Al

This form must be completed truthfully and accurately and no information or materials have been withheld and that AIG will rely and act on the
Information accordingly. Otherwise, we reserve the rights to deny liability or recover amounts paid, whether wholly or partially. If there is not enough
space on this form or the applicable field is not available, please supplement with attachment providing information. To avoid delay in processing your
claim, please ensure that the form is completed with sufficient information and attached with supporting documents. You may fast-track your claims by
emailing it fo claims.hk@aig.com and sending your original receipts to the address stated below.

SHAEE R M R I AR o AN EIRHER TRt 2 BRI A 3 o AIESCERA (R B SR - AN E] (R R HE SEAHRH F a5 RUEsTE S Ty

HEME - MIRFASZERIA RSO A ML - SRR ER - RReRERERSCUERRMETER - FHERATHR T RER TR - BT
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AlG Insurance Hong Kong Limited ETE R F AR AT
Claims Department PR fig
46/F, One Island East 18 Westlands Road Island East Hong Kong BB EEREEEK18IEETE /4618

Personal Information (Required) & A K — &R (M ZEHE)

General Documents Required (E:AFTE )

* Insurance certificate or premium receipt (R iS5 ok (7 f Uik
® Departure proof, such as air-ticket, cruise ticket or boarding pass, etc. (applicable to annual policy only) BisEiiaZEEEEE » OME » 2 BHEES (BN SFiREERE)

Policy/Certificate No. fE5EHE Name of Policyholder (English) {4 A#E44(FE50) Name of Policyholder (Chinese) {#E45H A4 (H37)

Name of Insured (English) <2 {# A #:44(3£57) Name of Insured (Chinese) “Z{# A #E 44 (7 57) Insured’s HKID No/Passport No “Z{f: A\ & i B {7751/ HE 5
Name of Parent/Legal Guardian (English) Name of Parent/Legal Guardian (Chinese) Parent/Legal Guardian’s HKID No/Passport No

Only applicable if the Insured is below the age of 18 Only applicable if the Insured is below the age of 18 §€/A%ﬁ?&)\?fﬁﬁfﬁ;ﬁ/;ﬁﬁg?ﬁﬁ%

SR EEREE NS (FE) PR R ARSI SUREI BRGNP OB AR AR SR B i

Mobile Phone No. T2 EEEE5EME E-mail Address 5 # i Travel Guard Case reference number, if applicable.

Travel Guard fEZE4R5% » WA -

Claims or payment notification will be sent to this mobile phone number via SMS.

AN FEAE YRR B R % AR R A R L TR -

Mailing Address & EfHt -

Policy Category {547 Country of Visit Journey Period Jif¢iz H #ff
[ single Trip Policy s st DD MM Yy TeE  pp mm vy
DAnnqu Policy 24 ik R B H A i H A i
Do you have any other insurance policies covering this | If yes, please provide the details below #15E » FHHEALLL N &R
loss or expenses incurred? Name of Insurer £/ 5] &1
SRR A2 R AR 2297 ! [ —
_ D PO"CY‘NO- Policy Type Sum Insured
ez No 7 R FREER Ll
Are you a citizen of the United States? f yes, please provide your social security number 4[1°E » SEFEALH & (R 4RSS
ETEEEEAR?

] Yes & CINo &

AIG HK is a subsidiary of US company and as such is required fo report injury claims of U.S. citizens who may be eligible fo receive “Medicare” (pursuant o the Medicare, Medicaid & SCHIP Extension Act of 2007). This information is requested solely fo enable
us to comply with this reporting requirement. i {REEE AR IRAFERIZEATNMNBAE » HFEGREISELEZE edicare, Medicaid & SCHIP Extension Act of 2007)MEH# A HIH &&= FHEI A BRI A RIZIZHRE - HIEERHE B
FELA PR SRR =

Claims Payment Mode (Required) (Please tick) BHE L (R, (55HEEE) (WEIEE)
The request for payment mode is not an admission of our liability. If the claim is eligible, the indemnity shall be payable to the relevant Insured only based on the following details

provided. AN FRF LB ILIHEOR A RE AN ARG EEE - WRRERY) - FrAEES S o P ILRE AR Z IR A M RIEEEE -

|:| Direct creditto Hong Kong Bank Account g;;ﬁl;:f%me
Account Holder's Name 5 [ #:H A4 -
(Must bethe Insured or Insured’s Parent/ Legal Guardian if the Insured is below the age of 18) (0448 %352 {# N 832 - A 2 A 185% % A 1A BE
EEEN)
Bank Code §175%1 |Branch Code 73175515 | Account Number S35 Notification of paymentwill be sentto your listed email address provided above
| | | | | | | | | | | | RERCA T L Bk
|:| Hong Kong Dollar Cheque i< 22

Type of Claims (Required) (Please tick) ZZ{ETE H (55154%) (WVEHIEE)

[ Medical Expenses/Hospital Income/Loss of Income B3¢ & I /(B Bl 4/ B SN B 4% B)...Complete Section A with relevant documents required under the section %5 55 343 (F ) WG4 ASHH B T i S
Loss of Baggage, Travel Documents and Personal Money 1725 ikl 78 {1 J2 4848 5% ...Complete Section B with relevant documents required under the section JH% 55 —#73(£) W HRACAHIE T 7 LR

[ Travel Delay and Baggage Delay ARFEBATHIERR ..covovviii, Complete Section C with relevant documents required under the section %5 55 —#843() W HE A8 HH B BT 5 S04
Journey Cancellation/Curtailment/Re-arrangement 17 F5 Uil /42 545 Ak st /47 2 52 4. .Complete Section D with relevant documents required under the section 3% 55 —#53(17) MGHRACHIB B 75 SO
Personal Accident (Fatal and Permanent Disability) {H A= AMIET: KK ASGEE) ...l Complete Section E with relevant documents required under the section 385 55 —#/> (%) 6422 HI B Fr i SC1F
Personal Liability fHATTIT ...oooeiiiiieee e Complete Section F with relevant documents required under the section % 55 —#840(2) AT B AT S0

Page 1


mailto:eclaims.hk@aig.com
mailto:eclaims.hk@aig.com
mailto:閣下可把填妥之申請表以電郵發送至eclaims.hk@aig.com並把正本收據

Section A — Medical Expenses/ Hospital Income/Loss of Income 25 — & {7 (F) B A MEFEiEE /B8 A BIEE)

Documents required under SECTION A: E_F () ErRR st
Medical Expense By e
* Original hospital/medical bill(s)/receipt(s)/medical report stating diagnosis and the date of the o CEEEERA: S L VBB A R TEAS » T s B 2 e a4
injury/sickness commenced certified by a qualified medical practitioner ] S R e
* Letter of referral from general practitioner for the medical treatment conducted by specialists, . ﬁu;‘&ﬁ%&ﬁ%méﬂf@% s (AR SR L A 2 L i (2
physiotherapists, etc N - o EEEE S
Hospital Income/Loss of Income EREHR S I B A G BE
* Medical certificate from a qualified medical practitioner certifying the number of days of * HEE MBS AR IR R E I (T H
hospitalization. o HbrdEss
* Hospital discharge summary . ﬁﬂ%%&%/\%}%ﬁﬂ%@ Rt A E (B ER B G0 - BHZBRAEZE
* Letter from employer/company stating that the insured is under employment during sick leave BOBRIR VIR IR AR (T 2852 08 Sl <o 5RA RS E B 4 (A )
period
Date of the injury/sickness Date of first consultation with doctor/hospital Nature of injury/Diagnosis of sickness
SR BN H A B—LKZHE G2 IR B R
DD MM YYYY DD MM YYYY
=] A F H H F

In the case of injury, where and how did the accident occur? In the case of sickness, what were the symptom(s) and when did the symptom(s) first appear?

WEZGEZE  Frfl R A KA - AU RREZE - SR s B R R -

Was the injury due to any other person’s fault? If yes, please provide the details of the third party, including the name, address and contact number.
B BEZE S R S T 5 = B - W SERAVERISE = H 0V L R B

(e [

Claim Amount for Overseas Medical Expenses (Please indicate the currency) Claim Amount for Follow Up Medical Expenses in Hong Kong
TWNEREANRESE GEEHET) B BRGINRESE

Do you need to receive further medical treatment? If yes, how long will the further medical treatment last?

IR B RGP aR ? AN - ZIFREFR LRI ?

[Je=n  [ws

£

Section B — Loss of Baggage, Travel Documents and Personal Money 55 2555 ( Z.) {72 ~ fikilEs (K aisask

FAtn Rl o B 2 R B (AATTZE A B AR (E A (A0 )

Original receipts for additional hotel accommodation and travel expenses, if applicable
Compensation breakdown from other insurers/parties (e.g. airlines), if applicable

Documents required under SECTION B: FWH ()R

* Loss/damage reports issued by the relevant authorities or organizations (e.g. police, * BRI AUEE/fizE A E] BT ) B AR RS
airline,hotel, etc.) s BEURYISLIEIERE A R (AR

« Photos showing the extent of damage to the property, if applicable * JRK BB EE IR EAR

« Original Purchase receipt of the lost/damaged items o HEEHRE )

* Repair quotation, if applicable * BRONEATRYAEE [ 2T R TEA (4078 )

Date and time of loss/damage &2 /4813 H & Location of loss/damage {82 / 1523 B
DD MM YYYY
H A 4

Full description of how the loss/damage occurred s¥4I LS (4% 4 HY4%

Was the loss reported to the | Was the damage reported to | Did the common carrier / hotel offer compensation in any form (including repair, replacement)

li ithin 24 h 2 liabl 1y, e.q. SRR 3 LT (TR e e i o (A
SNBSS | carrier vathin 3 de GTOn | AR TSSO s
. ﬁ%ﬁ%ﬁ@g;ﬁf U2 | [T¥es, please specify £ - #3i o e

Des% EINOE\ DYes;EE DNO%?

Name and contact information of the reported police station/common carrier/hotel /5 / /A 38 i /T IERT4E ~ @Rl X 3R

Apart from the above mentioned, was the loss due to any other person’s fault? If yes, please provide contact information of the third party.

PRDLL PR e 2 bt - SRR A EM A LRESEEED A2 - SARALETTRIARG - BEE - Rt K B

Details of the lost/damaged items {84 /{83 ERIE R (If the space is not enough, please supplement information by attachment #ISEFAGZEHIARE » 25 LA 78 &)

ltem(s) lost/damaged: 5%k /{E5EY)5 Date of Purchase 5 HH#fl | Purchase Value [iEE {E§§ Repair Quotation 4E{EHi(E | Photo Receipt

|DYes 2 INo& Cves 2 Cno=

DYes%DNo?‘é DYes% EINOE?

DYes TEEDNOE\ DYes = DNOE‘

Clves 2 INoE |Clves 2 [no®&

EIYes %DNOE‘ DYes 2 DNOE‘
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Section C - Travel Delay and Baggage Delay 25 —Z3{57 (V) TERFE &7

Documents required under SECTION C:

* Documentation indicating the reason(s) for and number of hours of delay (e.q.
confirmation from common carrier)

* Original receipt(s) for emergency purchase of essential items, if applicable

Reason for Delay ZEER[E R
|:|Travel Delay Jitf 2E:5% ’

Doqqoge Delay {T43EH

AL

BEMRERPTR A
o AR 78 U AERR AT K B RE A

= 1
%DE

o BXRUIBELRTR IR IEA (A5 )

Location HEE

Date HHH | Departure time &L Arrival time K ZEHF[E [Flight No.fiiFF4m %2
Original arrival/departure time DD MM YYYY
JE B H A GR
Actual arrival/departure time: DD MM YYYY
JIE 35215 B PR H A F

Didyou make any emergency purchases of essential items?2 7574 5 i B B2 75 2

D Yes

CINos

E
=

Documents required under SECTION D:

Journey Cancellation and Curtailment

Copy of original itinerary

Documentation confirming trip cancellation

Documentation confirming non-refundable/refunded amount

Original receipt(s) showing any pre-paid costs or deposits made OR additional travel and/or
accommodation expenses incurred after the commencement of the insured journey

Medical certificate indicating diagnosis and reason that the insured is unfit for travel, if
applicable.

Death certificate, if applicable

Proof of relationship to the insured, if applicable

Journey Re-Arrangement

+ Original documentation/receipts indicating the additional travel and/or accommodation expenses incurred

after the commencement of the insured journey

* Documentation from common carrier or travel agent indicating the reason for travel re-arrangement.

* Documentation confirming non-refundable/refunded amount

S_Hf (TS

TTERUH/IR REE RS
JFAATIEEIA

RIS L8 /AT REHUR RS
AR/ RE IR T
BURCNE F/HE B0 Z IR TRE R AR ST AV B MEE B PR
IEAR

B4R R AN E AR 8 R R (A7)

SR A (A1)

ER57 O NN (eI (228 )

TEEHR
* RO TRERRIGTRHYARSINC I Je/ S E B FI S/ S IEA
* BIE ~ Az E YISO DU
FA SRS/ TS A SR TR I R R
o B/ A R R EE

I:I Journey Cancellation THEHU

I:l Journey Curtailment #2545 5 it f2
D Journey Re-arrangement T2 F X

Reason for journey cancellation, curtailment or re-arrangement 7R HUE /HE 45 S iR FE /T THE S LU RN

Period of original journey J5 E{THE F th DD MM YYYY To & DD MM YYYY
rom = 2] i H H &£

Period of curtailed/re-arranged Journey |From f DD MM YYYY To & DD MM YYYY
Y/ B (T H H & H A &

If the journey curtailment/journey cancellation was due to death, serious injury or sickness of the insured/immediate family member/close business partner/ traveling companion, please state clearly the following

WTRRHUH SR PR IRIR IR R R R Z RAS AN BEZ RN E A8 S0

FUAE RO BRI LT ~ BERGEER - SREROt LT 2Rt

Full name of sick/injured/deceased person 351 ~ Z G EEH A Relationship to the Insured

BN
=2

BUZ IR B

Diagnosis

Claim Amount (Please indicate the currency) Z{E 4% (F5EIHER)

Amount compensated by airline, hotel and travel agent fi2¢/3 ] ~ JJE BT+ AVIR

KA

Documents required under SECTION E:

Relevant incident report and police report

Death Certificate if applicable

Proof of claimant’s relationship to the Insured, if applicable
Medical report regarding the extent of permanent disability suffered

Date of Accident Z 44y HHH Place of accident E4/Mih%E
DD MJI}J/\

YYYY
=i i

i T

 BRIESMNYE T HRE - BRS

* SECREH > A

© RIEHF N ZRARIRMRET - 0
© BURKAGRIEE B RS

Full description of how the accident occurred, and the injuries sustained

SRS AR R P

ZHIERE

Name of Claimant (both English and Chinese) in fatal

case FAEFFHAT/FEH (EREATRIETEZE) I ANBZ IR IR

Claimant's relationship to the Insured

Claimants’ HKID No/Passport No
EXEGIE PN G TE Lt

Cause of death, if applicable FET & P (4117 FH)

Permanent disability (degree and extent), if applicable 7k A (S5EATHZE (415 )
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Section F - Personal Liability 8 =% (2) BAZE

Full description of the incident (including how, when and where it happened, and the extent of the damage/loss) FE#lER BN A MR, HEREB  URBARE

Full name and telephone no. of the third party claimant 85 =& &R EA B R EFZRE Full name and telephone no. of witness(es) if any BA % & R EEHRBEA)

Remarks ffi&E :

¢ Any lawsuit, demand, claim or proceeding of any type relating to the incident of which the claimant becomes aware of, and received from the third party claimant, should be
immediately forwarded to us without acknowledgement.

¢ No liability should be admitted and no settlement or promise of payment should be reached or made to the third party without our prior approval.

o RN =F WA R TN REER, FEEE, @ REEGS, B BB, Y12 BT R, LR R KR A A A B gL

o ORAFBIA N F AR AT, AN = KR A B A BE R R B SRR

Section G — Declaration and Authorization 25 =&  BEHH R e

A. Theundersigned Insured(s) / Claimant(s) HEREBY DECLARE that to the best ofthe Insured(s’) / Claimant(s’) knowledge and belief, the above statement and particulars contained are true and complete in
every respect and are made without reservation of any kind.

B. In relation to the personal data collected in this claim form, the Insured(s)/Claimant(s) agree and acknowledge that:
o) (unless specifically indicated otherwise in this form) the personal data requested in this form (or otherwise provided during the course of the claim process) is necessary for AIG Insurance Hong Kong
Limited (“AlG HK") to processthe insurance claim and any such data not provided may mean the claim cannot be processed.
(b) the personal data collected inthis form maybe used by AIG HK for purposes which include 1) assessing, investigation, adjusting and making a decision onthis claim; 2) otherwise forthe
purpose of administering the insured(s’) insurance policy (including pursuing recovery from reinsurers) and 3) for other purposes stated elsewhere in this form.
(¢ AlIG HK may transfer the personal data to the following classes of persons (whether based in Hong Kong or overseas) for the purposes identified in (b) above:
i) third parties providing services related to the administration of the Insured’s policy (including reinsurers);
i) financial institutions for the purpose of processing this application and obtaining policy payments;
i) loss adjustors, assessors, third party administrators, emergency providers, legal services providers, retailers, medical providers andtravel carriers;
iv) another member of the AIG group (for all of the purposes stated in (b) ) in any country; or
v) other parties referred to in AIG HK's Data Privacy Policy for the purposes stated therein.
(d) Thelnsured(s)/Claimant(s) may gain accessto, or request correction oftheir personal data (in both cases, subjectto areasonable fee)at any time, by writing to the Privacy Compliance Officer of AIG

Insurance Hong Kong Limited at GPO Box 456 or cs.hk@aig.com. The same addresses may be used to contact us with any comments on our service. The full version of AIG HK's Data
Privacy Policy can be found at www.aig.com.hk.

C. The Insured(s) / Claimant(s) hereby irrevocably authorize:

(a) any organization, institution, orindividual that has any information, record or knowledge of the Insured(s’) health and medical history or any treatment or advice rendered thereto to disclose to AIG HK
such information, record and knowledge;

(b) AIG HK or any of its approved medical examiners or laboratories to perform the necessary medical assessment and fests to underwrite and evaluate the Insured(s’) health status in relation to the Claims
therein and any matter 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 |mmunodef|C|ency virus (HIV), immune disorder or the presence of medications, drugs, nicotine or their metabolites;

(¢) the police that has any of the Insured(s’) information to provide AIG HK with the information including but not limited to the police reports, witness statements, investigation and/or prosecution results;

(d) airline(s) that has/have any of the Insured (s') information to provide AIG HK with the information including but not limited to flight details, booking details, irreguluriﬁes reports and all information
related to the Insured (s') bookings; and

(e) any organization institution orindividual thathas any information, record or knowledge of the Insured(s’) travel record to disclose to AIG HK such information, record and knowledge.

This authorization shall bind the Insured(s’) / Claimant(s’) successors and assigns and remain valid notwithstanding the Insured(s’) / Claimant(s’) death or incapacity in so far as legally permissible. A
photocopy of this authorization shall be as valid as the original.

A, MARERFERFZZ ZHRNRERE A E LR IAE LTS - L \ﬁﬁEﬁ?ﬁFﬂ IS @ E R - WA RS -
B. ELARAEILZRE FRSERATICERIE AR - ORI EE B R
(a) RIS EBEITH - ARSI AL H(IEAEIE?%WWTE?M” FIEAER B HE G IR EBARAT ( “FEafrkg” ) RERBRERFNTHRER - ERAER
BEAE{RI PR R R 8 R R I T RE A B
(b) SEEECRERETHEF A HFARRBORAT R AL AP 2 MR » HARERE: e » #iE - I RESFHELE; 2)EH 2R ANWRE(EREEEREA T RIVEE) K&3)
(EfRIRAFEHE MBS
(c) FEaafrbBEINATE U NEHIEI AL CRERfER AN BEGZ B AER - Rk (b) JEFRFIBZ FR:
(1) REEAERAEN/ BEREERRFIE=, (BEHRRAE)
(i1) SR - (PRI F S R M HUR 2
(i11)  AWA -~ HER - FEFEHA - BBt  AERRE - ZER - BRI - RGBT EMME - DRERHESET
(iv) HEEEAIBR Z AIGEE Z B EAFE] » fE LMt (b) Iﬁﬁﬁﬁ’iuﬁﬁz%ﬁ E
(v) HERFEREIREAARECRATYIBIEI AL (ERFARREUERS B 2
(d) RN ZME A FTRERS B B R R SRR A T 2 FARE %f%fﬁ_ (Uil - FAEEEEEEFE4565F 2 cs . hk@aig. com) &R ~ BCEKENHMA LR (Ea{REAIH AR &
- Ei(\%—;éﬁléiAjiﬁéi) W FECERIR TR AR A TR, - AT B R4 S5 Th b © SEaE ORERAARRECRAY 2 3CE U www. aig. com. hk
C. ZRAIR LLFRE
(a) FEATHIZREEA 2 0h N Z IERGIR L O u:EJQHEﬁ«:M?%Sﬁgﬁluaffﬂkéﬂﬁm7%“)4#5}735xﬁj\n//mzjf?ﬂ‘% AHEREC L - IR b A BE A R AR BTk
(b) SERECRIREUT R 2 B B B AR B LERAT - ”iﬁ)\ﬁﬁﬁﬁj—zﬁ il BRI » B2 R A ARRREIRSC A T EAL RETAS - (F R BEARE 35 R AR B A RARISEE E - (L5
BFE AN IEE R R AR Z (AEHS - WERRR - FFSCE DhRE RS - BB AR DEZ 3 - R ARAERRNEY) - Fi - Bl T REREYZ 2%,
(c) BT an bR it ﬁ%ﬁxﬁ)\ZﬁﬂéfH@%ﬁ/wﬁﬁé,y\iﬁﬁ: BEACIEE ~ FHE Ry / ShRPRas R
(d) Hize A s ERECRRRER A B2 Ok A Z (BT RHEFEE R IR IEE R ~ STALER) - BRI S RFTA A2 Ik AZETALE R K
(e) (R AR B AR A Z AR 8% 2 e ~ AHAE L 5 (RIBIE R A R IS R 4T 8% -

BEEAEB ARG - AR T - BIEZIRA/REHRFNICCSGREARET] » IS IAERREN) - MZ RN/ RERFAZERN RN G Z ISR - RS 2 IR EASIBAR -

Name of Insured / Claimant (if applicable) “Z{f A /ZEH & A (2035 ) 4 Signature of Insured / Claimant (if applicable) (If the Insured is below the age of 18, the
Insured’s Parent/Legal Guardian should S|qn onhis/her behalf) Z{R A/REHRFEA
BR)EBWZRAKXRI8E » AREXSRSEEBEAES)
Insured /Claimant’s ID Card No./Passport No. 5Z{g A [ ZIE H 5 N B8 L IBSRS Date HHf
DD MM YYYY
H A e
Name of Parent/Legal Guardian (If Insured is below the age of 18) Signature of Parent/Legal Guardian (if the Insured is below the age of 18)
SRR EERGE AR CORZ IR ARG 8%) SR EEREANEE (2R AARIE1855%)
Parent/Legal Guardian’s ID Card No./Passport No. X &}/ &7 585 \ B {555 [ EIBSES Date HHH
DD MM YYYY
H H o

Producer’s Information (if applicable) fREEAE4CES (A )
Name £ Code 4Rk Mobile Phone No. T2 E:ESEHE Email Address ZE &kl

Acknowledgment will be sent to this mobile phone number
ViaSMS upon receipt of this form. A</ A S & FEULE I 21K
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