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AlA International Limited

(Incorporated in Bermuda with limited liability)

CRITICAL ILLNESS & SEVERITY-BASED
HEALTH PROTECTION CLAIM FORM

Ak BRERERRRERMRARER

Policy Number

Name of Insured

ID Card Number / Passport Number

REESRES ZRALE BHOERE /BRI

XXXX
Area Code Agency / Broker Name Agent / Broker Code
BRI LB/ KLEEE EEE R | KLRE
Agency Code Agent / TR’s Name Agent/ TR’s Tel. No.
EEEARIRR EEE | EBARESR EHEE | EBRARBRER

TR Membership Number %5 X & 25515

Ow [ [[[1]]

Oae | [[[[1]]

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. & 7 Z i IREGNEREERE - ERUEREREMHETE

EEE/REBIEVER/ EZBRAREN  EEMERRENK DU BRI/ RIESEVERSEAEHARRAFES

D If you do not agree on the above arrangement, please mark “/” in the box. MMREAREZ Ll ZH  FREERREL /] 55

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) £—#8 ({?HAZHFEARBEAES)

Thisisa BXE :

[] New Claim & xR =1&

[ Further Claim Bk &

[ ] Review / Appeal =it / Bz

NATURE OF CLAIM AND RELATED DETAILS fEEMEREMEH :

1. llness / critical illness
&is | R AR

1.

2. Date of first consultation 2.
ERRDEH LT L]
MM A DDH YYYYE

3. Describe the symptoms from date of onset. 3.

FHUP 3 B AT B2 — IR o

4. The name, address and contact phone no. of the doctor you | 4.

first consulted for this illness.

BRBALET R 2B A - it REARERE o

5. How long have you been having these symptoms from the date | 5.

of your first consultation?

BTEERARZEE - LENFEEFESR?

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

BTERERZ 2BEME - il RERER -

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

HREEARZBRE (BB BRAT (UTEE "KHRER" ) EBIRENRERE -

Page 1 of 5

OPCLMF12.0220



Policy Number {RE 55

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION iz R2 R (X BR#0£% :

AR RAR 2 ERAH

7. Please give below the details of any doctor(s) who have been consulted in connection with this illness.
BRUBDANFNHMBESERNEEER -
Name(s) and Address(es) Consultation Date(s)
£ Rt R BH

LLILTJEL [ [
MMA DDH YYVYYE
LLILTJEL [ [
MME DDH YYYY &
LLILTJEL [ [
MMA DDH YYYYE

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

Name of Hospital(s)

Bz EE

Confinement period
A=

Period in intensive Care Unit
ANERYAEE B H

Form H

To &

Form H

To &

GENERAL Hftt &%} :

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

HERERBTESEREMRREE2RFE 2 W "B - FEETH -

Relationship of Relative

Nature of lliness Date lliness Diagnosed
HEEE BRI AR PETEE
LT
EE|smianEE
‘M|\|/|)EJ‘ ‘DD‘E ‘ ‘ ‘YYY|Y4:4‘E ‘

Name of Hospital(s) Date of Admission Date of Discharge
BhRaE INGAE BT B H#A
LI DL L el ]
MMA DDA YYYY& MMA DDH YYYY&
LI LI DL Il T[]
MMA DDH YYYYH MMA DDH YYYYH
LI DL L el ]
MMA DDH YYYY& MMA DDH YYYYE
11. Are you insured for similar benefits with any other Company? If “yes”,

EIEBREER AR -

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

EREZRRAEEBAAMERR 2N AT

BTREEAGLRRRELRE W "B

C FBEBTH -

please state.

Name of Insurer Type of Benefit Amount of Benefit Policy Number
RRABERE RIRER| RixEH REESRES
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Policy Number {RE 55

AIA INTERNATIONAL LIMITED
RABRE(EFR) BRAFE

(hereinafter called “AIA” LU T 858 “&R BRI )

DECLARATION AND AUTHORIZATION 2B 12 #&

Claims Payment Option X {fIREE 5% :

For customers with FPS/e-Bankln registered with AIA, the claims payment will be deposited into the most-recently registered bank account.
TR RCE R T B TR AR . & AR B e R ORI B B RCAERT P O
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. AREFIMER "EEI, 1 TEF ARG, - HEESIARBHETAIRZERASE X, 5% -
[0 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 MCV policy only)
DITHFER (R EE SR EORE A R EIBHY " IRESEE SO, - TREMMES O B9 HE AR o (@B
B SR ORE)

[J Paid by Cheque in policy currency DL {88 &g = < ]

O Paid by Cheque in Hong Kong Dollar [ j##47 2=< (+f

(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 T BAFIEA B PR (R B s 2 O RHAR S (R BB H BB (R a2 bt (AR Pl 2 i r OR B WS e - [RIBE - $R(EBEEE DA
AT OREE EWE DM NS ( TEESRENE ) ) (E RUCUTATIE R ry B B A F I PRIl B Frie it =~ B s -

(b) I/ 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.

AN T A R EEAAN [ BA TR Or B T AT E ARz PE DL TSRS | SO AN BB BRI AT SR i 2280 1%
PR B SIS R F IR B B M SR R SR R E -

Important Note ;¥ & %15

(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 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.

FoBERERSEERIRIE S - SR I FAS [ B RRE S — R - BRRETRETFRR T 2R AFHEE (hitp:/
www.aia.com.hk

> HESHE > [ERERGRE > RE) o WACGREEA 22 IEARRRIGE / SRREEE © 3 —0RER TREIEAS: ) HETERA o AP
BRI T i 5 R r s E A A SRR NE R - R eEn@ s s FR I 5 R AR / fi DR Ber / e sigr - IRIZRIERY
BRI - B E AR IR R iR -

(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.

UNESE T R AR T - ST SO A BRI R B FREE RAG RO 338 -

(c) Please submit your claim application to our AIA financial planner / your broker / IFA or send it to us at the following address:
SR RISRIE FHRE 2 T A B SRR / SO ORISR / P hefii - ol Es 2= DU stk
¢« HK: AIA Wealth Select Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong

s KRR RL - LA ERIE183 SRR 120
* Macau : AIA Customer Service Centre, Unit 1903, 19/F AIA Tower, Nos. 251A-301 Avenida Comercial de Macau, Macau
R K FRE P RS R - TRFIRESE RIS EE251A - 30157 A F 4519421903

Levy on Premium R B &5

Important Note EEZE3E %

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 (“IA”) by the company. Any failure to do so may result in a breach of the

Regulation under which the 1A 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.

PREERAE AZEH CORBSSE(BEBIB) (BB TERE (RER A A Rl — IR E IREE - WHRAA A RS EEE T BRI EE R (R

BE") o AERELRAE AR AR IR E 0 S R @ SO - ORGSR AU AR AT v 5, 000 TR EK » T AR AR B Sk v/ By

R ARG R RE I R EE A -

Declaration and Authorization #HH & 574

[ 1/ 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 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 T BAVEY - AN 1 BT R L ERIEEEE R PSR RELZ R A A | A [ BB A | IR AW E) » BRIEN S22k #] vk -
RN 1 58 2 REAE R R BLRLE KRBT L - 2 A S (B SRR PRI 18 PR B R B R R B () - AR
FHREM TR CRAEA R ELHTIRA R E A | 2B A [ BFEA | A VERIER TS M R B - AN 1 TMIE R
FRRRANPR R AR R E R - A FIHA RIS E R IR R B G ARIEERL -

Page 3 of 4 OPCLMF12.0220



Policy Number R E5%5

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

BAIEMRBRULB-BERATE2NERE

| / We hereby irrevocably authorize:

A B

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.
EAHEREERN/ FBM /RN ZTE - mRACHE - SHFIBRIETER) 25515 - REMKR - HWEREMRENAN
LHEREA/IBA/AAN/BM/BRADBZESE - ABIAL - ORBRIEEETEER > TEHE - BIEAN KM/
WRARTHREREED  WEEEDATEEERD > MAA/EM/ BHRAZERARBEATSZRHEEZOR -
HRES Z ERERARBENY

b. AIA 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.
RABREBIAMER T 25 EESATT > BAAN/HF/ WRAETIE2ERTEROAE - WHEAN /M /BRA
ZREBMTETERRTME  FRAREARFRAERE BRANBESE - FEHE - ECREEE  BXTRRY -
RERE R AR < M - ¥ERRE - BERFUEXRE  BLFRARRARRENRZHFS - RERARLAFTIEANEY - Sm -
BETREREMZEEZE(LER -

PERSONAL DATA COLLECTION AND USE

| / We confirm that | / we have read and understood the AlA 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.

BAEHBERER

BN BFIEBAAN I RFACHERBBAIAMBAERRERR ( [AIMAAERWRSERA] ) -

AN/ EMEARESEARRFREARE DD TEUEATEREFRS - ERIAFENEAEAERREREAN I RMAREA/
RMOREFRENVEMER - TRBAABAERBERABRERER ° NA I RFFEREZHAIAGRAE R S22 8Pt
BENRTFERERAA/ BANBAERNEERE (WEREEEBER) R (MREARFAZER) BIMTFAAMBAEREER
AFREMEREREA - AAMBAERREB AN SRHRANTRAT AU TE : www.aia.com.hk - RATEE D FRE °

Signature of Owner / Trustee BB A / S A%E Signature of Insured, if other than Owner / Trustee ZRAEE - 3k
(Please do not sign on blank form and use the signature on our file. | A A /{55t A(Please do not sign on blank form and use the
EOETAERLEE SRS SRREREE ) signature on our file. FENEZ B XK LHE - URRBELREFFE
—2%) (Whose age is 18 or above F#+ N\ U L HEHE)
Name Name
iy iy
ID Card/ Passport Number 517 3% / #8555 | Date BEA ID Card / Passport Number Date
‘ ‘ SR BRREE K
Relationship with the Insured Signature of Witness
HEZRARBFR RIEASEE
Name Date
"4 =R:

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.
HEAREEENEHZIRAZE  BZRA/VE  ATRERR/ SEEBAEE -
Please complete the following information if the signature is not given by the insured. B EEHFZRA  BEBTIER -

Name of Insured ZRAME Relationship with the Insured E23Z{% A BB 1%
(in block letter IE#EZ5) (Please provide documentary proof for the relationship. 51232 B81% % B ST 4F)

et ¥ O
-' Download our mobile app AIA Connect to
{ ._,-_,;‘I:, manage your policy anytime, anywhere!
ety T EAIA TREIR | FRERRIANERR
L7 EEAMRE
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