA PIC STATEMENT IS NOT ATTACHED, YOU CAN ASK FOR A COPY FROM US. Also, the updated
version of AIA PIC is available for download from its website: www.aia.com.hk. All the personal data and other information
contained in this Confidential Medical Certificate will be used by us for the processing of the Insured’s claim(s), and will also
be utilized in accordance with AIA PIC. By asking you to fill in this Certificate, the Insured / Owner has given you the express
consent to release his/her personal data and other information to our Company.

BARERERER

HELBEREN - BAMBAABARERSEED - MAABAERKRERAREREMNAEERE - BT AR MRIEED
R—13 o AIAMEBAERNER B SIRATR ATA LT @UL T 5 © www.aia.com.hk ° FIEEAREMRILE LR EWEMRSH
FAERNERRMBEREZRAZRERE  RATTREBAABABEHREZRERAZLEY - OB TREZREBTLE
EREMRTZRA / REFBACKERT JRLBEERM/ WNEAENREMERGRM -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop)
IR/ EREENNE (BRE) #BE (EH)

Address and Telephone No. Date

iR EFE HEA

03402100----10 Page 9 of 10 OPCLMF80.0423




Policy Number {RE %5

PART lll (To be completed by the Insured / Claimant) £=#{3 (B%EA / REAES)
Note: This part is to be signed by the insured / claimant and applies when the insured is being examined for the said injury by the Company’s staff doctor.

M EERARANBESERSRARREARBAAZEE  ALBHER  YTHERAERTREE -

STATEMENT BY THE INSURED / CLAIMANT FOR ACCIDENT INDEMNITY
ZEA/ REABRERIMNER BN

To : AlA International Limited

B RBRBES) BRAE

With respect to the examination of the above-mentioned injury conducted by the AlA’s staff doctor (hereinafter called “the said
doctor”) for the purpose of assessing my claim (as opposed to my own attending doctor), | hereby agree and confirm that:
FERRBRENEE (UTHE [LAELE ] ) EEARAETRE  UWEFMAAZRERENEE (MIFERAZED
B4)  AAEHRRRER:
(a) The medical findings by the said doctor shall be relied upon by the AIA when processing my said claim, and
HERBEEE 2 RBERERARBRBEEAA LRRERFBHRE
(b) I understand that this examination does not prevent or restrict me from consulting with my own attending doctor at any time
in the future forfurther medical assessments, advice or treatments that may be necessary for the said injury.
RNA A RIRERY RN AR AN RATAEHRE M E B MEBAN 2 EDBESRE—SNWERTREEREREM
BRI o

Signature of Witness Signature of Insured / Claimant Z{f A/ RBEAEE

REAEE (Please do not sign on blank form and use the signature on our file
BAEZARELEE  URRESHRERFE -

Name # % : Name % :

ID Card / Passport No. 533 / RS ;

Date B : Date HH :
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