AlG
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The covered 47 critical illnesses include: A7 FEfEEEE A
1. Stroke 1. FhfE i i
2. Moo Cancer > e Voluntary Employee Benefits Program MGM AJILT |AIG
' o = — <A FEL L
3. Heart Afack 3 D FEEE e ] o
4. C Artery By — pass S B B RS '
5 O?P:Ohcs,ry' eré , pGSAS\ 1urq§'y 4. TEAREIRIE SN AT Personal Accident Cover EIMRE
. er serious Loronar rre Isease B V7T HR
y 4 5. HAEBBERTHREIAER Coverage Summary (MOP) {REEAZR (RPTH) Monthly Premium (MOP) BB 12& GRFI%E)
6. Heart Valve Surgery 6. IDIRREFT Accidental Death & Accidental Medical
. iy " Unit eeliéteniiel] IDteeil : aelttemilel] iselisel Staff Staff + Spouse Famil Staff + Child(ren)
7. Fulminant Hepatitis 7. BEIMRSIERITA B Pergzrﬁgg%D}gc%lﬂe{r%eggé%efn Eggnggﬁl?&cﬁgwy BT BT . E’éﬁﬂ S BT .
8. End Stage Liver Failure 8. FHRFFR = AT Z
. A 1 $200,000 $3,000 $29 $58 $58 $29
9. Primary Pulmonary Hypertension X = o R 2 $400,000 $6,000 $47 $94 $94 $47
10 End-s’roge Lunq Disease ?. ﬁﬁgﬁﬂﬂiﬁﬂrﬁm[ﬂl@ 3 $600,000 $9,000 $66 $133 $133 $66
o i 10. R EBAHIR 2 $800,000 $72,000 586 5172 $172 586
11. Kidney Failure 11, B=i8 5 $1,000,000 $15,000 $105 5210 5210 5105
12. Surgery to Aorta 12. TEARONRIEA Daily Hospital Cash Cover {EPziR & fRpE*
13. Aplastic Anaemia 13. EARSEIME M S 2 OP) (ERSRZ (P
14. Major Organ/Bone marrow Transplantation ]4' Egﬁz'—‘_‘?’*E_E'E‘ﬁs*?*Eq:’T_ Unit 482 Daily Hospital Cash Benefit Intensive Care Unit Benefit Long Term Hospitalization Benefit
15. Blindness (Loss of Sight) : B ME BN R RETS fily BHERELFEE REERRE E@&K’fiﬁﬁ‘é
16. Deaf L fH . 15. %Eﬁ 1 #H $250/day #ESMEH $250/day Extra Z8HMFH $250/day Extra
. Deafness (Loss of Hearing) 16, &8 2 HH $500/day %913 A $500/day Exira #8918 A $500/day Exira
17. Loss of Speech T e 3 5 H $750/day 485N $750/day Extra %855 B $750/day Extra
18. Coma 17. BBLFEEHES 4 =H $1,000/day %851 0 $1,000/day Extra %8515 0 $1,000/day Extra
. e 5 &=H $1,250/day #EHMEH $1,250/day Extra Z84MZH $1,250/day Extra
19. Major Burns 18. &
20 Mu:ﬂple Sclerosis 19. BBEkE(E Premium Per Unit §—EAI{RE (Monthly Premium & B13E) (MOP//RFIH#E)
’ . . = A Staff Staff + S Famil Staff+Child
21. Paralysis (Loss of use of Limbs) 20. ZEIERE{LE fg?fg EGI EOI . g@?g?ff rg‘}’—gl% °§I+;';¥%n)
22. Poliomyelitis 21. & 18-25 7 34 13 26
23. Muscular Dystrophy 22. HREME % g?gg ;Z ij gg gg
24. Alzheimer’s Disease/Severe Dementia 23. INEETRIE 3620 o7 78 ) 3
25. Motor Neurone Disease 24. DELEKR / BERR 41-45 29 58 73 44
26. Parkinson’s Disease 25. EEhip i R ER g?'gg i; ;3 19138 ??
27. Encephalitis 26. HEHR 56-60 53 106 133 30
28. Benign Brain Tumour 27. S 61-65 71 142 178 107
29. Major head Trauma 28. BI4ERSREED 66-69" 100 200 250 150
. . .. e o
30. Bacterial Meningitis 29. BrETELfAE Critical lliness Cover fE#& RS
31. Apallic Syndrome 30. MRS BEAE 4 Benefit {REFZE Number of Unit / Coverage (MOP) $Z{REE ] / {R%E (HRPTHE)
32. Systemic Lupus Erythematosus (SLE) caused with 31. AEHIA Critical lliness Benefit &2 {R{E 1001000 2002000 3003000 4004000 5005000
Lupus Nephriﬂs 32. RIGMAT BUREHERBE R A Premium Per Unit §—EfI{£E (Monthly Premium & A{RE) (MOP//EFIH)
33. Chrohn’s Disease 33. BPEETR Age Staff BT Staff + Spouse Staff + Child(ren) BT + F2%*° Family
34. Acute Necrotizing Pancreatitis 34. SHBEILIERS & Fhe FemaleZit Male Bt BT + E%{%*a FornaleZ 1% MaleB 1™ Edrae
35. Terminal lliness 35. EHIERS ;2;8 :g :(2) §§ ;17 ::13 g’_;
36. Loss of Independent Existence gt -
1de 36. FEEBY 4 3135 72 T4 30 73 E 30
37. Elephantiasis 37. BRI 36-40 38 25 53 38 26 53
38. AIDS due to Blood Transfusion ’ . 41-45 56 49 89 57 49 89 m
39. Occupational Acquired HIV 38. Remm AR A BRRE T 2RE 46-50 81 87 143 81 38 143 /\ -
: : " TR S En | Bl 5 )RR R 51-55 12 145 217 113 145 217 Vel
40. Severe Rheumatoid Arthritis 39. H&%H%Aﬁﬂ%’iﬁz_%ﬁﬂ 56-60 154 218 316 155 219 316 [\/ T/ \
41. Medullary Cystic Disease 40. BB SRERIERIEN 2 6165 217 291 730 212 295 730 "o A
42, Cardiomyopathy 4. EBEEERER 66697 307 427 623 307 128 623 QTN
43. Ebola 42. DA Optional Senior Care Protection Plan ¥84MEEERSE - REREEETE|*° 51}
. Sy (Staff should choose one of above basic coverage first before applying the plan for their parent(s) and /or parent(s)-in-law)
44. Creutzfeld-Jacob Disease 43. i o (REFE AR L —ERARE 7 A S R/ AL B | RS ) —_ =
45. Angioplasty and Other Invasive Treatments for 44. EHRMERS RE Coverage Summary {RERZE Plan 521 A (MOP / JEP9#g) Plan 5t2I B (MOP / JEF9#g) E E E Eg 1% BE E-I- %u
Coronary Artery* 45. ME Rz Fili R E Mt ARENAR R R < BUS A RE" 1. Accidental Death & Permanent Disablement Benefit BAMET Bk ASH(EHE | 150,000 300,000 o Rl =
46. Severe Acute Respirctory Syndrome (SARS)** 46. ﬁé%’lﬁiu¥uﬁ%$ﬁ: li?ié iE** . . R o Maximum per disability X4} 2,000 Maximum per disability X&) : 3,000 m 1 m
47. Cerebral Aneurysm Requiring Surgery*** 47. BEBIARAE Al 2 Accidental Medical Expenses Bencfit BV Maximum per policy year 24F.EBR : 10,000 | Maximum per policy year 27 18R : 20,000 Vo | untar Y E P | oyee Beneflfs Proq ra
a) Medical Expenses & 5% Include in / out patient BEPIEE » {ER%
. o - . - - [ 4 o 7 STz 4 b) Chinese Bonesetters and Acupuncturists B$T R &t & A E: Per visit per day B H&EX : 180 ; Maximum per disability &/R{5& : 2,000; Maximum per policy year : 25 = == =z = EZ =18
Only 10% of the sum assured will be paid subject to the amount selected. *  FRHBEERFEEAN10% @ BEER IR RS HECE &I {FEa7R4E ) i ) A " {;J-{ {;J-{ = Z oo = |
This Critical lliness will be terminated upon such payment and the amount of YHER o (Deductible from Accidental M;'“f';"e"s;éﬁ[z*E"*E%E"%E**DW LR 420 = {% BE II:-\& 1N gA H,‘J'u.\gb{’m_ t& Eﬁ{% Bﬁn-l- ;-:.J
b + Critical 1Il Benefit will then be reduced. 3. Daily Hospital Cash Benefit & H{EfrIR & {RE* Per day &H : 200 Per day & H : 300 . . .
. gn;e?z; of ;L:usumnzs:suz;e;r r:‘OXi:"Lme'\:‘eo:;;ooo will be paid subject o o (RPEBE AR (R 0%z MPIM20 000 « LEHEE B « BES 4. Care Assistant Benefit 433l ;# IR (R[5 Per month& A :2,500,maximum 60 months S &60fEH |  Per month#F A :5,000,maximum 60 months HFE60fES Protectl On fo r YOU G nd YOU r beloved fO mi |y Of CICCIden'I'Cll deOTh ’
whichever is lower. This Critical lliness will be terminated upon such payment and Jﬂ:lﬁ;‘;:ﬁ%ﬁﬂ ;E?}éé{ﬁ*ﬁ%ﬂéﬁl . A REIRT 5. Broken Bones Benefit B#T{RfE 75,000 150,000 Serious i n . ur & hos H'G | iZG'I'ion
the amount of subsequent Critical lliness Benefit will then be reduced. BRI W = SRR Monthly Premium BB RE 112 204 I y p
*** Only 40% of the sum assured will be paid subject to the amount selected. ) o pin . o N Hospital Admission Deposit Guarantee Service (XN 4 (FEEARTE
This Critical Iliness will be terminated upon such payment and the amount of ok E{KEE!‘:.‘E&T%%EE’\MOA B IR AR IRAUH R R ART A Optional China Assist Card 284N a7 4E0E ln-szspiml Meiisicol Expenses 1;B?t#§§ﬁ:1001000 (2% _EBRMax. 200,000 per policy year)
subsequent Critical lliness Benefit will then be reduced. HHER © phiona ina Assist Lar A Emergency Cash Transmission Service B2 ZiAR TS )
24-Hour Legal Advice Service 882 — +VU/|\b5 5125 0MRTS é
Additional Monthly Premium & B%8IMEE 30 >
o
Note : BffEE o
1. Spouse’s coverage per unit is the same as the proposed Policyholder, each dependent child’s coverage is 15% of the Policyholder. 1. BB BRI EREREANER  BRFLXAEEREREASEMFEADZ+AAERE - u
2 VEE:: r:i‘j:r‘;:‘ei:'gchﬁd anjoys 1007% of Chineet Benesefers and)or Acupunchras benef subject 0 1 Accdentol Ml Bxpenses 2 B AT Beh A R £ AR qu BB LR - > E m p I Oyee Ca re
3. For “Staff + Spouse”, “Staff + Child(ren)” & “Family” opfions, premium is based on the proposed Policyholder’s attained age upon 3. BT +EE - BT + 74" RFEHHZREDREREREARRSOTRERMETE
apolcaion. _ 4. BRIGREREI AN BB o
4 et o b B s 0 3 BATRNTARE N L ZATAEEIN  NESTRENMLE | MESRRELE
6. oy wnfspi?ul Income Cover per each howstel confinement s subiect 1o 3 deys wafing pariod and meximum payment period of ‘;: Egﬁ%g?g@gggﬂﬁ3f | BRI TESX ERREEN - MELERRERETRES0E
7. Premiurm opplicable for renewals only.
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Comprehensive Protection
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This Voluntary Employee Benefits Program is
underwritten by AIG Insurance Hong Kong Limited
(Macau Branch) and terms and discounted premium
rate are exclusively for all staff of MGM GRAND
MACAU. You and your family members can enjoy
full protection by enrolling in the “Personal Accident
Cover”, “Daily Hospital Income Benefit”, Critical
IlIness Cover” & “Optional Senior Care Protection
Plan” described below.

Personal Accident Cover

Accidental Death and Permanent Disablement Benefit
Indemnifies the Insured Person against accidental death, total disability,

disablement, loss of limbs or loss of sight within 12 months of an accident.

Accidental Medical Expenses Benefit

Reimburses the Insured Person for injury sustained through an accident. It
covers surgery expenses, general hospital expenses. Chinese bonesetters
and acupuncturists expenses for which the benefit amount selected is
per disability. The maximum reimbursement for Chinese bonesetters and
acupuncturists (combined) is MOP1,500 per disability and mop3,000 per

policy year.

Daily Hospital Cash Cover

Daily Hospital Cash Benefit
Indemnifies the Insured Person, no matter due to accident or sickness, a
daily hospital cash with maximum of MOP1,250 per day and up to 365

days when hospitalized.

Intensive Care Unit Benefit
Daily hospital cash will be doubled if the Insured Person is confined in an
intensive care unit. The maximum benefit payout is 30 days.

Long Term Hospitalization Benefit
Indemnifies the Insured Person an extra daily hospital cash with
maximum of MOP1,250 per day and up to 30 days from the 31st day of

hospitalization.

Critical lliness Cover

The Critical lliness Benefit provides Insured Person with additional financial
protection to offset the high costs of medical care associated with the
ongoing treatment for any one of the 47 critical illnesses afforded under
this benefit. The 47 critical illnesses covered include cancer, heart disease,

stroke, chronic liver disease, kidney failure and many more.

Optional Senior Care Protection Plan

The employee can purchase the plans for their parent(s)/parent(s)-in-
law after choosing any plan above. This comprehensive benefit protects
the senior from personal accident, accidental medical expenses, hospital
income, care assistant benefit and/or broken bone benefit in case and
accident happens. The optional China Assist Card service is also available
for parent(s) / parent(s)-in-law who travel to China.

for You and Your Beloved Family
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 All full-time staff, spouse aged 18 to 65 can apply. Parent(s)/Parent(s)-in-
law aged 45 to 75 can apply for Senior Care Protection Plan and extend to
purchase Chine Assist Card.

“Family Plan” includes staff, spouse and all unmarried dependent children
aged between 6 months and 21, or up to 25 for full-time student are
covered.

Coverage for all staff, spouse and child(ren) are guarantee issued. The staff
must enroll first then his/her family members are eligible to apply.

Upon resignation or retirement, the Insured staff and family member can
enjoy this privileged coverage renewable up to 69 years of age (or 85
years of age for Senior Care Protection Plan/China Assist Card) provided
that a written notification to AlG prior to the change of the occupation is
given. (This does not apply if the Insured is changing to an occupation with
higher risk nature.)

For monthly payment made, the premium will be directly debited from the
staff’s assigned bank account through auto pay or credit card payment.

General Exclusion

General Exclusions for Accidental Death & Disablement Cover,
Daily Hospital Cash Cover, Broken Bones & Critical lliness
Cover

Pre-existing conditions (refer to Note |), war; service in Armed or
Disciplinary Forces, participation in illegal acts, pregnancy, childbirth,
miscarriage, intentional self injury, suicide, professional sports, flying as a
pilot or crew member in any aircraft, sickness*

(*not applicable to daily hospital cover & critical illness cover).

Additional Exclusions for Daily Hospital Cash Cover

Pre-existing conditions (refer to Note ), alcoholism, drug addiction, and its
related conditions, congenital abnormalities, all dental care, routine
check-up, AIDS or HIV infections, any sickness or disease contracted within
15 days from the effective date of the coverage.

Additional Exclusions for Critical lliness Cover

Pre-existing conditions (refer to Note Il), AIDS or HIV infections, any
congenital defects any critical illness of which the signs or symptoms
first occurred prior to or within 90 days (15 days for SARS) following
the effective date of this insurance, and any critical illness where the
Insured Person does not survive for a period of at least 14 days after the
Diagnosis.

Note | : Pre-existing Condition” means condition for which the Insured Person received
or were recommended by a Registered Medical Practitioner for any medical treatment,
diagnosis, consultation or prescribed drugs, or the existence of any symptoms (known
or unknown to the Insured Person(s), leading to a claim under this Policy, within three
(3) years preceding the Policy’s effective date, last reinstatement date or date of any
increase of benefit coverage (to the extent of such increase only), whichever is later.
Such condition shall be covered provided the Insured Person(s) have been insured
under this Policy for three (3) consecutive years from the Policy’s effective date, last
reinstatement date or date of any increase of benefit coverage (to the extent of such
increase only), whichever is later.

Note Il : Pre-existing Condition” means any lliness, disease or other condition of the
Insured Person within a five (5) years period prior to the Effective Date of this Policy, last
reinstatement date or date of any increase of benefit coverage (to the extent of such
increase only), whichever is later for any; (a) first manifested itself, worsened, became
acute or exhibited symptoms which would have caused an ordinarily prudent person
to seek diagnosis, care or treatment: (b) required the Insured Person taking prescribed
drugs or medicine; or(c) was treated by a Registered Medical Practitioner or a Qualified
Medical Practitioner or treatment had been recommended by a Registered Medical
Practitioner or a Qualified Medical Practitioner. Pre-existing Condition shall also mean
the existence of symptoms of any Critical lliness or a condition likely to cause a Critical
lliness which would cause an ordinarily prudent person to seek diagnosis, care or test.

Enrollment Method

Please complete the Application & Payment Method Form and send to Unit
506, 5/F AIA Tower, No.251A-301 Avenida Comercial de Macau. The
coverage will become effective on the first day of the following month
upon the receipt and acceptance of your original application.

For any queries, please contact

AIG Insurance Hong Kong Limited (Macau Branch)

Unit 506, 5/F AIA Tower, No.25T1A-301 Avenida Comercial de Macau.

Tel : (853) 2835 5602 / (853) 6321 3633

Fox : (853) 2835 5299

Monday to Friday (except public holiday), 8:45a.m. to 1:00 p.m. and
2:00 pm to 5:15 pm

Free Service Hotline: 0800227

* This brochure outlines in general terms only the type and nature of the cover provided which is subject
to the terms and conditions of the policy. It is not a substitute for the policy itself. You should read the
policy document for a precise description of the actual terms and conditions of the coverage available
under the policy.

* AIG reserves the right to underwrite and/or accept your application and/or change and/or amend the
policy details at any time.

* If discrepancy exists between the Chinese version and the English version of the brochure, the English
version shall prevail.

This Program is Arranged by Jardine Lloyd Thompson Limited
and Underwritten by AIG Insurance Hong Kong Ltd. (Macau Branch)
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Voluntary Employee Benefits Program (VEB)
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Compensation Table of Accidental
Death & Permanent Disablement

Event of Loss Compensation
(% of Sum Insured)
1. Death 100%
2. Permanent Total Disablement 100%
3. Permanent and Incurable Paralysis of All Limbs 100%
4. Permanent Total Loss of Sight of Both Eyes 100%
5. Permanent Total Loss of Sight of One Eye 100%
6. Loss of or the Permanent Total Loss of Use of Two Limbs 100%
7. Loss of or the Permanent Total Loss of Use of One Limb 100%
8. Loss of Speech and Hearing 100%
9. Permanent and Incurable Insanity 100%
10. Permanent total Loss of Hearing in
(a) Both Ears 75%
(b) One Ear 15%
11. Loss of Speech 50%
12. Permanent Total Loss of the Lens of One Eye 50%

13. Loss of or the Permanent Total Loss of Use of Four Fingers
and Thumb of

(a) Right Hand 70%
(b) Left Hand 50%
14. Loss of or the Permanent Total Loss of Use of Four Fingers of
(@) Right Hand 40%
(b) Left Hand 30%
15. Loss of or the Permanent Total Loss of Use of One Thumb
(a) Both Right Joints 30%
(b) One Right Joint 15%
(c) Both Left Joints 20%
(d) One Left Joint 10%
16. Loss of or the Permanent Total Loss of Use of Fingers
(a) Three Right Joints 10%
(b) Two Right Joints 7.5%
(c) One Right Joint 5%
(d) Three Left Joints 7.5%
(e) Two Left Joints 5%
(f)  One Left Joint 2%
17. Loss of or the Permanent Total Loss of Use of Toes
(a) All = One Foot 15%
(b) Great — Both Joints 5%
(c) Great—Joint 3%
18. Fractured Leg or Patella with Established Non-Union 10%
19. Shortening of leg by at Least 5 cm 7.5%

20. Permanent Disability not otherwise provided for under Event
10 to 19 inclusive. Such Compensation/ Percentage of Sum
Insured as AlG shall in its absolute discretion determine and
being in AIG opinion not inconsistent with the Compensation
provided under Event 10 to 19 inclusive.

Note: The Right/Left benefits shown above will be reserved
In the case of a left-handed insured person.

Compensation Table of Broken Bones

Event of Loss Compensation
(% of Sum Insured)
Fracture of Bones

(a) Hip or Pelvis 100%
(b) Thigh or Heel 50%
(c) Skull, Collarbone, Lower Leg, Ankle, Arm, Elbow Wrist  40%

(d) Lower Jaw 30%
(e) Vertebrae, Shoulder Blade, Knee Cap, Sternum, Hand, Foot  20%

(f) Upper Jaw, Cheek Bone, Nose, Ribs, Coccyx, Toes, Fingers  15%
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1. BIMET 100%
2. KASTEIEER 100%
3. PUBSKAEEE K EEER 100%
4. FKASTEIEKERTR S 100%
5. FXKAEE—ARIRS 100%
6. %‘E—;Efffﬁj%ﬁﬁ!;&ﬂﬁéﬁi%éﬂbﬁ% 100%
7. EREA—EEF ATk EINEE 100%
8. BESEAMBEKNSTETHESE 100%
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10. KA STEKER

(o) #E 75%

(b)y BE 15%
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(o) FEARFRAE 30%

(b) —{E4LREAE 15%
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(d) —{EZRAEN 10%
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(a) EﬂﬁlEEﬁEu 10%
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(0 —ﬂEEEﬁEﬁ 5%

(d) ={AZRAEN 7.5%
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R BAGHEL FE10EF1BZENESA—H -

BT - MRRABRETF BRAFREFZRIEAREENR
IR TSR -

FIERER

BESHE B8
(REEPE)
B
(o) FEZBHART 100%
(b) KHRELHIER 50%
(c) GEE -~ $HE ~ /BB~ BIRR ~ FE - [E6 Fhe 40%
(d) T8 30%
(e) Bt - BIFE  BE W8 FIE 20%

H L= -BE- -2 E BB WHsFE 15%



* Important Notice EEEIE

Al full - time staff, spouse aged 18 to 65 can apply. Parent(s) / Parent(s)-in-law aged 45 to 75 can apply for Senior Care Protection Plan and extend to purchase China Assist Card.
AFBENTF18E65m2ET ~ BBGTSM - EIRGRMBRIXFNRRERY — RERE TR PEZEERFRN F46E7585 ©

“Family Plan” includes staff, spouse and all unmarried dependent children aged between 6 months and 21, or up to 25 for full - time student are covered.

[FERE] BEET  BERAEAEAZ-T-—AREERZ 7L 2AHNSETERE-T R -

Coverage for all staff, spouse and child(ren) are guarantee issued. The staff must enroll first then his/her family members are eligible to apply.

BT  BERFIAEZR BILARERR EREAESEIE -

Upon resignation or retirement, the Insured staff and family member can enjoy this privileged coverage renewable up to 69 years of age (or 85 years of age for Senior Care Protection Plan/China Assist Card) provided
that a written notification to AIG prior to the change of the occupation is given. (This does not apply if the Insured is changing to an occupation with higher risk nature.)

EETEBERK  RRARAUERBARBAR  HEARIBZRRURREZCH (AESBABREEIZIR/AL) (BRISERIENTHETERS) -

For monthly payment made, the premium will be directly debited form the staff’s assigned bank account through auto pay or credit card payment. (Autopay is only available to Account Holder of Banco Weng Hang S.A.
or Banco Nacional Ultramarino.

REUARLARETIEENFOUBBERFAXNREABZM « (RTEBDBRRABARNKFRITAREFRITES)

General Exclusion —f8 R{REIE

General exclusions for Accidental Death & Disablement Cover, daily Hospital Cash Cover, Broken Bones & Critical lliness Cover
Pre-existing conditions (refer to Note I}, war; service in Armed or Disciplinary Forces, participation in illegal acts, pregnancy, childbirth, miscarriage, intentional self injury, suicide, professional sports, flying as a pilot or crew
member in any aircraft, sickness*

(* not applicable to daily hospital cash & critical illness cover)
Additional Exclusions for Daily Hospital Cash Cover

Pre-existing conditions (refer to Note 1), alcoholism, drug addiction, and its related conditions, congenital abnormalities, all dental care, routine check-up, AIDS or HIV infections, any sickness or disease contracted within 15
days from the effective date of the coverage.

Additional Exclusions for Critical lliness Cover
Pre-existing conditions (¢fer foNote I} ' AIDS or HIV infections, any congenital defects, any critical illness of which the signs or symptoms first occurred prior to or within 90 days (15 days for SARS) following the effective date of
this insurance, and any critical illness where the Insured Person does not survive for a period of at least 14 days after the Diagnosis.

Note I “Pre-existing Condition” means condition for which the Insured Person received o were recommended by a Registered Medical Practitioner for any medical freatment, diagnosis, consultation or prescribed drugs, or the existence of any symptoms (known
or unknown fo the Insured Person(s), leading fo a claim under Policy, within three(3) years preceding the Policy’s effective date or date of any increase of benefit coverage (to the extent of such increase only), whichever is later. Such condition shall be covered
provided the Insured Person(s) have been insured under this Policy for three(3) consecutive years from the Policy’s effective date, last reinstatement date or of any increase of benefit coverage (to the extent of such increase only), whichever is later.

Note Il “Pre-existing Condition” means any lliness, disease or other condition of the Insured Person within a five(5) years period prior fo the Effective Date of this Policy, last reinstatement date or date of any increase of benefit coverage (fo the extent of such increase

only), whichever is later for any: (a) first manifested itself, worsened, became acute or exhibited symptoms which would have caused an ordinarily prudent person fo seek diagnosis, care or freatment; (b) required the Insured Person taking prescribed drugs
or medicine; or (<) was treated by a Registered Medical Practitioner or a Qualified Medical Practitioner or freatment had been recommended by a Registered Medical Practitioner or a Qualified Medical Praciitioner. Pre-existing Condifion shall also mean
the existence of symptoms of any Crifical lllness or a condition likely fo cause a Critical lliness which would cause an ordinarily prudent person fo seek diagnosis, care or fest.

BOMREE - EIRRERE - BINRBEREZ—RFRER

BRACFEZMRR @) - BF - UERSMEAFHRCEEBE  EBERNTH B2 LSS - BENEE - BR  BEXEDILCERTFDHEMNGZAERRB 2L ARBARBAIHNES « “EM
EZpm o IS

(FEARERR SRE R BRRE)

ERREREMNZ A REER
BRASFEZMRR @) FERRE N TMER - BEEIREENSIB2BEE - BE - SRR - TREE - EMMERFERE - BERRARRKRIBRE MBNBERRE LM ABHLISAAHRR KR o

BEREINZ R REE
RRNEEEZRR @) - DRAIARLERBBSFAUOBE - SRABNEEN SRR - MEEANANREN A BRORAHRERFRBE (5XAHBER AL HRRI%) - SRABNDIE L 25
BEEDRTEE o

H- [FRASFEZMRR] RESRAVREREENE - HRERARRERINA (RREFBLMGOBH) ABREERE) A=FASEIILIMBEEBBLGHE  #BY  BREER  AFRESCFEEAER ERZRANBRE) MEBRHOE
R HERAMREEMA - RAEREIRBEME (RRRELNGID) UBREERE) RZAREEMEFR=F, B EBRORREIIASTRENRREER

HZ [ZRACFEMR] REEAEAFIRMAREENE - REBXE - REEME (RFRFREVNNOBD) - UBBERE  SIAFR  (a) BT  BLERRMN RTIBEMUEERALSRIE  #2  U6K 3 b) FEZRARBESEYRE
MR (BEZEIMBERAARBELR  ARREMBERSWRBLERWARE - ERASFEIRRTMEEAE FEZLRBHAES AL BRDE - 82 - R -

** Enrollment Method ER:EF4E

Please complete the Application & Payment Method Form and send to AIG Insurance Hong Kong Limited(Macau Branch), Unit 506, 5/F AIA Tower, No. 251A-301 Avenida Comercial de Macau. The coverage will become
effective on the first day of the following month upon the receipt and acceptance of your original application.

REFEMEE  RAER [RER] kR [REXGHER]  FEXERBEBEROTRMST)  BPIBHRABE251AZ301 R ARS5E506ZH 7
RELERREEARFERREZIETORERRZATRENY

For any queries, please contact

AIG Insurance Hong Kong Limited (Macau Branch)
Unit 506, 5/F AIA Tower, No. 251A-301 Avenida Comercial de Macau.
Tel: (853) 2835 5602 / (853) 6321 3633 Fax: (853) 2835 5299

Monday to Friday (except public holiday), 8:45a.m. to 1:00p.m. and 2:00p.m. to
5:15p.m.

Free Service Hotline: 0800227

* This brochure provides only a summary of the policy benefits. It is not a substitute for the policy itself.
You should read the policy document for a precise description of the actual terms and conditions of the
coverage available under the policy

* AIG reserves the right fo underwrite and /or accept your application and /or change and/or amend the
policy details at any time.

MAEAES BRI ARBREEE

EXDREBEBERAT (BAEHT)

BT EAER251 AZ301ERIPES52506E
B3 © (853) 2835 5602 / (853) 6321 3633 {HH : (853) 2835 5299

EN—ZH (DRBERN) EFNENTESETF—B K TF-HE2EKTES
SBHGEE 1 0800227

* ABRAGSERE - MASZEAREE - MBERTREAEEEN - FARRARERRE -
* XBRBEBERAF(RFIDTRELR - AT 28E  BRRBEMBRERTZAET -

© AIG Al rights reserved
© NG hRtERTE

VEB 03/2013

MGM Grand Macau Voluntary Employee
Benefits Program Application Form

EetstiRE BBRIEETE BFFER

/\

Employee Care

A. Staff Personal Information (Policyholder)(Please fill in with BLOCK Letter) £ TABA B ¥} (ReEB A) UEX EEES)

AlG

EERE

TR ezl HERH
English Name Sex M/F Date of Birth MA/ DH/ YRE
P A RIS BT BREF
Chinese Name 1.D.No. Staff No. Left Handed 0O
FEE7 PAEEZ B/ FREFRE
Tel (Home) Tel (Office) Pager/ Mobile No.
B 4%t it B
Address Position
L
E-Mail
B. Family Member(s) Information (For “Family Plan"/“Parents or Parents-in-law Plan” Only) R EERX B &K (RRFEREHBR / AR T | FELXHRE - HEZSWER)
Name (Please fill in Block Letter) Left Handed I.D.No. S1ARESEHE/ Occupation Sex Date of Birth
#E (UEERES) BREF Cert. of Birth No. 4 zFBA &5 B 5 HAEHE (MA/ DA/ YRE)
ggﬁuse M/ F MA/ DR/ YRE
F&
Child M/ F MB/ DH/ YRE
M/ F MA/ DR/ YRE
ggEIQEE1§CI§I§\e§S—iH—|OW M/ F MA/ DR/ YRE
M/ F MA/ DR/  YRE
C . Monthly Premium Table & B1RE 3K Please tick the appropriate box for cover(s) /protection required 5 FFERIEAT 2 110 ()
Personal Accident Cover (Monthly Premium MOP) EIMREE (5 B RERFIHEE)
Unit Staff Staff+Spouse Family Staff+Child(ren) Premium
By BT BT +E{B E EI+FL RE
1 O 29 [ 58 [ 58 29
2 0 47 O 94 [ 94 [ 47
3 [ 66 133 [ 133 [ 66
4 [ 86 172 0172 186
5 [ 105 210 [ 210 105
Daily Hospital Cash Cover (Monthly Premium MOP) {¥ft 3R E1RFE (5 B R ERFIH)
Age Staff Staff+Spouse Family Staff+Child(ren) Unit Premium
Fle 8T ET+EE REE BI+FL By RE
18-25 017 [ 34 [ 43 26 X
26-30 019 138 [ 48 29 X
31-35 O 22 [ 44 55 33 X
36-40 24 [J 48 [ 60 36 X
41-45 0 29 [ 58 073 [ 44 X
46-50 037 74 93 56 X
51-55 [ 47 94 118 On X
56-60 [ 53 [ 106 133 [ 80 X
61-65 an 142 0178 107 X
Critical lliness Cover (Monthly Premium MOP) fER{RFE (5 BRERFIHEE)
Age Staff BT Staff+Spouse Staff+Child(ren) ET+F X Family Unit Premium
Fie Female 21 Male Bt BT +HB Female 21 Male B 5RBE By RE
18-25 0s O 1o 022 Oy Omn 022 X
26-30 019 012 0 27 O 21 013 O 27 X
31-35 O 22 014 O30 0 23 015 O 30 X
36-40 O 38 O 25 O 53 O 38 O 26 O 53 X
41-45 O 56 0O 49 O 89 O 57 O 49 O 89 X
46-50 O 81 O g7 143 O 81 O 88 0143 X
51-55 02 0145 0217 s 0145 0217 X
56-60 O 154 0218 0316 O 155 O 219 0316 X
61-65 O2n [ 294 [ 430 O 212 0 295 0 430 X




Optional Senior Care Protection Plan ZESMNEERLLR ERE Monthly Premium (MOP) S A{RIR (P3N
Monthly Premium (MOP) 8 A{RE (RPFI%E) Optional China Assist Card O 30
o A S A 0112 B hE
Plan B 5181 B O 204 Total Monthly Premium & A #2{R& | MOP

Note &
* Staff must join the plan first before his/her spouse, children, parents & parents—in-law to join in.
TAKATRR  HER  F2  KERBBRXEH TS ELGE -
Same category should be chosen for every Coverage.
BREFM2ENHASLERR
“Family Plan” includes staff spouse and all unmarried & dependent children aged 6 months to 21, or up to 25 if full-time student.
[RERE] BFEET  BERMEAEAZ=t-—BARBRAERZFL  2EHBETERE-TH5E -
Premium will be calculated on the attained age of the policy holder.

REBEREFTAERZFRBIFAE -

.

.

D. Declaration & Authorization & Bf & i

Applicant’s Declaration:

. /We agree that AlG Insurance Hong Kong Limited (Macau Branch) (hereinafter called “the Company”), reserves its right to accept or reject my/our application for an insurance. If my/our application is accepted and approved by the
Company, the policy/policies will become e ective.

. 1/We agree that this Application Form shall be the basis of the insurance contract(s) between myself/ourselves and the Company. I/We declare that the information provided in this application is true, correct and complete to the best of
my/our knowledge and belief.

. 1/We agree that the statements in the Application Form shall form part of this application, and shall be the basis for the underwriting thereof. I/We understand that if there is any change of the information provided herein by me/us, I/we
shall inform the Company of the same immediately. Any failure of disclosure of the change may a ect the acceptance and assessment of or invalidate the insurance you require.

. |/We agree that if there is any inaccurate or misleading information provided in this application, the Company has the right to reject all claims and treat any insurance issued void from inception.

. In the event of di erences between the English and Chinese version of this Application Form, the English version shall prevail. It is also understood that the insurance policy/policies relevant to this Application Form is/are issued in English
only and will be binding upon this application being accepted and approved by the Company.

. 1/We DECLARE and AGREE that any personal data and other information relating to me/us or my/our policy(ies) contained in this application or collected, obtained, complied or held by the Company by any means from time to time
may be used, maintained, processed, stored, transferred, disclosed and/or shared by the Company for the purposes of processing, administering, implementing and e ecting the requests or transactions contemplated in this application
or any other applications made by me/us from time to time, promoting or providing subsequent or other services or products to me/us, direct marketing, data matching and/or communicating with me/us. 1/We further DECLARE and
AGREE that the Company may transfer, disclose, grant access of or share such personal data and other information to or with individuals, entities and/or organizations associated with the Company and/or to or with third parties (including,
without limitation, reinsurance companies, claims investigation companies, industry associations or federations, fund management companies, financial institutions, or service providers) selected by the Company, in each case whether
within or outside of Macau, for any of the aforesaid purposes and/or for the purposes of providing administrative, data processing, data maintenance or storage, telecommunications, computer, payment or other services to the Company
in connection with the operation of its business. |/We understand that I/we have the right fo obtain access to and fo request correction of my/our personal data held or controlled by the Company. Such request can be made to Data Privacy
O cer at Unit 506, 5/F, AIA Tower, No. 251A-301, Avenida Comercial de Macau. If I/We do not wish to receive marketing information or materials, I/We will send an opt-out notice to the Company, in which case my/our personal data
and other information would be included in a centralized customer opt-out list that may be shared amongst the Company’s associated partners for reference.

EELON 22|

1. AN | AARRARERRBELFRARCRMIMTCUTEER “BAR" ) - RE—)RMRFRE 2R MHARRFSRARIE - RBIEEH -

2. AN | FARARBERERBAEAN | FARBEARIFRRIHZRE - AN | FARBLEBILRGEREAMARZIEN  BAA | FARMAILEESBEREN  TERESN -

3 AN | FARRBUBRERBARSHAR - iRATRRRFEZ - TAEARKMRZRE - XA | FARPEERILRERENRENEHEETEY  FA | FARNRALAENEAR - ERENRRKBEFREY - 74|
HEARBREIAMRARSINEEARNMEAA | AARAERPE - BEIVHAH -

N

w

(SIS

o~

4. KN | AARRBHABERRARREEMEMENE  EREARENENATEYEREZRE - BARRIEHIERFLAEE  MREFOZR D AREEY
5. AN | ARRRBMANZPXEANBE DBEIEMFH - —MUERARE | BRILRREENORE  RELEHEY ) MRERNILRRRELEARBRREMEZEN -

o

AN AARREABRBEAR LA R RE (77 62 - ZRE  SHARARMIE R BESRRELEFEMHNMEMSTIEZEMEREN | AARNEABHSHMERAA | FARMRENER
BFRE - B2 ERAVITEURERMBIAN | FARMEMEMPERMEHCER - RNESRMHBESEMORBERERTAA | AAR - EREH  ERHE | SBEAAN | KARZHZE - AN | FARBEAL
RAESARRREARGMIAMZIEHIAL - BEER/EKER | SUEMHROEZHE (AELTRABFREEEAEAR - REMOTERE / Be ASWEAR  SMERMERREBZAR) B2 85 - REN
BEABAAN | AARZEASEMER - BELLIIBAEK | SEARNEBEECR - QFETH  BHRE  EHGRGFEMHT B8 Sk IREEMRSE - ANALRBEIEA | AARNERAELRNEHRRATNE
ARFFEHEREAA | AADERNEAEY - ARIAFFERTBIRAPIHEABR25IAZ301 A HERSZ506ZEABHEEEIE - AN | ARAATENZEARMHEEEHATIY - AN | FAREFRHEXBMEAR
AN | FARMEASEMENEFREARZPRENEROFRREARE  USHEARRERMAL | HEE2E -

Proposed Policyholder Signature ZE{REIFHE ARE: Date HH: MA/ DR/ Y&

PAYMENT METHOD FORM
REZIHEER

PAYMENT METHOD FORM REXZ 1A E

Please choose the payment method either by Credit Card ir by Autopay for monthly payment. (Autopay is Only Available to Account Holder of Banco Weng Hang,S.A. or Banco Nacional Ultramarino.)
BREUGEASEIADERI NS ARE - (ADERIABANKFRITRAFEERT)

By Credit Card S RAIE{THR

Charge my monthly premium to s57E LA T BI{E AT BRSENBRE B R E (Tick one box only fEEIBH A —1F) :

[ Visa Card E [] Master Card @

|/We hereby authorize AIG Insurance Hong Kong Limited (Macau Branch) to charge my/our credit card account below for all payment(s) of this policy including that/those related to its renewal(s).

ANBEEREETRBRELABRAR CRFINMT)  EHANBETINERBEFOR - HIREMARENER - SEHRRZEMER -

Credit card No. {5 ARS8 :

Expiry Date BXHIZE : MM B YYE

Name on Credit card #BAZ S :

Cardholder’s Signature #50E A% A :

This application form will become part of the policy after approval from the issuing company

ARREFENDAREARRRBREREHAARE 2D -

PAYMENT METHOD FORM
REXZIEER

DIRECT DEBIT AUTHORIZATION EiZfIFIRH#ES

Please complete and return this form to the party to be credited. FEREB LG I IREERBWRZ—F

Name of party to be credited (The Beneficiary) Bank Name
Wiz —7(Z#EA) AlG Insurance Hong Kong Limited (Macau Branch) RITER

Account No. to be credited

KRR 2 3505 9008957-312

Banco Nacional Ultramarino

Authorization Agreement Form With Creditor USRS E

|/We hereby authorise my/our below named Bank of effect transfers from my/our account to that of the above named beneficiary in accordance with such instructions as my/our Bank may receive from the beneficiary from
time to time.

|/We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to me/us.

1/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as a result of any such transfer(s).

|/We agree that should there be insufficient funds in my/our bank account to meet any transfer hereby authorised, my/our Bank shall be entitled, in its discretion, not to affect such transfer in which event the bank may
the usual charge and that it may cancel this authorization at any time on one week’s written notice.

This authorisation shall have effect until further notice.

1l/We agree that any notice of cancellation or variation of this authorization which I/We may give to my/our bank shall be given at least seven working days prior to the date on which such cancellation/variation is to take
effect.

|/we agree that if this authorization form is not directly sent to my/our bank, |/We agree to take all legal or/and economic responsibilities caused by disclosing the details of the said form to any other third party. Under
on circumstances my/our bank shall be responsible.

KA BESHEBRAA | BS 2 EIBRT  (RESBATERTAA | BEE2RTZERBARA I EZRFRERT LBZHA

BN BEREBARA | BE2RITBARBZLSERBARTERTAA/ES -

NMRZEERMSAA | BEZRFHRBEX(ASRE ZBEXIEM) - AN/ EERARRZBAERREE -

AN BERBRNAA | BEEZRPUYBMBAREINZERBER  AA | DE2RTERTTFEER  BERTTREUER 2 # > S AHERU—ERENEZBUE A RREE -

AEEESEEENESTRARL

AN/ BERAE AN BEWHRERARES 2AMRA - BREVE | ERERBBDEETERZAFAN | EE2HIT <

AN BERABNANARETLHFERERTFAAN/ FEZRITUBRRES LB ERRETFE=E  MBHUSIE2EMEERAMSEEEAARA / TEREMERA | FEZRTEY -

My / Our Bank Name and Branch H . My/Our Account No.
AANEEZRTRATZER Banco Nacional Ultramarino B2 EEF R
My/Our Name as recorded on Statement/Passbook My/Our Signature(s)
RNBEEFEFRLACH2ER FOBBA%ES
My/Our Address as recorded on Statement / Passbook
KNESEFEFRLMEE 2
Name of Insured Certificate Number Date
WRAZHS REESRHT A
For Bank Use Only Signature Verified
LTHRTES
DIRECT DEBIT AUTHORIZATION EE{THIZHEE
Please complete and return this form to the party to be credited. B EB WG I FEERBWRZ—F
Name of party to be credited (The Beneficiary) Bank Name Account No. to be credited

Wz -7 &%) AlG Insurance Hong Kong Limited (Macau Branch) RITHTB Banco Weng Hang, S.A. WR R 2 SR8 780199-001

Authorization Agreement Form With Creditor (TFUIZ#EREE

1/We hereby authorize my/our below named Bank to effect transfers from my/our account to that of the above named beneficiary in accordance with such instructions as my/our bank my receive from the beneficiary from
time to time.

|/We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to me/us.

1/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as a result of any such transfer(s).

|/We agree that should there be insufficient funds in my/our bank account to meet any transfer hereby authorized, my/our Bank shall be entitled, in its discretion, not to affect such transfer in which event the Bank may
the usual charge and that it may cancel this authorization at any time on one week's written notice.

This authorization shall have effect until further notice.

|/We agree that any notice of cancellation or variation of this authorization which I/we may give to my/our bank shall be given at least seven working days prior to the date on which such cancellation/variation is to take effect.
|/we agree that if this authorization form is not directly sent to my/our bank, |/We agree to take all legal or/and economic responsibilities caused by disclosing the details of the said form to any other third party. Under
on circumstances my/our bank shall be responsible.

AN/ BERBRRAN/BEZ2 LMRT  BESBATKATAA/FLE2RITZIETR) BAA/EZRFRERT LMSZHA

RA/EERBAN/BEEE2RTHAIBZESERBARETCRTFAN/ES -

MRZEERMSAA/EL2RFHBRES (SR ZBEIGM) XA/ FERARRERAERRET -

RA/BERBUMAN/BFEZRFYBRARELSZEREER - AN/BEZRTEET FER - ARTAIREIES ZWE - WAIRENU - 2MEMBEZEUEARES -

AREESEBERZESTEHAL -

AN/ BERE AN/ BERERERARES AR AREVE/ ERERERD EEATERZARFARAN/BFEZRIT

A/ EERBMARAREEYFERERTFAN/BE2RTUBAREE LM ERCENRETE=S  ABANSIBZEMEERAMEBEERAIA/FEREBRERN/FE2RITEY -

My / Our Bank Name and Branch
RAEEZBITRDITZER

My/Our Account No.

Banco Weng Hang, S.A. DS RS

My/Our Name as recorded on Statement/Passbook My/Our Signature(s)

KNESEFEFRLARE2ER FPOBBA%ESR

My/Our Address as recorded on Statement / Passbook

RNBSHEFEFRLMCHE 2

Name of Insured Certificate Number Date

WRAZ 1A REIRIS HE

For Bank Use Only Signature Verified
LT HRITEE

Note i3t :

Please ensure that you sign the form in the usual way that you would sign on your Bank Account.

BRI BPERREEAZEE  BRITRPAHET MR -

© AIG Al rights reserved
© AIG R
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