AlA International Limited
(Incorporated in Bermuda

S
4 I P with limited liability)

CRITICAL ILLNESS CLAIM FORM

fEBRERHE R R
Policy Number Name of Insured ID Card Number / Passport TR Membership Number
TR EABRAS ZRAGA Number BH3EERE /| ERERES| RBEARY BTG
B 123456789 Chan Tai Man A123 XXXX
Area Code Agency / Broker Name Agent / Broker Code [Jeea [Jes [Janc
EIARR BREEHD | RiooHE BTN | ICTE | | | | | | | | | | |
Z8 ABC-12_DEFG 01234
Agency Code Agent / TR’s Name Agent / TR’s Tel. No.
B BHRINRR BEE | RiCEA BEE | RICHEES 03382060
Cheung Siu Man 91234567

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) F—Z (=R AKHFEAERE)

Thisisa JERE : [X| New Claim #Zzf [ Further Claim Fa1y [] Review/Appeal it /&t

NATURE OF CLAIM AND RELATED DETAILS F{EME RaEREE

1. Name the critical illness you are claiming for. 1. Coronary Arterv Disease
FH A e y AR
2. Date of first consultation 2.
EHXKZHI |09/25/2017|

MMH / DDH / YYYY#:

3. Describe the symptoms from date of onset. 3. Pain
A H AT — YR -

4. The name, address and contact phone no. of the doctor you first 4. Dr Cheung Tai Keung RM 1011 CD bilding Tsuen Wan

consulted for this illness. 21234567
[ERCN TR R ve -G ST R Wi v i

5. How long have you been having these symptoms from the date of 5. One Month Ago
your first consultation?

M TEEZORZ HE - DLERRBEFAES A ?

6. The name, address and contact phone no. of your regular doctor. 6. NIL

BN EE SRR Z A4 - bl RHR RS -

This form is applicable for making claims against the policies issued by AlA International Limited (hereinafter called “AlA”).

BEFAEAN AR (B AIRA RS TRE “AORRER" )R8 (REERIRIEHES -

03382060----4 Page 1 of 4 OPCLMF12.1217



Policy Number {REESERE B| 1| 2| 3| 4| 5| 6| 7| 8| 9

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION &+ K2 KiEREsrs% ¢

7. Please give below the details of any doctor(s) who have been consulted in connection with this illness.
TRt RS IG IR AT HA B A s R B A R -
Name(s) and Address(es)

PR et

Consultation Date(s)

KZHM

NIL | |
MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

8. Please give below the details of any hospitalization in connection with this illness.

AETE BB R AR (ERGiC sk -

Name of Hospital(s)

B

Date of Admission

Abse H i

Date of Discharge

Hile H i

| 10/15/2017 | |
MMJ / DDE / YYYY4

10/17/2017 |
MMH / DDH / YYYY4E

ABC Hospital

MMH / DDH / YYYY4E MMJH / DDH / YYYY4:

GENERAL H At} :

9. Have any of your blood relatives suffered from a similar or related illness? If “yes”, please state.

HABBHEEHEAHRASEMIERE 2 6" FHEE T -
Relationship of Relative

B R R

Nature of lliness
ERE bl

Date lliness Diagnosed
=k

NIL | |
MM / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

10. Are there any other illnesses / complaints treated for or suffered by you prior to this critical illness you are claiming for? If so, please give full
details.

R MR R R SRS 2 PORATE TR ESoR 2 20 7

Name of Hospital(s)

BT

SO R R -

Date of Admission

Al H i

Date of Discharge

Hilbe H i

NIL | | | |

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4E

MMH / DDH / YYYY4:

MMH / DDH / YYYY4

11. Are you insured for similar benefits with any other Company? If “yes”, please state.

M TR EHEAFIREDERRE 2 a1 “F" - FFHEE T -
Name of Insurer Type of Benefit Amount of Benefit Policy Number
/A AR BAREHH TRELRHS
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Policy Number {REESERS B|1(/2|3|4|5/6|7|8|9

AIA INTERNATIONAL LIMITED
RIDRB (BIE) HERATR
(hereinafter called "AIA" DI f&fg" A& FARka)
DECLARATION AND AUTHORIZATION E&HH Rz 4574

Important Note {FEEIH

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 as stated in this application form “Claims Document Checklist”.
FoBEREER B AR RIB R ES - SR IRISE A RRE S —RREE - ARFEREMTRRER L » SE2RERR . “REERHR"

b. In case you want to claim for other benefits such as disability benefits, you have to complete an appropriate claim form of that respective claim
type and file it in together with the necessary supporting evidence.
ANAEE R G AN EE - AN > SEUHSATHE ST BORAS AR SR (B RS RAS AT R a8 A -

CLAIMS DOCUMENT CHECKLIST REXH-8EE

Please attach the following documents together with this application form and kindly tick against the documents submitted with this form.

GG L FARER DU N SCHRIRAS - MRS E Xk

[ Histopathological Report

SRR Ao

Confidential Medical Certificate for your claimed critical illness or performed surgery

T AR E I R B R T R R P T B AR s

Laboratory, Ultrasonogram, X-Ray and/or MRI Report(s)

bl ~ R ~ Xt - EEMSHRRY Rl R s

Hospital Discharge Summary / Sick Leave Certificate with Diagnosis

HBERERS 1 5 ZETREH R IREE

Patient Card Copy of Consulted Doctor(s)

A EZREIA

We will notify you or our AIA 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.

HRATE TR T CIEHE PGS A A RIS 2R > BT EnsmRIRE T S ACH B R [ 9 RER R AR - NSRIE R
IRF - BEE RSB I R iR -

a

O oo

Claims Payment Option SZ{-JH5E fHik:

] Hong Kong Dollar #Jt [x] Policy Currency {gE £k

a. |/ 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.

AN 1 BT AP TR BRI FOR R AR B OR BE R Ho} B P o L o BT (ASE ) Pl B I DR B B R e - TR - SRR LIRS IR (R EE
B UM ERE (ER AR ME RO E R 0y B B K FS ORI E P i IR #s -

b. I/ We understand and agree that should I / 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.

AN T BIAEREEAARAN | TR NI EHARRSEOEDL AR 32 AN | AR ARETR SR » e s
AW SO HRIRHR I A IR I BT S ST HRSRIT R E -

Levy on Premium {f&E&#&E

Important Note & ZL5# %

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 (“lA”) 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.

PREEFFE A CORBESE(BEDRIG]) (B HEREIREHRF AR B GOE E R B WAL AR G iy B RS E R (REER”) - 40
@%ﬁg%iﬁﬁﬁ@ﬁ%ﬁfﬁﬁ * B RE B - PR AT U3 A ISR s 5,000 7T BiIEK » 1T RN HOFR0E: B BTk A 1 e R AR B SR R BT I

PG EEN

Declaration and Authorization #BH Kz 15§

[ 1/ wWe 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 putting a tick v 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.

AN BV - AN AR MR S TR IIRORBL RGN | 2B I BEEA | 3238 A GBRIBDLTTE) ©

BRI T Zere i v aR » BRI | Bf5e 2 EEAVERRERZREREH AL - AT ST E SRR AR RIS E SRR G R B M AR
BE(AE ) o POREERIE T RGN O A BRI R R A | ZEBA [ B3EA | 23 NP7 IR BT M R IR BRI - AN | 211
B T R AR B R AR IR (R A R RS R R R R B AR -
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Policy Number {REESERE B| 1|2 |3|4|5,6|7 8|29

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

AN BATBEHLL g —TEE Ryt 2 RIEAE -

| / We hereby irrevocably authorize:

AN BAZRIZAE

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.

ETHESBEE AN | Tl | SR A TAE - facER - BIMNEEAERER)Z S ~ RS ~ IR ST AIER SEE R0 R b i R 8ol R A A
13 1 AR ABBIE RS ~ MR AL ~ IS RIBERE GBI - AEHE] - BIBEARA 1 2oA / BefR ASEUEEEAAREST » IR IRFHIE
BT - AN T FAT | BRI AR IS 2 AR AR o RS IEARBL R AR B AR -

b. AlA 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.
KSR SAT T H AT 2 B S B A mALBRT - AN [ M | BRI TR BRI BHIE, » SR A [ RAPVBR N RERIRVUHE TER AL ST
fili » VR BRBHAS B S e HAR Bl ARSI EE - NS - IS LB s - ERERE - IEERE A R ISR - BRI - BT ThRek s -
FERER IR G NRSTRETTR IR ~ R BBBNEEY) - S B T R HAE M SRS -

PERSONAL DATA COLLECTION AND USE

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 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 AlA PIC. The updated version of AIA PIC is
available for download from its website: www.aia.com.hk, and is made available upon request.

EARRHER R BEH

AN BFFEREAN | BACHEKABAIAMEARRERR ( TAIMEARRHIUREY , ) -

AN | BV K FEEEAR R RE A FARUERTERERS - SRR AEARTR RBRAAN | 2415k
AN | RFRIRE B EHIHMER - FAIRBAIAEABRUEERARER A - AA | MBS R EERAIAME A G
SRR H R PR SR A AR E A TR 258 (AR R RS ) s (AR B TRER )5S T AIAE A
ﬁggﬁ%%ﬁﬁﬁﬂ@:ﬁﬂﬁ%k o AIAfE A BRHCER AR BT FT R DU T 84L& ¢ www.aia.com.hk » R EJ[HER
EJ/ ZHY o

Mo
MAN
Signature of Witness F.3F A 2% Signature of Insured / Claimant SZ{# A / HREE A 55

(Please do not sign on blank form and use the signature on our file
_ FHUMEZE S L AR AR B R B R & — B0
Name #:4: Chan Tai Mo Name #%: Chan Tai Man

A12345678
ID Card / Passport No. Ep{5a% | HENRSERS :

Date {i:  12/01/2017 pate [y 12/01/2017

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.

PLEEII R AR - BB AR/ NE > AIMTHHSR | SRR A -

Please complete the following information if the signature is not given by the insured. % FHEHIEZHREA » FHHEHTT FHIEER -

Chan Tai Man Father and Son
Name of Insured 3Z{F A% Relationship with the Insured Ed3Z{# A Bif%
(in block letter [FEE%T) (Please provide documentary proof for the relationship. #5242 Bl fRaEIH L {4)
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