AlA

Network Surgery / Medical Claim Form
BTl BEBEPBER

If claim application can be done through AIA+ mobile app, there is no need to complete the PART | of this claim form. Please contact
: your attending doctor to complete PART Il of this claim form.
EBEBAAFRENERFFRE  EFESUBHEABRNE-—IHD - BTUE-PTHIDBLESTBEFERE=HD -

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) £—#% (HZHFEARBEAES)

Policy Number Name of Insured ID Card Number / Passport Number
REESRES ZRABE BRI / BRI
B 12 3456 7 8 9| |CHANTAIMAN D123 XXXX

Please indicate who to follow up this claim 555/~ AT By A L ERE N REFRE
[T By Servicing Agent as policy record {REEFESEFIVE XS
[X By other agent / broker of below details Efth & ¥ 8 / KL EHRRERNT

Area Code Agency / Broker Name Agent / Broker Code 01002179
BRI EEEMR / KLEEB EEBRIE | KLERE

11 ABC-12-121 01234

Agency Code Agent / TR’s Name Agent / TR’s Tel. No.

EEEARIRS EELNE 3 Y5 EEWES T

88888 LEE HO HO 91234567

TR Membership Number £ =& S55E | |IA \ \ \ \ \ \ \ [ ] ANG \ \ \ \ \ \ \ \

[T By own self of policyowner {RE#HHE A HRE

For proper follow up on your claims progress, your AlIA 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 Z &t fRIE MMV REERE - AR LR BRMEERE
BB /RISIHRER / EBARER  BRFIEMRENZ BV BRBIER /RIGSIEVERSEAEMRABFER

|| If you do not agree on the above arrangement, please mark a “X” in the box. f1RETEE Lz 5 » FREHXEIL [X] 3 -
Benefits to Claim Z{&¥E5!
|| Accident Medical Reimbursement %588 5 8 FA &5 & Medical Reimbursement B& &2 /A B {4

|| Accident / Weekly Indemnity 51 / SiEE & || Hospital Income / Benefit EBz A 8. / B3k
|| Broken Bone & #is || Voluntary Group Assurance B B8R

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

& FREBEEAE  TRRMESERFRANENIERERRE

CLAIMS SEQUENCE &R FF
Please use 1, 2, and 3 to indicate the order of claim &A1, 2, 3 RRRFTGEIZNIEREEF

2 AlA Individual Life 3 AIA Group Insurance 1 Other Insurance Company
R BEASE RIPE R ERRE H R AR

Please further provide the below information and relevant settiement advice, if applicable:

BREATENRERXREENRESEENE (WER)

(I) AIA Group insurance policy: 1) group policy no. & employer name, 2) member/certificate no., 3) employee name & 4) relationship with
employee)

RAEREERERE 1) BERERFIEISE 2) S8 /FERN ) EITHS &4) HETHERE

1) 0000012345 / ABC TRADING LIMITED
2) 4123456702

3) WONG SIU KUEN

4) SPOUSE

(IIy Other insurance company: 1) name of other insurance company, 2) policy no., 3) name of insured & 4) name of policyowner

HRBAR 1) RAREBRATEME « 2) RER - 3) TRAMS & 4) ARESBARE

1) XYZ INSURANCE
2) 123456789

3) CHAN TAI MAN
4) CHAN TAI MAN

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 AlA International Limited and AIA Everest Life Company Limited.
BEZRASIREFAEABDRFEARBEIR)ERADRAABEEASARLRZRE - HERE (BEER [BER] 3 [SFARRSE] )
EE—ORIE o tooh » BEERERZ [BBEREE] kR [MABAERRERER ] TRBEANRIDRGER)ERLARARRIEEASERAF -
|| Ifyou do not agree on the above arrangement, please mark a “X” in the box. MIBETFEE L= - FREHEARE L [X] 5o
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Policy Number 223 [ B[ 1] 2] 3[ 4] 5] 6] 7] 8] 9]

NETWORK SURGERY / HOSPITALIZATION PARTICULARS ##&Fils /| ABti¥1E

Please provide the below information FBI2 A T &} :

() Symptoms, Symptoms onset date or Accident incurred date and cause, diagnosis, name of doctor f#iiA + BARBIRSZ /A AR
REA - 28 BEES

STOMACHACHE / FEB 29, 2023 / GASTRITIS / DR. WONG DAI FU

(1) Hospitalization / Surgery F4i7 / ABz &%}
For the illness mentioned above, please provide the name of the hospital where treatment was received, the dates of admission and
discharge, and the name of the surgery. ¥/ LR 2 M5% - FBIRMEZRAENEREHE 0 ARMERMWBE  URFMHNEHE -

ST. FRANCIS HOSPITAL / MAR 5, 2023 TO MAR 5, 2023 / OESOPHAGO-GASTRO-DUODENOSCOPY

(1) Besides service provider/patient, please elaborate if insured has other relationship with the attending doctor e.g. immediate family, employer/
employee, business partners or insurance agent/broker. BRE§ 4 BRI A BBR SN » BT R A BB A M EMEIER - Al ERBE ~ EE
BE - BEASBAREQDRBREA / ZHRANVRBLR

NOT APPLICABLE

CLAIMS PAYMENT OPTION X {1i&{E5 % :

IMPORTANT NOTE EEHIF :
For customers who have registered FPS / e-Banklin, the payment will be remitted to the designated bank account.
MEFCEILER [EHHR| & [EFARES ] H BERRREFADAREEERTAA

To receive claims payment easily and conveniently, please register FPS / e-Bankin by completing the following:
HEHEREVRBIRERE > SHIALTRELIEESS (SR 8 [ EBFARRY

Owner’s Mobile Number

HEARBRERE : 01231234

If the telephone number provided differs from our company records, we will update it to all or selected policies as indicated in the following section. You will receive
an SMS notification upon the completion of the registration.

WMATRENEFERBEDANLHERRE RO RBERUT I RMHNET  SZRBENZERN D AFENIEREENRE - TRERE  SHREERBA -
Identity proof must be provided for registration of FPS / e-Bankin if you have not submitted a valid Identity Card / Passport before.

MABRMEMNSNE/ER  FEXSOROAMEER [EHR] L [EFARERK] <A

Complete this section if applying for Hong Kong Policy(ies) S EZL THMHMBFES REEFE

[X| Apply to all your Hong Kong policies held with our Company. 2R B EARER R AFISE Z I EBRE -

[] Apply to the following Hong Kong policy / policies. 2R H & REEBR T 512 & BRE :

Please select the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. :5iRZ2E A% - BAIRMESERRFFER
RERDRFMFEZIETRBRE -

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. £/ [EHR | R [EFARKRK ] SULREFVAIZANREFNBZEATIIEEZRITFA  BAZSEETEB DA
ER LR ©

Please select transferring policy benefits paid to either FPS or e-Bankin. 5312 [#8R | 8 [EFARRE | Hh—IRUE A L HRESFIFAIF 2 RERIES o
a. FPS* 8™ (Applicable to HKD payment only RiE RS 2R) |:| b. e-Bankin &F A REET

Please select either ONE of the “Proxy ID” below by marking a “X” on appropriate box ~ Please provide bank account information below and submit together with the following

A8 4 P NERIT BRRBIEZTE :
and provide relevant information. More than one selection will be treated as invalid ﬁl;)cuments FEIROVAT RATS QERR BT 5.2 S04

Copy of any recent bank passbook / bank correspondence / bank statement

application. Your FPS account must also be registered under the policy owner. F& 54 (including e-statement) / valid bank card showing the account holder’'s name and
TX] SE=iE TR h—T8 BRI | RIZM L TAEREE - account number. EMHIEF DA ARRITIRERBRAMARITER /B0

B8 (BEEFHEE) /BYRTFEAE -

Joint account is not allowed. RNEZBKZFO ©

e-Bankin account must also be registered under the policy owner. &F A BRARS

WFEAXBERERBREFEA °

|:| FPS Identifier [EEEUR | 32 BI9EHE - 4) Please ensure the bank account holder name is the same as the policyowner
name, otherwise the payment will be rejected by banks. FEHERIEITE OFE A

HARRBIFEAME - BEARE TR T HIEBITER -

[ ] Email BBt -

L

Mobile Number FH#35£5 : Bank Name and Branch in Hong Kong & B4R1T R 247 2 &8
(852 ) 61231234
Country Code Telephone No
B EEEE FHIETE Bank No. Branch No. My Account No.
* “FPS Service” means the services provided by us to you from time to time SRATHR SR BT A Z RS

to facilitate payments and funds transfer using the Faster Payment System and ‘ ‘ ‘ ‘ 7 ‘ ‘ ‘ 7 ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

related systems and services from time to time provided by Hong Kong Interbank

Clearing Limited, together with its successors and assigns. Name as recorded on Bank Passbook / Correspondence / Statement / Bank card
TRES G RERE (FBR) | EROETELHERMNRE - LUERFAEAHAE  (must be same as the Owner of the above Policy)

BROFEAEERADRELFARTEATHRENRELCRAREEZ: ROFR/GH/ ARE/RTF LTSRS OFEALE (AR LMRE

RBRH © A AER)

# “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. ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

MBI BEEQAAEMNRELEELARRFHERBIRS B LN
A BECHTHRE BB [WER ] BB o \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ \ \
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Policy Number 225 |B| 1] 23] 4] 5] 6] 7] 8] 9

Complete this section if applying for Macau Policy(ies) i§EZ L TS MEES RRFIRE -

[] Apply to all your Macau policies held with our Company. 2R B i & A R ER A B FTSE 2 FTERPIRE o
[ Apply to the following Macau policy / policies. X F &R AR T 5l ZRPIRE

Please select the appropriate box; otherwise we will apply to all of your Macau policies held with our Company. ;FZEEA% - FAXKME L2 REEEAR
B R BB ZFTERPIRE o
[ ] e-Bankin EF AIEERTS

Please provide bank account information below and submit together with the following documents 124t TR1TE O BRI RIZR 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 ARBTRERBSIAANRITEFR /54 AZEE (BRESFESE) | ERRTFEIFR -

2) Joint account is not allowed. FEZEEZF O °

3) e-Bankin account must also be registered under the policy owner. EF ABRIRIKHFE AL BRHEEREZEA °

4) Please ensure the bank account holder name is the same as the policyowner name , otherwise the payment will be rejected by banks. FEERIETE OF B A M BERE

BFEAMR -3 BRIARERETWRITESR

Bank Name in Macau J2PI$R 1T 2 A58

Account Currency BRF &

wysocunnosrziess | | | | [ [ LD DL L] | O woms worars

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

RITFR/AGELRCHEIFOFEAS S (MRELMRERFEAMER )

DECLARATION & AUTHORIZATION E£H8 K $% &

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). 2 [EHMR | = [EFARRE] - AA/RFEEREERA I HRMASLEBAIAL T E R (Www.aia.com.hk)F 85

ZIER R YRIBFZ 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. A RBTHEA [HER]|  [EFARKRE] » RABRBUTRERRE L [X] RHXLEEGE -

[ 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) LAAEFE #9157 B 15 5 #8 BB TUBZ A R E M B &Y

[REBFEHEESO] - [REFBES/O] WEAZHERGIRE - (BEAMDBIERRME A L EBRE)

[ Paid by Cheque in policy currency (not applicable for FPS / e-Bankin customers) MUREB S Y EX 4 (FEAR [EH®R] 3 [EFAR
R 2&F)

[] Paid by Cheque in Hong Kong Dollar (not applicable for FPS / e-Bankin customers) SUB# X ZX f(REARN [EBHIR] 5 [EFAR

- REl 2BF)
(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 AIA at its discretion. 2N A /
BMPEAEREFN S 2 REBRBREENESRBEEMBELE 2T (NBA) HzHARREGERE - Bt RERZNUEREN
REEMLINNEY ( REE®] ) FRREEALENENEE IABRBRBBIEMIREZRE -
(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 AIA on the basis of AlA’s internal exchange rates as at
the time of the relevant currency conversion. A&ZA / R BE REEOAAN / KRBT MRE T AELNREREN BEEY] X
AN BMEBAERFENLIAEZE MR AR LR RIEXHRBABEE LIRRMEE -

IMPORTANT NOTE ;¥ E%IR

(a) Inorder 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 (www.aia.com.hk > Help & Support > Health Care and Claims > How to 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. REREERMELENZERF  FHURBERAEHEREH —HER - EEFRFREMZTER ZXH - F2HEKHN
ME (www.aia.com.hk > FF & > BEREMRE > ARE) - MPCREEA2R 2 EABRWIE / HBREBE - F—OHEX [BF
BEERIHRE] - ERMAEFEREZEATZHERFOLSRAMMA T RRENER  KAFBANERRBUBREIERD / BHRE
R/ REREE - RREREREENER  BERBNEZREERER -

(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. MZUZFRFEMEBEER  ZASTEEREREBENRERBERENAEEH -

(c) Please submit your claim application to our AIA financial planner / your broker / IFA or send it to us at the following address: FEiS BRI R E
HEXTRAPHRERERE N RRER REER - RBFEUT L
+ HK: AIA Wealth Select Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong

BB RAMBEPL 0 BBLABRE18FERANES12IE
* Macau : AlIA Customer Service Centre, Unit 201, 2F, AIA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau
BP  RIBEFRETL  RPIREABIE251A-30 1R HAE S 2201 E
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Policy Number 2576 |B| 1[2[3]|4[5]6|7]8] 9|

AIA E-ADVICE [R¥PEFEME ]

D (Please mark a “X” in the box to apply for this service. BT MM BN REFNEHEAE L [X] 58 0)
Apply for Internet Service “AlA e-Advice” to view / download the softcopies via AlA+ for the above policy and any other policy numbers
if specified as below, subject to the “Terms and Conditions for use of AIA+” which is available at https://www.aia.com.hk/aia-plus/en/tnc.
B [RAEFERAE] #LRSE  BULREREMTIRERE (W0F) BBAIA+BBERTHEIAR  1XF [AIA+ERERRRAE ]
2R BREEFR 48 T R https://www.aia.com.hk/aia-plus/zh-hk/tnc °

* Email address Signature of Owner
EeE il BEASS:

Other policy number(s)

HApRE RS

(Not applicable to Personal Lines policies with policy prefix C.

TEARREFEFERACZEAMYRBARE )

No Claim Discount (NCD) (Only Applicable to product with NCD)
ERAHN (REAREFERRITNHESR)

Important Note E Z & 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.
ERESFAESEREFTNY S IANNENRE » REAQADZERAIEAREFEMERNREMFLESIEAEE  XOAKE
REERNEREFERIBENERENNENHEERZSERNTNERE -
Declaration and Authorization 87 % {2 &
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 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.
RANEMER > AA/BRMOBLRERBRPIPNREZHFBA/IZEA/GTEAIZRA (RIERME)  RIFRLFIZEREI L [X] 5
BAAANIBPRZEE - ARERREFESPHRBLRIEERSERERENNMENAENRESEREBREHNE (WEH) -

PERSONAL DATA COLLECTION AND USE AAERKERFEH

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.

B/BMBEIAR/ RMCHE - FAREER/ BMNRESEBAR /SR KESHTERBREMLEE (DXB(EK)
BRAR (BB21T) - KBEB)ERLIE (BRM21T) » RBRBERATAR/ AXBEERASERLA
(EA) ) NEAERKERS ( [ZEH])  ZBHAEUTELTH
https://www.aia.com.hk/zh-hk/privacy-statement-main °
BR/IBMEAREBEELARFIEARR/BEMANREERAR /R AKRESTERBREHEFEUETHERE
BE  GRIFENTAEAERRBEARE/ RMNRE - IRFHIRENVEMER > IRBEZBHAREREA -
B/BMABREEFRZERALENERR / BMNWEAERZEBEN BER (WRE/BREFEEEE
B RPIRIN/ER (MRECRASFHEERMER) (BIERME) FTEBAMBHEREEA -
ZERNFEMEETRER 2 S RA TR L@ THR 4R -
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Policy Number 22855 |B| 1] 2[3]4]5] 6] 7] 8] 9]

DECLARATION AND AUTHORIZATION &8 & % &

| / 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”).

AN EMREBEAULE-—EERATENERRER AR AREER)ERAT (UTERE (28] ) EXZEEDRAA/ BHZEE

B BEERCBREAKEEHAN -

| / We hereby irrevocably authorize:

AT HPERE

(a) any organization, institution including but not limited to any hospitals / clinics under The Hospital Authority, 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.
EAAEREEARA /I BM/BRAZTE - FRCHE - BOASRIBEL (IR 25 - RERR - BEREMERREALERE R
ERANIEM/BERADAZEMAEE ERERETRMIABREERETEER /2FSAL  EARNEEEAREN  T~5HE
BIEEAN/HM/ MRAFRTHEKAED  WREEDAFEERY D - MAN/ B/ HRAZERARBZATSZHREENOR -
RS EARERIAEBENY

(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.
BEARRAEMER T 2B EBESLRT BAA / BN/ HERAETHESZERIERUE  IEAN / BM / BFRAZEZERTET
BRI FRARERRERAZECERNEESE  T6HE - KECBREERE  BXTRA > EEEREEZ IR - K%
BRFIERE - BUFRIBRARRRIRZHES - RRRAGAERBEANEY - Sh - B TRARERZZES(LE -

(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 AlIA’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.
FRRSENBABERSWAE () Tt - B  ERRETENRERFRARBENR (i) 27 - #E - #ER | SEELENRERF AR
EREAAREEECERFZIEBECMBRE /RBEA/MBRAR ( [F=ZFEEA]) - SRERMNEBENEAERGTE=ZR
EEA WE-—SEREAEE=ZFEBAERIEHEAERE  BATUERESNEAERLEENEAERNESZRBRBIEEER
BIIHEE  UAZREREBRSE - AMFARENEASRARERESTEEREZEZFEEA - ZUERTARMRAUAFFENMEA
BR - EER TR SR BE RIS LA AR TS o

Signature of Owner / Trustee BB A / (S ASE Signature of Insured, if other than Owner / Trustee ZRAZEE » fi3k
(Please do not sign on blank form and use the signature on our file. | #AA /{55t A(Please do not sign on blank form and use the
SEprEoe R [ AR, SRR S BURE R —5) signature on our file. FZEZARK LEE » URRBZERERF
—2) (Whose age is 18 or above F#+ N\ L XEEHE)

Name Name
WONG SIU KUEN CHAN TAI MAN
HE ®E

ID Card/ Passport Number 517 3% /#8535 | Date B ID Card / Passport Number 543 / #8558 | Date HH
E654321(0) 03/03/2023 D123456(7) 03/03/2023

Relationship with the Insured Signature of Witness
RER AR SPOUSE BRABE

Name Date
gz | WONG SIUKUEN B8 03/03/2023
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Policy Number 2% |B| 1]2]3]4]5] 6] 7] 8] 9

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

1. (a) Name of patient (c) Age
AR FH

(b) ID Card / Passport Number (d) Sex
BHE [ ERRE 151

2. Hospitalization 1Xf%
Name of hospital 2z &8 :

Date of Admission ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ Date ofDischarge‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
ABe B MMA DDA YYvYYE R MMA DDA YYYYE
Period in Intensive Care Unit

S o k) e e "F laim m

3. Chief complaints of the patient relating to this hospitalization / surgery / investigation tt)X X8 / F4iT / BN EERE

4. Date when symptoms first appeared or date when the accident occurred ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘

BRHBEE A BRE S E S

MMA DDH YYYYE
5. Date of first consultation for this condition or related illness ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
EA R RIE S BRI R B R SR S B A MM DDE YYYYE
6. Final diagnosis / Pathological diagnosis S48 2 / FIED T ICD-10 code BB S5 2 R EF(ICD-10)
7. Medical / Surgical Procedure B / Flii2fF Date ofﬁOperation ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
id=p:
FhAM MME DDA YYYYE

Name of Procedure F#i &% (please supplement with CPT code 5124t B A SR E R MR S)

8. Please answer the following questions if the insured requires hospitalization & Z R A EE{Xfx  EEE LU TREIE
Can the medical test(s) and the procedure be done on an outpatient basis in hospital? |_ Can mLL [_ Cannot RaJ kL
ZRERFM I REERN BBFMPOET?
If cannot, please give details % 77 A] LB RE

Please indicate the clinical risk(s) and medical reason(s) for hospitalization &5+ 88 B R E M & BB VSR EA -
[ ]Current Health Status (Co-morbidity), please specify BREFEEMR (SHHE) - FHIIREHA

[ |Expected higher risk at operation, please specify &S Fili @b - FHEAREHAE

[ |Expected higher post-operative risk, please specify TEHIE S FHiTE A - FHHEMHA -

[ ]Others, please specify the reason for admission and hospitalization: Efts » 3T S BAR R ERNERE

Is it a case of emergency? ER2 A B2EZER ? [TYes2 [ INoFE
If Yes, please specify {2 » ;5BAHERH AT o
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Policy Number fR2%%% [B[ 1] 2] 3[ 4] 5] 6] 7] 8] 9]

9. Brief discharge summary (including treatments, investigation procedures, results and / or any complications and follow up plan)

HEERE : CAERUBEETE  BEDEWE - &R - SIEERRESS)

10. To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
BT FALRAERERERERR 2 ClYess [ INoF&
If Yes, please state dates and details 217 + 54 RS 2 E SR

DaHtes ‘ ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ ‘ Treatment for the condition(s) Ja 15
A
MMA DDH YYYY &
11. Was the patient referred by another doctor? I_Yes =3 I_No T2

WARTREHMEE LTS ?
Name and address of the referral doctor #7884 Ay & F it -

12. If the patient is suffering from cancer, please complete the below information. I_Yes B |—N0 RE
AR LEE  FEBUTER:

a)

b)

Please provide treatment regimen details of the patient including name of drugs, dosage, treatment delivery/ duration, frequency etc.

FRUEFANBEAEIROEEYEE  BE  B5EAX - RBEER
Radiotherapy MG 56 :

Chemotherapy {LE2S& % :

Others (e.g. Hormone therapy, Targeted Therapies Et 4% (HIMHERSOARE @ ZHEE) ¢

Any Cancer Genomics test done by the patient? A B & 32 EAEE E 82
ACT Genomics 1TB1ERH
FoundationOne 2 75 {v fEZiE & F 8
Others EHfth

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

RN BPRERURFER EMEERERERAN / HAMAKRAEZEE -

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

Address and Telephone No. ithiit 2 5% Date HHA
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