AIlA International Limited
(Incorporated in Bermuda
with limited liability)

CRITICAL ILLNESS CLAIM FORM
R RIEREE RS

Name of Employer / Group Policyholder Group Policy No.
ARBHE / BRERERRARRE EBERE RS

PART | (TO BE COMPLETED BY THE INSURED / CLAIMANT) —ZB{3H 2R AR HBEAEE

Amount of Assurance {#%8 Name of Insured SR A% Age Fm%

[] New Claim BX&{E
[] Further Claim ;X {E
[] Review Eilt / B#%

HKID Card No. &#& B {33555 Sex 145l Contact Phone No. Bf#&E 5516

Correspondence Address Hiff&thiit E-mail &t

NATURE OF CLAIM AND RELATED DETAILS BEE4HER BREH :

1. Name the critical illness you are claiming for. 1.

FREARREME R BT

Date of first consultation.

BRKZEH

Describe the symptoms from date of onset.

SR 3% QAT B2 — DR

The name, address and contact phone no. of the doctor you first
consulted for this illness.

BRFIRT K22 B R -« Hitt REHEEEE

How long have you been having these symptoms from the date of
your first consultation?

BMTHEEXRKZEE  UENRBEFRESA?

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

BTIEEREZEEMS « U REHREE

AlA address in HK : AlA International Limited, Corporate Solutions Department, 12/F, AlA Financial Centre, 712 Prince Edward Road East, Kowloon, Hong Kong
RIPEEBRBE  BEENEXFERN2BEEPAESH T O 128K IPRISEREEFEL

AlA address in Macau : AlA International Limited, Corporate Solutions Department, 601, AIA Tower, Nos. 251A-301 Avenida Commercial de Macau, Macau
TRPIRFBRIGHIEE  RPIEE KR EE251A — 30158 R FPEIS601 R R FMRIGEBA £ TEED

Website #81ik : AIA.COM.HK
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RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION i&1F 2 K52 R {EPrac % :

7. Please give below the details of any doctor(s) who have been consulted in connection with illness.

BRHEEZALRNHMELENEHELEY -

Name Address Date (MM / DD/ YY)
23 Hout KL EH (B BI5

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

BRI AR (ERECHE -

Name of Hospital Date of Admission (MM / DD/ YY) Date of Discharge (MM / DD / YY)
Bhraig ABE# (B /B /%) HEAB (B /B H

GENERAL H{th&# :

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

EXSBTEEEEAERASERMZER W B AR TM -

Relationship of Relative Nature of lliness Date lliness Diagnosed (MM / DD / YY)
FERAR epesihill =GR

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

ETESERATERECRRAEEERHERRA N F - FCEREHFMER -

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

ETREEEHEARRRAUEKRE M “F" - AR TM -

Name of Insurer Type / Amount of Benefit Policy Number

RIRAFIRHE BRI | £ REN
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DECLARATION AND AUTHORIZATION E8f & $% 48

| / We declare that the answers given in this form are true and complete.

AN/ B TBEYIAR R R —HE e BRI ETE -

| confirm that | have read and understood the AIA Personal Information Collection Statement (“AlA PIC”). On behalf of myself
and my covered dependents (if applicable), | declare and agree that any personal data and other information relating to me or
my covered dependents (if any) or my / our policy(ies) or investments contained in this enrollment form or collected, obtained,
compiled or held by AIA by any means from time to time may be collected and utilized in accordance with the AIA PIC. |
acknowledge and consent to the transfer of my personal data (and that of my covered dependents, if any) outside of Hong
Kong for the purposes and to the types of transferee as set out in the AIA PIC.

The updated version of AIA PIC is available for download from its website: www.aia.com.hk, and is made available upon
request.
| / We also hereby irrevocably authorize:

a. any organization, institution, or individual that has any record or knowledge of my / the insured's employment, sick leave
records, accident or loss details (of any sorts), health and medical history or any treatment or advice that has been or may
hereafter be consulted to disclose to AlA such information. This authorization shall bind my / the insured's successors and
assignees and remain valid notwithstanding my / the insured's death or incapacity in so far as legally possible. A photocopy
of this authorization shall be as valid as the original.

. AlA or any of its approved medical examiners, or laboratories to perform the necessary medical assessment and tests to
underwrite and evaluate my / 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 of cholesterol and related blood lipids, diabetes, liver or kidney
disorders, acquired immune deficiency syndrome (AIDS), infection by any human immunodeficiency virus (HIV), immune
disorder or the presence of medications, drugs, nicotine or their metabolites

| / We hereby agree with and authorize AIA to deduct the reimbursement of claims payment in the event that |, and / or my
dependents, have any shortfall amount, for whatever reason, due to AlA.

ARNIEZEANE BRI FAIAE A ZRHCEEEEV (T AIAMEAZRHIKCEEET] | ) o RA AR KRR Z IR 58 (A

i FH) S ] R R TEAE AN B P B aRAI AN IR LUEART TR MRS ~ MRS s A AR R BRI A N B A

Y32 R B (AIAT) B AR OR B B B HAER - rTARIRAIAME A BRHBCEE R ISR R AT » A AJN78 e [RIE L

AIATE A ZRHCER VIRl H AR A (AR AR IR 8 Q) ) FE N B R E R EESNTAIAE AR

WIFTEETE KR A -

AIAfE N EORHCEE R IR BT AT R AIAREEE R © www.aia.com.hk * S FITAJAIAZRHY ©

RN BATEAZHE

a. {EATEEHFA AN, ZRANZTAE ~ WiBGECE: » BIMHRK (TR LR ~ BRI SR ESUE A
R HIRC R b G R Bt R AN AR ARG LB ~ RHRREA AL ~ AR IRBEE TR G BERL - Sl - Rk

AN/ ZRASECBIERAES) - WARRES VIRF ARSI - AN /IR AN BRI & 32 A
IR o RS AR B ER

- RORORBE BT H R ] LB Sy B AL LBRAT - AN SR AETTHTRR B RRTAL BE - AN ZRAZ
TERGIRDUEET TEAL ST » (E R R B HIES R HAR B S RHIVEE R - NS - thS bBadr st - [HIEA
PRI E R b TR ARG ~ BEPRIA ~ BT SR HRER T ~ BN oK A BRSIR TR IN B ~ SRR B Bk
BENZEY) ~ i Je T R AR S B

AN/ BRI B SRR TR ORI B B L HTERA A B, BN AR b AR 2 AR R B AR AR K

Authorized Signature Signature of Insured / Claimant

RAIEE ZRAN/HREARE

Name : Tel. No. : Name : HKID Card No. :
HaE EEIRES - wE HARGDELR

Date : Date : Tel. No. :
HE [=]:: EERHS -

Company Chop
AFIENSE

Remarks : “AlA” refers to AlA International Limited (incorporated in Bermuda with limited liability)

finst - TRIBRIE . RIERBRIZ (EIF) BRAT (REFEIMAIZERAE)
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