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The issue of this form is in no way an admissioliediility. No fee, commission or charge of whatemature is required to pay to the employees ararsce intermediari
of the company with respect to this claim.

HrEYHE A - R Ao il AP FALERAD ZHALHFHE Y -

Please answer ALL the questions in Part | of thasnt form. Part Il of this claim form MUST be conepéd andsigned by the attending physician. The completif
this part is at claimant's own expenses.
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Please attach other reports or relevant documsut$) as sick leave certificateedical report, physiotherapy report, original h@dpbills with breakdown detail
discharge summary issued by hospital containingaet diagnosis, etc. to enable us to assessaiine c

Please make sure the signatof claimant on this claim form is in consistenthwihat appearing on the policy application fc

¥ i -
PART I -

FUHARP( EHA/IRFELAER)
CLAIMANT'’S STATEMENT (to be completed by Claiman t/Life Insured)

| O NewClaim ¢ = % @ O Further Claimg & % ¥ [0 Review/Appeal£ 3/ % %

[
Policy No.

£ A 2 ijv" ¢ o2
Name of Life Insuredin English in Chinese

B
ID Card No.

4 p g £ 'y P E# = el o*
Date of Birth YY MM DD| Age Sex Male Femalg

iR b
Mailing addres$

% 42 R 2L
BT

Contact Tel. No

#EHEHE  Employment Details

Lotk fff2 # o

Name and Address of employer

BT

Contact Tel. No.

de i 3 82 P A

If the employer is different from the one statedha application, please state when it was changed YY MM DD

a

oo P e R & / "y p

RERE 2 BAr(ikF L RFFI)
Present occupation & job duties (if more than atate all)

X Accident Details

2.a ptELp Y B o p g # / d poopER Ot g ~F ¥%
Date, Time and Place of accidg Date YY MM DD Time a.m. p.m. Place

b. & 7ha 2 KiE?

Giopt 378 ¥ 3

How did the accident happen?

(attach newspaper clippings, if any;

> 4 )
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C. % l'% 2+ 9

Which part(s) of body injured?

d. % 6 r?

What is the extent of the injury?®

e. L7 7 &7

Had reported to police? Yes, Police station Police reference number (submit photocopy if a No

Lo HEERLH thEBBGHA L Bl A o df) O
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e Consultation Details

w

for the injury

CRE R RELFATHE (ka1 /p)
Details of consultation Consultation Date

B Fl o F FAa s e Gt phcs o 03 )
(YY/MM/DD) Reason/Diagnosis Name and Address of doctor (please attach pat@dteopy if available)

a. f = RgaF 4
Doctor first consulted

b. 3% » FeenF 4
Doctor referred to hospital

C. AR &g 3 B SE R
BY Rpap
Doctors consulted in the
past for same or similar ol
related condition
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[ERER=X, 2 Hospitalization Details
4, gt R b~ i 2P (E/ Y/ diep H(E/V/
)?{LL E.—A.,.,H »Fep 8 ( . ‘B) & p F(. p) R Fls 5] FraogEr B R GHE Y BES bt )
PF T Date of Admission Date of Discharge Reason/Diagnosis Name and Address of hospital (please attach patautcopy if available
Details of hospital|  (YY/MM/DD) (YY/MM/DD) 9 pal(p P 4
confinement for th
injury
5. F B3 Afad) Bae? O % BEZRT o ?
Have you taken any home leave during confinement{  Yes, Duration & Reason No
£ §Fm Extent of Injury
6. a iR £ § i
Please describe the current condition of the injury
b. B inprB 427 i 1 (€2 £ o p
When did you become unable to engage in employoremiisiness? YY MM DD
C.i#utd £33 4 » 2 a1 vz pry £HpHCE//P) R Fl F % i3 (2 pE
Please state period of absence from work sinceg Date of Injury (YY/MM/DD) Reason Period absent from work
the injury
dog =87 ko R RRR D 1F? o % 'y ' P F RAE
Did you return or expect to return to work? Yes YY MM DD No Reason
R Other Information
7.a 3 Fe ki fopBEME? A ' T Pz £ T p o *
Did you file a sick leave certificate to your emyso? Yes, From YY MM DD to YY MM DD No
b. § BRest R oY FHFIRGE? [ S = ' P o *
Did you file a claim for Employee’s Compensation|  Yes, Date of Submission YY MM DD No
B BFTHEFIF- Fic? RS U RGP ~ FORE led 2 G R H2 (e fd > R BT T) % 3
Are you claiming/receiving similar benefit for tsame event with any other organizations includirsyiiance company, the government, anc ] Yes O No
employer compensation? (If yes, please providéaff@mwing information)
iy 2 P B AT (5 SR R R (R Yot L E- TR R R E o BERLR R
Insurance Company/Organization Benefit Type / Policy No. / Group Member No. Benefits Amount Claimed/Received Result/Status
P.2/6
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A RN Claim Payment Option

9. FHNTEW- ARG

Select any one of the following claim payment optio

0¥ B > UTREEFANFER 2 chE AR S (BRI 7 4256 ~ 100,000 & £ &))
Direct Deposit to the following HKD bank account ogned in Hong Kong held by the Policyowne(Only available for the claims payment does not exed
HKD100,000 (or equivalent))

87z LE L

Bank Name and Branch Nam

AL R = 17 %5 T 77T R
Bank Account Bank No. Branch No. Bank Account no

v e 2 5, 2 , .
Rt O A B A ER O ERER O P EEERA Ep
B HKID No. Passport No. Business Registration No. O others.

Identity Document No. of
Bank Account Holder

aFitEFEEE A G ABLTIRS > AR W FRRE L cFREAFHHE - TR HFAB TN TIRGE LE up e TR &
— P 2 R T RE o
Please provide valid Hong Kong bank account ofdyolivner. The bank account will be used for claimrpent only. Please prale copy of first page of bal
book or ATM card or recent bank statements to yerifcount information. Further identity proof mag fequired.
b. 7 L8 &bk = o
Joint account is not allowed.
AT R B A EE R B RE S~y TR o
Claims payment will be made in HKD and creditediésignated bank account through autopay.
d.gpdpEs 2 pHHE 50 FEE P 5 E 544 7 42865 ~ 100,000 € & &) - 4o % 42iE%E ~ 100,000 ¢ % @)+ o AgE i M
HAxdpm o R RAN L
For claims payment through autopay, only applicablpayment with maximum daily transaction limit mxceeding HKD100,00(®r equivalent) per policy.
payment is exceeding HKD100,000 (or equivalenglmwve, or the instruction cannot be executed,litweiissued by cheque.
OQAf (BAFERE L HREHT A FERTER L LB L A BEKA) _ _
Cheque (Claims payment will be made in HKD for HKDpolicy; Please select USD/HKD for the claims paymeffior USD policy)

o

FANBEAGEE - upAL LG FANEAEE - nEALIZAH FAEREARE - upEpAt 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
%R
Remark

B ARHOBEAEEREUABRAEER ISP AER T2 AHES Y .
For policy in no-HKD currency, its HKD equivalent is based on thevaiiling exchange rate as determined by Hong Kafglhsurance Limitedrom time to time
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Personal Information Collection Statemen
I/We hereby declare, understand and agree thatighp Kong Life Insurance Limited (hereinafter regel to as “Hong Kong ife”) only collects necessary perso
information for the purpose of processing your agagilon or any other applications for insurancéimaincial related products/ services and providitign-going service
relating to such applications, claim processingror analysis of it, assignment processingdisgteal or actuarial research, litigation, commuation, internal/ external aug
providing customer services (including but not tedi to, processing enquiries and complaints) atede activities, diredcmarketing for insurance products and
matching, communication with any relevant orgamézdtperson in respect of any services and/ orywtsdprovided by Hong KanlLife and comply with any local
foreign law, any guidelines or guidance, contractwather commitment and applicable tax $agiven or issued by any local or foreign legafjutatory, governmente
tax, law enforcement or other authorities, or indusodies or associations of financial services/aters that apply to éhg Kong Life . Any personal information collec:
or held by Hong Kong Life is to enable it to caaty insurance business and may be stored, usethst#idcreleased and/ or tsderred (whether within or outside Hg
Kong) by Hong Kong Life to any other companies yiag on insurance or reinsurance reladtedinesses or any intermediaries, third party aistnériors, third party servi
providers (including but not limited to insurergnikers, lawyers, accountants, and other third paatyice providers whprovide administrative, telecommunicatig
computer, payment, printing, redemption or othevises to Hong Kong Life), claims investigators, dival bill review companigsother service providers providi
services relevant to insurance business, profesisamvisors, researchers, government auiberiany associations or federation of insurameepanies, credit referen
agencies, debt collection agencies, partneringhéii@ institutions, any organizations which meetctbsure requirementmposed by law or court orders or pursual
guidelines issued by regulators or other relevatiiaities for any of the above purposes; (2) tfevigion of such personal dagvoluntary, but failure to do so may re
in Hong Kong Life being unable to process the iasae applications or to provide @ontinue to provide the insurance products andaeshand/or the related produ
and/or services to me/us; (3) I/We have the righditeck whether Hong Kong Life holds data aboutumehd the right to aess to such data and require Hong Kong
to correct any data relating to me/us which aredneate. Such request can be made in writing addeased to the Data Pratien Officer of Hong Kong Life at 15/
Cosco Tower, 183 Queen’s Road Central, Hong Koy @alling Hong Kong Life at 2290 288Hong Kong Life has the right to charge a reabtngee for the processi
of any data access requ

I/We hereby understand that if I/we do not warretteive any promotional information from Hong Kdrifg, I/we can make such request in writitogthe Data Protectic
Officer of Hong Kong Life at any tim

[] Please check the box on the left if you do notagyith the provision to provide, use and/or trangbur personal datarfdirect marketing purposes in accordance
the Personal Information Collection Staterr
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Declaration and Authorization

I/We hereby understand and agree that all statenagrt answers in this application whether or nétew by my/our own hathare complete and true to the best of my
knowledge and belief.
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I/We further hereby authorize (1) any employer,tdocospial, clinic, insurance company, government offic@y organization or person who has or may hexehgve
any record, knowledge or information of me/us (vleetmedical or otherwise) to disclose, releaseamsfer to Hong Kong Life or its representatsuch record, knowled
or information pertinent to this application; (2phty Kong Life or any of its appointed medical/paeginal examiners or lapatories to perform the necessary mec
assessment and tests to evaluate the health statiesus i relation to this application. This authorizat&irall bind the successors and assignees of medugimain vali
notwithstanding death or incapacity. A photocopyhig authorization shall be valid as the origi

\ | | | | | |
pa (&£/7/p) AR RSB FOE AR AL F AR AR F
Date (YY/MM/DD) ID Card No. of Claimant/ Name of Claimant/Life Insured Signature of Claimant/Life Insured
Life Insurec
\ | | | | | |
par (/2 /p) Fra e AL A 0B B e A AL Eree AL ¥
Date (YY/MM/DD) ID Card No. of Name of Insurance Intermediary/Witness Signature of Insurance Intermediary/Witness
Insurance Intermedia/Witnes:
PR Claim No. Date Received | Captured By | Signature Verified by| Checked By | Approved By Remarks
FOR OFFICE
USE ONLY
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PART Il - 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 YYvYy MM DD Lilip ci el YYYY MM
b. Was there evidence of an external and visible broisvound at first visit? O Yes O No
c. Which part of the body injured?
d. Describe the cause, character and the extentuk/inj
e. As a result of the injury, has the patient beeaté&® for any of the following? If yes, please gilails. O Yes O No
Treatment LU Details of Treatment (type, frequency, result,)etc
(YY/MM/DD) pe, frequency, Jete-
1. Hospitalization O Yes O No [Name of Hospital:
Date of Admission (YY/MM/DD) :
Date of Discharge (YY/MM/DD) :
2. Surgery O Yes O No
3. X-rays O Yes O No
4. Special diagnostic O ves O No
procedures
5. Suturing O Yes O No
6. Physiotherapy O Yes O No
7. Dressing O Yes O No
8. Others
f. Did the patient consult any other physicians or iadmhospital for the same injury? If yes, plegsee details. O Yes O No

Consultation Date/
Period of Confinement
(YY/MM/DD)

Diagnosis/Treatment

Name and Address of other physicians/hospitals

CLM-F004 (02/2024)
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3. a. What is the current condition and prognosis ofgtagent?

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

c. With the current health condition of the patieriégse rate the class of the patient’s physical impnt as follows:
O Class1 No limitation of functional capacity; capable ofawy work without restrictions
O Class2 Capable of medium manual activity
[0 Class3 Slightly limitation of functional capacity; capaldé light manual work
[0 Class4 Moderate limitation of functional capacity; capabfeclerical or administrative work
[0 Class5 Serious limitation of functional capacity; incapalof minimal activity
Please give details:

4. a. Patient’s Occupatiol Date first become unable to / /
and Job Duties engage in employment or busingss YYYY MM DD

b. In your opinion, is the patient now totally incafeato work? If yes, please estimate and explainnithe patient can resume working 0 Yes [ No

c. According to the occupation of the patient, pleasicate the effect on the disability:

O Inability to perform one or more duty of his/her G\Vbb
for [ lessthan1 month [ 1-3months [ 3-6 months [0 6-12 months 0 12-24 months 0 > 24 months

O Inability to perform each and every duty of his/@aVN job
for O lessthan1month O 1-3months O 3-6 months O 6-12 months OO 12-24 months O > 24 months O Permanently

O Inability to engage in ANY work, occupation or busss for which he is reasonably suited by educatiiaiming or experience
for [ lessthan 1 month [0 1-3months [0 3-6 months [0 6-12 months [0 12-24 months [0 > 24 months [0 Permanently

Please give reasons:

d. What are the limitations to the patient’s occupadicactivities?

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

f. Is there any planned treatment or rehabilitati@m b the patient? If yes, please give details détes. O vYes O No

5. Was the illness or injury caused by or in any wssoaiated with any of the following? Please ticlerehappropriate and give details.

[ Past injury or illness [0 Poison, gas or fumes taken Details:
[ Pre-existing physical or mental defer [1 Degenerative changes

[0 Suicide or self-inflicted injury [0 Congenital deformities or anomalie

[ Alcohol or drugs [0 Physical defects

O others

6. Any further information you consider relevant tgstblaim

| hereby certify that | have personally examined tirated the patient for the above illness ominfind that the information as stated above isangecomplete to the b
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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