AlA

& FASEitZARF5 &3 Pre-approval Enquiry
#&# Hong Kong #A4% Hotline: ZB &5t &| CEO medical plan  (852) 2232 8870
; I P HithB& =t #] Other medical plans (852) 2232 8888

®PF9 Macau 4% Hotline: (853) 8988 1822

ERERRAZEEERERE

Simple guide for Medical Expense Pre-approval Service

5215 Please prepare
|| BEEZBEERAELMZRE A completed Medical Expense Pre-Approval Form
. ¥R HZRA/ HEEAEE Part 1 to be completed by insured / claimant
o FIES HEABERELRYE / FHEEIES Part 2 to be completed by attending physician / surgeon at
claimant’s expense (i# i A {EBx s F#1{EE applicable to in-patient or surgical case)
[ REE/ BB HARISERATEE (W1%F) Budget Estimate issued by attending physician / hospital (if any)
[ BEENESLEAHENE (AF) Referral letter or laboratory requisition form (if any)

R ABRSER BRI AT R MM ET/EX A B

HEEET U ERIER XS EE[ Email: hk.pre-admission@aia.com
Please send the above documents to us at least 2-4 HFHBEE HK Fax : (852) 3118 9083
working days prior to admission or day of medical BPY{EE Macau Fax : (853) 2831 5900

procedure through email or fax

AAEMZ—ETN, KMIFEMEHEER
Once pre-approval request is completed, you will be informed for the result

[ ERTE | — B =H, RMERERBRED [TRRES | RERTLH, SHTSRAZSHERGUE
BE, LBEHMERAIAERHEAEL [TRRES] .
Once “Credit Facility Service” has been successfully set-up, we will send a “Letter of Guarantee” (LOG) to the concerned
hospital. Upon registration at hospital, please present insured’s identification document for verification and notify hospital
that “Letter of Guarantee” has been arranged by AIA

o
2
©
4
5

THAER, BREERRBRMERRRER, RMSEEERMCTEHEBRMNERER . SEERFTME,
NEHRBEFAXSNEERRERTHEERE, RAGREEE [ZETREHNE | , IRBFEATEREERER
IRENER RPNk,

The hospital will send us the bills and we will settle the approved medical expense on behalf of you. Upon claim assessment
is completed, if the medical expense exceeds the payable amount under eligible benefit, a Shortfall Notification will be
sent to Policyowner and the designated credit card will be automatically charged with the shortfall amount 14 days from
the date of the notification

52 Please note:

i)

i)

REGMAAEAMZRBSR [RRERE | A—ERZRAVAEABMITENZREIMROTE R, MEERERERNS, KPIFE
PERFISS L IBRRFS M BE B ITIEE, LIREBARE REME. Pre-approval Service or Credit Facility Service is not a contractual service but an
administrative arrangement offered in our absolute discretion in respect of covered expenses incurred. It is subject to termination at any time
without prior notice.

MEARZFREBEMS B2 8BS ER, HWATES [F5REFZF] If treatment or hospitalisation is due to illness/disability classified under
exclusion or whatsoever, no LOG will be issued

iil) BAEREAEENERELMBUERENGERFRPHAUBEEERASEAFCZREIERZE (WA) You will be required to provide treatment

information and authorise AlA to collect any shortfall including any uncovered items, etc. if any,from your authorised credit card account

iv) BEEBMM BRI ERTFEREREHEXHAERIYMEMARE The actual date of claims notification depends on the submission of

v)

required documents by the hospital
AR EREST BEIRE RREEZ L MABIZE All the claims settlement will be subjected to the final bill and the policy terms & conditions
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BE R ARG
Medical Expense Pre-approval Form

BEZIERRIR AR EZEEEFIR O MENELER, UEHHEEAFRNIER
Please complete this form and return it to us by e-mail or fax at least 2 - 4 working days prior to admission or date of medical procedure

F—E M - BZHRASEEAES Part 1 - To be completed by insured / claimant
{REESERS Policy no. 1REFH A4 B ESERS Policy owner’s contact tel. no.

ZIHRA (BA) & Name of insured (patient)

1.1 BAE A5 E Inform agent/broker

BTREMRESHALAMZRFZEE, ERUTRGRMEEE LS / RIESUEMER / EHRRER, BRMIEYRBEMRITERE
B / RIGESE R RERT S RSN BRI R IR BB E R

For proper follow up on your medical expense pre-approval progress, your AlA financial planner / broker / IFA of your latest inforce policy can
view this medical expense pre-approval information if no specific agent/broker/IFA/TR information is provided at below.

D EARRE M ZHER [X] Please put “X” if not agree on the arrangement

R/ ERHE EEE /BN ERRRS

Agent / broker's name Agent/TR’s tel. no.

BEB /BRI EFRREEMRE

Agent / broker’s code TR membership no. DPIBA D ciB DANG ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

1.2 AP E M EBE{REE Group medical insurance of AIA or other companies

BREEREEEM For this treatment expense

BEEERIPEBRGRERE? 0T, FREEEIZBRAESHE/ TERR
Will you make any claim under AIA group medical insurance? If Yes, please provide employer’s name and certificate no./ membership no.

BB E [ H BB IRAE R EEE? Will you make any claim under other group medical insurance? | | & Yes [ | & No

1.3 WWEREREE A Z 5B F1%H#EZ Credit card authorization for shortfall collection

WA FRE R BT & B R ERME ERRIEE S THEERE, EREESRRAANUTERFPFOWBERER. FRFEFA
DEBMREZREFAASZRA, RREFAALZRABERERE, NEREIXESH T (HFRZAFFEAXHE) . ZIBERERF
REGEHE5,0007T / RPIHES,000 TS EMEEE CGRF T EEzEEME) , EEBEEREFTHAAL. BEREUBREREER+TTX
AEHERMREMNSBHNREFRGAGHEREFE. IR RMAETHEE/BRITEHZVISA/ BRER, HEXEEEF. AEE
EPME, ®RFIFEZ PEZRRIT G |REEBERF)

If the amount paid by AlA to the hospital exceeds the eligible claims arising from this hospitalisation, this Form authorises AlA to collect the
shortfall amount from the following credit card account. The credit card holder must be the Policy Owner or the insured or with direct relationship
between the Policy Owner or the insured e.g. spouse or parent or child (documentary proof of relationship might be required). AIA will hold a
minimum of HK$5,000 / MOP5,000 (depends on the estimated shortfall amount) from the credit limit of this credit card account until the claim
assessment is fully completed. The shortfall notification will be sent to Policy Owner 14 days prior to the collection. (Please note that only Visa /
MasterCard issued by banks in HK / Macau or American Express is acceptable. For Hong Kong customers, CCB (Asia) UnionPay Dual Cur-
rency Credit Card is also acceptable)

HEAHA HRASHE / ERES XXX
Cardholder’s name Cardholder’s ID card / passport no.

ERFSRES ERFEIEAA

Credit card account no. ‘ ‘ | ‘ ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ | ‘ ‘ ‘ ‘ ‘ ‘ Credit card expiry date D:H:Ij
WERA/ RESHNEE [ I zRA/rESEA [ SRA/RESEAZ GEER)

Relationship with the insured / policy owner Insured / policy owner Insured’s / policy owner’s (please specify)

FAFERETRBEFAEHAFRFOMNBRIBEZZHER

| hereby authorise and direct AlA to debit the outstanding shortfall due from my credit card account

¥+ A%E Cardholder’s Signature H#A Date (A/R/% mm/dd/yyyy) Bf#& B 7555 H5 Contact Telephone No.

¥—H Page1of4 OPCLM113.0924



policyNumberRegsg®s | | | | | | | | | | |

1.4 B EP K IZH# Declaration and authorization

AN/ HFIEERE. BALEREUTER:

(a) IEXR MR FEEHIZ RGN H E X A E R HERTRRFE ST RER AT AR RIERHEESEZ.

(b) EEANREAAN/ B/ TRAZIMMEANFEZRECENNER, T BEEGHARERENERR, EAAKEE
RE—BIEENERFPIMBREMERNEE. EEAIRFHRERAFFONGERERR, IfmENEMGRERUEREE
WEGZEERE, BARMBEEIBEIGRIERILRE, R/ UMEMHEARERILUARAN / EF/ SRAEAREFEE AR
ERANRERMEZGFFAAN/HF/ SRANSEDIREING, SEEFRNEMNSKEE CEELTHEEN) |
AMHRERE (FimUERE .

| / We have read, understood and agreed to the statements below:

(a) Neither submission of this Pre-Approval Form nor the issuance of Letter of Guarantee by the Company shall be construed
as admission of liability on the part of the Company.

(b) In the event that the Company has settled any charges not covered in the policy or exceeds my / our / the Insured’s eligible
benefit limit, the Company shall have the right to deduct any of such charges from the credit card as specified on Page 1.
However, if the Company cannot collect such shortfall due to insufficient credit available in the credit card account or for
any other reason whatsoever, the Company shall have the right to setoff the shortfall amounts against the amount due or
payable to me / us / the Insured from this Policy and / or any policy issued by the Company of which | / we / the Insured
am / are / is the owner(s) or trustee(s) including but not limited to any death benefit (to the extent it is permissible by law),
dividends or return of premium (for whatever reason).

BARESRERER

B/ BMEIR/KMEHE  BAREAERR/ RPANRELEHAR / RRASTERBRERMLE (AABEE)

BRAT (BB21T) ~ KBEBR)ERLT (RF21T) ~ KABRBEBRRAAR /IARAEEASZSERAF
(EA) ) WEAESRKRERS ([ZEBH])  ZEAAEUTRAUTEH

https://www.aia.com.hk/zh-hk/privacy-statement-main °

B/ BRMEARBERERNFFAHIE / BPNREEHAR / RRAKE T EIMBRMAE ST UMEM T ERE -

S GRIFENTABEAERRBERE / HPNRE - IRFIRENEMER - IRBEZZHARERE -

B/ BMOAEREAZAZERMAENESE / RMONBEAERZEBEINBER (MRE/RASTEEESE

EE) SURPTRINEAR (ARE GRASFEITERMER) (BFERME) FRERRHENEREEA

ZEPNFEEEST AR ER 2 SFARAS AT L AT & & AT ZRE -

PERSONAL DATA COLLECTION AND USE

I / We confirm that | / we have read, understood and agreed to the Personal Information Collection Statement(s) of my / our

policy issuer(s) and/or pension scheme provider(s), i.e. AlA International Limited (Hong Kong Branch), AlA International Limited

(Macau Branch), AIA Company Limited and/or AlA Everest Life Company Limited, where applicable, (the “PICS”) which is

available for download: https://www.aia.com.hk/en/privacy-statement-main.

| / We declare and agree that any personal data and other information relating to me / us or my / our policy(ies), account(s) or

investments contained in this application or collected, obtained, compiled or held by my / our policy issuer(s) and/or pension

scheme provider(s) by any means from time to time may be collected and utilized in accordance with the PICS.

| / We acknowledge and consent to the transfer of my / our personal data to parties within or outside Hong Kong (for policy(ies) /

pension scheme(s) issued in Hong Kong) or Macau (for policy(ies) / pension scheme(s) issued in Macau), as the case may be,

for the purposes as set out in the PICS.

The latest version of the PICS which complies with the relevant rules and regulations is / are available for download from the

above website and upon request.

REFEAE FHRAEE EZRAFBREISEUT, FRFRRLEREEAES)
Signature of policy owner Signature of insured (to be signed by guardian if insured is below 18 years old)
REFHALA ZRA/ BEALR

Name of policy owner Name of insured / guardian

REFHANFHE / EREH ZRA / BEAGNDFH /RN

ID card / passport no. of policy owner ID card / passport no. of insured / guardian

HEl (B/B/% HE (R/B/&$)

Date (mm/dd/yyyy) Date (mm/dd/yyyy)

$_H Page2of4 OPCLM113.0924



swegegs poiyNumoer [ | | | 1 1 [ 1 | | |

EEM -BHFEABEREZRE/ FHBLES

Part 2—To be completed by attending physician / surgeon at the claimant’s own expense

5 A2 Name of patient fREANZ G / FERENS MRl Sex
ID card / passport number of patient [T 8 Male
[7] & Female

SaEHEL Treatment location (Anih253EAEFE, HIRHEEE4EML If location is not in Hong Kong, please provide full address)

[ ] BBx&% Name of hospital

O P9/ BREIEERRE Outpatient / day care [ ] 88/ Bl Clinic / medical centre
O i@k Standard room

O #FLRHHE Semi-private room
O ®RFHRE Private room [ ] Hfth Others

|| 3 / LB Imaging/laboratory centre

SH4BHbuE (AniEA) Full address (if applicable)

fast A\Bx / i85 HHE Expected date of admission / treatment FasHERT H# Expected length of hospital stay (no. of days)

(B/B/4% mm/dd/yyyy)

i/ A BRI K se s 1E Patient’s condition and treatment details

1. FEHIARBHESZEEAL Please describe symptom or injured area | 2. IR / Z 5 HEA Onset of symptom / date of accident

(B/ B/ mm/ddlyyyy)

3. BIEETE, HALTEGHEMSELERR? To the best of your knowledge, has the patient ever had the same or similar conditions or
symptoms relating thereto?

[ ]38%& No
[ ]% Yes, i#iRit:2 8 B RFHIE please give treatment date and details:

4. EFEANWIERAELIRAE NI If patient’'s condition is caused by the aforesaid accident:

a. 5RRABESIMEIA Please describe how the accident happened

b. ZFERETERTIIEREHSFTHFE? Is the injury induced from or affected by any of the following?

iR{L#5% Degenerative changes [ |2 Yes [ | & No
B EEI Sk ARBE R 522 Influence of alcohol, drug or intoxicant [ ]2 Yes [ | & No

E2, 5HR If yes, please give details

5a. #2585 / FH7#2F Medical / surgical procedure required

5b. FFEEFER| Type of anaesthesia

] BB/ B AR [ ] BRmRE ] mEmEEE
General / regional Local Monitored anaesthesia care

WNFHTE B AREE 1T, EsERR{ERRIRE For surgery under monitored anaesthesia care, please specify reasons for hospital stay

6. FEFETIMLES / BT / HIbi2Er 4 Please list out any laboratory tests / imaging tests / other diagnostic investigations required

7. WRRIEGEAE, SHIEMILLTER For cancer treatment, please provide the following

[ ] mstam:  BERAK

Radiotherapy: Nameandfrequency

[[] 2/ =8/ i T RTERRE

Chemotherapy / targeted therapy / immunotherapy: Drug name and frequency

g

Others

$=H Page3of4 OPCLM113.0924



95588 PoicyNumoer [ | | [ 1 | 1 1 | | |

8. FE:tEH (BRIEBAHHE, TREALUEBEETE) Estimated fee (fee in HK dollars unless otherwise specified)
a. BXf%EEHA Daily room charge
a. $
b. B4EXKFEHE Daily ward round fee
(W% N —Fr%84, F%IH B4R R E If more than one doctor, please provide the breakdown and justification) b1. $
b2. $
c. SMEIFHTE Surgeon’s fee
(W% R—IEFHIZFF, #H5H AR If more than one surgical procedure, please provide the breakdown) cl. $
c2. $
d. FEEETE Anaesthetist's fee
d. $
e. FHIE#E Operating theatre charges
e. $
f. FHEE. BRI ER Operating appliances, equipment, material fee etc.
f. $
g. HfthBzE A Other hospital charges
g $
JEEH4EE A Total estimated fee s
9a. RAME. jAE. RIERBH (MBR) REMLLAFHEERMAGMERBEMELHEELREE? Are the treatments, medical test
and length of hospital stay (if applicable) directly related to current symptom, are medically necessary and recommended by the attending
physician?
[ ] Yes [ | #& No, ##¥i& please give details
NmAEEER, BSEZLATREIRE Please answer the following questions if patient requires hospitalization
9b. BRIGE / FRTENRE EZZ /7 Are the medical tests and equipment / equipment for surgical procedure available only in
hospital?
[ ]2 Yes [ | & No, s:ir{EB/E R please specify reasons for hospital stay
9c. RRBE / FHRAEEMZ / BREIF#HH.0H#1T? Can the medical tests / procedures be done on an outpatient basis / at day surgery centre?
[ ] AL, #5&iRR{EBRIRE Yes, please specify reasons for hospital stay
[ ] RATLL, #&EAJRE No, please specify reasons
od. s5:ERREE R E S & ZE BB IR aY 58 R E Please indicate the clinical risks and medical reasons for hospitalization
[ ] BEHREMRE (&65) fE Current health status (co-morbidity) AR Please specify
| | TEERFHBSEESR S AR Expected higher risk at operation
|| EHIF#E RS A Expected higher post-operative risk
[ ] Hftb, #B=EALBANBEBERE Others, please specify reasons for
admission and hospitalization
Oe. ERBEEEAIEE? Is this a case of medical emergency?

[ ]& No [ ] R Yes, ###th please specify

224 &4} Doctor’s information

MREEGMIN, BEKA/ REAN/ KM BEREER / RIESLEREE HMEIR? Are you related to the patient / claimant / AIA financial planner /
broker in any way other than your professional capacity?

[ ]&No [ | R Yes, kA please specify
KA/ HPERBRALEFEE LFEERAKRA / ROMAEMEZEE

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

i B4R E AR RS

Name: Contacttelephoneno.:
HERHNE HE (B/B/%)
Signature and chop: Date (mm/dd/yyyy):

$ME Page4of4 OPCLM113.0924
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