AlA International Limited
(Incorporated in Bermuda with limited liability)

N\
Q| Network Surgery / Medical Claim Form
MK Fo ) EBEEBERBS

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) £—3{3 (BZH#AXBEAES)

Policy Number Name of Insured ID Card Number / Passport Number
REESRTS SZRALE SER / R

XXXX
Area Code Agency / Broker Name Agent / Broker Code
B 4w EEBMAR / REEE BRI/ KLRE
Agency Code Agent/ TR’s Name Agent/ TR’s Tel. No.
EEBHERFER XS EBRRER BEE | EBRRBEES P0532060
TR Membership Number 2K &2 8%E | |IA ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ANG ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Benefits to Claim Z{& 5|
|| Accident Medical Reimbursement % 51VE & 8 /3 B & || Medical Reimbursement B8/ % F &
|| Accident / Weekly Indemnity E 5 / S8 & || Hospital Income / Benefit {£Bz A 5. / Hi%
|| Maternity Benefit 7 #6 8z || Voluntary Group Assurance B B8RS
Remarks: Please take the appropriate box; otherwise we will apply this claim to all of your eligible benefits.
& RERBERE  ARARMESERRRERFBEANECHAERERE -

EXPRESS CLAIMS SERVICE #RERE R

D Please mark a “X” in the box if you request to have your claim be processed by “Express Claims Service” which provides payment for
medical claim which requires investigation. You hereby acknowledge that certain terms and conditions (as amended from time to time) shall
apply in choosing the “Express Claims Service” and agree to be bound by all the undertakings imposed on you by accepting the payment;
you also understand that AIA has not waived any of its rights in the Policy by making the claim payment to you. For details of the Terms
and Conditions, please visit AIA Customer Corner at www.aia.com.hk.
MEBEMURERF [FREFRE | - FRERABLE (X 5 URBAZETAENERTFLFHBEEZS - ZRURT
BFREPHARLERRRAL (WARETH) SEARL MSREBERYE] - YREHZEIHESBESEROR ) THAXKIRBRARZE
ARRRBEERERREANNEAER - BEGRRMAR - FE Awww.aia.comhkZXARFEE -

Are you making any other insurance or compensation claim as a result of this treatment?
BERKAE  ZEBOEMREAT / HIBREREE?

If yes, please provide the below information. 217 + FERHETHEH -

Name of insurance company / organization: R A T / B BHE : Policy No. / Membership No.: {RE / 2 2475 :

[T No s [TYes®

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. 5 T X E RGN EERE - BRULREEMHIEE
EES/RENBUFER / EBRRER  SEFERNRENIBUEREIER /RIGIBV BB EHNSHRIRBFER -

| | Ifyou do not agree on the above arrangement, please mark “v” in the box. MREREZ Lz fE - BREHEAEE [/ 55 -

PLEASE COMPLETE QUESTIONS 1 TO 5 AND 8 TO 10 IF HOSPITALIZATION WAS DUE TO ACCIDENT
BEENZEARGREFE1ESRSE0

1. Dateandtimeofaccident‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘ D:‘ D:‘ [Tam 5 [ PM.TF

=z 1+
E/NEEIR A MM A DDA YYYY& HRE MINZ

2. Where and how did it happen
BIMBBER KB

3. Part of body injured and type of injury
ZHEIMURES

4. Present occupation (if more than one, state all) and exact nature of occupational duties JE; (EEFRBFEHIA) BULKRE

5. Name and address of business or employer A TS {EE &8 R it ik
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PLEASE COMPLETE QUESTIONS 6 TO 10 IF HOSPITALIZATION WAS DUE TO ILLNESS Ej% A RS H B RHE6ZE10

6. Give a brief description of symptoms $# 7L & f& ik

7. How long have these symptoms existed prior to the first consultation? sz ZBHIE EIARZ A FEES R ?

8. Give details of consultations 238315

(a) The doctor first consulted for this illness EIXFhZHIBEEER I?ﬁt/eEl o ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘
MMA  DDH YYVYYE

Name and address of doctor / hospital &4 / E&fx & 58 K ik

(b) The doctor who referred the insured to hospital / other doctors seen for this or similar ~ Date ‘ ‘ ‘ ‘ | ‘ ‘ ‘ | ‘ ‘
past condition 235 ABT MBS £ B K] /| HALE A HASBERERR B SR *2BH UvE  DpAE YYYYE
Name and address of doctor / hospital B4 / B&Fx 2 K b it

9. (a) Please give the date of admission and the date of discharge. FEiR 1 AfT & bz B ©
Date of Admission ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Date of Discharge | ‘ ‘ ‘ ‘ ‘ | ‘ ‘ ‘
= O H = H H

AR R MM A DDH YYYYE thie 57 MM A DDH YYYYH

(b) Please give the admission period in Intensive Care Unit, if any: ;B2 AERIAE AR > mEA :

HEpEEREEEN .

From H MMA DDH YYYYE To 2 MM A DDH YYYYE

(c) Have you taken any home leave during the hospital confinement? [TNo %% [ Yes &

EEBRMEB IR RN 2
If Yes, please state the date and time of your home leave.

WA SIS 2 AR AR o

10. Any relationship between the Registered Medical Practitioner / Medical Services Provider and Insured / Claimant / AIA Financial Planner /
Broker? If so, please state the relationship.

ERMD ML  BRRBREEESIRA I REA | RBUBRIFER / RPELEETMER  #FHHz

CLAIMS PAYMENT OPTION Zf1RE{EA & :
IMPORTANT NOTE EE¥IH :

For FPS / e-Bankin customers, the payment will be transferred to the designated bank account.
CEIEER (S8R & [EFARES | ZEF » FAFFRRABAEEEZRITFO -

If FPS / e-Bankin is requested immediately, please complete the followings:

MEREFSEL [EBBR] & [EFARRE| @ FEILTEH

[ Apply to all your policies held with our Company. =X FR 5 RS A R TS E 2 TG 1RE o

[ Apply to the following policy / policies. 2R 55 RIEEAR T 52 REE :

Remarks & :

Please take the appropriate box; otherwise we will apply to all of your policies held with our Company. FFRIZEE A% » FHRMEIERX
REEARENARMBEE ZERE -

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. fREIFEAMNMEREBERT [EHR] R [EFARERE] UAFRMU [E
iR S [EFARRE ] IABERE - ROERTRERE BEXERBHNEL

Claims payment through FPS / e-Bankin is applicable to Hong Kong Policy. [EZiR ] s [EF ARKRKE | FBARIAEBRENEETE o
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Owner’s Mobile Number

R ARBEFERE

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. ZNtLSRIFIR A BLE TR - KMEEHEEARBEULIRE - RPIEHERBLE BRFEMBHE -

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. /8 E&iR | = [EF AKRRK ] S LREREE
M REFNREATIIEEZRTFO  BAZSERTEIBARFEMN LR -

Please select transferring policy benefits paid to either FPS OR e-Bankin. 5322 [@Egitk | &% [EFAKRRE | Eh—1§
LU AL ERESFIEFA T 2R E R ©

Identity proof must be provided for registration of FPS / e-BanklIn if you have not submitted a valid HKID / Passport before.
MABRUEANHEESRNE /ERE  TEXSOEAEERR [BHR] / EFARRE] 2B -

[ ] a. FPS* E8HR*

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. 55135 RIZ T 5 Hp—5 [EAIRE |*RIBEUTAABES -
LZZB—BERBEKERAPFEN - [EHR] WAFIMEBLERKAREIZEA

[ ] Email B4 [ ] Mobile Number F #8358 :
( )
. ; O . Country Code Telephone No
I:, FPS Identifier FE%I |9&J EﬁkEUFﬁﬁ% . @%%Egﬁ ?%%ﬁﬂ%

* “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.

[REXMARHEESE (BHR) | BERMOTKESRENRS  UERMEARESERTEAXZLEETRAAREERARZZEATRRAR
BENRGERBERGER R

# “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.

[BIMER | EAE QA REMAEAEQRRPHERBIRSZLNEANER  BIEANFHET  SEItsy [EHIR ] FBIHRES
[ ] b. e-Bankin BF ARRK

Please provide bank account information below and submit together with the following documents &R TRITE D ER KRB T 52 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. fEASEF O#FE ARIBTIRFRIBBIENNRTER /4 AEE (BREETFHEE) /BURTFREIA -

2) Joint account is not allowed. T EZHZFO °

3) e-Bankin account must also be registered under the policy owner. EF ABRBHKHNFE AL BEHEBREZEA ©

Bank Name and Branch in Hong Kong &&#RTR 21T 2%&% | Bank No. Branch No. My Account No.
RATHRR DITHRIR KA ZERFHRES

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

Policy) SRT1B /50 / BEE /| RITF LARHEZFOFAEASR SR (LAE LMRERE AMER)

Declaration & Authorization A K &g

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). ¥ [EEMR | = [EFAREKE ! » XA/ EROBEREA/EME LHEAIAL TR E A (www.aia.com.hk)F 85
IR RIEY > LRZEZ AR

If neither FPS nor e-Bankin service has been registered or requested, please select a payment option below by marking a “X” in one

of the boxes. MIAREELER [HHR] M [EFARRE] @ FREXINBHESELREHRRE L [X] K-

[ ] 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)
LEENRESEEEETEFAZRERNEN (REFEEEFO] - [REFEE/D] WERSHERKRIURE - (EEAMNEBIKR
Atth A T 2EERE)

[T Paid by Cheque in policy currency MA{REE#E L ZX {4

[] Paid by Cheque in Hong Kong Dollar L8853 23 {4

(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.
A RMPAMERENFE 2 RESRBREERN ASEREHZMT (WER) MEBHRABREGHERE - At RAEELN
BIEHNRESELUIIMER ( BREEY ) FRUEEALZERNENEE RBRBRIEMIBITIRME 2R

(b) 1 / We understand and agree that should | / we opt for payment of any benefits payable under the Policy in the Opted Currency,
I / 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. ZN A / BB EA R REZMA A / HFERIZ(EARE T FrEH AR FIE L

MBEEY | I AA/BRFAREREMENZRESR  MZEEREHEE ARBREABRBABEL ZREMET

OTHER INFORMATION X fth &%}
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IMPORTANT NOTE it &% 18
(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. BEREFERIHELNRERF  FHHMRJERDEEREM—HHER - BEARBREMEER 23X
FEHRIBWEE (http//www.aia.com.hk > BEFXE> RERRE> RE) - MRREEAZR 2 ERERERE / BRERE - F—06
ER [REEARXM | BFERE - ERMEZTERELET 2 BEAFOEREAMA T REBENER - ROSBAERZ AU B RBIER /
EHRIGRER /RERE - ARMEEERER  BERFNEXFBHERE -
(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. MZUEFRFEEMEEEER  FASTEHERER BN RERBRENAEEH -
(c) Please submit your claim application to our AIA financial planner / your broker / IFA or send it to us at the following address: &5 #Y
RERBRFRABVHREIERD /SN RBER /RERER  RBFEUT B
* HK: AIA Wealth Select Centre, 12/F AlA Tower, 183 Electric Road, North Point, Hong Kong
B KAMBEPL  BEILABRE18S HAHES1212
* Macau : AIA Customer Service Centre, Unit 1903, 19/F AIA Tower, Nos. 251A-301 Avenida Comercial de Macau, Macau
P RARFREHO - RPIEEKREE251A - 3015 A FBEH19421903F

AlA e-Advice [RHEFBEHNE ]

D (Please mark a “X” in the box to apply for this service. B T AR B R ERERAB L [X] %5 <)
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”. %5 [ K AEFRHE | H LR BRIULREREMTIMRERE (0F) 2 LWEERBAEIL
BRAAEFEEMBERTHENBAE  WiRE [RASFEHE ] W HRRRIEHER -

* Email address Signature of Owner

EEhIL - FEAEE:

Other policy number(s)
HAh{REE SRS

(Not applicable to Personal & Accident policies started with policy prefix A/ E / P and Personal Lines policies with policy prefix C.
TEANMRERIBFER A/E/P ZASGEMBRERRERBTFZHRCZEAMIRERE <)
# For details of the Terms and Conditions of the “AlA e-Advice”, please visit AIA Customer Corner www.aia.com.hk. BRBIER R IFHE 2 5515 » 352 Awww.aia.com.hk
ZRIEFEESE -
* Email notification for this claim will only be sent to the email address provided in this form. 2% & 2 EFIENERSTEE L REAFFH =2 SEbL o

No Claim Discount (NCD) (Only Applicable to product with NCD)
E\EREAN (REARERERBHONHER)

Important Note E 2 &E 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.

EREFAAESEREFNAS AT NENRE  REAQXTDEARUEEAREFEFFHRNEEMELEAREAEE  AAAES
RRERNEREFERAEENERETNENAEER ZSERNITNRRE

Declaration and Authorization 8 & 1% #&

I:l | / 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 putting a tick v 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.
A THRMPBH AA/RMEALRERBFEPIIPHREZFEA/IZBN/EIA/IZEAN (RERME) o RIFNLINERE L/
BAAANIBRARZEE  ARAERREFESPBRBLRIEERSERERENNMENAENRESERBEBREHNE (WEH) -
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DECLARATION AND AUTHORIZATION E£BA B 1% 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 EMRE[ULE-—EERAZTENERRERRAORAREBER)ARAT (UTEE (28] ) EXZEBBDIHAA/ BHzBE

B BEEMEcERERKSEHAN -

| / We hereby irrevocably authorize 2N A / R FIZLIZEE

(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. EAAIBREEARA / FM/ HRAZITE - HBRLHE - BHHEL (EMER) 255185
BEMRR - PEREAEERDALCERBRIERAAN /KM WRADBZEE - A8ZAL - OEQAREEFHER  TEHE
B A/ HA / WRAFET R KRGS - WEBENATEEEND - MAA/ B/ BRAZERAREZATSZRREEOR -
HREE Z EARERAEBEEN

(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 A R REMER A 258 S BAESLERAT - BARA / B/ WRAETAEZEBETHR
B > WEAA I BF FRAZBERRETEZRE  FREBARBRAAHE 2 ERNBHESE - 7EHE - KE(BEEE
BIFRRA - EEREREE MR - FERE - BRFHELE  BUFRIBRRARRZEIRZHES - RERGAERBANEY - FH -
BETRARERZEES(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 AIA’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.
FRREMEAERSWAE () 511G - B2 - ERREEENRZERFIRBENR (i) 247 - #BE - R/ SBEEENRERF AR
BRERIRBEE:ERASIHEHABZMBERE / REA/MBLAR ([E=ZAEEA]) - SRERMEBENEAERETE=
FEBA > WE-PREMEE=ZFEBAZRIEHEAERE - M UEBENEAENLEENEAEREBERRBIERE
REFTHEE  URCRERERE - AMFFRENEAERRQERELTEEBEZE=LEEA - CUERETORMRUMENE
ANER - HEER T REE HR AR S I LAY BRTS -

PERSONAL DATA COLLECTION AND USE 18 A & Rt 5 & f5£

| / 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/ BEFBEREA/BRFAECHBERBAAIABAERNERSE ( [AIAMBAERKERRH] ) - RA/EKM
BRRESERRENRIEARNFAKUEMALTEZREHNS GRIFENEABAERREAREIA / RAR
AN BFANRESRENEMER - TRBAIABAEHKEBHRERSER - XA/ RMHABREZFAIA
BEAENKRERHAMEEORFEREREN / RMNEAENEEE (WREEEFBER) RBM (WREE
BMPER) BHNFAIABAERRESRHMBNERNEZA - AIAMBAERNEZHNRFTRA TR T i
TH : www.aia.com.hk * A& QTR °

Signature of Owner / Trustee 3B A / ST A RS Signature of Insured, if other than Owner / Trustee Z R A% E -
(Please do not sign on blank form and use the signature on our file. | fd3F58 A / fE5EA (Please do not sign on blank form and use the
BENEEARKLIEE  THRASEFERERBE—H) signature on our file. FNEZARIE LEE - WRRELERERFE
—2%) (Whose age is 18 or above F#+ N\BERU L HEHE)
Name Name
®A HE
ID Card / Passport Number 51355 / MR 95HE | Date HHA ID Card / Passport Number Date
‘ ‘ S0 | ERIRT =Pt
Relationship with the Insured Signature of Witness
BEZRANBEIFR REAZRE
Name Date
®H B

Download our mobile app AIA Connect to
manage your policy anytime, anywhere!
THAIA [ K% | FHEMARNUERR
T EEEHRE |
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PART Il TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
E_HRBHEABBRHEREE  FHELRE

1. (@) Name of patient

mALER
(b) ID Card / Passport Number (c) Age (d) Sex
F10 5% / BRI FE 1451

2. Hospitalization 1Fx
Name of hospital EFx Z58 :

Date of Admission ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ Date of Discharge ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
AR R MMA DDA vvyvE  SeHR MME DDE  YYYYE
Periqg in\Interlsive Care Unit g =) To &

AERYIA B A 5 rom B | MI!/IH‘ | DI‘DH‘ | |w\‘(v¢| | oz | Ml\‘/lﬂ‘ | DILEI‘ | ‘levf‘ﬁ |

3. Chief complaints of the patient relating to this hospitalization / surgery XXz / FMWEERRA

4. Date of the accident occurred or symptoms first appeared &)X HIEHE B S Z 4 e84 BB ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘

MM A DDH YYYYE
5. Date of first consultation for this condition or related illness & A &BX3k% B # ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘
MM A DDH YYYYHE
6. Final diagnosis / Pathological diagnosis S48 2 / BRI ICD-10 code BB f% 2 X5 (ICD-10)
7. Medical / Surgical Procedure B / FHi2F Date of Operation ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ | ‘
Fil R MMA  DDH YYYYE
Nature of Procedure F i &8 CPT code R A A ZERFIE I

8. Present Prognosis ISR

9. (a) Were the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, and were
medically necessary and recommended by you? l_ o l_ =
EXRE CARRERAR (W0B) REN LAY EEEEENLRBRMERMEERE? Yos & No @&

If No, please give details. &2 » FFefi o

Please answer the following questions if the insured requires hospitalization & SR A EE{XFE » FEZLU TR :

(b) Were the medical test(s) and equipment for the procedure available only in hospital? |_ Yes £ [_ No &
ZRERFMAENRERSEEERAE?

(c) Can the medical test(s) and the procedure be done on an outpatient basis / at day surgery centre? l_ Can aJ2L [_ Cannot AL
ZRERFMASEMD | BEFiHOET?

(d) The surgery could only be performed under general anaesthesia? l_ Yes 2 [ [No&
Fi B M BEEE M TET?
For surgery under Monitored Anaesthesia Care, please specify the reason for hospital stay. 21 F #l77£ =22 fif B T 1T, s5rE IR REA

(e) Please indicate the clinical risk(s) and medical reason(s) for hospitalization & BF G KB KR BB EERE :
Current Health Status (Co-morbidity) IREEEMRR (SHHE)
Please specify ;58AHERAA

Expected higher risk at operation 8818 = F 7R :
Please specify s5BAFERER :

Expected higher post-operative risk JE# S F i &R :
Please specify s5BAHERRAA :

Others, please specify the reason for admission and hospitalization: EAth » 5K BAR R BRNERR :

Py
(=)

(f) Is it a case of emergency? ER2BBE{EZR ? =
If Yes, please specify. f12 - :5RAFER A ° [] Yes 2 [[]No
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10. Brief discharge summary (including treatments, investigation procedures, results and / or any complications and follow up plan)

HEBE : CABERUREHETE - BEDEWE - SR - SIEERRERS)

11. To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
BT A - BA LB REBERERR ? [Now® [ Yes#
If Yes, please state dates and details. 20175 - B3 AR ERER

reatmeneDates [ [ | [ | | [[] | | | petas
PREH MME DDA ywyve  F
12. Had the patient taken any home leave during the hospital confinement? [TNo k& [TYes®

WAB RGN BRI ?
If Yes, please state date, time and reason of the patient’s home leave. 1074 - ;E5IBESNE =2 BHE ~ BREKER o

13. Was the patient referred by another doctor? No T2 Yes £
FARTREHEBBEEN ? [iNowe  [ves 2
Name and address of the referral doctor /- B&4 {9 & bt

PLEASE COMPLETE IF HOSPITALIZATION WAS DUE TO ACCIDENT EE/ZE AR FER LLH

14. (a) Present Condition of Injury BHEZEER :

(b) Patient’s occupation and exact nature of occupational duties JEA Z B E RS :

Bearing in mind the patient’s occupation, in what way do you feel the injuries would / would not totally prevent the patient from working?

BB A 2B - B TRARGZETESHATETEIE ? BHIHARE -

(c

-~

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

AN BFREBRALPFE LFHRENEREAA | RAFAKAEZSE -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) & (ZE)
T2 ERBENGE (BFE)

Address and Telephone No. i3t & E5F Date HHA
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