AIG|

This form must be completed truthfully and accurately. If the space is not enough or no applicable field available, please supplement information by attachment.
RIEFIERILERER c MRREEHEACIRBEAZMA > FUMGHTER

The list of documents required is not exhaustive and we reserve our right to request from you any additional information/documentation, as necessary.
The submission of an incomplete form or insufficient information or supporting documents may delay the processing or result in the denial of your claim.

BEMpz TARENXMH) RZHHEER » AAEREBEFNTERZERFERB MRUES X UEEFHNRERS - IFMEXNRERFRKEZHEMER
XHFRRE B THRERFE R G ERTARIES
The completed form should be returned to us together with all supporting documents as soon as possible at the following address:

BEZRERBRIIERMMA AR REFEI Tt :

AIG Insurance Hong Kong Limited EDREBEAERAE

Claims Department HE(EED

7/F. One Island East 18 Westlands Road Island East Hong Kong EREBEREMBKISHEBERPL7IE

Telephone: 852 3666 7090 BB : 852 3666 7090

Facsimile: 852 2834 8962 5K : 8522834 8962

Email address: pa.claim.hk@aig.com BEBIHAL : pa.claim.hk@aig.com

www.aig.com.hk www.aig.com.hk
Policy/certificate no. {REESEEE Name of Policyholder (English) {REEFFA AR (EX) Name of Policyholder (Chinese) fREEIFA AR (FX)
Name of Insured (English) 2R AR () Name of Insured (Chinese) R AR (F3X) Insured’s HKID No/Passport No 4R A& B 17 5 /£ IR LS
Name of Claimant (English) Name of Claimant (Chinese) Claimant's HKID No/Passport No Relationship between Claimant & Insured
REFEFALS (EX) REFFALESE (PX) BB SO/ EIRIREE REFFAHRZRARMR

Only applicable for fotal cose RBRIHFET{HZE Only applicable for foal case REIAIHFET-{EZE

Name of Parent/Legal Guardian (English) Name of Parent/Legal Guardian (Chinese) Parent/Legal Guardian’s HKID No/Passport No
QB AR AR () QBB AR () QR EE A BB/ IR

Only applicable if the Insured is below the age of 18 RIEMBIZRAKRMISHEAIIER Only applicable if the Insured is below the age of 18 QBRI ZIRARMISHEAIIER

E-mail Address EBERIME Mobile Phone No. FH2 B 5E5EHE Insured’s Occupation ZFRATE

Claim acknowledgement will be sent to this mobile phone number via SMS upon receipt of claim form.

AABR AR RE AR X RIE A E L FIRBE RS

Mailing Address iRt

Are you a citizen of the United States? I:, Veos 2 D No & If yes, please provide the details below
HTREEEAR? b °H WMz > AR ERIERSR

AlIG HK is a subsidiary of US company and as such is required to report injury claims of U.S. citizens who may be eligible to receive “Medicare” (pursuant to the Medicare, Medicaid & SCHIP Extension Act
of 2007). This information is requested solely to enable us to comply with this reporting requirement. EZE{RIFEBH R ATMEAZEE R EINMB AT > RIFEREZEMedicare, Medicaid & SCHIP
Extension Act of 2007 > BEERFAHABERFAEEAHBRARENEDLRRHNZERE o ILEERMEREEL EERERMKE o

CloirrT'Type (Ele‘ase tick) D New Claim I:' Further Claim, with Claim Number:
REER (FES) EvRE BERMHE > REEREFT:
Claim Item (please tick) Accidental Medical Expenses Critical lllness Broken Bone
FUUEE () D s5aman 0 % O &
I:, Hospital Income D Permanent Disability I:’ Other, please specify
ERE KALZ5E Hith > sEsFat ¢
Amount . .
" Hospital Expenses Accidental Death
FEEW K Eptes TR L) mssee
Claim Amount for Medical Expense EEEEHRESEE
Amount of Chinese medical treatment receipt(s) Pieces
hEPIZ T HK$ X & = HK$
Amount of out-patient Western medical treatment receipt(s) Pieces
FEPIL BER HK$ X & = HK$
Amount of hospital receipt(s) Pieces
EfREER HK$ X R = HK$
Total receipts amount
g | MO
Do you have any other insurance policies covering If yes, please provide the details below W& » s A T &KL
this loss or expenses incurred? o= -
SRR EEE A SRR EMERSL ? Name of Insurer {RIZATZ &8
Policy No. Policy Type Sum Insured
= ES
Oves2  [ONoE {REB4ER {RE8EER) fRE

I:l Please “ v " this box for return of Certified True Copy (“CTC") of your original medical receipts after claim is finalized. Original medical receipts will not be returned regardless you tick the box or not.

AR SERRIE R EER R R AR AN B RFURENZENRIA » AEEHRAEL V) 5 - TmB TRESELILER » EAXA MG FEREE -
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The request for payment mode is not an admission of our liability. If the claim is eligible, the payment shall be payable to the relevant Insured only based on the following details provided.

FABFIEBRIAER T A RRAN A ADBEEE-NRRERY FAAREIRITXMFILREZBEZRANTRENES.

Notice: 1. Purpose for collection: (i) Solely to enable AIG HK to effect settlement payment for eligible claim(s). (i) AIG HK shall only make payment according to the details provided in this section.
2. We will facilitate payment by HKD cheque delivered to the Policy Holder's/eligible Claimant’s mailing address if we cannot proceed with the selected payment method.
3. AIGHK reserves the right to determine the claim payment method at its absolute discretion.

AREER 1WEERR (i) EEETRIRENHTSFENREETRENR o (i) RERREREREUATRMANERIETOR
3. ZERfRER IR BITARE HRERIAR IR AR o

**Only applicable for claims payment amount under HKD5,000.

D Faster Payment System (FPS) RERSZ (T %47 ( MEE8LiRy ) DB BIERNES 000 SIS A 23 A o

5 or
D Direct credit to Hong Kong Bank Account (HKD account only) Z{3ZI$R/TIRE (RIRBEEO)
Please choose one.
i — o or

** Deliver to the Policy Holder/eligible Claimant’s mailing address.

[ ] Hong Kong Dollar Cheque #1323 ~ BHEBRA/ A EENREE 0B -

If you choose Faster Payment System (FPS) for your claim(s), please complete the following:  YMEIE{ER tRIEZ (R4 ( TEBMR) ) BIFMEEESHAN > BEEBUTEN ©

Notice: AREIE

1. Please ensure the proxy (phone number/e-mail address/FPS ID) you've provided is already 1. AREARUTRERNEANT (BEER/ B/ RRZ G RFAARE) SERERZGR
registered with Faster Payment System, otherwise the payment cannot proceed. FARSEM - DRIESEEITR

2. Claims Payment can only be addressed to Policy Holder /eligible Claimant. Please ensure 2. BEMREIMBRERFEAN/ FERENRES o ARMATMRESZ MR GIRTT
the registered proxy with bank account holder’s name is the same as the name of Policy IREFAEASZEREFEAN/ FERENRESHEZER » TRIEEEITHR -

Holder/ eligible Claimant(s), otherwise the payment cannot proceed. 3. FER TERIEMH —E REZ A RFEHAAST (BFESRES /3 EF AL /38 REZ
3. Please provide One (1) of the proxy (phone number /e-mail address/FPS ID) in below field. RGBS ©
4. Please provide e-mail address for sending Claim statement, otherwise the payment cannot 4. 5512t BFERFithht LIS X ELEBIMAR » BEELEITAR ©
proceed.
(FPS) Telephone no. g | (FPS) E-mail address g | FPSID
(@) Taames 1852 or | (EBEKR) BErt or | TRES{I R HEAIEE

E;moll address Claim statement will be sent to this e-mail address upon payment
BEUE BEMEPRMRTRIS S T UL IR

8 or

If you choose Direct credit to Hong Kong Bank Account for your claim(s), please complete the following: UNEEEMER Z{FZIRITIRS AMAEEESESER » FEBUTER :

Notice: AREIE
1.Please provide a copy of bank passbook or ATM card, otherwise the payment cannot 1. AT SR1T7EH ok IRAERIE > TRIEREITARR -

proceed. 2. BEMREMMAREFAA | FRRENEHEE - ARAERTIRESEAGZHE
2.Claims Payment shall only be addressed to Policy Holder/ eligible Claimant. Please ensure REFEAN/ FEBRENREESEZER > TREEEITER -

the bank account holder’s name is the same as the name of Policy Holder/ eligible 3. PRI EF I DU XEEERRMAR > TRISMIRETAR o

Claimant(s), otherwise the payment cannot proceed.
3. Please provide e-mail address for sending Claim statement, otherwise the payment cannot

proceed.
Account Holder’s Name Bank Name
FOFBEAESE RITEME

Bank Code

s ||| | ersranontl NN IO YO I IO O

Branch Code
PTIREE
E-mail address Claim statement will be sent to this e-mail address upon payment

EERH B BEMMBAMARAS R B L B ER 31k

Accident Medical Expenses B BRER

¢ Original receipt(s) with diagnosis. - BRI EERAZ BREARIRES
Hospital Income ERIRE

* Hospital Statement - BIRINETFE

- ABERZNREREE =M (ERRTARER)
- HBEEE [ HiREES (BRRERAIERK)

¢ Completion of Claim Form Section Ill (Applicable to private hospital)
* Discharge Slip / Discharge Summary (Applicable to HK government hospital)

Hospital Expenses EirEERE R
¢ Original hospital statement and receipts - ERBRNEFERIIE

e Completion of Claim Form Section Il (Applicable to private hospital) - BREEZNRERKRE =MD (BRARKER)

* Discharge Slip / Discharge Summary (Applicable to HK government hospital)

Accidental Death & Disablement

¢ Police report, if applicable

¢ Documentary proof certifying the insured is suffering from permanent disability
(applicable for permanent disability claim)

¢ Copy of Death Certificate indicating the cause of death (applicable for death claim)

¢ Grant of Probate / Letters of Administration

Critical lliness

e Completion of Claim Form Section IlI

¢ All relevant medical and examination report regarding the claimed Critical lllness

Hong Kong Bank Transfer

 Copy of bank passbook or card

If the medical expenses were claimed from another insurer or organization,

please also provide their claim statement.

AIG Insurance Hong Kong Limited
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- HBEEE | HERARLS (BRRERAIRR)
BFEC RIS
- BERWREG > miEA
- EARRAKAGENAMBRRS (ERARKABRRE)
- FRPASEE ZFETERIA (BRREIMNETERE)
- RTEWDEE BEEES
pixid
- ABERZNREREE =M (ERRTARER)
- BRRERNFABRRRERE
ZIs3thSRITIBE
- SRITEFRERR R

WMRBHE A S EE MR AT R - SRMERMAEELE -



Date and time of the injury/sickness

BET IR B R R R

(] [ | gs—=xkzras

Date of first consultation with doctor/hospital

Nature of injury/Diagnosis of sickness

B RREZEER

DD MM YYYY ﬁ:lz:: ; E’Flz:z DD MM YYYY

H A F H A 3
Part of body affected 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?
SEERGERL MEZGER > FFERIMRER F LB - MBHRHREZR - FRPRBRERHTREESRE

Name of the attending doctor

FREHRSZ

Address of the attending doctor

EX ik

Name of Witness(es) (Applicable to Injury Claim)
EAME (ERREIMER)

Address of Witness(es) (Applicable to Injury Claim)
EAMUE (BRAREIMER)

Address of Witness(es) (Applicable to Injury Claim)
BABFE (BARBIMER)

Was the injury due to any other person’s fault2

MBRGEE

If yes, please provide the details of the third party, including the name, address and contact number.

M2 > FRHEME=ENYES il /E:E

FRPRTEREME=ENRE -

[(JYes2 [ No&w

Did this accident occur in the course of and/or
arising out of employment?

RINEEEREPERTIESIR?

If yes, please state the name of insurance company for Employees Compensation Insurance and the Policy No.

R > FREESHERRNREARZERARERT

Period of sick leave granted FROM 10
I:, Yes 2 I:, No & by attending physician ‘ i ‘ Dél) MHM YTHYEY =~ ‘ DFE Mg\ YYEYY
TR BREB BRI B
Do you need to receive further medical treatment? | If yes, how long will the further medical treatment laste
MESREREERAR? MZE > ZFEERSRER?
[Tves2 I No&
Patient’s information A Z K
Name (English) #47Z (3£32) Age FEH; HKID No./Passport No. #5175 :E/EBIRIE
Patient's medical history EABE
Date of injury occurred or symptom(s) first appeared Date of first consultation with you Was the patient referred by any other doctor?
SR E TR O BT ERSAEH BRERREHE MBS ?
DD MM YYYY DD MM YYYY | [ Yes 2 [INoT
H A F =] A F
N If yes, please state name of the doctor
Diagnosis Z2 i MZE > FiRHE T EENS:
Date of first consultation with referring doctor
ENBEERSABE
DD MM YYYY
B )=! F

To the best of your knowledge, has the patient ever had
the same or similar condition(s) or symptom(s)2

BARFRAD > AT BT HIRERSERLERR?
If yes, please state dates and conditions / symptoms #[12 » 512t B HAREF15 ¢

[(Yes2 [ Now

Was the condition caused by any underlying disease?

ERIEREEHEMBERREN ? [ves2 LI No

If yes, please state dates and conditions / symptoms Y152 > A et H AR ¥ :

Is the diagnosis due to or associated with any of the following? s2ETREH 5B RERHKEFR?

(a) Congenital anomalies? e X1 B & OVYes2 DONo&
(b) Heredity condition? iE{EMIESR OvVYes?2 DONo&
c) Pregnancy or childbirthe 1EZ2EE 43 1% OvYes2 DONoH
(d) Drugs or alcohol? jE#5aEE4) a2 OvYes2 DONo&

(e) Refractive error or correction of eyesight? 18 1158 1E O Yes@ DONo&
(f) Cosmetic or plastic surgery =X EEFAiT O Yes 2 ONo &
(g) Routine medical check-upe  IFTERRRIGE OvYes2 DONoFE
(h) Mental or nervous disorders? K& ZU LB OvYes? DONoH

AIG Insurance Hong Kong Limited
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Name of hospital

Birais

Date of admission Date of discharge

NCA=E DD MM vyyy | tiFEER DD MM YYYY
B A & B B #

Major complaints of the patient %A ZHE

In the case of injury, were the patient's complaints solely caused by this current accident? If not, is there any connection with a previous accident or any other causes? Please specify.

MBRGER  FAZTERBESRERLZ IR TR > BETRZ AT RIMNEMEREGR? BRAFE -

Brief discharge summary (including treatments, investigation procedures, results, and/or any complications and follow-up plan)

HEREER ( BiE2A « BEREF  BR -« HBEEREZHE)

If the patient had a surgical procedure, please fill in the boxes below R HEABIEZFT » ARl

Name and nature of the procedure FiZFBREHE

DD MM YYYY

Declaration E§4EHH
| hereby certify that the facts given above are true to the best of my knowledge. s ATELLZEFAI LFREEE BIRIBA A FRAI B EFEMEER ©

Name of attending physician/specialist Signature and chop
B g e BERES
Qualifications Hospital
HEBEIK Bahr
Telephone no. &SRS Dal;e
B DD MM YYYY
= )= F

AIG Insurance Hong Kong Limited
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A. The undersigned Insured(s) / Claimant(s) HEREBY DECLARE that to the best of the 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:

(a) (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 (“AIG HK") o process the insurance claim and any such data not provided may mean the claim cannot be processed.

(b) the personal data collected in this form may be used by AIG HK for purposes which include 1) assessing, investigation, adjusting and making a decision on this claim; 2) otherwise for the
purpose of administering the insured(s’) insurance policy (including pursuing recovery from reinsurers) and 3) for other purposes stated elsewhere in this form.

(c) AIG 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;

(iii) loss adjustors, assessors, third party administrators, emergency providers, legal services providers, retailers, medical providers and travel 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) The Insured(s)/Claimant(s) may gain access to, or request correction of their personal data (in both cases, subject to a reasonable 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, or individual 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 tests 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 immunodeficiency virus (HIV), immune disorder or the presence of medications, drugs, nicotine or their metabolites;

(c) 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, irregularities reports and all
information related to the Insured (s’) bookings; and

(e) any organization institution or individual that has 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 RERBERFRBZBZZRA/REPBEIEAFREFAPAG » LHlFrRRN—IEIBERER » TRERRE o
B. AR RERARFINENEAZL - RN/ REFAARB D
(a)RIER ARG LSBT - AREAZREHOEAEH (FREERERFAERREHNEAEYN) RUEDRBEBERAR ( “RERR ) RERRREPRNATER » BRERIME
IFFBE R R AR AT RE TR R IE ;
(b)=EEMRIZAIIRFIN HAA BRI AR ER L REIREZBAEY - ERREE: 1) % - 5T  ARRMLRERFFLRE ; 2) BEERFRANRE (EERBREARDRIEHE) &3) £
ARARBETUESIANER ;
(c)REREIRAI R TERRBA L (RRESEBHBIN BLZLEREAER > (Lt (b) BFFFIBBZ AR :
() RUBMAAN/ELSHRETERBNE=E (BEBRRAR) ;
(i) FATSHEAE  (ERRIBULEREA R B IRER ;
(i) A BEE -~ B=EEEA - FEMBRME LERBREHEE TEH  BREME RXBTARE - LURERHEER ;
(iv) EEEEMBERZAIGEREZMEAE) » fF L (b) BFRAYIAZ AR ; 5
(v) RERERRETABBERFITIRIAL » (FRTAREERIRAZ AR -
(d)ZRAN/REPBAFBRRRERGRGEEERAR ZLBEBIE L SBMBARBISFE4565EHEE | cs.hk@aig.com) B ~ AEREFEBAER (KERREAIRERKRIESR
EREMSEER) - MHETRBEGORFEEANER > A Lt BHEEE R - ZRABARBENEXE I www.aig.com.hk o
C. RRAN/RERBALIRE :
(fEMAIER AR RAZEERRRAERE AR EDCHRA IR B AIRAZRALBZEE  BRFA LT - BEDRBEERAMER KL ;
(b)EEERIZHEMET D] 2 RSB ENICERFT - BRRAETAHZ BRI ERAE » WHRRAZBERETEZRME  (FAREARERSRERAZARNBHEER - LFE RS
& > BXAFIRFHEERE KA R Z MBS « MR  FBIRELSE « SRARREABRENIRZHS - RERARAENEAREY - Fh EETREREMZS8%(LR;
(VB MERERERMUAMBRAZEMERFERRNERES « SIADM  BER/FIRIEER ;
(dAZEABEEZRBRGAMZRAZEAEN ORI  STUER  ERESKABEAMZRAZEIUER ; &
(MR EAZRAZHARERUCHE 2 S « BRTA T REDRBERRMEN RLCH
&g@g%i;ﬁ%i@] ° g;ﬁﬁ%ﬁ?ﬂ"lz » BMERRA/REFRAANTETHEKAES - ILIREEMAFE LR > MBZHEA/REFBAZERARTEATEZILREELR o HRE
EZRIFRIEARIRER

Name of Insured /Claimant (if applicable) Signature of Insured / Claimant (if applicable)
SRN/RERBAGNER) KR (If the Insured is below the age of 18, the Insured’s
Parent/Legal Guardian should sign on his/her behalf)
ZRAN/RERBA(NER) S

(INZRARMLI8HE > AIHERXBREAGEEAEE)

Insured /Claimant’s ID Card No./Passport No. Date DD MM YYYY
ZIRN/REFRFEASDE/ERRNS HEA H A F
Name of Parent/Legal Guardian (If Insured is below the age of 18) Signature of Parent/Legal Guardian (If Insured is below the age of 18)
RE/EEEHEAES (NZHRAKRMLER) REY/EFEEANEE (WRRAKRFNLI8HE)
Parent/Legal Guardian’s ID Card No./Passport No. Date DD MM YYYY
RE/ BB NGB/ HEERRE =h = A F
Producer’s Information (if applicable) {RESAR4DE K} (ﬂﬂ@ﬁﬁ)
Name of agent/broker Code Mobile Phone No. Email address
FEE R 2 HRaR FIREETS BELMIE

Claim acknowledgement vl be sentfo fhis mobile phone number via SMS upon receipt of

c\uiméf:;ﬂ. AT EEREERE R AR EXEDIEAEMLTFR

BERS
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