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AlA International Limited
(Incorporated in Bermuda
with limited liability)

GROUP MEDICAL INSURANCE — HOSPITALIZATION & SURGICAL CLAIM FORM
ERS B AR ORER — B R F M RE R

(This form is applicable to both inpatient and outpatlent surgical claim)

(REHFFRBERRER X FT2 FHERE

R — S &R (RS [ FRESRE)

* Please complete all the information below, otherwise, it cannot be processed. *
** Please provide contact information. It will be updated to our record in accordance with the arrangement with your employer. **&&

IR RGN B ETET TR HEEFZEFER
1. Group Policy No. EIBE{RES4REE

PART | — Member Information — TO BE COMPLETED BY THE MEMBER / INSURED EMPLOYEE

FEZUTER, SRIFTZRERGETEEE

RMEHEER, 1M

7. Name of Employer / Group Policyholder {83 / BIR2RER R AT *

2. Name of Insured Employee / Member Z{R{ES / REES : *

8. HK/Macau ID No. of the Insured Employee Z{R1EEEBAPIGNIE :

3. Mobile number of Insured Employee Z{R{EEFIEEE : ~

9. Claimant Member ID (10 digits no. shown in the medical card) (Compulsory)

SRR AR ESRAS(RE A E B ) (RS

4. E-mail Address of Insured Employee & {R{&E S ZEf it :

Dlete ite 0to em 9 canno

a0 SEPe e =] =g N =]

5. Name of Claimant / Patient BZ{EE:EA / fmEHR *

10. Certificate No. of the Insured Employee FAREERNS |

HMZRES / MEBZHEF  *
[ self &\ [ Spouse {8 [] Children ¥% [] Others Efb:

6. Relationship to Insured Employee / Member

11. Employee No. of the Insured Employee {ES4msE : ***

O NogE [OvYes & Doctor's Name B&4: 14

12. Have you / the claimant had any prior treatment for this or related conditions? T / B {EH:E AR T L LR E—m R miESaE?

Date(s) HHA:

Address it :

O No 8B OvYes B Name of Insurance Company RIEA T & :

Policy No. {REE/mSE :

13. Are you / the claimant making any other insurance claim as a result of this hospitalization / surgery? BRLR(ER / F47, BT / BEBEZAGEHELREEE?

Type of Compensation BE{&4ER! :

of the Group Policy? 312X &I
O NTE [OvYes®

BB L ERE R EB YR PR,

HREE. WA T AR R RREEA AR, AEmnglEsisk O.

14. Will you / the claimant also apply for insurance claim under any individual policy(ies) with AIA (where applicable) by this claim if the medical expenses exceed the coverage amount

BT/ B ERFEA ST EIRASI B RaEm A 3B REERVE N REE (SNE A A RIGEE 2
If yes, please specify the Policy No. ng, :&sERR{REEMRIE:

If no agent code is specified above, AIA would notify this claim’s information to your AlA financial planner / broker / IFA according to the Company’s record. If you do not want AlA to inform
them of this application, please tick the box (1. FAERES(E, HEEEEN—WRRBIEER

Agent Code &% 53515

EZEEEEH, RIMSRIBAICE, BRI FREIRERE / AR / &

Part | should be completed by the Insured Employee / Member while Part Il
by Attending Physician.
2. Original bills and receipts for the claimed expenses must be attached
showing the date of treatment, patient’s name, diagnosis and the Attending
Physician’s stamp and signature.
Referral letter must be attached for specialist consultation.
Claim for hospitalization & surgical expenses are advised to be submitted
WITHIN 90 days from the date of leaving the hospital / surgery to facilitate
earlier claim settlement. (Please note that any claims submitted after 90 days
will be denied.)
5. Please make copies as necessary. Certified true copies of bills and / or
receipts will be provided if specified in this form.
6. How to submit the claim form?
e  Fillin the claim form and sign
e Attach the original claim receipt
e Send to your Human Resources Department or plan administrator (if
applicable)
7. You may logon AIA Employee Benefits Online Service through AIA.COM.HK
to check your processed claim records.
8. AlA address in HK : AlA International Limited, AIA Corporate Solutions, 12/F,
AlA Financial Centre, 712 Prince Edward Road East, Kowloon, Hong Kong
AlA address in Macau : AIA International Limited, AIA Corporate Solutions,
1903, AIA Tower, Nos. 251A-301 Avenida Commercial de Macau, Macau

rw

15. Was the hospitalization / surgery a result of an accident? ItR{ER: / EREBHR—FEINSIB?
O NnoF 2 [OvYes 2 Date A : Time B5R Place 124 :
Brief Description £%i&:
Note for filing a claim ﬁ%ﬁ%ﬂﬁ?ﬁ

tbgts AR ERIES / ABHE, TZIRAHEEDEEIRR.
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Rz —:ﬁn&
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o GEMIEIRERUHRIEA
. *@ﬁ \_JA$"B'JZEE§%E}\(§H1_R§

ﬁi
8. RIPEBMBEBEBNEXNTER 712 FEAIBAESHPL 12 1B BEELER
%Fﬁﬁiﬁ%@%i?ﬁ:iﬂFﬁﬁ%k%ﬁ% 251A-301 SEAFBEIS 1903 EAMEEE

Logon 24-hour AIA Employee Benefits Online Service through AIA.COM.HK to check your claim records and / or benefit now!

BN AIA.COM.HK Z 24 N R FMEE
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Declaration and Authorization

| / We hereby irrevocably authorize:

(i) any organization, institution or individual that has any record or knowledge of
my / the insured(s)’'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)’s successors and assignees and
remain valid notwithstanding my / the insured(s)’'s death or incapacity in so
far as legally possible. A photocopy of the authorization shall be as valid as
the original.

(i) 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)'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 immue 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 AlA to deduct the reimbursement of

claims payment in the event that I, and / or my dependents, have any shortfall

amount, for whatever reason, due to AlA.

DIRECT PROMOTIONAL AND MARKETING MATERIALS

I / We confirm that | / we have read and understood the AIA Personal
Information Collection Statement (“AlA PIC”). | /| We agree to the provision
and use of my / our personal data for direct marketing purposes in
accordance with the AIA PIC. | / 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) for direct
marketing purposes and to the types of transferee as set out in the AIA
PIC.

[ Please tick the box on the left if you do not agree with the provision,
use and transfer of your personal data for direct marketing purposes in
accordance with the AIA PIC.

PERSONAL DATA COLLECTION AND USE

I / We confirm that | / we have read and understood the AIA
Personal Information Collection Statement ("AIA PIC"). |/ 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 claim 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. |/ 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 AIA PIC.

The updated version of AlA PIC is available for download from its
website: www.aia.com.hk, and is made available upon request.

BRIAR IR

AN /[ BFIEEE:

() (EHBESHEEERAN / ZIRAZTAE, Hicsk. Si8idk (E
AR 255, BRI mES GRS NS A
HBEEAN / ZIRAZIEZHE, BESAL, AFBRIEEEARE
£, NERE. BMERA / SRAFLTEEKLEN, RESTR
HFEEEYN, MAEAN / ZRANZEENRBRATEZIRES
AR RS 2 IEREEIARBAL.

(i) ZFREESAEMTER AT 2 B S BE SRR, BAN / ZRAET
iRz BT AR, AN / SHRACRRARNE TERL
A, (ERBIEAREREZE ARNRESE, TSHE. 1t
FEREEUIE, (BT IRACIEER N BRI MARRS . #EPRAS. TSR
B 9&.%\ &zzﬁ‘iﬂz'ﬂ}\ ERENRTHE, RRAGEER
RENEEY. B, BT REKSIZ S8F U,

AN/ BAEERIRELF RIEA R ESE EIBRAAR / HEAK

BEAREE R FBREZ AR

ERETISEEER

A/ BAEEEXA / BECEERAA AA BAERSEREA
(TAIA BAERUWEEER | ) . A / BARERE AA BAZTR

S8, RHtAA / BREMEATHAEESHERE.

A/ BRFEIREREAA / HANEABTHNEBREZEEBNREE

HSEEIRM(REIERPIERD EIMEESEERIS, LHERR

EABRERE AA AAZRUERRDFIRRERIAEA .

O EETEERR AA EABRUSEER, 26t ERAREBEAE
NREERERERR, #ELyU—maty.

BARRBERER
A / BFIWEBEA / ?tﬂ“JE'.EﬁEE&HHEI AIA BAERM
S ([AIABAETHWESERF] ) . KA/ i,izﬂ"iéﬂﬂ&
E\EZIKEE::%FE%!Z:Q AIA BT 7:‘ SEWTER AT IS, AmSiE
FENEMEANETREBREAN / ERAEN / BB R
B EMER, TR AIA EAESRUCSERIRINE R
. AN/ ?ﬁﬁ%ﬂ?&&rjgﬂt AIA TN RS R A
HERFIRREREN / ?fzﬁﬁ‘ﬂ)\’éﬂiﬁ% o{REE7E
§;§m§§c‘):‘i& !IM% B 7 P42 58 BRI AIA BLA BRI
SEEARTEAIERAGRA
AlA 1IA’§*4%$§HHE4JE¥EH&ZK_IJ¥‘ AIA #BHERE
www.aia.com.hk, XAJ[E AIA ZZEL.

Signature of Insured Employee / Member

ZREE / REEE

Signature of Patient (18 years of age or over)

mEEE (H/\EsL)

Date Signed
#EZ0H

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

et [R3BMREE] RIERFRIE @R ARAT REREEMRIZARAF)
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PART || - TO BE COMPLETED BY THE SURGEON OR ATTENDING PHYSICIAN

R TEEERE

Patient's Name:

REER

Patient’s HK/Macau ID Card No.:
WETBIRMISDEEWR:

1. a. What was the period of hospitalization? {EBzHAR]
Admission Date ARz H#i Discharged Date Bz HEA

8.

Was the condition caused by or in any way associated with the conditions
mentioned below? fFAZRIBEREHTIIERTER R FEIE
Conditions 1&i Yes £

a. the influence of drugs or alcohol intake? Ze¥al;E#E O
b. AIDS, venereal disease or sexually transmitted disease?
FiR, MRS A EETERNER
. infertility or sterilization? RNBHEE
. cosmetic or plastic surgery? ERHEAFAH
. mental or nervous disorder? &1 E5REL
congenital deformities or anomalies? %Xt E&E
. suicide, insanity or self-infliction? B#%, HEAFHEE
. correction of eye sight? 1 118E

7|

ooooood
ooooooo Os

2. a. Please give chief complaint / diagnosis for this hospitalization.
HRIERT 2 551 / 72

b. Describe the type of treatment / surgical procedure given to the patient.

AR FREFE

3. When were the symptoms first presented or when did the accident happen?

ERHREEE AR B ER R

. When was the first consultation for this treatment / sickness?

ERFRILHR / KRR BRAFETMZ 8 B

b. Has the patient received continuous treatment related to this sickness since
then? BEARFRE, HEFTERBEEZIFER

5. If such hospitalization was due to accident, please state how it happened.
WMRBRNBRREINS I, FEFERRIEE

6. Was the patient referred to you by another doctor?/% A 25 & H th B84 8 /)
ONo & Oves 2

If “Yes”, please give name and address of the referring doctor.
B, BIENBENER R

Doctor’'s Name 284 #9142 Address st

PlITQ D Q0

. 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? RXRIGE. JAERER BE (@A) REM LiAZEEEERRH
FMARERMERHEEER?

OvYes 2 OONo 7,

If No, please give details. ZER =, &tz
Please answer the following questions if the insured requires hospitalization:
BHZRABEER,FEE L THERE:

b. Were the medical test(s) and equipment for the procedure available only in

hospital? ZMERFHAMERREESTEERRATF?

OvYes [ONo&

c. Can the medical test(s) and the procedure be done on an outpatient basis / at day

surgery centre? ZiGE R FHTAI S/ AEFHHOET?
O can mrt O cannot AL
d. The surgery could only be performed under general anaesthesia? FHREL WA
£ SR TIEIT?
Oyes2 OONo &

For surgery under Monitored Anaesthesia Care, please specify the reason for
hospital stay. anF#i7E 5 RAREE TIEST, FERERRERER.

e. Please indicate the clinical risk(s) and medical reason(s) for hospitalization:
FERLARER R B K A R B A B R IR

Current Health Status (Co-morbidity) IRREHE AR (& HHE):
Please Specify s&RAHEzRAR:

Expected higher risk at operation TEHA®ERES F#7 & B
Please Specify s&RAHEsRAR:

Expected higher post-operative risk T8E# = F#11% @b
Please Specify s&RAHEsRAR:

Others, please specify the reason for admission and hospitalization:
Hith, FEEERALBENBT R By RERE:

f. Is it a case of emergency? BEETTAMEE?
Yes 2 ONo &
If Yes, please specify. 212, 55BAHE:RER.

7. a. Have you treated the above patient for this or related sickness before?
EEZR, MTAERERERAERE
O Nosgs [ Yes A, please give details i8558 2

b. Was the condition a recurrent episode or a chronic disease?
R 2R EREEN R IEMRR
ONo & O Yes £, it was Uty

10. Did any complications arise during such hospitalization?
BRIERBE | EHRE
ONosg®a [ vYes A, please give details &Rz

11. Did the patient take any home leave during the hospital confinement?

BABE R ERHAEEEREER ?
ONoga OvYess

If “Yes”, please state the date and time.
HH, kB REE

Name of Attending Physician & Qualifications 22 B2 R 2 K B2 &1

Signature and Stamp of Attending Physician £:2584% Z ENSE & %

Address b

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

et [R3BMREE] RIERFRIE @R ARAT REREEMRIZARAF)
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Telephone No.

BRI Date HE
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