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.

SBIERERILRRR - MREREBTRILBEA ML -

U TR AR

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.

BEMHZ TFEXE) RERBEER > ARRRERFNTEREREREA TRUES X LUEEAMNKRERS - MAMERXNRERBRRAZNARER

XHERRE > B THRERFA S RIERFRIELRE -

* Please notify us if you require to have the Certified True Copy (“CTC") of original medical receipts from us. CTC will be returned after claim is finalized. Original medical
receipts will not be returned regardless you specify or not.

MISHEIEIRENBEZMBBEZER L > FHNEAQEERR > KERFANTERILREEREZEY - FHRETESARIER » EAXHthFEERE -

AIG Insurance Hong Kong Limited

Claims Department

7/F One Island East, 18 Westlands Road, Island East, Hon
Telephone: (852) 3666 7090

Facsimile: (852) 2838 9916

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

www.aig.com.hk

+(30)RAZFEIL T L :
R RIREBBRAR

BE(EED
g Kong

BET 1 (852) 3666 7090

f5H : (852) 28389916

BEBHIAL : pa.claim.hk@aig.com

www.aig.com.hk

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

BEZREPFRIERMBERERX AN EMHEER=

BERBEREBRISTEESRPL7IE

Policy/certificate no. {REE SRS

Name of Policyholder (English) {REEFFA A5 (HEX)

Name of Policyholder (Chinese) fREEIFA AR (FX)

Insured’s HKID No/Passport No R A& B B 175/ £ IR 55

Name of Insured (English) SR A% ()

Name of Insured (Chinese) 2R A #44 (F1X2)

Insured’s Occupation 2R AR ZE

E-mail Address EEFFHHAE

Mailing Address 3@ 5T 3th3iE

This address is used for this claim only. Please contact us at cs.hk@aig.com for cha
ik EARN R RRE - MHERREF T - SBBIEcs.hk@aig.com 2T {PIE

rlges required in registered policy address.

Mobile Phone No. F1Z B &SR

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

FABR IR B RERBRIOXRDIEAE L FREBEGRS

Are you a citizen of the United States?

ETREXEAR?

D Yes ;&

D No &

e o Bt ERERR

If yes, please provide your social security number

AIG 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. EEERIFEF BT RATEAEZEARNMBATE » iRIEEEEZE Medicare, Medicaid & SCHIP
Extension Act of 2007 > FREERFAHABERFBAEEAHBRARENEALRREHORGERME o ILEERMEREIEL EBERZRMKE o

Claim Type (please tick)
RIEER (EEE)

New Claim

MBRE

O

Further Claim, with Claim Number:

BERMHE > REEEET:

O

Claim Item (please tick)

O

Accidental Medical Expenses

Critical lllness

O

Hospital Income

O

=l
REER (HEE) B EHEA Pl RSN
D Hospital Expenses D Accidental Death & Permanent Disability D Other, please specify
EIREBEER BIMECRAA TR Hith » SEEFA
Amount
HK
P \
20 )l’OU have any other insu:llnce policies covering | f yes, please provide the details below ¥iE » FAIRHIA T &KL
this loss or expenses incurred? o g = -
. Name of Insurer fRIZAT)Z 78
SERHER DS RN EMERAL ? ’
= Policy No. Policy Type Settlement Amount
T~

Oves2  [ONoE REBE REB5ER BESE  HKS

Claim Amount for Medical Expense E/EEHRESE
Amount of Chinese medical treatment receipt(s) Pieces
hEPIZEEE HK$ X & - HK$
Amount of out-patient Western medical treatment receipt(s) Pieces
FEEPIEEE HK$ X iR = HK$

Total receipts amount
HK
W85 $

expense spent.

« BERA AR RAMBRAR/BE=55

gax

7~

* To avoid double indemnity, you are required to notify us for total reimbursements received from us and other sources if the total amount of reimbursements received is greater than the actual medical

ESNBRERRHESESN

=" A

BERERR > BY

HEGAAT - LB RESERIE -

AIG Insurance Hong Kong Limited

We are now a participant of HKFI Insurance Fraud Prevention Claims Database



Claim Amount for Hospital Income {FfRIREZHE¥I15

Type (please fick T . . - Waiving of medical charges for eligibl

;ép;u (p(;gg}g) ) Q Private Hospital FAZRE&f5 D Public Hospital EXATESP5E D Hg%gg%é%%%}gijﬁr elgible persons

Date of admission DD MM YYYY Date of discharge DD MM YYYY
UNCAEE = A = HEz A = A &

(If the hospital did not charge daily room charge on discharge date, the day of discharge is not included in no. of room charge days.)

(InEEBEIE Bt B R A WEVRE K E » HiBFEEERER )

Daily ward room charge no. of days Day(s) Room charges

mESEKE HK$ X A g T RRWE HK$
Daily ward room charge no. of days Da

y(s) Room charges
i S Bk HK$ X BH — B - ARuE HKS$

Total room charges

RS IS HK$

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.

RABFILERAIEEERTARRA QB EDBEEE-WRRERY FAARESI TG FILREZBEZRANTRENES.

Notice: 1. Purpose for collection: (i) Solely to enable AIG HK to effect setlement payment for eligible claim(s). (i) AIG HK shall only make payment according to the details provided in this section.
2. AIGHK reserves the right to determine the claim payment method at its absolute discretion.

AREE 1LRERR (i) ERERREENETARENREETRENR o (i) ZERERE RERBUTRHNERBETAR
2. EDRERE BITREERERIBNIRT AR

[[] Faster Payment System (FPS) bzt ( ramgger, ) reoelY Spplicehie tor claims payment eount wmder HKD10,000.

Please choose one. 5 or

e —
RERR D Direct credit to Hong Kong Bank Account (HKD account only) SZ{3EISR1TIRE (REREEAO)

If you choose Faster Payment System (FPS) for your claim(s), please complete the following: ~ #MiEE{EMH HRIEZ(F R4 ( FEHMR ) BIRMEEESEGHN  BEBUTER

Notice: AREIE

1. Please ensure the proxy (phone number/e-mail address/FPS ID) you've provided is already 1. sARERA TR RIASE (BEESRIE/ B/ IRERIZ T RAAAEE) BEEREZ TR
registered with Faster Payment System, otherwise the payment cannot proceed. RAPSEM - BREEEITIR

2. Claims Payment can only be addressed to Policy Holder /eligible Claimant. Please ensure 2. BEMREMAREFAAN/ FEHRGENRES o FRAZMREE N RFRIRT
the registered proxy with bank account holder’s name is the same as the name of Policy IREFAAGZEREFEAN/ FERHENREENRRER » [TRIEEETER -
Holder/ eligible Claimant(s), otherwise the payment cannot proceed. 3. AR TEREM —B R RFEHAST (BERNS /3 EF AL /38 RE

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. 5512 BFERFhhE LI 25X EE(ERIMAR » BEEZEITAR o
proceed.

(FPS)  Telephone no. 8% | (FPS) E-mail address 8% | FPSID

(mucly) miEaE 1852 or | (EgtR) B or | PRSI RHEHAIEE

FPS Account Holder’s Name E-mail address Claim statement will be sent to this e-mail address upon payment

FPS tREIHHE Att4 EERHhIE FEERRMRRIS S X D I B TRt At

g or

If you choose Direct credit to Hong Kong Bank Account for your claim(s), please complete the following: JNEIEMER S (FZIRITIRS AMAEEESESER > FEBUTER :

Nofice: AREIE
1.Please provide a copy of bank passbook or ATM card, otherwise the payment cannot 1. ATt SR1T7248 o IR ERIE > TRIFERETHR ©

proceed. 2. BEMRELIMBREFAA | FERHNERES - FRMARITIRAFEALRHE
2.Claims Payment shall only be addressed to Policy Holder/ eligible Claimant. Please ensure REFAAN/ TEBRGENRESEHRER » TRIFELETHER

the bank account holder’s name is the same as the name of Policy Holder/ eligible 3. sAtR it BFEFHhE W SSXEERMAER > TRIEAETERR -

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 AR RITRE
Bank Code Branch Code Account Number
SRITIES PITIRES B OSKES
E-mail address Claim statement will be sent to this e-mail address upon payment
Eokasiubly REMPRMRR IS S I T AR

AIG Insurance Hong Kong Limited
We are now a participant of HKFI Insurance Fraud Prevention Claims Database 2




Section 3 — Details of Injury/ Sickness B30 =INEREB

Date and time of the injury/sickness Date of first consultation with doctor/hospital Nature of injury/Diagnosis of sickness
BA R SRARR B B R R E—RKZHE BB/ RZEER
DD MM YYYY AM. P.M. DD MM YYYY
= A £ ¥ TF =| A F
Part of body affected Nature of Injury (applicable for accident) (please tick)
SEERG AU ZEME (BRREN (FEE)
Sprain Fracture Abrasion Dislocation Whiplash
Oms DOar DOms Ora O asetes
Contusion Laceration Burns Strain Other, please specify
Oae Oas  Dws One O zptwe:
INJURY CASE ONLY: Was the injury caused by an accident? D Yes D No In the case of sickness, what were the symptom(s) and when(by
MBRGER: GERSHBINER ? = = date) did the symptom(s) first appeared?

MBHFHER » FREFEREREIRFHAE -
INJURY CASE ONLY: Where did the accident occur? Please provide the exact location/address.

MEREER: BIMIPEEE ? FiRMHERUE/ it

INJURY CASE ONLY: How did the accident that caused the injury occur?
MERHER: ERGBNRINSMAREE?

INJURY CASE ONLY: Was a third party involved in the accident? If so, please provide the details of the third party.*
MBREEZR: BINRERESRE=7 2 NR > FREE=ANFEER

*We reserve our rights to recover any amounts paid to you from the third party. *FFUREE RS = 751858 S THEIEFRIRRIIER)

Did this accident occur in the course of and/or If yes, please state the name of insurance company for Employees Compensation Insurance and the Policy No.
arising out of employment? Mz - FRESHERRNRRABRBERRER

BRI EEREHEREIESIZ?

DYes% DINOE\

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

MEEREEERR AR R > ZRIBERSRERE ?

Oves2 O NeE

Do you need to be hospitalized in the future? If yes, how long will the further medical treatment last2
SRR B TEER 2 Mz > AR AR S (AR - 2ATER > RFESA )

Oves2 O Ne&

AlIG Insurance Hong Kong Limited
We are now a participant of HKFI Insurance Fraud Prevention Claims Database 3



Patient’s information A ZE]

Name (English) %4 (3£37)

Age TFH#%

HKID No./Passport No. &7 & {7 3iF /£ R 55H5

Patient's medical history j5ARBE

Date of injury occurred or symptom(s) first appeared

Date of first consultation with you

RERERLTHH B BMTERZAEH
DD MM YYYY DD MM
H A F H A

Was the patient referred by any other doctor2

BREACSHEMBESN ?
YYYY

F O Yes 2 O nNe&

. N
Diagnosis 52

If yes, please state name of the doctor

e FREE T BRER:

Date of first consultation with referring doctor

EABREERSAEEH

YYYY
-3

To the best of your knowledge, has the patient ever had

DYes% DNoéu:

the same or similar condition(s) or symptom(s)2

AR > ALE B S HIRERRSEELERR?
If yes, please state dates and conditions / symptoms 412 » :5IR{H B HAR S :

Was the condition caused by any underlying disease?

ERERETRAMEBETHRRER ?

If yes, please state dates and conditions / symptoms W2 > sATeft HERRK IS

DYes%

D No &

Is the diagnosis due to or associated with any of the following? FZETREH TIIERERHERR?

Oves2
OvYes 2
Ovesz
Oves2

[(InNo=
(LGS
O nom
O nNe=

(a) Congenital anomalies? e X1 E &
(b) Heredity conditione iE{H IR

(c) Pregnancy or childbirth? EEZEE 1%
(d) Drugs or alcohol? SETEZNEEN R E

(e) Refractive error or correction of eyesighte ¥ 148 1E
(f) Cosmetic or plastic surgerye SEATNER FAiT

(g) Routine medical check-upe FITTEEERIRE

(h) Mental or nervous disorderse F51#E% RS

ez
[ yes 2
Yes 2
O ves 2

HECE
O Ne&
O no&
O Ne&

Name of hospital

Bt

Date of admission

AR DD MM YYYY

Date of discharge

e .

YYYY

Maijor complaints of the patient 3% A I EHHE

(i) Can the treatment and medical test(s) be managed under an outpatient or day care setting?
BRAFMBSRERS UM A MEBRIE T RE ?
If yes, please explain why hospital confinement was arranged. ZIAAILL,

SERERE R P ZBHERT.

Ovesg O Now

(ii) Did the Patient take any home leave during such hospitalization? FHAB BTEEFHARIAERIMNG ?

DYESIEE DNOE\

If yes, please provide the date, time & reason(s) of the home leave taken. 2078, 557N H 2R, BHEARER,

AIG Insurance Hong Kong Limited
We are now a participant of HKFI Insurance Fraud Prevention Claims Database




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  BAZTERBESREREZ IR TR » BETRZ AT RIMNEMERAR? BRAFE -

HEEER (BE2E  RERRF - R - HRERESFE)

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

If the patient had a surgical procedure, please fill in the boxes below HREABIEZFT - sEiRlt

Name and nature of the procedure FiiaiBREHE

Date of the surgical procedure F-4iT B 8

DD MM YYYY
=] B =2
Declaration B§4EE5HA
| hereby certify that the facts given above are true to the best of my knowledge. 25 ATELEEEEALL EFAE BB BIRIE A AP R EREREER ©
Name of attending physician/specialist Signature and chop
FoBENS BRRES
Qualifications Hospital
HEEIR B
Telephone no. EBzE5RE Date
S DD MM YYYY
=] A F

AlIG Insurance Hong Kong Limited
We are now a participant of HKFI Insurance Fraud Prevention Claims Database




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 RERERFRBZBZZRA/REPBEUIEABEFAPAG © EAFrRRN—IERIIEERER > TRERRE o
B. AR RERARFINENEAZL - REA/REFAARS D
(a)FFIER A RIS LSBT » ARBAZREHOEAER (FNEERERFAERREHNBEAEY) RUEDRBEBERAF ( “RERR ) RERRREPHRNATER » SRERIME
IFFBE R R AR AT RE TR R ;
(b)=EEMRIZRIIZIIN HAA BRI AR ER L REFTREZBAEY - ERREE: 1) % - #5E - ARRMLRERFFLRE ; 2) BERFRANRE (ERBREARDRIIEHE) K&3) £
ARAREETUESIRNEN ;
()RR AT R TR AL (RRESERBIN BRZLEEAER > (Lt (b) BFIFIBBZ AR :
() RUBMAAAN/EERETERBNE=E (BEBRRAR) ;
(i) FATSHEAE » (ERRIBULERA R B IRER ;
(i) AFEA  BEE -~ B=EEEA - RERMRBRME LERBRHEE TEH  BRREMNE  ROBTARE  RERHEER ;
(iv) REEERER ZAIGEBZ B AR » {F L (b) IBFAAZIBBZ AR ; 3
(v) RERERRETARBERFTIBNAL » (ERIAREERS IR AR -
(d) RN /RIEERE A RTHER Y R 2 R B (RIS B A RA B 2 AAREH T (i HEBEEARE578456585 BE - cs.hk@aig.com) BRI » HEREREBAER (RRREAIRERKREN
EREMSEER) - MHETRBEGORFEEANER > AHZ LRt BHE SRR R - ZRABARBENEX I www.aig.com.hk o
C. RRAN/RERBALLIRE :
(fERAIER AR RAZBERRRAEREMARIEADCH LI R B AIRRZRALBZEE  BRFA LT - BEDRBERAMER KL ;
(b)EEERIZHEMED D] 2 RSB ENICERFT - BRRAETAHZ BRI ERAE > WHRRAZRBERETEZRME  (FREEARERFRERAZARNBHEER - LEERE
& > BXFIRFIEERE KA R Z MASH « MR « FBIEAS « SRARREABRENIRZHS - RERARAEREAREY - Fh B TREREMZS8%(LR;
(VEHLMERERERMUAMBHRAZEMERFERRNERES « SIADM  BER/FIRIEER ;
(dAZEABREZRBRGAMZRAZEAERSFERRIAIEER  STUER  ERESRAEAMZRAZIINER ; &
(MR EAZRAZHARERUCHR 28 « BRTA T REDRGERRMER RLCE
%ﬁ%ig%iﬁ&@ o MEERFFAIT » BMERRA/RERBAFLTRRAEALES » WREZNAFREENN > MERAN/RERBAZEEARFEATERUILREEOR o ILIZEEZ BIAHE
SBEX °

Name of Insured / Claimant (if applicable)

RRAN/RERFEA(ER) R

Signature of Insured / Claimant (if applicable)

(If the Insured is below the age of 18, the Insured’s
Parent/Legal Guardian should sign on his/her behalf)
ZRA/REPBAWER)EE
(IZRAKMIHE > MBHRXBRAEEEANEE)

Insured /Claimant’s ID Card No./Passport No. Date DD MM YYYY
ZRAN/RERBAR D/ ERRE BHA =] =] F

Name of Parent/Legal Guardian (If Insured is below the age of 18)

REB/EEEENER (WRRAKFLSHE)

Signature of Parent/Legal Guardian (If Insured is below the age of 18)
RE/EELEEAEE MZRAKM1I8H)

Parent/Legal Guardian’s ID Card No./Passport No.
R/ EEEENG DR

Date DD MM YYYY
=L =] B pe

09/2024

AIG Insurance Hong Kong Limited
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