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.
RIEFERILERFER c MRRREMARIRBEAZMA » 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.
KEMRZ TAEXF) REMEER » ZARGRZEMNTEFTEFEZRE TREES XA LUEEAMNRERS - MFMEXHNREFRFRRIEZHARERN K
XHEFRRE » B THRERFA IS R RARIES
The completed form should be returned to us together with all supporting documents within thirty (30) days after the occurrence at the following address:

FIHERERFRILERPAA AR EFRHER=1(30)RAFEIL Ttk :

AIG Insurance Hong Kong Limited EDRBEAFRAE

Claims Department HE(EED

7/F. One Island East 18 Westlands Road Island East Hong Kong ERBEREMBISHBERPL7IE

Telephone: 852 3666 7090 BB : 852 3666 7090

Facsimile: 852 2834 8962 5K : 8522834 8962

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

www.aig.com.hk www.aig.com.hk
Policy/certificate no. {REESEEE Name of Policyholder (English) {REEFFA A5 (HEX) Name of Policyholder (Chinese) fREEIFA A% (FX)
Name of Insured (English) 1R A% (£ X) Name of Insured (Chinese) SR A5 () Insured’s HKID No/Passport No 4R A& BB 17 5 /£ FR5EHS
Name of Claimant (English) Name of Claimant (Chinese) Claimant's HKID No/Passport No Relationship between Claimant & Insured
REFFALSR (EX) REFFALESR (PX) BHES DL/ EIRITEE REFFAHAZRARMR

Only applicable for fotal case RBAIRASEL-{EZE Only applicable for fatal case SRERIHFET1EZ

Name of Parent/Legal Guardian (English) Name of Parent/Legal Guardian (Chinese) Parent/Legal Guardian’s HKID No/Passport No
RE/EFE AR (H) REHEEEEAESR(PX) R/ EEEEANETBI DL/ ERRH

Only applicable if the Insured is below the age of 18 RIEABIZRAKRMISEAIIER Only applicable if the Insured is below the age of 18 RIEAIZRARMISHEAIIER

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.

AABNR AR RE AR X RAE A R L FIRBE RS

Mailing Address bR bkl

Are you a citizen of the United States? D Yes 2 D No & If yes, please provide your social security number
ETREEEAR? b °H= W2 AERETERERT

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. EERIFEBH 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 D Further Claim, with Claim Number:
REEG (FES) EvRE BERMHE > REERRFT:
Claim Item (please tick) Accidental Medical Expenses Critical lllness Broken Bone
HEEE (5%E) O BINERERER o YRS | =)
D Hospital Income D Permanent Disability D Other, please specify
ERE KALZTR Hith > sEsFat -
Amount . .
Hospital Expenses Accidental Death
FEEW K W phs TR O msisee
Claim Amount for Medical Expense EEEEHARESEE
Amount of Chinese medical treatment receipt(s) Pieces
hEPIZ T HK$ X R = 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
e
Do you have any other insurance policies covering If yes, please provide the details below #12 > FEIRHEIU T &R
this loss or expenses incurred? o= -
SRR EEE A SRR MR SL ? Name of Insurer {RIZAT) Z&TE
Policy No. Policy Type Sum Insured
= ES
Oves2 [ONo& 1REB4EY fRE8EER) fRER

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.

WMATESER L R EER R RO B LN ERMURIERFENRIA - FETRAEL V) 5% o FamE TETIE LR » EAXAHRERERE -
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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.

FABFIEBRIAEER T ARRAN A ADBEEE-NRRERY FAAREE I MFILREZEEZRANTRENES.

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.
AREE 1LKREEN () EEEERBAENHTSFRENREETHENR o (i) ZERBERSREUTRMHNERETHOR
2. NEEERAUTRREENSZ MR » ZRFREELUBBXZEABES XL HFTERMEA/ FERMENREZEA ML -
3. ERRIBRE BITREERERENIRIT LR

D Faster Payment System (FPS) RERZ{T R4 ( MEEHIR ) ::gg%%;gg;g: &Zp;ygggg?;ggg;%;KP 2000
5 or
B + D Direct credit to Hong Kong Bank Account (HKD account only) Z{3ZISR/TIRE (RIRBEEO)
ease choose one.
e — o or

D Hong Kong Dollar Cheque &7 2

If you choose Faster Payment System (FPS) for your claim(s), please complete the following:  YNEIE{ER HRIEFZ (R4 ( TEBIR) ) BIFMEEESHAN > BEEUTEN ©

Notice: AREIE:

1. Please ensure the proxy (phone number/e-mail address/FPS ID) you've provided is already 1. AREAUTREREAN (BEERH/ B/ R G RFARRE) SERRZGR
registered with Faster Payment System, otherwise the payment cannot proceed. FAPSEM - DRIEEEITER

2. Claims Payment can only be addressed to Policy Holder /eligible Claimant. Please ensure 2. BEMREIMBREFEAN/ FERENRES  ARMATMRESZ MR GVIRTT
the registered proxy with bank account holder’s name is the same as the name of Policy IREFAEASZEREFEAN FERENREEERER » JTRIEEETER -
Holder/ eligible Claimant(s), otherwise the payment cannot proceed. 3. FER TERIEMH —E RIS RFEHHAST (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 BFERfFithht LIS X EEERIMAR » BEEEEITAR ©
proceed.

4 ; laim statement will nt to this e-mail r n ment
EEZ%;‘%%T;;% s Name E.ég[?ilflﬁ;tddress claim stotement vl e se o s o s S e iR
(FPS) Telephone no. g | (FPS) E-mail address g | FPSID
(mgct) B 1852 or | (B Wit or | POES{IRHEMAIEE

8 or

If you choose Direct credit to Hong Kong Bank Account for your claim(s), please complete the following: NEEEMER Z(FFURITIES BIRMEEESGAR » FEBUTER ¢

Notice: AREIE
1.Please provide a copy of bank passbook or ATM card, otherwise the payment cannot 1. sEiR Mt SR1T7EI8 sk IR ERIZs - BRERETHIR -

proceed. 2. BEMREIGRREREA | FERENERES - FRERITIRAFE AL RHE
2.Claims Payment shall only be addressed to Policy Holder/ eligible Claimant. Please ensure RERAEAN AEERENRESHLER » TRIEAETER

the bank account holder’s name is the same as the name of Policy Holder/ eligible 3. AR BRI M BHAREEBRMAR > TRIEAETHR -

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
FOFB A4S RITRE

Bank Code Branch Code Account Number
RITIRES TR P OSRES

E-mail address Claim statement will be sent to this e-mail address upon payment
FERHHE FEERRMRIS R XTI BT that

Accident Medical Expenses mﬂ o

* Completion of Claim Form Section 3 ’ Eﬁ%{%ﬁ%;:ﬁw}

* Original receipt(s) with diagnosis. - BRI BRI 2 BB AR IES
Hospital Income ERRE

* Hospital Statement - Bl &S

¢ Completion of Claim Form Section 3 - HZREREE =G

¢ Completion of Claim Form Section 4 (Applicable to private hospital) - AR IAZNRERIREINEG (EERTARKEER)
¢ Discharge Slip / Discharge Summary (Applicable to HK government hospital) - HEREE ) HiRAAsE (BRRSBAIER)
Hospital Expenses (PSSR

¢ Original hospital statement and receipts mﬁ%i&”&ﬁ

* Completion of Claim Form Section 3 e e

- EZRERKE =AM

* Completion of Claim Form Section 4 (Applicable to private hospital)

* Discharge Slip / Discharge Summary (Applicable to HK government hospital) - BB AR BRERAEBIUEMD (BRI TAR )

Accidental Death & Disablement - HBEE / BB (BRI &AL ER)

* Completion of Claim Form Section 3 BIMECRIS5E

* Police report, if applicable AR REREE =7

* Documentary proof certifying the insured is suffering from permanent disability - EHIRE > WNEA

(applicable for permanent disabilit claim| RS RAKABRNEMBRRS (BRRKASREAN)
* Copy of Death Certificate indicating the cause of death (applicable for death claim) - SHIESER 2 FE TR I (BN BIMETEE)
 Grant of Probate / Letters of Administration BT EBREE  BETEE

Critical lliness ik

* Completion of Claim Form Section 3 EREEEEE =G

¢ All relevant medical and examination report regarding the claimed Critical llness . EEE;;E@FEE%}?&#%?&”—

Hong Kong Bank Transfer G e

¢ Copy of bank passbook or card A HhRITIBE

- IRITF RS REIE

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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Date and time of the injury/sickness

BETINHRRR B R R R

O O | gs—=xkzas

Date of first consultation with doctor/hospital

Nature of injury/Diagnosis of sickness

B2 RRHZEER

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

=] A F H B F
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?
e MBSEER > BERESORRF LD - WBGHER - SRR RER RN -

Name of the attending doctor

FTHBREUS

Address of the attending doctor

EX b

Name of Witness(es) (Applicable to Injury Claim)
EAR CERNEIMER)

Address of Witness(es) (Applicable to Injury Claim)
SEAMUE (ERREIMER)

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

Was the injury due to any other person’s fault2
MBEHER
FRARTEREME=EES -

Ovesg O Now

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

M2 > FRHEME=ENESR  Hthul/E:FE

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 - FREESHERRNREARDRERRERD

Period of sick leave granted FROM 10
D Yes 2 D No & by attending physician ‘ i ‘ Dél) MHM YTHYEY =~ ‘ DFE Mg\ YYEYY
IR BREB BB B
Do you need to receive further medical treatment? | If yes, how long will the further medical treatment laste
MESREREER AR MZE > ZFEERSRER?
Oves2 O Nows
Patient’s information A Z Kl
Name (English) #%4 (3532) Age FEH; HKID No./Passport No. &5 {7: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 AR O BT ERSAEH BRERREHE MBS ?
DD MM YYYY DD MM Yy | [Jves2 O nNe&
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

BARFAAD > FALUE B & IR RS R?

If yes, please state dates and conditions / symptoms

=
=

Ovesg O ~o

M2 - AEREAERFE:

Was the condition caused by any underlying disease?

RRERE T EAMEERREE ? O ves 2 O new

If yes, please state dates and conditions / symptoms Y152 > & et HHAR ¥ :

Is the diagnosis due to or associated with any of the
(a) Congenital anomalies? R M EE

(b) Heredity condition? E{EMIESR

(c) Pregnancy or childbirth? BT D%

(d) Drugs or alcohol? jEFEEN B4 B2

following? 2 EIREH TS RERNERR?

OvYes®2 DONoH
O Yes2 ONo &
O Yes 2 ONo &
O Yes2 ONo &

(e) Refractive error or correction of eyesight? 18 1158 1E OvYes®2 DONo&
(f) Cosmetic or plastic surgery? = TXEEFAiT O Yes2 ONo &
(g) Routine medical check-up2 FITTEREEIGES OYes2 ONoH&
(h) Mental or nervous disorders2 &3 30 L IER OvYes® DONoF

AIG Insurance Hong Kong Limited
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Name of hospital

Bt

Date of admission Date of discharge

ABREHA 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  FAZTERBESREREZ IR TR > BETRZ AT RIMNEMEREGR? BRAFE -

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

HEREER ( B¥E2A  BEREF  BR - HBEEREZHE)

If the patient had a surgical procedure, please fill in the boxes below R EABIEZFT » ARt

Name and nature of the procedure FiiaTBRIEHE

DD MM YYYY

Declaration E4EEH
| hereby certify that the facts given above are true to the best of my knowledge. Zs ATELEZEFAIL LFREEE BIRIBA AFRAI B EFEMEER ©

Name of attending physician/specialist Signature and chop
B g BRRES
Qualifications Hospital
HEBEIR Bapr
Telephone no. &SRS Dal;e
B DD MM YYYY
= B 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 RERERARBBZZRA/REPB A EIEABEFAPAG » EAFrRRN—IERIBERER » TRERRS o
B. AR R ERARFINENEAZL - REA/REFAART D
(a)FFIER A RIS LS HETHE - ARBAZREHOBEAEH (FNEERERFAERREHNEAEN) RUEDRBEBERAR ( “RERR ) RERRREPRNATER » ERERMIME
IFFBE R R AR AT RE TR R IE ;
(b)=EEMRIZRIIZIIN HAA BRI AR ER L REFTREZBAELY - ERREE: 1) %  #5E  ARRMLRERFFLRE ; 2) BERFRANRE (ERBREARDRIIEHE) &3) £
ARAREETUESIRNEN ;
(c)REREIRAI R TR AL (RRESEHBIN BLZLEEAER > (Lt (b) BFIFIBBZAR !
() RUBASN/ELERETERBNE=E (BEBRRAR) ;
(i) FATSHEAS  (ERRIEULFREA R UNERIRER ;
(i) AN BEE - F=EEEA - RRMRBRME LERBREHEE  TEH  BRREMNE  ROBTARE  RERHEER ;
(iv) EEEEMBERZAIGERZME AT » fF L4 (b) WFREZIRZ AR ; 5
(v) RERERRETARBERFTIBNAL » (ERTAREERS IR AR -
(d)ZRAN/REPBATBRRRERGRGEEERAR ZLBEBIE UL FBMBURBISTE4565 N EE | cs.hk@aig.com) B ~ EREHEBAER (RERREAIRERKRIESR
EREMSEER) - MHETRBEGORFEEASR > A LRt BHE R R R - ZRABARBENEX I www.aig.com.hk o
C. RRAN/RERBALLIRE :
(fERAIER AR RAZBERRRAEREMARIAADCH LI R B AIRRZRALBZEE BRI LT - BEDRBERAMER KL ;
(b)EEERIZHEMET D] 2 RSB ENICERFT - BRRAETAHZBRERAE - WHRRAZRBERETEZRME  (FREEARERFRERAZARNBHEER - LEERE
& > BXAFIRFHEERE KA R Z MASHS « MR « FBIREAE « SRARREABRENIRZHS - RERARKEREAREY - o EETRERENZS8%(L5R;
(VBB MEERERMUAMBRAZEMERFERRNERES « SIADM  BER/FRIEER ;
(dZEABREZRBRGAMZRAZEAENSFERRIAIEEL  STUER  ERESKABEAMZRAZIINER ; &
(MR EAZRAZHARERUCHR 2 A8 « BRTA T REDRGERRMER RCE
gg%i;ﬁ%g ° gg%ﬁ?ﬂ'lz » BMERRA/REFRAANTETHEKAES - ILIREEMAFE LR > MBZEA/REFBAZERARTEATEZILREELR o HRE
EZRIFRIEARRER

Name of Insured /Claimant (if applicable) Signature of Insured / Claimant (if applicable)
RN/ RERBAMER)HR (If the Insured is below the age of 18, the Insured’s
Parent/Legal Guardian should sign on his/her behalf)
ZRAN/RERBA(NER)ES

(INZRAFRMLI8HE > AIHERXBREAGEEAEE)

Insured /Claimant’s ID Card No./Passport No. Date DD MM YYYY
ZIRN/REFRFBASDE/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/EEEEAER (MZHRAKRMLEE) REY/EFEEEANEE (WRMRAKRFNLI8HE)

Parent/Legal Guardian’s ID Card No./Passport No. Date DD MM YYYY
R/ EEEEENT DR /RS HEA H A F
Producer’s Information (if applicable) {RESAR4DE K} (HD?EFH)

Name of agent/broker Code Mobile Phone No. Email address

pEE Rl HRaR FIREETS Eohilszubela

Cloim acknowledgement il be sentfo tis mobile phone number via SMS upon receipt of
claim form. XA TR G IEREILRERA R FEEEDIEAE I FR
BEESRS

AIG Insurance Hong Kong Limited
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