American International Assurance Company (Bermuda) Limited
ERAEFHBRE (ARE) GRAR

AlA Tower, 183 Electric Road, North Point, Hong Kong. Tel: 2881 3514 Fax: 2577 4956

GROUP MEDICAL INSURANCE - HOSPITALIZATION & SURGICAL CLAIM FORM
BSERERE — R MREEEPE

This form is applicable to both inpatient and outpatient surgical claim

ARRAGEAHERTELPIRE F AR

PART 1 - TO BE COMPLETED BY THE PATIENT
FE - BRARE

Name of Employer/Group Policyholder {&¥ /BIfgREBIZFND B2 :

Name of Insured Employee/Member #{R{ES,REYS :
(For group insurance policy only)

Policy No. {REB#R3E :

Insured Employee’s |.D. Card/Certificate No. #{R{BE /KB Z DL/ WIREEBMRIE -

Name of Patient A :

1.D. Card No. D &3S -

Occupation % :

Date of Birth 4 BEH8 : Sex#58) :[(JMB [JF &

Relationship to the Insured Employee/Member

ERIRES /RE 2B D Self &A

[:] Spouse E2iB D Child F&

(1) Have you /the claimant had any prior treatment for this or related conditions?

AT/ IBEBEARS SR —RRMEZER ¢

NO 8B D YES B D Doctor's Name B4 ¥4 :

Address it :

Date(s) B8 :

(2) Are you / the claimant making any other insurance claim as a result of this hospitalization/surgery?

BRALLR{ESR, Fil7 » BT/ BBEPIEABT S DIEEMIRIBRE ©
NO 8% [ |

Policy No. {REESEES :

YES B m Name of Insurance Company {RBAT2HE :

(3) Was the hospitalization surgery a result of an accident?
HERIERR/ FiiRBHR—RBINSIEL?
NORZ [ | YES® [ | Date BH:

Time B5RJ :

Place %5 :

Brief Description #5358 :

Note :

(1) This form and relevant medical receipts must be submitted to AIA within 3
months from the claim incurred date. Otherwise, the claim shall be declined
for reimbursement.

Claim payment will be subject to the terms and conditions set out in the
corresponding Group policy.

Incomplete form or omission of required information may cause delay in
processing.
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(1) EXHREBER=—MEAA » RMEALVEZLRBFRERGRHET TAL
IR » WHAMERY o

(2) —tIREEFRIAISIRIBERIRE LAORSETE -
(3) BURFERATEAZHRFRMEIVEREN » BRI EBESHRER -

Declaration and Authorization

| / We hereby declare and agree that any personal information collected or held by the Company

(whether contained in this application or otherwise obtained) is provided and may be held, used, and

disclosed by the Company to individuals / organizations associated with the Company or any selected

third party (within or outside of Hong Kong, including reinsurance and claims investigation companies
and industry associations / federations) for the purposes of processing this application and providing
subsequent services, and data matching, and to communicate with me / us for such purposes. |/ We
understand that | / we have the right to obtain access to and to request correction of any personal
information held by the Company concerning me / us (and my / our dependents, if any). Such request
can be made to the Company’s Group Insurance Department. |/ We also hereby irrevocably authorize:

(i) any organization, institution, or individual that has any record or knowledge of my/the Insured(s)'s
health and medical history or any treatment or advice and that has been or may hereafter be
consulted to disclose to the Company such information. This authorization shall bind my / the
Insured(s)’s successors and assigns and remain valid notwithstanding my / the Insured(s)’s death
or incapacity in so far as legally possible. A photocopy of this authorization shall be as valid as the
original.

(i) the Company or any of its approved medical examiners or laboratories to perform the necessary
medical assessment and tests to underwrite and evaluate my / the Insured(s)’s health status in
relation to this application and any claim 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.
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Date

B RIRES NEHRE

Signature of Insured Employee/Member

Signature of Claimant 18 Years of Age & Over
HBERHFEA (H\FEML) 2

GPHSCF01.0402 (PTA000051)




PART Il - TO BE COMPLETED BY THE SURGEON OR ATTENDING PHYSICIAN

Patient Name:

Age: _ HKID Card No.:

mEHS

FHR EESDIRE

1.  What was the period of hospitalization?

Admission Date Discharged Date

7

a. Have you treated the above patient for this or related sickness before?

DNO

‘__—] Yes, please give details

b. Was the condition a recurrent episode or a chronic disease?
If YES, when was the date of first attack?

D No D Yes, it was

the date of first attack was on

2 a. Please give chief complaint/diagnosis for this hospitalization.

b. Describe the type of treatment/surgical procedure given to the patient.

Was the condition caused by or in anyway associated with the conditions
mentioned below?
Conditions Yes
. the influence of drugs or alcohol intake?
. AIDS, venereal disease or sexually transmitted disease?
. infertility or sterilization?
. cosmetic or plastic surgery?
. mental or nervous disorder?

congenital deformities or anomalies?
. suicide, insanity or self-infliction?
. correction of eye sight?

|
[T 1T 1&g

I

TQ ™SS0 Q0 0 T o

3. When were the symptoms first presented or when did the accident happen?

If the treatment is due to pregnancy, please give the date of conception.

MM DD YY

4 a. When was the first consultation for this treatment/sickness?

b. Has the patient received continuous treatment related to this sickness
since then?

10 a. Is the hospitalization/treatment medically necessary?

DNO

D Yes, please give details

b. For the average patient, what is the usual duration of hospitalization for

this sickness?

c. Is it possible to provide this treatment on an outpatient basis?

DNO

D Yes, please give details

5. If hospitalization was due to accident, please state how did it happen. 11. Did any complications arise during hospitalization?
S Ij No D Yes, please give details
6. Was the patient referred to you by another doctor?
If YES, please give name and address of the doctor.
D No D Yes
Doctor's Name Address
Name of Attending Physician / Specialist (with qualifications) Address itk

2/ ERBRENONE (BE)

Signature of Attending Physician / Specialist
T2/ ERBESS

Telephone &8

Date BHA




