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Documents attached | (1 Sick Leave Certificate O Original Hospllal Bills d Dlscha.rge Summary Others
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The issue of this form is in no way an admission of liability. No fee, commission or charge of whatever nature is required to pay to the employees or insurance intermediaries
of the company with respect to this claim.
2. T EY FE R - RV LS NP AR FAE BT FHEALHFRHFE Y o
3 4 A Please answer ALL the questions in Part I of this claim form. Part II of this claim form MUST be completed and signed by the attending physician. The completion of this
Instructions part is at claimant’s own expenses.
3.t MRS N 2 Glhop BRI s FRAFL ISR ARE EwmA P AR Z FRRE L A s FRANDNRBL I AP R EREFIEL L FP
Please attach other reports or relevant documents, such as sick leave certificate, medical report, physiotherapy report, original hospital bills with breakdown details,
discharge summary issued by hospital containing the exact diagnosis, etc. to enable us to assess the claim.
4HREEANA B FE R F ARG A K
Please make sure the signature of claimant on this claim form is in consistent with that appearing on the policy application form.
¥ - RHABRPE RHA/IREALR)
PART1 - CLAIMANT’S STATEMENT (to be completed by Claimant/Life Insured)
| O New Claim 3 & % # O Further Claim £ & % ¥ O Review/Appeal £ 3/ % 1%
5 58 ER S w v
Policy No. Name of Life Insured |in English in Chinese
S 4 p g = Ty P E# A I *
1D Card No. Date of Birth YY MM DD | Age Sex Male Female
Mailing address Contact Tel. No.
# %34  Employment Details
1. Ted L2 = ht
Name and Address of employer
TR L
Contact Tel. No.
Yol SARERG o LR P R iy 'y P
If the employer is different from the one stated in the application, please state when it was changed YY MM DD
EREZ BIr(HF LRI
Present occupation & job duties (if more than one, state all)
X Accident Details
2.a RAFApY - FFfom B p 8 & / 'y PR Ot g &F #=
Date, Time and Place of accident | Date YY MM DD Time a.m. p.m. Place
b. & h 2 gaE?
How did the accident happen?
G AR T 4R > 4o )
(attach newspaper clippings, if any)
TR
Which part(s) of body injured?
d 2§ amR?
What is the extent of the injury?
e LT 7 O % FRERLH HEBEGHHE Bl & oG ) O
Had reported to police? Yes, Police station Police reference number (submit photocopy if any) No
Bieit % Consultation Details
RN AN KRB FATHE (ke (E//p)
ey e F)/ R B 45{-?;&,, 2kt |y A
Detalls of consultation Consultation Date 7] }% 7] . ¥ s }ﬁ;)ﬁ'vp =3 ) . .
.. Reason/Diagnosis Name and Address of doctor (please attach patient card copy if available)
for the injury (YY/MM/DD)
a % kpehFa
Doctor first consulted
b. 23k » Rt 4
Doctor referred to hospital
c. AR HEE G B EE IR
&%$$m¥i
Doctors consulted in the
past for same or similar or
related condition
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[ERER=S, = Hospitalization Details

4. Fet Rh MR g (E/D /) | AEp @ (E/ /P
, B 1/ © The o fER # 0GR B  dd
¥ [ ? L Date of Admission Date of Discharge 7] }% 7l . Flaeg . A G L )ﬁ“p =3 ) . .
. . Reason/Diagnosis Name and Address of hospital (please attach patient card copy if available)
Details of hospital (YY/MM/DD) (YY/MM/DD)
confinement for the
injury
5. F B Ay A i BRFZ R O
Have you taken any home leave during confinement? Yes, Duration & Reason No
e Einad Extent of Injury
6. a. G P i iR
Please describe the current condition of the injury
b. BT e B 457 it 1 1E9? = / ? / p
When did you become unable to engage in employment or business? YY MM DD
C. Fifitd B3 45 0 2 i 1 F2pEYY £gpH(E//P) Ralz-ka 3 T2 pE
Please state period of absence from work since Date of Injury (YY/MM/DD) Reason Period absent from work
the injury
d. BT EE e Rl T8 Rp L 152 0 i 3 , 5 ; p 0 R
Did you return or expect to return to work? Yes YY MM DD No Reason
R Other Information
T.oa F Fe kiR opBEEP D{’ e P ; 1 , Pz & , » , ) o ®
Did you file a sick leave certificate to your employer? Yes, From YY MM DD to YY MM DD No
b. F Fget A hY FF 1R D{’ - & / ’ / p g @
Did you file a claim for Employee’s Compensation? Yes, Date of Submission YY MM DD No
8 BT EFIF- F¢c? /B e %G 20 ~ Ffrs i 2 A8 FRREEH? o > 3R ENT T o
Are you claiming/receiving similar benefit for the same event with any other organizations including insurance company, the government, and O Yes O No
employer compensation? (If yes, please provide the following information)
i O P8 RFRLAE )/ 15 5 A/ R R B L V- XA R Rt R o
Insurance Company/Organization Benefit Type / Policy No. / Group Member No. Benefits Amount Claimed/Received Result/Status
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A e+ ;4 Claim Payment Option
9. FEH MT izl AL RS
Select any one of the following claim payment option

PEE A>T RIFEEANFEF SE RS (IR HRE 7 5305 = 100,000 (2 % i2))
Direct Deposit to the following HKD bank account opened in Hong Kong held by the Policyowner (Only available for the claims payment does not exceed
HKD100,000 (or equivalent))

RiTE LT LR

Bank Name and Branch Name

I 2 17 50 e E
Bank Account Bank No. Branch No. Bank Account no

E 9;}34’5 /\ij//,,\z’g_p’;

5 LR & ERi ] Hw
¥ A o HKID No. o Passport No. = Business Registration No. U Others.

Identity Document No. of
Bank Account Holder

A FHREFERE AR ABLFES > mERS T FRF2 Y cFREAFHHES - TR pHHAPT N THRE? LE upPEREs TR @&
— HeEm e A TR
Please provide valid Hong Kong bank account of Policyowner. The bank account will be used for claim payment only. Please provide copy of first page of bank
book or ATM card or recent bank statements to verify account information. Further identity proof may be required.

b. 7 &L Ltk 2 o
Joint account is not allowed.

CRRARIE M-I E B P R G N 4y TR S o
Claims payment will be made in HKD and credited to designated bank account through autopay.

d5AREEG» 2 RBFEHE > F RIS PR3 5 7 F42EE ~ 100,000 (2 & @) > 402 b 42iEHE ~ 100,000 (& @) b > M EEHGFH M
HAxdpm o R RAN L .
For claims payment through autopay, only applicable to payment with maximum daily transaction limit not exceeding HKD100,000 (or equivalent) per policy. If
payment is exceeding HKD100,000 (or equivalent) or above, or the instruction cannot be executed, it will be issued by cheque.

otk Bx FHEUBEALGRHERA FARERNTERELR /B AL HRYEAA)
Cheque (Claims payment will be made in HKD for HKD policy; Please select USD/HKD for the claims payment for USD policy)

FAREAFE - nEpALEAG FAREARE - nFEFALL LA FAREALRE - uEpAL LA
For HKD policy - Paid by cheque in HKD For USD policy - Paid by cheque in USD = For USD policy - Paid by cheque in HKD
AL
Remarks

CHEEAFEOEARERE B AR RG] AP FR R AP
For policy in non-HKD currency, its HKD equivalent is based on the prevailing exchange rate as determined by Hong Kong Life Insurance Limited from time to time.
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Personal Information Collection Statement
I/We hereby declare, understand and agree that: (1) Hong Kong Life Insurance Limited (hereinafter referred to as “Hong Kong Life”) only collects necessary personal
information for the purpose of processing your application or any other applications for insurance or financial related products/ services and providing all on-going services
relating to such applications, claim processing or any analysis of it, assignment processing, statistical or actuarial research, litigation, communication, internal/ external audit,
providing customer services (including but not limited to, processing enquiries and complaints) and related activities, direct marketing for insurance products and data
matching, communication with any relevant organization/ person in respect of any services and/ or products provided by Hong Kong Life and comply with any local or
foreign law, any guidelines or guidance, contractual or other commitment and applicable tax laws given or issued by any local or foreign legal, regulatory, governmental,
tax, law enforcement or other authorities, or industry bodies or associations of financial services providers that apply to Hong Kong Life . Any personal information collected
or held by Hong Kong Life is to enable it to carry on insurance business and may be stored, used, disclosed, released and/ or transferred (whether within or outside Hong
Kong) by Hong Kong Life to any other companies carrying on insurance or reinsurance related businesses or any intermediaries, third party administrators, third party service
providers (including but not limited to insurers, bankers, lawyers, accountants, and other third party service providers who provide administrative, telecommunications,
computer, payment, printing, redemption or other services to Hong Kong Life), claims investigators, medical bill review companies, other service providers providing
services relevant to insurance business, professional advisors, researchers, government authorities, any associations or federation of insurance companies, credit reference
agencies, debt collection agencies, partnering financial institutions, any organizations which meet disclosure requirements imposed by law or court orders or pursuant to
guidelines issued by regulators or other relevant authorities for any of the above purposes; (2) the provision of such personal data is voluntary, but failure to do so may result
in Hong Kong Life being unable to process the insurance applications or to provide or continue to provide the insurance products and services and/or the related products
and/or services to me/us; (3) I/We have the right to check whether Hong Kong Life holds data about me/us and the right to access to such data and require Hong Kong Life
to correct any data relating to me/us which are inaccurate. Such request can be made in writing and addressed to the Data Protection Officer of Hong Kong Life at 15/ F,
Cosco Tower, 183 Queen’s Road Central, Hong Kong or by calling Hong Kong Life at 2290 2882. Hong Kong Life has the right to charge a reasonable fee for the processing
of any data access request.
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I/We hereby understand that if I/we do not want to receive any promotional information from Hong Kong Life, I/we can make such request in writing to the Data Protection
Officer of Hong Kong Life at any time.

[] Please check the box on the left if you do not agree with the provision to provide, use and/or transfer your personal data for direct marketing purposes in accordance with
the Personal Information Collection Statement.
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Declaration and Authorization

I/We hereby understand and agree that all statements and answers in this application whether or not written by my/our own hand are complete and true to the best of my/our
knowledge and belief.

I/We further hereby authorize (1) any employer, doctor, hospital, clinic, insurance company, government office or any organization or person who has or may hereafter have
any record, knowledge or information of me/us (whether medical or otherwise) to disclose, release or transter to Hong Kong Life or its representative such record, knowledge
or information pertinent to this application; (2) Hong Kong Life or any of its appointed medical/paramedical examiners or laboratories to perform the necessary medical
assessment and tests to evaluate the health status of me/us in relation to this application. This authorization shall bind the successors and assignees of me/us and remain valid
notwithstanding death or incapacity. A photocopy of this authorization shall be valid as the original.

\ | | | | |
paEp (E/7/p) EH AR AL SRS EH AR EAR L RHAIZEAEF
Date (YY/MM/DD) ID Card No. of Claimant/ Name of Claimant/Life Insured Signature of Claimant/Life Insured
Life Insured
\ [ | | | |
P (#/7/p) TP AL DSBS IE Wi e A AJREA L e A AILEA EE
Date (YY/MM/DD) ID Card No. of Name of Insurance Intermediary/Witness Signature of Insurance Intermediary/Witness
Insurance Intermediary/Witness
PR Claim No. Date Received Captured By | Signature Verified by Checked By Approved By Remarks
FOR OFFICE
USE ONLY
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PART II - ATTENDING PHYSICIAN’S STATEMENT (to be completed by attending physician at claimant’s expense)
1. Name of Patient Age / Sex ID Card No.
2. a. Date of first consultation for / . / /
the patient’s injury YYYY MM DD Reislifee et YYYY MM DD
b. Was there evidence of an external and visible bruise or wound at first visit? O Yes O No
c. Which part of the body injured?
d. Describe the cause, character and the extent of injury
e. As aresult of the injury, has the patient been treated for any of the following? If yes, please give details. O  Yes O No
Treatment i Details of Treatment (type, frequency, result, etc.)
(YY/MM/DD) ype, frequency, resutt, etc.
1. Hospitalization O ves O No Name of Hospital
Date of Admission (YY/MM/DD) :
Date of Discharge (YY/MM/DD) :
2. Surgery O Yes No
3. X-rays O Yes No
4 Special diagnostic O vYes No
procedures
5. Suturing O Yes No
6. Physiotherapy O Yes No
7. Dressing O Yes No
8. Others

Did the patient consult any other physicians or admit in hospital for the same injury? If yes, please give details.

O Yes O No

Consultation Date/

Period of Confinement
(YY/MM/DD)

Diagnosis/Treatment

Name and Address of other physicians/hospitals

CLM-F004 (10/2025)

P.5/6




3. a. What is the current condition and prognosis of the patient?

b. Current state of mobility
[0 Ambulatory [0 Home confined [0 Hospital confined 0 Bed confined
Please give details (the causes, areas of involvement, and whether permanent in nature)

c. With the current health condition of the patient, please rate the class of the patient’s physical impairment as follows:
O Class 1 No limitation of functional capacity; capable of heavy work without restrictions
O Class 2 Capable of medium manual activity
O Class 3 Slightly limitation of functional capacity; capable of light manual work
O Class 4 Moderate limitation of functional capacity; capable of clerical or administrative work
O Class 5 Serious limitation of functional capacity; incapable of minimal activity
Please give details:

4. a. Patient’s Occupation Date first become unable to / /
and Job Duties engage in employment or business YYYY MM DD
b. In your opinion, is the patient now totally incapable to work? If yes, please estimate and explain when the patient can resume working. [ Yes O No

c. According to the occupation of the patient, please indicate the effect on the disability:
O Inability to perform one or more duty of his/her OWN job
for [ lessthan I month [ 1-3months [ 3-6 months [ 6-12 months [0 12-24 months [ > 24 months

O Inability to perform each and every duty of his/her OWN job
for O lessthan 1 month O 1-3months [ 3-6 months O 6-12 months [ 12-24 months [ > 24 months [ Permanently

[0 Inability to engage in ANY work, occupation or business for which he is reasonably suited by education, training or experience
for O lessthan 1 month O 1-3months [ 3-6 months O 6-12months [ 12-24 months [ > 24 months [ Permanently
Please give reasons:

d. What are the limitations to the patient’s occupational activities?

e. If the patient cannot resume his/her past occupation, could he/she engage in any other occupation? O Yes O No
If yes, what type of job would you suggest him/her to do and from when he/she can perform?

f. Is there any planned treatment or rehabilitation plan to the patient? If yes, please give details with dates. O Yes O No

5. Was the illness or injury caused by or in any way associated with any of the following? Please tick where appropriate and give details.
[ Past injury or illness Poison, gas or fumes taken Details:

[0 Pre-existing physical or mental defects Degenerative changes

O Suicide or self-inflicted injury Congenital deformities or anomalies

[0 Alcohol or drugs Physical defects

O Others

oooo

6. Any further information you consider relevant to this claim

I hereby certify that I have personally examined and treated the patient for the above illness or injury and that the information as stated above is true and complete to the best
of my knowledge and belief.

Name & Qualification of Attending Physician Signature and Chop of Attending Physician
/ | |
Date (YY/MM/DD) Address Telephone No.
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