[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.
BIEREEIRAER - MERIRTEETEIEF @AM » B HHRER o

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.

EEiRZ THHNM ) ARMREER AR FRBENEEFTESERATRAES XHUREGHNZRERSE - WERXNRERBRANAZLFMEN S
XHRE - B THRERFET IS IRFHIER -

The completed form should be returned to us together with all supporting documents within thirty (30) days after the occurrence at the following address:

RIERREF SRR ERFAEEMXANEGRER=1(30)KAZFEI Tt :

AlG Insurance Hong Kong Limited (Macau Branch) EDREEEFRAE CRFST)

Claims Department BEMEER

Unit 506, 5/F, AIA Tower, No 251A-301 Avenida Comercial de Macau B E K EK251 A-301 5 R FBEH51E506 F

Facsimile: 853 2835 5299 {BE: 8532835 5299

Telephone: 853 2835 5602 / 6321 3633 EEE: 853 2835 5602 / 6321 3633

Email address: claim.mo@aig.com EEPHBLL : claim.mo@aig.com

www.aig.com.hk/macau www.aig.com.hk/macau
Policy/certificate no. fREE5RES : Name of Policyholder (English) fREHFH ABB(HEN) : Name of Policyholder (Chinese) fRE#HB AE(F ) :
Name of Insured (English) ZRAMB(EX) : Name of Insured (Chinese) 2R AMB(F ) : Insured’s ID No/Passport No S2{& A S {2 5E/ZERR5RNS :
Name of Claimant (English)(only applicable for fatal case) | Name of Claimant (Chinese)(Only applicable for fatal case) | Claimant’s ID No/Passport No Relationship between Claimant & Insured
RIEFRFEAMLRE) amnEeEs RIEPFANR () (REmrEeEs RIEEREABDI/EBES : RIEREABTREARR:
Name of Parent/Legal Guardian (English) Name of Parent/Legal Guardian (Chinese) Parent/Legal Guardian’s ID No/Passport No
Only applicable if the Insured is below the age of 18 Only applicable if_tie Insured is below the age of 18 Q/ACJE%E%AE,{ﬁEE/E%ﬁﬁDEﬁ% :
LB/ AR AR (FEXD) B/ RIFEEEALE () = k
RBARZEARMI8HEAVER RBARREARRIBHEAER
E-mail Address EERHE : Mobile Phone No. FIREREIRHS : Insured’s Occupation R ABESE :

Mailing Address iE@&l ittt :

Are you a citizen of the United States? If yes, please provide your social security number 3152 » FEHR it ERIEMRR :
BTREEEAR? [ Yes 2 [ No&

AIG Macau Branch 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.

EDRBEPIMTIEAEEATNMBAR - BE (RIEEEIEZE Medicare, Medicaid & SCHIP Extension Act of 2007 ) EESRFTEHREERZAZEARLERRMNVEEARRENZE
FME o WIEERER BN LI FFERE RMULE -

Cloir? TYPEZ(I:|605€ tick) O New Claim 0 Further Claim, with Claim Number
RIEERIGEER) FrRYRIE HERE - REEERS:
Claim Item (please tick) 0 Accidental Medical Expenses 0 Critical lliness O Broken Bone
RIEIEE FEE) BIIERER J[e2ES =Eiin
0 Hospital Income O Permanent Disability 0 Other, please specify
FHiRERE VN Hith - FEEH
Amount 0 Hospital Expenses 0 Accidental Death
RIEEEE MOP EIREEER BT
Claim Amount for Medical Expense EEERRERER

Amount of Chinese medical treatment receipt(s) Pieces

BfZen $ X R’ o= 8
Amount of out-patient Western medical treatment receipt(s) Pieces
ML $ X Bk o= 8
Amount of hospital receipt(s) Pieces
[Eaiz a1l $ X R’ o= 3

Total receipts amount

WiaEsE 8

Do you have any other insurance policies covering| If yes, please provide the details below

this loss or expenses incurred? iz FAREULTES

BIERMEIEE R EZHNEMERRSH ? Name of Insurer

[Yes 2 [] No& 1R AT Z BT
Policy No. Policy Type Sum Insured
1REMRER {REEXHR 1R%8




Accident Medical Expenses:
e Completion of Claim Form Section Il

Hospital Income:

* Hospital Statement

*  Complefion of Claim Form Section Il
Hospital Expenses:

* Original hospital statement and receipts
¢ Completion of Claim Form Section Il
Accidental Death & Disablement:

¢ Completion of Claim Form Section Il

*  Documentary proof certifying the insured is suffering from permanent Disability

(applicable for permanent disability claim)

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

*  Grant of Probate / Letters of Administration

¢ Completion of Claim Form Secfion I

e Original receipt(s) with diagnosis.

¢ Completion of Claim Form Section II

¢ Completion of Claim Form Section II

e Police repor, if applicable

e Completion of Claim Form Section IlI
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* All relevant medical and examinafion report regarding the claimed Crifical lllness

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

also provide their claim statement.

?E%i%ﬂ%;ﬁ;’é%

WMREREABEEMRR

BEEEE

H B EIHZ M REREE =880

I AREIERE - FiRHERARERHE -

Date and time of the injury/sickness

B4 B RR A B E R

o o
DD MM YYYY AM./P.M.
B A F EFITF

Date of first consultation with doctor/hospital

—XKReZBHA

DD
H

MM
A

YYYY
%

Nature of injury/Diagnosis of sickness

BE/RRRIRETER

In the case of i |n|ury, 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?

MBI EE - BIMOI RS EATE o MBRIRESE

BN

AR E R HBRRHAEE o

Part of body affected

HRERBER(L

Name of the attending doctor

FREENR EREL it

Address of the attending doctor

Name of Witness(es) (Applicable to Injury Claim)
AR GEAREIMER)

Address of witness(es) (Applicable to Injury Claim)
S GBS EIMEZR)

Contact number of witness(es)
(Applicable to Injury Claim)
FEABRE GEANEIMEZR)

Was the injury due to any other person’s fault?

NBRGEE  FHARSRBEAEZENEEE

[] Yes & [INo &

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

WE - FARMERE=ZNR - it/ B

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

BHIEEEZEPERILIESIE ?
[] Yes & [INo&

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

Wz - FiRREMERRNRR AT BERRERS

Period of sick leave granted by attending physician
B e da b S EES-

Form DD MM YYYY
=] H A =3
To DD MM YYYY
] =] A F

Do you need to receive further medical treatment?
MELBERERT AR ?
[] Yes & [INo®&

If yes, how long will the further medical treatment last?
WE - HEBET SRR ?




Patient’s information WA B #t

Name (English) B8 (%) : Age Tl : ID Card No. / Passport No S {358/ REERES :

Patient's medical history i AJG5H

Date of injury occurred or symptom(s) first appeared Date of first consultation with you Was the patient referred by any other doctor?
SEHEAHRRE A BETEXRZABE BRIEREEHREMELEN ?
[ Yes 2 CINo &
es o
Dg MA}% YYg DED M'}VE\J YYg If yes, please state name of the doctor = h
WME - FERHENEENS

. . =5
Diagnosis &2

Date of first consultation with referring doctor
BAELEERZA ED,Hg

MM YYYY
=] A F
To the best of your knowledge, has the patient ever had the same or similar condition(s) or symptom(s)? Was fh? condition cqused by any underlying disease?
BARAED - WA LE S HIR RS LAYRIRL? BREREEHEMBEERREE? o
[JYes 2 [INo &
[]Yes 2 [INo & If yes, please specify :
If yes, please state dates and conditions / symptoms N - FEIRMEFE:
W2 - FERE RS
Is the diagnosis due to or associated with any of the following?
ZEERR T IIERBEEERRE?
(a) Congenital anomalies? = < (e) Refractive error or correction of eyesight¢ = <
FRMRE [Yes® [INo®& TEHIEE [OYes@ [ONo&
(b) Heredity condition? = - () Cosmetic or plastic surgery? = -
N Y N ot T A4 Y N
R [Yes® [JNo@ BB OYes2 [ONo
c) Pregnancy or childbirth? Routine medical check-up?
( @é‘ggyﬁ;ﬁ Hent Yes2 [ONo& (@) @ﬂ%g{?*ﬁé oP OJYes2 [ONo&
(d) Drugs or alcohol? = o= (h) Mental or nervous disorders? = o=
it ey [(JYes2 [INo& e Il [JYes@ [INo&
Name of hospital E&FT %78 : Date of admission ABtEHA: Date of discharge HHiFEEHA :
DD MM YYYY DD MM YYYY
H )= F H H F

Maijor complaints of the patient & A EE/HE :

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.

MBREGER  RAZIERHESRRAREZEIINEIE? AT R  EEBRIAIC BN A tERGRE? FRMEFE -

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

B (BEE2A « RERF  #R « HHEREZE)

If the patient had a surgical procedure, please fill in the boxes below #1R &K A B2 1] » 5124 ¢

Name and nature of the procedure F-ili & FER14E : Date of the operation FliHHA :
DD MM YYYY
B A F

Declaration B84 1

| hereby certify that the facts given above are true to the best of my knowledge. K AL :EFALL FFREEE ERIBEAR AR IEFEER o

Signature and chop BEEREE: Name of attending physician/specialist EE2EE 414 : Date HER:
DD MM YYYY
=1 B T
Qualifications BEEK : Telephone no. EEE5RHS : Hospital B&f5 :




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 (Macau Branch ) (“AlG Macau Branch”) to 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 Macau Branch 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 Macau Branch may transfer the personal data to its head office in Hong Kong or to the following classes of persons (whether based in Macau, Hong Kong or other
jurisdictions ) 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 Macau Branch’s Data Privacy Policy for the purposes stated therein.

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 (Macau Branch) at Unit 506,5/F, AIA Tower, No 251A-301 Avenida Comerical de Macau or enquiry.mo@aig.com.
The full version of AIG Macau Branch’s Data Privacy Policy can be found at www.aig.com.hk/macau.

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 Macau Branch such information, record and knowledge;

(b) AIG Macau Branch 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 inm 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 Macau Branch 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 Macau Branch 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 Macau Branch such information, record

and knowledge.

(d

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 MRARERFRBEBZLIRA / REPFAZLBABEAMNAE @ LRFRRN—IEMOBERER - BBEIARE -
B. WBRIMLRERFRNENBEAEN - SRA/ REPBARNSRER
(a) BRIEMARBLZHITH » AREERRENEAEN (INEEREFAERRBEOBEAEY) SHEZDREFEFRAE (RFIST) (EERERFZT) BERER
EERGBRIFTRER » BRGERMIARHEMRERFBL T ETHHEE ;

(b) ERREEPIDITEHRIINEFLBESRE AEE AL REFINEZBARY - EAEEE 1) % AL - ABRHLERERBELRE ) 2) EESRANRE (BEERS
REFABIREEEE) &3) EARAREHTUENBIBEN ;
(o) EEREEREFISTHTEEMUNEEAEABSEUTHENNAL (FHERF]  FEFHCTHE)BRZEBAERN - ELd (b) BEFHIBEZAE :

i) REMARAAN/ EERECERBHE=Z (BEBREAR) ;

i) FATEHELE  (EERIELLERGE R AR ES ;

i) AFA - REE  E=EEEA - RSTERBRME AERBRERMEE TEH BRRMEE RRABTARKE  LUEERHEEE
iv) HEEEFABERZACEBZRE AT » fFLil (b) IBFAAYIAZAEE ;

v) HERELREEFISTHBESRATIBMIAL - ERFLRBIRFIAZAE -

(e) ZRA/RERFATPERFBRNEIZERGEEGIRA B (RPN T) ZFRBFH (il BPIEHEXFIE251A-301 58K FBEH 518506 E H EE: enquiry.mo@aig.com) &R
C REREGHBEAEN (ZDREFRPIFTIRERRENERUMSIESEAH) XHRERMIHTRRBEBIRIIZ X Mwww.aig.com.hk/macau ©

C. ZRA/ RIEPBALIRE:

(o) EFABHBEEZRAZBEMRA R BB ARSI ZDLHEREHRERNHRZIRAZAZEE Bl AL - BXERIERFIPTERGHRENREH ;

(b) ERREERFISITREMHR T 25 EE (LR BERAETHRTZERMERAR - THSRAZBRRITVETEGRITMG  FREEAREPFEREREZARN
ﬂ‘&g?g 3 Etg%?ﬁ;’@,ﬁ B FRAIEEEE R BRI MARHS © R » ITBIAERR « BURHBRABERNIRZHFE - RERAREHENEY - Sh - EHTRE
REMZEEELE

() BAMEDRERFISTRAGAI/RAZEMENBIEETRNERRE  SEAOHE  AER / JAEER

d) MZERBEEDRERFISTRAGAI/RAZEMENBREERRRMITELR  FTUEH ERRERFMEEEZRAZITUER &

() EMMBABERZRAZHARERICET2HELE - BB A LMEERERFIDTEZFRENRICH -

ILIRIEETSHE - ERFAT @ BMESRA / REPBARTHELRES  HIEEDAFEEEN  MIRA/RERBAZEAARBEATEZUREEIR < ILIRIES
ZBEIARBEAEBEY

Name of Insured /Claimant (if applicable) Signature of Insured/ Claimant (if applicable) (If the Insured is below the age of 18, the
SRN/RIERFBA QNER) 8 Insured’s Parent/Legal Guardian should sign on his/her behalf) )
SR/ RERBEA NER) HFE WRFEAKRM85 - BIRELBSEFEAEE)
Insured /Claimant’s ID Card No./Passport No. Date
ZRN/RERE 78/ FERRSRAE HEA
ZRN/RERFEASDE/FERRE oD MM Yy
=] H k=2
Name of Parent/Legal Guardian (English) (If the Insured is under the age of 18) Signature of Parent/Legal Guardian (If the Insured is below the age of 18)
RE/AFEEASE GEX) WRREAKRMSER) RE/EFEEAEE WRFEARMSE)
Parent/Legal Guardian’s ID Card No./Passport No. Date
OV AsLEEsE B /s AR O TR :
B/ AIFEE NGO/ FERRN BER oD MM VY
=] R F
Producer’s Information (if applicable)
REFACEH GQNER)
Name Code Mobile Phone No. Email Address
St o FIREERS FEpthH

AlG Insurance Hong Kong Limited (Macau Branch)

03/2013( update 10/2021)
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