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AlA International Limited
(Incorporated in Bermuda
with limited liability)

APPLICATION FORM FOR DEATH CLAIM (PHYSICIAN’S STATEMENT) JET-BZfEERSEE ( BEHRE )
To be completed by the Attending Physician at the claimant’s expense BBEZE A BEHTZ2ELIEE

Name of the deceased in full

REEH

(in English 37)

(in Chinese #1X)

@Policy Number
{RESRHS

®|.D.Card/Passport No.
B1DR8/ERRRS

“ Deceased’s Address at time of

death ZERFERFE{THE

® Occupation at the time of death

SERFERTER

© | ast date of working

RETIFEH

MM B /DD B /YYYY £

" How long have you known the
deceased?

ETERATEESR?

® Did you attend the deceased
during his last illness?
MTEGEXESE
827

R

0 Yes F=) O No &5
If so, for what disease?
56 2fERE?

® Date of your first visit
BRESAEHE

MM B /DD H/YYYY &

% Date of your last visit

RXezwBHA

MM B /DD H /YYYY &

™ Date of death

2 Time of death

FET-HHB FET-RSRS O am t#
MM B /DD B/YYYY & O om T4
Hr %/ Min 4
¥ Cause of death
RTREA
) place of death % Whether a post-mortem will be [ ves® O Noxs

AT HuE,

or has been done?
EERESIEEETERE °

O Done 25T
[0  uncertain THETE

Complete 16-21 only if the cause of death is due to an accident

£ 1621 BR#ERREBI/IMEHZIET

(% Date of accident

BIMEE

MM B /DD H/YYYY &

" Time of accident

BIMFR

am. B

Hr B% / Min % p.m. T

oagd

® place of accident
BIMbES

9 Details of accident

BINEIE

@9 When did the deceased first
seek medical treatment of his
last iliness?

RERRBZEAKZH
HA?

MMB /DD B/YYYY &

@Y How long did the deceased

suffer from the last illness
before seeking medical
treatment?

RERTRBRKEZHESFE
227

Please turn over ZZE&EHE
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Policy Number {25518

@2 please give a summary of medical treatment given S&EIEE

Date HHf Treatment given ;&5
@3 Names and addresses of other physicians who attended the deceased for his last illness and prior illnesses.
HthBEER R BN RRIRBZ A ELE M Rt
Name of physician/hospital Address Date of Attendance 2;8HEA lliness or condition treated
BL/Blhram ik MM B /DD B /YYYY £ BEZRE
@4 Was the deceased a smoker? O vYess O Nogs @9 Did the smoking habit
HEEERIEBIE? If yes, please state daily smoking contribute to the death of the | 7\ .= []

’ es No &
amount and no. of years smoked. deceased? = &
=6 ERiSAZREERD SeE 2L TR BRI
RS2 E - ZBIEIERE ?

@) Did the deceased consume any O Yess O Nosgs @) Did the use of drugs or
alcohol or use of any drugs? If yes, please state daily consumption of alcohol
W EASEURs S~ Big? | consumption, amount and the contribute to t’f;e death of
type of drugs used, and also the the deceased* . O Yes2 O No &
no. of years of this habit. REZTCEEHLEVE
8 AR 28R - B8 B Y2 BIEER ?
BERCHIFZIE -
) please state any other special cause, direct or indirect, for the death
in the habits or occupation of the deceased. &[g:tE fth B #EE) R
EHFRENRTCZEHER  BETEZBERERE -
@9 Any further information which, in your opinion, will assist us in
assessing this claim. E{hE T2 AR EHEIHMIFELLEEZER -

1/We hereby declare that the information given on this form is true and complete to the best of my/our knowledge and belief.
ANBEPIRERILRES AR E AR NEPIFMRAEZEEREZE -

PERSONAL DATA COLLECTION AND USE

PLEASE READ THE AIA PERSONAL INFORMATION COLLECTION STATEMENT (“AlA PIC”) BEFORE YOU SIGN THIS
CERTIFICATE. IF THE AIA PIC STATEMENT IS NOT ATTACHED, YOU CAN ASK FOR A COPY FROM US. Also, the
updated version of AIA PIC is available for download from its website: www.aia.com.hk.

All the personal data and other information contained in this Confidential Medical Certificate will be used by us for the processing
of the Insured’s claim(s), and will also be utilized in accordance with AIA PIC. By asking you to fill in this Certificate, the Insured/
Owner has given you the express consent to release his/her personal data and other information to our Company.
BEABBINERER

REIBELREAT - FHEME AIA BABTRIERER - 1 AIA BAZRIERBPRGRIMNARERSE - TR
BPIREVEENAR—15 - AIA EABRUTERBARIRITARATR AT A LU T #8 F & : www.aia.com.hk -

FrEE AR E A L B A T INEFTSAEME RN S W MR ERIERRAZRERE - AFIFAEE AIA BAE
FHNERZRAFEARLEN - AR TREHEKRBHEEREARTRRAN/ REFEACKEER T ARt EEEf/
e EA B R E B R REI -

Name of Attending Physician Signature (with official chop) of the Attending Physician
BLNMR FEBRERE (RHE)
Address Date
Hbit HEA
Contact phone number Qualificiation
BB BEXER
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