IAIG]

This form must be completed truthfully and accurately. If the space is not enough or no applicable field available, please supplement information by attachment.

FBIERSERILRAR - MARKEER R REERA 2R - BLUMGHETREH -

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.

EEMZ TR, ,\%%?EE'E AR BRBEFNEEFTESZRE TRUES X RIEERNRERE

XHERE  BTHRERFE IS LRI EIER -

o MFMERMIZREFFRAER S FTAEN S

The completed form should be returned to us together with all supporting documents as soon as possible at the following address:

ESnREEEFRAE CRPIAT)

BIERRERFERIER SR E R IR E LT it

AIG Insurance Hong Kong Limited (Macau Branch)

Claims Department

Unit 506, 5/F, AlA Tower, No 251A-301 Avenida Comercial de Macau
Facsimile: 853 2835 5299

Telephone: 853 2835 5602 / 6321 3633

Email address: claim.mo@aig.com

www.aig.com.hk/macau

* Certificate of insurance or premium receipt RI&RFEHIRE IR

 Travel proof, such as air-ticket, boarding pass, travel agent or airline’s official receipt Hk:5E5H8 » BlANMEE

FRIEED

TP E A ERE251 A-301 SRR FBEIB512506 F
f8E: 853 2835 5299
ERE: 853 2835 5602 / 6321 3633
FEPHAL : claim.mo@aig.com

www.aig.com.hk/macau

BHEEE M AR BRI T SRS

e Letter from employer/company regarding the nature and duration of trip, if claiming under a corporate travel policy. /&35 HIAV/ARFERR (FEIF R (REEEA)

Policy/Certificate No.
{REESERS

Name of Policyholder (English)
REFFARREEXT)

Name of Policyholder (Chinese)
REFEAERFPN)

Name of Insured (English)

ZRAR(EX)

Name of Insured (Chinese)

RRAER(PX)

Insured

ZRABDIL/FER

's ID No/Passport No
SRHS

Name of Parent/Legal Guardian (English)
Only applicable if the Insured is below the age of 18

RB/AFEEASR(REY) REBRERAKRE8ENER | LB/ AEEEARR(FN)

Name of Parent/Legal Guardian (Chinese)
Only applicable if the Insured is below the age of 18

FUERARZRARR 8EAIER

PorenT/LegctI Guardian's ID No/Passport No

\\

R A B ERRS

E-mail Address Mobile Phone No.
EEBHbHE FIREFERIS

Office / Home Contact No.
WARN R EEERE

Mailing Address
BT

Travel Emergency Assistance Case reference number, if applicable.
Travel Emergency Assistance & Z2#m5% » 20&H o

Are you acitizen of
the United States?
BTEEEZEAR?

If yes, please provide your social security number

ME - BRI E RER

[dYesE [ 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.
EHRRFIMTIEREEARNNKBAR - BE (RIEXEIEZEMedicare, Medicaid & SCHIP Extension
Act of 2007) EEFRFIEMAERZAZEAXERRBIZEARREHNZERE - WEERHER SR
Ll EESREE K ULEE o

Policy Category

Journey Period

RELER Ttz B H5

[] Single Trip Policy Frome DD MM YYYY
BIRnRE R = A F

0 Annual Policy ToZ DD MM YYYY
EFMRBREE =] A =3

Was a credit card used to purchase some or all of journey arrangement?

BAIRREE B UER T2 DIRE? [(JYes2 [INo&

Do you have any other insurance policies| If yes, please provide the details below
covering this loss or expenses incurred? | 22 @ AR TER
EIEREREZHRNEMERESH ? Name of Insurer
RGARIZ 2
[JYes £ [] No& Policy No.
= REE
Polncy Type
REERI

Sum Insured

RER




Medical Expense

BRER

* Original hospital/medical bill(s)/receipt(s)/medical report stating diagnosis o pRerfBE4 S5 H RIBEFEERE /KB IEA » WETARE R BRI Es AR L
and the date of the injury/sickness commenced and certified by a qualified B8

medical practitioner.

e Letter of referral from general practitioner for the medical treatment
conducted by specialists, physiotherapists, etc

Hospital Income/Loss of Income

- MFEHEEHNERLAR - PUIMEAE - ROGERIE B 0NN
&

ERBEE/BESAREN

* Medical certificate from a qualified medical practitioner certifying the number * HEEMEE R NSRS EERER DR

of days of hospitalization.
* Hospital discharge summary.

o HBRARRE
s MBRSAREBDRE  FREDAR/BEIRHZEE  BBRIEAER

* Letter from employer/company stating that the Insured is under employment (SRR R A S B R EhE <28
during sick leave period as a result of injury/sickness and amount of the salary

earned, if claiming loss of income.

Date and time of the injury/sickness

BEBIINEIRAIEH - B5R
DD MM YYYYy
| A #

Date of first consultation with doctor/hospital Nature of injury/Diagnosis of sickness
O O |&—xkeAH B2/ RAEER
AM./P.M. DD MM YYYY
EFITH H A F

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?

MBRGEE @ FHLBIFEMIRTE - MBRREZ  FRPREREXHRREASE -

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

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

NMBRGEE  FHARSRREMNFEZZMNEHE - | WE  FREBHE=ZZNMR BRI RERE

[IYes 2 [ No&

Claim Amount for Overseas Medical Expenses
(Please indicate the currency)
BINERERMNREST

(FEIRE)

Claim Amount for Follow Up Medical Expenses in Hong Kong

BLERERANRETR

Do you need to receive further medical treatment?

REDREEBEDAE?
[IYes 2 [] No&

If yes, how long will the further medical treatment last?
ME - HEREERSREGE ?

* Loss/damage reports issued by the relevant authorities or organizations (e.g. police, airline, « HREFHEE (QNBE/MZE/A R/ Z )35 HAVIE L /1BIRHRE

hotel, efc.). ) , o BRMERIBIRIZE R R (A0EA)
* Photos showing the extent of damage to the property, if applicable. o B4 /iBEYRESIEEA
. Origi.nol Purchase'receip'f of the lost/damaged items . HHEIREBENER)
. Sepair quofafion, if applicable. ~ BN IO/ SOAE AR EA )

Original receipts for additional hotel acc

* Compensation breakdown from other insurers/parties (e.g. airlines), if applicable.

ommodation and travel expenses, if applicable.

E R A R e AR E R (N AZe A R AV ESE RBHA(anE )

Date and time of loss/damage Location of loss/damage
B%k/BIRAE O [ |185/BiEhE

DD MM YYYY AM./P.M.

=] A F FFITHF
Full description of how the loss/damage occurred
SIS A RATE
Was the loss reported to police / common carrier / hotel? Did the common carrier / hotel offer compensation in any form (including repair, replacement)
BEMER/AHLIZBEEBERS SRS EBRSMG 7 | BRAAHLIBKEEBEEE SR AR HNEEEEHEEER)
Yes =2 No & [ Yes, please specify [ No

e HiNe& 5 #E

Name and contact information of the reported police station/common carrier/hotel

BR/AHZEHE/BEENGE B RERE

Apart from the above mentioned, was the loss due

to any other person’s fault? If yes, please provide contact information of the third party.

PR EFRR R 2 148 - 1K ETHEMALRBIEEEC M2 - FRMHHHNRE « B Bt RE

Details of the lost/damaged items $85k/181=MRERIE R (If the space is not enough, please supplement information by attachment AR FRIZZERTE @ BELIHEERER)

ltem(s) lost/damaged: $84c/481E4) &

Date of Purchase i S HEHR Purchase Value fEEBEE Repair Quotation #IEERIE




* Documentation indicating the reason(s) for and number of hours of delay

(e.g. confirmation from common carrier)

* Oiriginal receipt(s) for emergency purchase of essential items, if applicable.

AELE AR 38 H BT A AR R A R RS B RURE PR
RRBELFRIBIEEANER)

m Travel Delay Reason for Delay Location

TRFZAEER HERRER A HhEL
0 Baggage Delay

IR

Date HER Departure time t 85857 Avrrival time $E3ERERS Flight No.fiiHT#R5E

Original arrival/departure time DD MM YYYY
REREE = B =
Actual arrival/departure time: DD MM YYYY
MEERE B RRASR =] A F

Did you make any emergency purchases of essential items? R HEER2NER?

[JYes 2 ] NoZ&

Journey Cancellation and Curtailment

* Original receipt(s) showing any pre-paid costs or deposits made OR additional travel and/or
accommodation expenses incurred after the commencement of the insured journey.

* Documentation confirming:

a) trip cancellation

b) non-refundable/refunded amount
* Copy of the original itinerary.

* Medical certificate indicating diagnosis and reason that the insured is unfit for travel, if applicable.

* Death certificate, if applicable.
* Proof of relationship to the Insured, if applicable.
Journey re-arrangement

1TREBUB/1TIE ERE
& RREIEAR

< JBIE ~ MZEARIFERA (4 LUERERS:

i) BRI 3/1TRZEUH
i) BB ER/TRER TR
< FRITIEREIR

~FET BRI (AN3EF)
SR\ HORRREH ()
rReER

cBAEPRRATESIREZERER (2N5#ER)

BTN ER/IREBNRRITIEMRR A RERIMER

¢ Original documentation/receipts indicating the additional travel and/or accommodation expenses 548 LMY RITIZRIAE VGBI B R/SIEEER
incurred after the commencement of the insured journey outside Macau.

* Documentation from common carrier or travel agent indicating the reason for travel re-arrangement.

A/ WHBIE AR
e AL EIEE/IRT T 28 A SRR R TR B AR E

] Journey CancellationTH2EUH

Reason for journey cancellation, curtailment or re-arrangement

TTREEVH/ATIEMRRE/1TIR BNV R

[] Journey Curtailment TF2#E%E
[] Journey Re-arrangement ITF2 8 2

FromH To &
Period of original |
Jﬁe‘g’?ﬁ;iorlqlnc |journey DD MM YYYY DD MM YYYY
B B 7 B 2 F
Period of curtailed/re- di
e B g CTonaed foumey DD MM YYYY DD MM Yy
B B % B B -3

If the journey curtailment/journey cancellation was due to death,serious injury or sickness of the insured/immediate family member/close business partner/ traveling companion, please state clearly the following

WATRREVHETIEME R AR AR RAFASZRANERRBSR BN E BN HRIREBHT - REZGHER  FREUTEN

Full name of sick/injured/deceased person

T~ RMBEBENR

Relationship to the Insured

BZRARR

Diagnosis

Bl

* Relevant incident report and police report
* Death Certificate if applicable

* Proof of claimant’s relationship to the Insured, if applicable
* Medical report regarding the extent of permanent disability suffered

AMBIE S « BHERE
SET-320 + A0

S{EFREE A BREA CORIREERS - MR
FET Kk A BRSO B R

Date and time Place of accident
BIMEEA ) B EAR AR O O | ESMegs
DD MM YYYY AM./P.M.
H A T EFITHF

Full description of how the accident occurred, and the injuries sustained

Fl B/ E SRR ATER ARG

Name of Claimant (both English and Chinese) in fatal case

REREANF/E R (EEARFETER)

Claimant’s relationship to the Insured

FRIEFAARZRANRRR

Claimants’ ID No/Passport No
RIEFAEAN DL/ FE RS

Cause of death, if applicable
FETIREAE (A0 A)

Permanent disability (degree and extent), if applicable

K AMGTRAIAERE (ANEF)




Full description of the incident (including how, when and where it happened, and the extent of the damage/loss)

ML E /MRS « HERITE 0 LURIBAREE

Full name and telephone no. of the third party claimant Full name and telephone no. of witness(es) if any
B=EREANEZREERE AR R E RS (A0EA)
Remarks {isE :

* Any lawsuit, demand, claim or proceeding of any type relating to the incident of which the claimant becomes aware of, and received from the third party claimant, should be
immediately forwarded to us without acknowledgement.

MPEHEME=EHERBHNRERK  FEER - BEREAEG ST @ BUSRIEAERNRD  t12B1TRIE - BIZAEMKRIEZ AN RRE

. No liability should be admitted and no settlement or promise of payment should be reached or made to the third party without our prior approval.

BEIRARRERER - TRAEZFEEDIEMEESERABTTORGE

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);

ii) 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.

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 RARMHBREBZZRA / REPBAZLEBEEFRMAE - LAFARRNO—IERYBERER  HREMRE -
B. FBRAMLRMEFFBRMNENEAZRN  ZRA / REFBARBRESR :
(a) BRIEMARIZE LBHETH @ ARBAZRREOBEAZER (FREEREHFAZRREOBEAEH ) SEEDRBEFEFMRAF (BFIST) (EERMIEFDT) EEREREPFVFATER » BXREER
TR PR AR R PRI T RE TR TE 5
(b) %i{;ggﬁ?g?ggmﬂ%ﬂ%ﬂ%ﬂﬁﬁEﬁﬁﬁtﬁ%FﬁWEZ@Aﬁﬂ  HREEE 1) % BT - IERFMURERBELRTE ; 2) BESRANRE (BERBRIEARZRMERE) &3) 7
g HEeMuEYIRE ;
(c) EEERIERFISTING MEMNEENBEA TR TEBINWAL (T RTEEPT « HEENHTHE)ERFZLEEAEN - FLE (b) IBFRFIEZAE :
) RESHAAN/EERECERBNE=E (BRBEREAT)
ii) PATSHEAE o (ERIRULFRZER IERIRES |
i) DEAAEE  FSETEA RSERBRESE  AERBREE TEH  BRREE  RTBTARE  UEERESEE
iv) HEEEMBERZAGEEZMAE AT @ Lk (b) HFAFFIEZAE ; 31
v) HEMEERERPIATRRBERFIFIBBRIAL » fERFABEURSIBBZ &
() RRA / REAEATTRERRREEDRIGEBGRA R (RPIH1T) ZFA BB (bl SBPIBEKRER251A-301 5 FBEIH51E506 EHEE: enquiry.mo@aig.com) ERA « EREWHBAER (E
BREEPID TR MERRENERWMSIEER ) XRAMRFSTRAREBERIIZ X E M www.aig.com.hk/macau ©
C. ZRA/ RERBALIRE:
(a) (EIEBRBEE ZRAZERKRRFBESEFCERRBDLHIERRERAEHZRAZAEZEE  BEIAL ) MECRIFRAIMTERTHMERRELH
(b) SEERRBECRPIDITEREMHT A 258 5 BAERLERFT - BRRAETHIB BRI ARG - BHSRAZBRRTVETERRTME  EREEARMEPBR AR GMNEBMESEE - IL%LBEaE - B
TBRMAIBER R GRAZ MARRS « FRTE © FFNBIRERE - BURRBRARRENRZIRFS « RERAAERMEAEY - B4  EoTREREVZEEFLEE;
(c) EAEEGRERMISTREGHSKAZEAENQEERRNERRE  SIADM  BER / SUSEER
(d) MZEABEEZRPEFIDTRAFESRAZEFERBEETRMMITEFR - STUEN  ERBERMEEMIRAZITLEN B
(e) (EMIFNBHBEE ZRAZHATERICIE 21418 « BRI A T EDRERFIDITERGMERRICH
IR BRE o EEEFUT - BMESRA / REFBARCTHT|ERED  WREEDATFEEEW  MBARA/RERBAZEAARBRATEUREENR - HIREEZRIXREAIBEY

(d

Name of Insured / Claimant (if applicable) Signature of Insured / Claimant (if applicable) (If the Insured is below the age of 18, the
SRAN/RERFEAGNBER) R Insured’s Parent/Legal Guardian should sign on his/her behalf)
FRA/FEFEA DR EB USRS 85 NEHLBNASEEALE
Insured /Claimant’s ID Card No./Passport No. Date
RIRN/RERFENF1DFE/FERRS BEA DD MM YYYY
=] A F
Name of Parent/Legal Guardian (If Insured is below the age of 18) Signmure of Parent/Legal Guardian (if the Insured is below the age of 18)
3/ AERE AR MNRZRAKRR185BR) RE/EFEEANEE NRFEARM85)
PGrenf/LegoI Guardian’s ID Card No./Passport No. Date
EKBE A S0/ GED oo M Y
H A F
Producer’s Information (if applicable)
REACEN (A0BEA)
Name Code Mobile Phone No. Email Address
B R FIREERS EELHE

AlG Insurance Hong Kong Limited (Macau Branch)

02/2026
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