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AlA International Limited
(Incorporated in Bermuda with limited liability)

SEVERITY-BASED HEALTH PROTECTION

SUPPLEMENTARY FORM
BERERERREM RS

Policy Number Name of Insured

ID Card Number / Passport Number

REREE SZRALE BRSNS

XXXX
Area Code Agency / Broker Name Agent / Broker Code
B R EXEHER / REEE EEERE / KRR
Agency Code Agent / TR’s Name Agent / TR’s Tel. No.
EEEARIRS EXE | EBARES EEVES AT

P1370016

TR Membership Number %X X & 29515

Ow [ [[[1]]

Oae | [[[[1]]

EEE RIBSEMERR / FBARER

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. & T Z i IREGNEREERE - ERUERERMEEE
BRI ENRENAZ DU ERBIFER /RGN ERAEEHESHRRRFER -

D If you do not agree on the above arrangement, please mark “v/” in the box. MIREREE L8 > FRERREIL [v] 5o

SUPPLEMENT INFORMATION P} s ¥t

RIEMEMTESN -
RERERERE -

This form is only to be used for supplement additional information of a previously adjudicated claim. Lt &RIGIERARFR LB FrEH MR ERTER -
Please put a tick v in the box of related request and provide its relevant supplementary Information required. 57 G RIE B =88 L/ 35K

Note: Claim Form Part Il stated at below refers to Severity-Based Health Protection Claim Form. &F :

UTHRERRE-_BORERERE

Severity Factor—Surgery RERRERR — F il

Supplementary Information Required FiiE# 7 & £

|| Complexity of VHIS Surgery EFEER FilTiEM12E

Proof of surgery, e.g. discharge summary Fliz888 - 10 : Hpx484

| | Organ Transplant 38 E#1&

Claim Form Part Il (Surgery) R1{& &% 58 — B2 (F1ir)

Severity Factor—Treatment REEEER —

Supplementary Information Required Fi B # 7 & £l

Note 5% :

1. Please provide treatment records, e.g. medication or treatment prescription AND FHiER AL EE
2. Please provide it’s relevant supplementary information required :FERXEBIERH T ER

W EYSURREST R

D Hospltal Confinement at least 10 consecutive days E&E10H =

Pl EzfEpR

Proof of Confinement, e.g. hospital bill with diagnosis proof {Xf%

A ERR B R R R

D Cancer / Carcinoma-in-situ &%k / B 5E

Histological report #8 #&fF 1 £ 5 4

D Heart Attack N5

i) Claim Form Part Il (Heart Attack) ii) ECG and iii) Cardiac Enzymes /

Troponin laboratory reports
)%if*%*%?ﬁ_*ﬂﬁ(/uﬂﬁr) i) BB K i) DB /O BEEE A

BERIRE

D Stroke A&

i) Claim Form Part Il (Stroke) and ||) Brain CT scan / MRI report
i) RIEREE 0P R i) BEEBE R HE /80 IR E

D Heart Failure RIS

Claim Form Part Il (Heart Failure) ZEREE =13 (DR IB)

|| Liver Failure BT %38

i)Claim Form Part Il (Liver Failure) and ii) Brain CT Scan report
RERBE_HHIRB)R i) M ERIEHERS

|| Kidney Failure B8

) RERIEE —HH(ERE)R i) BHEE Mﬁili%

|| Lung Function Failure fiZh 85538

i)
i) Claim Form Part Il (Kidney Failure) and ii) Renal Function Test Report
i)
)

i) Claim Form Part Il (Lung Function Failure) ii) FEV1 and iii) Arterial
Blood Gas Analysis Report
i) REREE DI EERB) i) FEVIR i) BIRME SRS

Severit Factor—lnterEwe Hospital Stay

EEREER-BEG

Supplementary Information Required FiiE R & £

D Hospltal Confinement at Intensive Care Unit (ICU) AMERYAE

Proof of ICU, e.g. hospital b||I with diagnosis proof FIIEERE

B0 AREERDEE

D Coma E#

%alm Form Part Il (Intensive Hospital Stay) R&ERIEE
53]

—B(ERE

Severity Factor—Disability REREE% — 2B

Supplementary Information Required FiE# R E

|| Disability 2

Claim Form Part Il (Disability) Z{& &5 55 = Zh17 (B2 EE)

Extra Severity Scores / Other Condition

BEEREWNS B/ Ak

Supplementary Information Required Fi E# & £

P1370016----2

|| Heart Disease or Injury DR FERZ S Proof of diagnosis, e.g. discharge summary #5808 - a0 : HERAL
|| Brain Disease or Injury B8 m sk 215 Proof of diagnosis, e.g. discharge summary 27587 - a1 : HER4A%
Note : The supplementary information required as above is just for reference only. 5% : A EFfER T ER RS E o
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PolicyNumberRe8st®s | | [ [ | | | | | | |

DECLARATION AND AUTHORIZATION ®H3 & f&1g

| / 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 EMREPULE-EHERZRATE2NERREARROABREER)ERAR (UTHRE [AF] ) EXZEBDIBAA/EMNZEE

B BB cERERLSEHAN -

| / We hereby irrevocably authorize Zx A / RAFIZZZ4E ¢

(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. {EAEESHEE RN / B/ BRAZIE  FERLEHE - ENHIBL (EAHER) 2B
REMRR - MESEMEREREALCERBAIER/EN BN/ BRADRZHEE ARBFIALT - AEARBEREHEER - TEHE -
B A /B MRATFE TR KBS - WREEDAFEEEND - MAAN/ BN/ BRAZERAREZATSZRREEZOR -
WREE  EAHEBIARBEER

(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. &R RSREMHEZ A 28 FEEERALERFT » BAN I HM/ WRAETIIE BB - WHAA B/ BR
AZBRBEMRRETEZRTE  FREBLARBRACHEIBGHANBHESE  FEHE - EZLREEE - BXTRR - BEEREEE
Z%l;ﬂﬂ‘é‘ﬂﬁ ERRAS - BEFURAE  BUFIBRREABREIRZHES - RERARAZTIRAEY - S BATRARERZEES
1b8R o

(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 AlA’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.
FIRENEAEREWAE () 7 - B2 - ERRETENEZERFRRBEENR (i) 24 - BE - #IER/ AEELENEERBF AR
EREAARREECEREAKXRIAMEIMBRE /RKEA/WBAR ([E=FEEA]) - CRERMEBENEAERGTE=S
FEBA  WE-SREFEE=ZAEBACRIENEAERE - M UREZNEANERLGEHNEAERERERBRIGERE
RETHEE @ WATZRBRERE AMABRENBAERRSERESETISEBREZFE=FEEA - BARETRRMREMAEN
BAER > HERA RS BRERESEM LR -

PERSONAL DATA COLLECTION AND USE 18 A & 5 & £ F

| / 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/ BPBEREAN/RPEHERBBAIABAERKNERSE ( [AIAMBAERHKRERZRH] ) - RA/EM
BRARESEARRENRIEARNFAKUEALTEZREHRS GRIFENEABAERREREIA / RAR
AN/ BFANRESRENEMER - TRBAIAMBAEHKEZBHRERSER - XA/ RMAEBREZFAIA
BAERKRERAMEEORFEREREN / RMNEAENEEE (WREEFBER) RBM (WREE
BMPIER) BHNFAIABAERKRESRHMBNERNEZA - AINBAERNEZHNRITRA 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
ENEEHRER ISR IRGEEEREREE ) signature on our file. FAEEZARE LFEE  TRABEHERERFE
—2%) (Whose age is 18 or above F#+ N\BERU L HEHE)
Name Name
®A HE
ID Card / Passport Number 513 5% / MR 95HE | Date HHA ID Card / Passport Number Date
‘ ‘ S0 | ERIRT A A
Relationship with the Insured Signature of Witness
B R AR REAZKE
Name Date
HE =Rt

Download our mobile app AIA Connect to
manage your policy anytime, anywhere!
THAIA K% | FHEMARNUERR
EREHRE |

P1370016----2
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