AlA

N
1> ACCIDENT CLAIM FORM & 5B a5 =

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) S—&8{7 (HZ{EARBFEARE)

Policy Number Name of Insured ID Card Number / Passport Number
REESRES ZRABE BRSBTS
XXXX
Area Code Agency / Broker Name Agent / Broker Code
B iR EEBAR I BEEHE EXEERIE / KLERE
Agency Code Agent/ TR’s Name Agent/ TR’s Tel. No. 00852126
EIEER ENE S ey BXE | EBRRBEER
TR Membership Number B X& 251 | |IA ‘ ‘ ‘ ‘ ‘ ‘ ‘ [ ] ANG ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Benefits to Claim Z{EE 5|
D Accident Medical Reimbursement = 7MN82 B 25 i B & D Medical Reimbursement 2% B2 (&

|| Accident / Weekly Indemnity 51/ SiBE & || Hospital Income / Benefit EBz A 8. / B3k
| | Broken Bone B & || Voluntary Group Assurance B iZEI8{RE

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

HOREREAE 0 AURMERERREEDHREANGNIERERE -
HEEE RN [ am s [ pm T

Date and time of accident ‘ ‘ ‘ ‘ |

B BB R MM B DDH YYYYH HRAF MINZ
Period of hospital confinement if hospitalized ‘ ‘ ‘ ‘ | ‘ ‘ | | ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘ | | ‘ ‘
MR - BIRAEREE: From 8 \UMA DoE wwE wvE oo YYYYE

Have you received claim payment from AIA group insurance or other insurance for this treatments / receipts submitted? I— No 3875 |_ Yes &
BRRIRR B B RIS R A C A M RIS EMRIRAEE ? e
If yes, please provide the below information and submit relevant insurance company / organization’s settlement advice.

Mz FRETIHERNREXERRRAR/ #BNBESHEBYE -
Name of insurance company / organization: 1R A 5] / 48 Z7E - Policy No. / Membership No.: {RE / 224w :

If the insured or the policyholder is holding both AlA 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 AIA International Limited and AIA Everest Life Company Limited.
EZRARREITE ARBFARARBER)ERARRKASEAZERARRE @ HERE (BFEST [HHIR] & [EFAREE] )
HE—GHRIE o thoh - BEERERZ [BEREE] R [ABAERKRERER] TRBEAREAREER)ERLARKAEEASERAF -
|| Ifyou do not agree on the above arrangement, please mark “v” in the box. M1 RETEE Lt &5k - ERERABI L [V] 3o

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. & 7T Z i REGNREERE - ERUERERMHEEE
B REIEHER / EBARER ERNERRENKBIEKEIRER /RIFIEVERIE AT RIRBFER -

| | Ifyou do not agree on the above arrangement, please mark “v” in the box. MRETER L5 - FRERAEIL [v] 5 -

EMPLOYMENT PARTICULARS w18

1. Present occupation (if more than one, state all) and exact nature of occupational duties IRE (A FREEIH) BuRBE

2. Name and address of business or employer 2 RS {EE &8 & it

3. Did you file a medical leave certificate to your employer? & B{EEEHBREHE? [INo%B [ YeshH
4. Did you submit a claim for workmen’s compensation for this accident? B & F L E I 35S TR {E? [INo%%& [ YesH

ACCIDENT PARTICULARS &M s¥15

5. Where and how did the accident happen? = /Mth 25 ££18 6. Part of body injured and type of injury Z {52y R 52
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PolicyNumberRE8gz#E | | | | | | | | | | |

TREATMENT PARTICULARS /& ¥ 1%

7. Details of hospitals confined or physicians consulted for the injury (Name, address and consultation date)
At RBHZERD 2BERER (28 it RZEEH) Date . ‘ ‘ ‘ ‘
Name and address of doctor / hospital / service provider Ko AA MM B DDH

B4/ B/ RBREE SRR

YYYYE

8. Any relationship between the Registered Medical Practitioner / Medical Services Provider and Insured / Claimant / AlA Financial Planner / Broker?
If so, please state the relationship. &z 2 FMEE L / BERFIRHEEEIRA / REA /| KIVHEREIER / RBLSLETMEER - BYIHz -

CLAIMS PAYMENT OPTION XZfIRE{ES & -

IMPORTANT NOTE EZFIF :

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

MEFCEEER [HHR| & [EFARES ] H BERRREADAREEERTAA

To receive claims payment easily and conveniently, please register FPS / e-Bankin by completing the following:
SESAEREVRBIRERE > FHIADLTRELIEPEZE [HHR ]| & [ EFARES

Remarks #F :

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. REIFHAWFAEREAERL [HHEMR] R [EFARRE] UAFRMU EHR] 5 [SFARRS ] I(TEEFE -
RPN TEHRBRLE B BEREMBANE -

Owner’s Mobile Number

FHEAREE SRS ¢

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. 1L SRITIR A RLHETRE » RMEEHEEFIBEE U LRE « KPR TERBLE B X EHBAE
Identity proof must be provided for registration of FPS / e-Bankin if you have not submitted a valid Identity Card / Passport before. 21k B 12
HENHSRE /BB FTEXSOFANMERT [BER] L [EFARRE] 28 -

Complete this section if application for Hong Kong Policy(ies) i HRLU TR MBFE S REERE

[ Apply to all your Hong Kong policies held with our Company. 2B EEBRERATFIFEZMEEBRE -
|E Apply to the following Hong Kong policy / policies. )X :E REAR T 2B EBRE :

Please take the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. :5:212E A% » RRRMAESIBEHERAR
ERABBFEZIBERBIRE -

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&iR | 5 [EF ARRE | A LREFHFAZTHREFNREATIEEZRITFO  BAZSEETBRBATM
EREMR

Please select transferring policy benefits paid to either FPS OR e-Bankin. i53&12 [#8R | & [BEFAREE | HP—I5 I8 A Ll EREFIHHAZFZRERIR o

I:, a. FPS* EEHR” (Applicable to HKD payment only R FR S 144 2R)
Please select either ONE of the “Proxy ID" below by putting a tick 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. & 24
FIRBETHIHP—F [REIAR I REMUTHEER - B2B—EREEERS
REEY - [E8R] NAFPEIMABAEREARESEA -

[ ] Email EH8smt -

[ FPS Identifier %tk #BISHE :

[ ] Mobile Number F #4357 :

( )
Country Code Telephone No
Bl E 5 & 5 FHESRAS

* “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.

MREIZARERSE (EHR) | ERMNTEOERHENERS  LEZRMEAHRSE
BIRITRAEEEERAARAERARZRBEATFRENRELSRERABRS
RBRF ©

# “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.

[WRRME | EEE QAR EMAFEEHE DR IRF 40 E IR IR 5 25 80 5
ER BIEENFHIRT 0 SE;ibiboy [EEIR ] BBISRES o

[ ] b. e-Bankin &F ARRERT

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

documents ERMLUTRITE OERRIZER T 23X -

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. {EA5EF QHE ARRITRSRBHEHVRTFER 54/
R#E (BIEFSFHAE) /BRI FaEIE-

2) Joint account is not allowed. FEZEZF O o

3) e-BankIn account must also be registered under the policy owner. &7 A BRART
HFEAXBERERBREFEA ©

Bank Name and Branch in Hong Kong &#BR1TR 21Tz &%

Bank No. Branch No. My Account No.
SRATHRIR DT RAZBRFRE

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

RITFB /B BEE /BT FLARHZFOBEASE (BEELMRRE
FEAER)
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PolicyNumberRE8gz#E | | | | | | | | | | |

Complete this section if application for Macau Policy(ies) {ERE T MEES RRFIRE -

[] Apply to all your Macau policies held with our Company. 2R f i AR ER A B FTSE Z FTERPIRE o

] Apply to the following Macau policy / policies. =X B 55 R FE AR T 5 ZBFIRE :

Please take the appropriate box; otherwise we will apply to all of your Macau policies held with our Company. ;2 ZE A% @ FARFKSEI X ABEARER
ATEE 2T RPIRE -

[ ] e-Bankin EF AR

Please provide bank account information below and submit together with the following documents EIR A TRITEFOERRIER 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. 5B F OB ARBTRERBEEMNRITFR /S AREE (BREFESE) | ERRITFEIFR -

2) Joint account is not allowed. FHEZEZF O ©

3) e-BankIn account must also be registered under the policy owner. & F ARBIHENFE O LBREBREZFTEA ©

Bank Name in Macau JBPFI$R1T 2 218

Account Currency ERF &

wysccaenowxzmrws | | | | [ [ [ L[ [T LT[ ] | wonn voramm

Name as recorded on Bank Passbook / Statement (must be same as the Owner of the above Policy)
IRITFR/ AFELMEHE2FORFEASRE (MAEFMRRBEHFEAMEE)

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). A [EHIR] R [EFARRE] » AA/BRMABIARA / KMASLBHEAAR THEE R (www.aia.com.hk)FI B Z R RIS WEIZZ AR o
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.
BERELER [HHR] S [EFARERE] - BEASBREUTRERRE L [X] SROSREETE -

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) MIAHERREEBEEERETAZREMNBY [ReFEsrO] -

[REBHEEF O] WERAZSEERRIURE - (BEAMOBERABA T XBRE)

|_ Paid by Cheque in policy currency (not applicable for FPS / e-BankIn customers) SMREE# X ZX  (RFEAR [EHR] X [EFAERRE] 2&EF)

Paid by Cheque in Hong Kong Dollar (not applicable for FPS / e-BankIn customers) BU# X Z(H(TEAR [EHR] X [EFARRE] 2&F)

(a) I/ 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. AN A / FAFI88 A Fr A RE R 2 BRI RE
BERERMERAEH 2T (NER) s aRREGERE - At REZBUSIEHNRESBIIIMNIEY ( BEEY ) FREREEMLE
FMEBHOEW RBRIADREBB AR 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. Z&A / HMABEREENARA / RFRBEARETAELNFRREN BREEE ] X4 XA/ RMAREREMENLRESE
MZEEREEER LRRKIER BREATERE LR EMEE

OTHER INFORMATION H & %}

STATEMENT BY THE INSURED / CLAIMANT FOR ACCIDENT INDEMNITY BEMEEZZE AR RE A EH
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. EEHFATNBEARBZRARREARRIGEZEE - LB HER  ERHRRARBREE -
To : AIA International Limited (the “Company”) 2 : KRk (BIFF) BRAT ( [A7])
With respect to the examination of the above-mentioned injury conducted by the Company’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:
BHEBEATNEE (UTHE [ LREE | ) BEARAETRE  UWETEAACRERENEE MIRAZELEL) - FAZUEERER
(a) The medical findings by the said doctor shall be relied upon by the Company when processing my said claim, and

ML EFEE 2 RBAERBEAENRRERA LRRERFIIRE o
(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

for further medical assessments, advice or treatments that may be necessary for the said injury. ‘
AN B RIREIL A EE AR A REMEHEE G EMERAA 2 TR EESRE — SNERTMERESAFE MRS

Signature of Witness BEA 2 Signature of Insured / Claimant Z{R A / BFEARE
(Please do not sign on blank form and use the signature on our file.

BOEZARKEEE  URRBESHERERFE—N)

Name Name

ey H®E

ID Card / Passport Number ID Card / Passport Number
B3 | RS B3E | ERRE

Date Date

HE =h]
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PolicyNumberRE8gt#E | | | [ | | | | | | |

IMPORTANT NOTE &% IR
(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. B fEERRMIBENRERTE  BHHUHREERNEBREXH —HER - BERBREMBFERZXMH
F2HAANME (nttp://www.aia.comhk>BFZE>RRERRE>RE) - MRREAEAMERZERBREE /HRERE - F—6
ER [REIEARM | BFERE - ERMEFTEREXE T 2BEPBFOLZREMATRINENER - ROSBANERNZ DY KSR /
BRIGEER /R ERERE - AERMBEREERER  BERBINEXFBHERE
(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. MN#ZEFE R FHMEEER - ZASTHEEREXBENRERBREFNMEFES -
(c) Please submit your claim application to our AIA financial planner / your broker / IFA or send it to us at the following address: & & #Y
RERBRTFRAVEREFERD / CHRERER /REFER  RBFEUT L
* HK: AIA Wealth Select Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong
B8 RAMBEPL > BEILAERE183 RAHES1212
* Macau : AIA Customer Service Centre, Unit 201, 2F, AIA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau
P RBEFRBE P 0 BPIEEABERK251A-3015E R FBES 22201 ERFH I H O

AlA e-Advice [RIBEFEME |
(Please mark a “X” in the box to apply for this service. B T &R BB RFIEER =R AE L [X] 55 )
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”. g [RHEFBHE | #LRY  BRXULRERAMTIRERE (0F) 2FLEERELNBNELEBEHES
EERABERTHERNENE - WiRE [KABEFBNE] B RRRIREEM -

* Email address Signature of Owner

BT FEAEE:

Other policy number(s)
H bR E SRS

(Not applicable to Personal Lines policies with policy prefix C.
TEANREREBETEABCZEAMYRIBIRE <)
# For details of the Terms and Conditions of the “AlA e-Advice”, please visit AIA Customer Corner www.aia.com.hk. BB R & 2 5515 » 5% Awww.aia.com.hk
ZRIEFEESH -
* Email notification for this claim will only be sent to the email address provided in this form. 2/X B & > BRI BNE RSEBE L RKAMFIE = St o

DECLARATION AND AUTHORIZATION iR &g

| / 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”).

A BRMRBAN LS -BERATENERRERRREAZBRE (BF) GRLF (UTHE 28] ) EXZEBTALRA 1 £z

BLul  BERRHcBREALEEHEA -

| / We hereby irrevocably authorize:

A BMERRE

(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. fEAMEIEREEARA / HM / WRAZTIE - HRLH - BEHRBL (HAER) 2FE
BEMRR - PEREAERZDALCERBRIEREAN [ &M / WRADEBZEE - 83 AL - EQXREEFTRAER  TEH@
BIEAA / 3P/ WRAFKCTREREESD  WEREDNAEEEERD > MAA [ B / BFRAZERAREZATSZHEEENR -
LREE 2 ERERIREBENY

(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 BSUEMER A 25 FBEERCEAT - BAA 1 HM / WRAETHZ ZBFRAEIOAE - WEARN / &M /
WRAZRBERRETERRE  FREEARFREAZHEZEENEHESE  TEHD - HEBEEE  BUFRR - BEEREEZ
MmBERs ~ FEARE - BERFREAE - BURRBRAREENRZHS REAGATIRAEY - SR BT RARERZEESLE -
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PolicyNumberRe8st®s | | [ [ | | | | | | |

PERSONAL DATA COLLECTION AND USE Bl A ¥l Sk R fE F

I / We confirm that | / we have read and understood the AIA 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 AIAPIC. | / 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.

A/ BPEIAA/BFACHBERABAIABAERKERSE ([AIAMBAERKERH] ) - xXA/KRMH
BRREEELARBEMESIERAANFAHUEMGZREMS  GRIVSENEABRAERNRBREA / HMASK
AANIBMANRESRENEMER > TRBAIABAERNBEBHBERER - A/ RMABREERAIA
BAERKEBARAENRFREREERA/ RANBAERESE (NMREESBER) RN (MREXE
BAER) BAFAABAERBEZHMENERERZEA - AIMBAERKEZHANRHRA TR T Hut
T & : www.aia.com.hk * RAIEE 2 FEE -

Signature of Owner / Trustee BB A / SEASE Signature of Insured, if other than Owner / Trustee ZRA%E - fi3F
(Please do not sign on blank form and use the signature on our file. | #&A /=5 A(Please do not sign on blank form and use the
EOETHERLIES  DRRESREEREE—) signature on our file. FAEZARIE LEE - URREZHRERFE
—2) (Whose age is 18 or above F#t+ \BEsk A L L EHE)
Name Name
e e
ID Card / Passport Number &133% / #5515 | Date HEA ID Card / Passport Number Date
Btk | EEBSIS =8
Relationship with the Insured Signature of Witness
HZRABR REBEARE
Name Date
e A
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PolicyNumberRE8si®E | | | | | | | | | | |

PART Il TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
F_MRPRRASBRAECELE  FRNELRS

1. (a) Name of patient (b) ID Card / Passport Number ‘ ‘
PN ] S0 | ERIREE
(c) Age (d) Sex (e) Accident date ‘ ‘ ‘ ‘ ‘ ‘ ‘ | | ‘
FH PR BIER MMA DDA YYYYE
(f) Period of hczipéltailiconfirleTent if hospitalized: From ‘ | ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ To & ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
> = . =
mAEER  FREEREER: MME DDE YYYYE MME DDA YYYYE

(g) Name of Hospital ‘
Bhas
2. (a) Was there any external and visible evidence of injury at your 1t consultation? S
RERDAREREINER AT S ERH? [INe&& [ Yes®
(b) Type of injury ‘
ZEHER
(c) Part of body injured ‘
ZAGERMT
(d) Cause and extent of injury ‘
ZERERERE

3. Present condition of injury IREZE1ER

4. (a) Was there any treatment administered? &R G TEMAE? [T No®E [ ] YesH
(b) If yes, please give details (such as suturing, physiotherapy, type of dressing, etc. with treatment dates).

BE - EREFE (Mg YIEeRE - 8%%) RARAH -

5. (a) Were there any other physicians who treated Insured for the same injury? [ NoRA [] Yes &
BAERIEERE R 208 . s
(b) IFyés, please give détai s% ame, address of doctors and date of treatment). &5 - FiRMHFHE (BEHRS WU KRDAAH) -

6. (a) Did injury require hospitalization, x-rays, special diagnostic procedures and / or surgery? No 875 Yes &
WRZBEREBEER - XEBE - BRDMRER / T [1Noi®H  [] Yes
(b) If yes, please give details. &5 » HIRMHFEE o

7. (a) Was the injury induced from or affected by any of the following? ZEEF 2R TH1EREHHZ THIERTE ?
Physical defects / congenital anomaly S E&HRE / ERIEER
Unfavourable past medical history B HE$
Degenerative changes & (b5

Alcohol or drugs B =R 24
(b) Please give details if any of the above is “yes”. 1L E{EA—1EA [2 ]

g
o
z
(o]
%l
Ho

[ o
Oonmm;

BIRGHE o

8. (a) Was healing complicated? B8 B H it R R LR RER? (b) If so, please state why and any special treatment given.
E£H 0 RRERER BT ZEMSEAE o

9. (a) Patient’s occupation and exact nature of occupational duties. (b) Bearing in mind the patient’s occupation, in what way do you feel the
WAZBERBE injuries would / would not totally prevent the patient from working?
LB A 2B - B TRALGEETETHRATETEELE?
EHIARE o

10. If an absence from work for more than two weeks is necessary, please describe in detail why you think the patient could not return to work earlier.
ETREIEMERUL  FHABTRABATATREEIZRER -

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

AN BPRERURFE LMEERERERAN / BAMARAEZEE -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) 2% (ZEN)
P ERBENEE (BE)

Address and Telephone No. ik & &5 Date HHA

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

THAA [KBHE | FREREZANERR

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.
[AIAl 2 [ 53] ERABREBEIF)ERLE (REREEZMEZ2ERAT) @ AARBERLE (REBEMEZ2BRAT) GRIER
fE) - AREUARIEEHEERZNER AT -
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