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Name of Technical Representative

ER Ty WELE
Technical Representative Code Contact Tel. No.
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Coverage Claiming F o Life Assurance SMP o PB D D o Other
wH A 0 FRER L HE R LY O Lo (rE [ RTER) 0 I 0 B d
e 2 Original Policy Official Death Certificat O cremation Certificat ID card (deceased / claima Birth Certificate Marriage Certificat
Documents attached| Ehaps 7 F)iE FedR 2 0H T 4R i
a Police Report a Coroner’s Report a Newspaper Clippings a Others
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If there is more than one claimant, all may conglatd sign on the same claim form or each claimmayt complete a separate claim form.
Fhp e FE A A AT AT RAENERFY Fo Al EHERY C FHFARTAAERPETLEIEF S AP LR A ERAL o
The issue of this form is in no way an adm|s3|0|hadaf|hty. No fee, commission or charge of whatemature is required to pdo the employeg
or technical representatives of the company wispeet to this claim.

FrECFET R - R e FE Y FE R NP AL FAE BRI AL GTHET o
Please answer ALL the questions in Part | of thesnt form. If required, Part Il of this claim forflUST be completed and signed by
attending physician. The completion of this pagtislaimant’s own expenses

ITTE RN S T

Instructions Please attach relevant documents to prove the dédltie deceasedhe identity card of the deceased and the clainthatrelationship betwe
the deceased and the claimant such as officiahdzsatificate, cremation certificate, ID card, bidertificate, marriageertificate, etc. to enal
us to assess your claim.

5. 4rFRA5IRA= > FREFH IR NE A FaEP 2 2 A EFRL 7 FE R L C ATETRE o
If the deceased died of accident, reports relatinghe circumstances and the actual cause of death as police reportoroner’s repor
newspaper clippings, if any, etc. are also required
6. MG aPr FE2L A S FE A LA RMANERE §F 0 REFEA A RS -
Where “own estate” is stated as beneflmary, thechtor or Administrator must complete and sign fbisn, and Letter of Anhinistration ig
required.
7. X EFALZASENFRA G Y F LD BT HEAERE % FRERERERIZRELEEE
If the beneficiary is a minor or incompetent, thexglian must complete and sign this form, and Ganasthip Paper is required.
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PART I - CLAIMANT S STATEMENT (to be completed by Claimant)
7 ¥ F# Deceased’s Details
1. w5 5 T J‘fv ¢ 2
Palicy No. Name of Deceaseih English in Chinese
LA h4pgp # / 3 / 2 3 15 O g O +
ID Card No. Date of Birth YY MM DD | Age Sex Male Femalg
B o2 gk
Residential address at time of death
TR
Contact Tel. No
B2 Ui LR MR
Name and Address of last employer
Contact Tel. No
Ocr;uf;if:lz;f;ities B.(2 V50 & # / ' / §
- Last date of working YY MM DD
at time of death
J!/é:tflﬁ}‘\ﬁﬁf{?'fr‘i#%é p # 3 3 PR Pz T pomEp
Date, Time and Place of death Date vy / MM / DD Time O am O o.m. TEIEEE
¥t R
Cause of death
B L& HEEY 28 Complete item 2 if Death was due to Accident
2 5l 2% - N !
-8 Satteﬂ\TiimE]e ﬁa‘\);nd E;:::Zr; icid PR = Py PO o--~ TE OFER
’ Date YY MM DD Time a.m. p.m. Place
b. & *h3 2 5387
How did the accident happen?
G #7R T 4R > 40F )
(attach newspaper clippings, if any|
C. X M2
Which part(s) of body injured?
d 2§ er?
What is the extent of the injuryP
e TG ARE? o FEER LY Ho ok Bl Gr @l & o g ) oe
Had reported to police? Yes, Police station Police reference number (submit photocopy if a No
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rFRABEY& FHEY 35 Complete item 3 if Death was due to lllness
3.a FHEERS ¥ Lk BRE Rk

Describe the nature and the symptoms of the
deceased’s last illness

LS R T R B , .
When did the deceased first consult physicial Yy / MM / DD
the related illness?

C. X wPEB ks & $FRE w2 pu? P . ;
When did the deceased first complain of or give / /

s - - YY MM DD
indications of his/her last illness?

#isi#H  Consultation Details

4, b ik RS2 T4 T FZpEH(E//
Rt o KB 2L F 25 G50 E NG/ ) R R/ FoAFR LR ERGHEL EE o 40 )
Details of consultation Consultation Date Reason/Diagnosis Name and Address of doctor/hospital (please apadiknt card copy if available)
for the illness or injury (YY/MM/DD) < e pa it

L F B
Doctor first consulted for
related illness or injury

b. 3k » e 2
Doctor referred to hospital

b. i3 7T EPp REFFN G
BAg RS H B A RY
Doctors consulted for same
or similar conditions or
other illness in the past 5
years

EREEX) 2 Hospitalization Details

5. Rl ages 5 Bagi | ~rep B (E/2 /p)| Hp P (E/P /D)
JaiEE H # A& %% | Date of Admission | Date of Discharge
e R (YY/MM/DD) (YY/MM/DD)
Details of hospital
confinement in the
past for same or
similar conditions o
other illness

R F1/5 ) Fre pqfs ¥ GHEL pfss > 40F)
Reason/Diagnosis Name and Address of hospital (please attach patautcopy if available)

R S Other Information
6.a 83  HEREREFTERT | O g, gy s ; PR Oz
Has th_ere been or will there be 4 Yes De{te vy / MM / DD Pléce No
death inquest? '
b. &7 o g Mg &7 M7 O €. gy P » PR, O =
;'::t_tfnirr‘:et;sg" etiliEiEb e Yes, Date YY mm DD Place No

7. rEh e B2 KB g 2 55 AR s St EX Aoep W (E/T/R)
e R Insurance Company Policy No. / Group Member N Amount of Coverage |Effective Date (YY/MM/DD)

Other life or accident insurance
carried by the deceased with other
insurance companies?
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% % £ F# Claimant’s Details

()] (&) 3
s # ¥
R in English
Name of s
SIS in Chinese
s ER G
Relationship to the deceased
ID Card No.
A pE(E//P) / / / / / /
Date of Birth (YY/MM/DD)
.H»_v,y] D g < D g L D g D L
Sex Male Female Male Female Male Female
Tk u R T
Corresponding Address &
Tel. No.
EEFTETY O %&E4 O ®EfEE g tEs g #EfEE [ g ®E¢ g FEfEE
Capacity for submitting the Beneficiary Policyowner Beneficiary Policyowner Beneficiary Policyowner
claim 0O <& fF3e 4 O <#* RS O =#* fZ32 4
Assignee Trustee Assignee Trustee Assignee Trustee
D#&AI\ D;{-’é%&/'\"-‘% 0O TR
Legal Guardian/Parent Legal Guardian/Parent Legal Guardian/Parent
0 A 0 A 0 A
Others Others Others
AFLELZ2 Di'éi‘ BT o O AT ow O%|o A T o Oo®
e Yes, please provide details below No Yes, please provide details below No Yes, please provide details below No
Have you appointed a legali+ % feaga eags
representative/solicitor?  [Name Name Name
Address Address Address
L2 F1 kb ¥ out
Telephone Telephone Telephone
T T T
AA/APErpe 2R
(L) 5§ BAY D SRER FH 0 ADEE AN G ek PG L FREG Q) ARG DT WA ) srfeh g
[ h ki E A L S E B AT TR S F A O H ,ﬁi,«w) E3CR G B EER VLY X N § TR AK S UH (T
AY G H e g N IR A SRR Y 0 2 T MY R Y g S RAE @ﬂ?ri Hp BAAT »upi*q‘%a Frtigs 1 CERARPERF SR
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I/We hereby understand and agree that:
(1) All statements and answers in this applicatidrether or not wtien by my/our own hand are complete and true eobist of my/our knowledge and belief; (2) Any pee informatio
relating to me/us or the deceased named hereiected or held by HONG KONG LIFE INSURANCE LIMITEDtfe Company”) may be stored, usetisclosed, released and transfe
(whether within or outside Hong Kong) by the Compam any individuals/organizations associated wfith Company or any seled party as the Company may consider necessatfd|
purpose of processing this application or any o#pglication for insurance or financial relatedguot/service and providing all ageing services related to such application, claiotessing
or any analysis of it, statistical or actuariale&sh, direct marketing and data matchingl eammunication with me/us or any relevant orgarordperson as the Company may cons
necessary; (4) I/We have the right to obtain actesmd to request correction of any personal mfdion provided by me/us and held by the Compamgceming mals or the deceas
named herein. Such request can be made in writidgaddressed to the Data Protection Officer ofdbmpany.

I/We further hereby authorize:
Any employer, doctor, hospital, clinic, insurarmmenpany, government office or any orgati@a or person who has or may hereafter have atgrde knowledge or information of me/us or
deceased named herein (whether medical or othértaistisclose, release or transfer to the Comparijsgepresentative such record, knowledge orrinégion pertinent to this applicatio
This authorization shall bind the successors astjases of me/us and remain valid notwithstandieghl or incapacity. A photocopy of this authoriaatshall be valid as the original.
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p (&/7/p)
Date (YY/MM/DD) / ! / / / /
AL RE
Signature of Claimant
| / [ I I |
pa (&/7/p) ERRL/LEAL L ELS ERACER/LBALL ERA/ILEA R
Date (YY/MM/DD) ID Card No. of Technical Name of Technical Representative/Witness  Signature of Technical Representative/Witne:
Representative/Witness
AT Claim No. Date Received | Captured By | Signature Verified by| Checked By Approved By Remarks
FOR OFFICE
USE ONLY
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