AlA

Network Surgery / Medical Claim Form
MEFAR | ESTIBERIE

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.
BEISAA+FHNRABRFAFRE  TEASUBERERNE—HD - BT —STHEIVELHERERERE=HS -

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

Policy Number Name of Insured ID Card Number / Passport Number
RESH SZRALE SIESHE/FRSH

B 123456 789 [ER D123 XXXX I
Please indicate who to follow up this claim & RH T B A TIR#HHREZRE -
["] By Servicing Agent as policy record {R#i2 FHHE N &
[X' By other agent / broker of below details EfthEll & / KLU FRZER T .
Area Code Agency / Broker Name Agent / Broker Code 2002022
XERS Bl RAR | ELER BELRSHE/ELSH

11 ABC-12-121 01234
Agency Code Agent / TR’'s Name Agent / TR’s Tel. No.
Bl RERRS BARA/WHERERES Bl R /b B RRERKZBIE

88888 o000 91234567

TR Membership Number KL RSB

Ow [ [[[1]]

[T By own self of policyowner 1R 8355 A 3£ B R

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 ZZih iR EWEEHRE - ZET U E8ERMIER
Bk R /RSB BE / b SR AR - BT AR BB AR FW SR LNBUR] / 4R B 53R W 5] BE B & [ —OX R IE BRL o

|| If you do not agree on the above arrangement, please mark a “X” in the box. f1RETEE LR ZH » BEFEHMI L [X] S -
Benefits to Claim &35l

|| Accident Medical Reimbursement & 5h B 57 5% F R 4 Medical Reimbursement [ 57 %% fi I 4=

|| Accident / Weekly Indemnity E 51 / 5 B4 || Hospital Income / Benefit EBz A 8. / B3k

D Broken Bone Bif & D Voluntary Group Assurance B i% F & {RE

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

X BRRERE  BNENESERBENRTENAERIERE

Oae | [ [[[]]]

CLAIMS SEQUENCE HEIZ:R FF

Please use 1, 2, and 3 to indicate the order of claim 5541, 2, 3 RRIRFTEFHVIEREIRF

2 AlA Individual Life 3 AIA Group Insurance 1
RBMAFER RIBEAKETTRE

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

BREUTAHRBERAEXNBEESTENS (MEA)

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

EHAGESTRERE  DEAKRESHBIBEER - 2) 2R /IEBRS - 3) ATHR &4) 5ATHREA

1) 0000012345 / ABC 4 § "2 7
2) 4123456702

3000

400

Other Insurance Company

HAREE A )

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

HRE DT 1) AR AT ER - 2) RESHE - 3) ZRALS 8 4) ARBBFBEAEN

1) XYz OO
2) 123456789
) A=

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.
BEZRATIREFEABMNSEIRR(BR)ERADRABEEAFERLARZRE - AXEE (BFEERIE [HHR] 3 [8FAKRS] )
Bo—HAIE o 1t BERERNZ [FHREN] R [MARBREREAR] FRERTRIBRIGER)BRABDRIBEEAFERAT -
|| Ifyou do not agree on the above arrangement, please mark a “X” in the box. MR ETFE LAZH - EFFEHEAKLE TX] S o
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Policy Number 22313 | B| 1] 2] 3[ 4] 5] 6] 7] 8] 9|

NETWORK SURGERY / HOSPITALIZATION PARTICULARS & F R / ABRi¥iE

Please provide the below information B2t LA T &%} :

() Symptoms, Symptoms onset date or Accident incurred date and cause, diagnosis, name of doctor iR + BRI EN A EBHR
REA - 08« EEES

00 /2023020290 /00 /00000

(Il) Hospitalization / Surgery FAK / ARz &%}
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. X T L IRIR 2|5 - BIRMESARTHERER > ARMERMWBE » URFRNER -

000000 /202303050 0 202303050 /000000 %4# 4

(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. BRE4- SHARRI » BHPAFIRASEENEMRER - il EREE - BES
BA - BLEBARKLRRBRAEA I SRANRBAK

ooo

CLAIMS PAYMENT OPTION X {1ugfE ik :

IMPORTANT NOTE EEZH 1 :
For customers who have registered FPS / e-Banklin, the payment will be remitted to the designated bank account.
mMEFERICER MEHR] & BFAKES] @ BERTRSADAKEEERTFAA

To receive claims payment easily and conveniently, please register FPS / e-Bankin by completing the following:
AEHEREWREIRERT - ISHKRLTEELEERZIE [R8R] 5 [8FAWKERS |

Owner’s Mobile Number

HEARMEESH 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.

WATRENSBIESHSARANLREARE  BITERBEETUTHIRHNET  BZSBEFZETARRENAEREENRE - TREILE - SRREIETBEH -
Identity proof must be provided for registration of FPS / e-Bankin if you have not submitted a valid Identity Card / Passport before.

WMARBRUBEMWEHIE/ R FEXSMIEAHEERIE [HHIR] H TEFAKRS] 28

Complete this section if applying for Hong Kong Policy(ies) ifEZ L T MBFS R EEFE
[X| Apply to all your Hong Kong policies held with our Company. X RiFM AT ET R AMSE 2 FIEEBRE
[] Apply to the following Hong Kong policy / policies. RIXHHERMBT THI2 EBRE :

Please select the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. i5i£R2EAE - BNHRAVE 2L RIRB BN
TETARFFEZRBEREBRE o

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
maagijrr_jum limit set by the Company. £/ [##Hk | R [BFAKES | BULRESEAZAHREFNBEATIREZRIT/A  RAZSTETEI QR
ER LR ©

Please select transferring policy benefits paid to either FPS or e-Bankin. 1% [0 | 8t [EBFAMIRS | Hh—IWLUE A ERESBAZAZRERES o

a. FPS™ 358 (Applicable to HKD payment only R5& B F 5T 142K) |:| b. e-Bankin EBF A MRS
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
and provide relevant information Mor):a than one silectiongwill be treaFtJSd :s invalid documents IR TR~ DRRRIBR T 32 3047 -
p e ——— 1) Copy of any recent bank passbook / bank correspondence / bank statement
application. Your FPS account must also be registered under the policy owner. i& bA (including e-statement) / valid bank card showing the account holder’s name and
[X] SHBETHER—# MRS P RIBHUTERR o account number. E@5IE 7 OFAEARRITKS SHRIEBORTFRE/EH/
) ; R&% (BERFEE) | ARBRIFEAR
|:| Email EBHBithE Joint account is not allowed. FEZEXZF O °
e-Bankin account must also be registered under the policy owner. &7 ARKARSS
B OXAEREAREFEA
|:| FPS Identifier &%k | iR5SH : 4) Please ensure the bank account holder name is the same as the policyowner
name, otherwise the payment will be rejected by banks. {E#{REITF OHE A
BESREBAAEE -3 BUAKERETHRRITEN -

L

Mobile Number FH 5% : Bank Name and Branch in Hong Kong &E&41TR 2172 B
(852 ) 61231234
Country Code Telephone No
EREEXS EHNSH Bank No. Branch No. My Account No.
* “FPS Service” means the services provided by us to you from time to time RITHS PTwS BAZIKF S5

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

[BREZ M RARS (BHR) | ERNTHEERBORS - LILRNEABE  (must be same as the Owner of the above Policy)
BETRLEEERATDRESFRARSUEATHRENREXNRARAXRZE RITER/EH/ AR/ RTFLARERZPOBRBALS (WM5EEARE
RIRS © A AMER)

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

[IRBRS ] BEELNAEMWAELEELRAKSHERS K, ZIZHIRF
A BEENTNSE - S [ ] RITE - Lt
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Policy Number %51 |B| 1] 2[3]4]5] 6] 7] 8] 9]

Complete this section if applying for Macau Policy(ies) i§#E 2Ll T2 5 e iFH BRI VEE :

[ Apply to all your Macau policies held with our Company. 2% Fi&RIA THET A RFHFHE 2 AR 1R E o
[T Apply to the following Macau policy / policies. X FRERRAT T 2RI TRE

Please select the appropriate box; otherwise we will apply to all of your Macau policies held with our Company. HE%&ZFERE - FMNEIE L2 RBEENAT
BT RBFEE ZERIMRE o
[ ] e-Bankin BBF ABKBRS

Please provide bank account information below and submit together with the following documents &E12#t LA T 48177 O AR RIZR T 32 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. {EAZIEF OFEARBRITRFSEEITRNRITEFR/SH/ AEE (BEBEFER) | BRRTFREIFR -

2) Joint account is not allowed. FEZEZ O o

3) e-Bankin account must also be registered under the policy owner. B8 7 AMKARSHI P QS AEHNRBIZEA ©

4) Please ensure the bank account holder name is the same as the policyowner name , otherwise the payment will be rejected by banks. IEHRBIT A OFEAR B SRS
BEARE B BUAMKERE TRRITER

Bank Name in Macau B[ 1R 1T 2 B#

Account Currency K= %

wpsssannosaznrss | | || [ L L] [ woms ) woras

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

RITFRE/AGE LRSS 2P OFEASE (WASEAREFEAMER )

DECLARATION & AUTHORIZATION FEBA B #%1%

By using the FPS / e-Bankin, | / we confirm | / we have read and agreed to be bound by the terms and conditions as set out on AIA Corporate

Website (www.aia.com.hk). 2 [#HR] R [BFAKRS] - A FENTBIARA I BATELFIRAIAL T M A (www.aia.com.hk)F1 85

ZERREN - HEBZMWAR -

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. BEERZEEA [HEBR] F [EFAKEKRS | > BITBRB\EUTTERANE [X] SHIXABERE -

[ 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) A8 B A94R8 5 M R =R IFE A ZR LM E R

[Rewger0l - (N0l WERAZHERAZIAT o ((CEATIRBIKRN A b S&RE)

[ Paid by Cheque in policy currency (not applicable for FPS / e-Bankin customers) BUR B H M X EX S (FEAT MR 3 [BFAK
R 2&F)

[] Paid by Cheque in Hong Kong Dollar (not applicable for FPS / e-Bankin customers) BUBM X ZXF(RERAT IR 5 [EF Al

RS 2EF)
(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. ZSA /
BAPEEREF R 2 RIERBERERHAREEMAE 2T (WER) IRz SERRERTIE - Bt REERUSEN
REBEHEMLIMISET ( [RFHRT] ) EARBREALEREZNEDRBERIREBBEMREMEZRS -
(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. &ZA / AT B REEOAAN / BANERTMRE T FAELORZRI [ERHED] X
AAIBINEEAERENZRED - MZERARE XK T ZRHRBEBABRRADBR T HEREMETE -

IMPORTANT NOTE FE®EIR

(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. RNERERENBEMNRERE  BRUREERDEXRREXMM —HER - BRRBREMTET 2 - BSRRIBH
M1 (www.aia.com.hk > B %5 > EfRENRE > MARE) - IREEMEXZERETWE/HFRIEAH  F—HEX [FiE
BEIEARNHRE] - BRNEFERFZET 2BEREREHEMA TREEFMER - B2 BAEHE IS ELBR / EHRE
R /R R BE - BRIRBXRAREN  BERBENEFZNEDLRK

(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. MZAFE RIFEMEEER » BMBTEE RIBREXNRERIFEREFAFIESR ©

(c) Please submit your claim application to our AIA financial planner / your broker / IFA or send it to us at the following address: B Z R E
IR TR AWM S ELIBR / EERQBUR /IR EBE - SHFES LT it
+ HK: AIA Wealth Select Centre, 12/F AlIA Tower, 183 Electric Road, North Point, Hong Kong

EB  RAMBHL - HBILABIE18ISRIBI 7128
* Macau : AIA Customer Service Centre, Unit 201, 2F, AIA Tower, Nos. 251A-301, Avenida Comercial de Macau, Macau
BT RIBEFARSHL O BRITELADEE251A-3015 R 172201
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Policy Number 2253 | B| 1| 2|3 4|5[6]7][8] 9|

AlA E-ADVICE [Z&3BE-FiE%nH |

D (Please mark a “X” in the box to apply for this service. B T MMRHBE BN RFEFEHEAKLE [X] 5 °)
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.
BiF [RABBFBAR] WERS  BALREREMTIRESE (WF) EIAIA+FRRTHEIAR » HZ [AIA+ERAZRRR AN ]
2R BRERR AN T F https://www.aia.com.hk/aia-plus/zh-hk/tnc °

* Email address Signature of Owner
EB AR it 41t : BEAZE:

Other policy number(s)

HitR %S5

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

TEATRESHFENCZNMAMYREARE <)

No Claim Discount (NCD) (Only Applicable to product with NCD)
ZFREHRN (REATERLARERNHTR)

Important Note E Z & 41

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.

ERBEBEARSTREFMH S IMAMNENRSE » RERAQNBDEARAEEAREFEMEIANREMELNAREAEE » Ko=TEL

RBEGNITREFERIENNITRENINENITESERZ S RN NGRS

Declaration and Authorization 7= B3 2 24X

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.
RAIBATER » RA/BATAREZRBERPIFVREZFEA/ZUAN/GREAIZEA WBERME)  RETLITEKE [X] S5
BUAANIBNE2EE  ARLMNREBESPHBRBLRESGERETERENNMEHFTENRESTAREXREHE (NEH) -

PERSONAL DATA COLLECTION AND USE M RRIKERFH

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 AIA Everest Life Company Limited, where

applicable, (the “PICS”) which is available for download: https://www.aia.com.hk/en/privacy-statement-main.

I / 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.

I / 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/RMNBWINR/BNEMNE - FAREERR/BINNREERXRAR/IRKESITERSREHE (DEB(EEF)

BRQF (BEBD1T)  ABER)ERLQXF (RN517)  ABRREARRAR/ARAZEAFTERIF
(WMEA) ) BPMARBIRESFR ( [HEA]) - ZFEHEATELTHIE TR

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

B/IBENFARBEEXRNREMRIE / BIMNNRERAR / REAS VRS REEHESH UEMEEWE -

RE - FEFFENEADATRRRTER/BMNORE - (kFFIRANVEMER - IRB\BZEFAREREA -

B/IBRMNABZREAERZFARBRBENEBR / BINNARREFTBEN/RA (NMRE/BRASUHREETHE

ZR) RBIPRI/EAR (NRE/BRASUHRERTER) (RFRRME) FiZFAMBEFERIEILA

ZFE NS TR ER 2 FIARA AT L LRI T 8% AT At 3RER -
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Policy Number 2228 |B| 1] 2[3]4]5] 6] 7] 8] 9]

DECLARATION AND AUTHORIZATION =B & &1

| / 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 ENAFAULE-HERNTENEBRBIARRARBRE(EFR)ERAT (UTERKR (28] ) BRZ2B2\BIBEAA I BINZEE

K BREAHZESRAZS2BEN -

| / We hereby irrevocably authorize:

A BAVER

(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.
EAAERAEARAN BN/ BFRAZTE - FRES - BASIME (EAKF) Z21FE - REWRR - BHREMETRIERLEFRE N
BRAENIEN BRARZEDINN - ALEEETIRTEAEREERETER /2HAFIAL - ARARAEZFEXAER  TERE
BIEEAN I HAV/ MR AT THEKED  WRNBDAFEERYD - MAN/ BN/ HRAZEEARBILEATSZRHRNABLR -
HERPZERSRIFAEEEN

(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.

RARREAMENT 2R B EESAIFT - BAA [ B 1 WRARTHEZETIHERNE - AXNAEKN 1 BN/ BRAZZERROZELT
WRREE  EANEBEARBEREESCEXANBESEE » TE5HE - KE4KBR28F  BHFRT  BEBREXZMAEER - BRE
BHRFUEERE « ERFRBEABRBENREZHS - REREAERMAENAY - Sh - BaTRERFRZEESH4ET -

(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.
RSN DN ANRRSWAE () Th - L8 - FRRETENRERBRWMSENR (i) 2 - BE - #IBR / SEEENREREZAR
BBRERPREBENZETMEREBERZMERRA /REA/WELR ([FZFEEALl) - BERENEBENMIARBLTEZS
EEA  AR-SELUMEE=ZFEBRATRREEHNNAGEE @ 417 ALBEN N AR BSHEEN N N RS ERIBREIELER
BITHEE  ANERBREES - AMAREN D ABTREREEBENETLERBEEZE=ZFEEA - BARETARINEHAZNDA
B HEXE R RE S BURBERGEM LR ARSS -

Signature of Owner / Trustee B A / ERALE Signature of Insured, if other than Owner / Trustee ZRAZE - i3k
(Please do not sign on blank form and use the signature on our file. | #¥AA /{5#EA(Please do not sign on blank form and use the
ENESAEELES  HBREEE5REHEEE—5) signature on our file. ENEZBHEK LEE  HAHREESREDFEXR
—2) (Whose age is 18 or above F#e+/\FH L EHRNEE)
Name Name
m# |000 BE gL
ID Card/ Passport Number &141E /i #85# | Date B ID Card / Passport Number &41iE / #7#85# | Date B
E654321(0) 03/03/2023 D123456(7) 03/03/2023
Relationship with the Insured Signature of Witness
5ZRAXE oo NIEAZE
Name Date
%% |gpo A% 103/03/2023
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Policy Number 251 (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
F_BIRBABBRHEICEE | FAELRS

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

(b) ID Card / Passport Number (d) Sex
BHIE | RS 51

2. Hospitalization {£f%
Name of hospital EFz Z#F :

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

S o k) e e "F lam o

3. Chief complaints of the patient relating to this hospitalization / surgery / investigation MR {ERE / FAR /KRR EEFRR

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

BRHIEE A BB ER S

MMA DDH YYYYE
5. Date of first consultation for this condition or related illness ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
BAR RIS X R R B R B 8 MM DDE YYYYE
6. Final diagnosis / Pathological diagnosis S22 #f / IS HT ICD-10 code E PR % 2 2K B (ICD-10)
7. Medical / Surgical Procedure &7 | FRERF Date ofﬁOperation ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
=}
FAEM MM A DDH YYYYH

Name of Procedure FREF (please supplement with CPT code 15124t B B A E 7 RS ARIBAD)

8. Please answer the following questions if the insured requires hospitalization &= R A EE{Xfz - BEZ LT R
Can the medical test(s) and the procedure be done on an outpatient basis in hospital? |_ Can mJLL [_ Cannot FaJ kL
ZRERFARUAEEERMN B BFRFLHHT?
If cannot, please give details & 7 7] LU #iR
Please indicate the clinical risk(s) and medical reason(s) for hospitalization i&;E BB I R XU & K ME B R E 57 R A -
[ ]Current Health Status (Co-morbidity), please specify FIRHEERR (S HAE) - HIEHUIEA :

[ |Expected higher risk at operation, please specify RS F AR » 15AKHAE

[ ]Expected higher post-operative risk, please specify RS F ARG R - EEFHE

[ ]Others, please specify the reason for admission and hospitalization: Efts » #&E S FAAR R ERNERE

Is it a case of emergency? X2 & Z2NE? [TYesg [ INoF2
If Yes, please specify fl2 » 5B o
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Policy Number 2231 |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)
HEBE : O ;

CARITRUBEIITR - BREYEDE - 88 - HRERBHITH)

10. To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
BETHA - BAUGEREEEREHER ?

[TYes®s [ |NoF2
If Yes, please state dates and details 217 + i&15% B A 2 2 AR
Dates ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ ‘ Treatment for the condition(s) 477 1%1%
=h-i]
MMA DDH YYYYH

11. Was the patient referred by another doctor? |_ Yes £
BARTEEHMEERLN?

[INo T
Name and address of the referral doctor 37\ E 4 Hy#E & bt

12. If the patient is suffering from cancer, please complete the below information.
BABLEE  FESU TR -

[Yes® [ INo®m
Please provide treatment regimen details of the patient including name of drugs, dosage, treatment delivery/ duration, frequency etc.
BFREFANEERF HREBEAMER - FIE - BT AN - RBEER
Radiotherapy M S 5877 -

a)

Chemotherapy L235877

Others (e.g. Hormone therapy, Targeted Therapies Ef3477 (FIINTRI/RESETT @ WREEAST) ¢

b) Any Cancer Genomics test done by the patient? JEA BB ZZBIEERQN?
[ ] ACT Genomics 1731 EH
[ ] FoundationOne £ 75y B EE RN
[ ] Others Eft

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

AN ENAFRLREREFHEARERNEA / BRIOTARAEZSEE -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) &% (Z=E0)
Fi2 I EREENEE CRF)

Address and Telephone No. it & 6% Date HA

: Download our AIA+ mobile app to manage your policy!

THAA+ FHNE AR UEBRMERENRE |

“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.

[AIALl S TR EABRE(ERERAE (FTEFRIMELZERAR)  ABRERERVR (FTEEIMRLZBRAF) (WHER
fE) - BEBURT LEFEXREHER QT -
02002022----7
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