22
e

& E A
hong kong life

== = 3§ 2
= el 3 A 1
As

Death Claim Form
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Name of Insurance Intermediary

3313-«»7 woEe

(LA RTINS -
Contact Tel. No.

Insurance Intermediary Code
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% 1 IR AT v YA T T Tt PR S S R A R ER
Coverage Claiming For ] Life Assurance o SMP ] PB o Al ] ADD ] Other
0O WH A 0 FRER L HE B Pivg (% | R R) daEd O R d
LT Original Policy Official Death Certificate O cremation Certificate ID card (deceased / claimant) Birth Certificate Marriage Certificate
Documents attached B Rap 7 F)iE fedR 2 TR TR His
o Police Report o Coroner’s Report o Newspaper Clippings o Others
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Instructions
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If there is more than one claimant, all may complete and sign on the same claim form or each claimant may complete a separate claim form.
B Fopptd FEAEY EFRARIAAERRTLIFE S AP B A EEY A4
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 Intermediary of the company with respect to this claim.

FTHE BT R M R o TRV HT R oM ABFAERTD g HFARL G TR
Please answer ALL the questions in Part | of this claim form. If required, Part Il of this claim form MUST be completed and signed by the
attending physician. The completion of this part is at claimant’s own expenses.
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BREENSAFP -
Please attach relevant documents to prove the death of the deceased, the identity card of the deceased and the claimant, the relationship between
the deceased and the claimant such as official death certificate, cremation certificate, ID card, birth certificate, marriage certificate, etc. to enable
us to assess your claim.
CHHREF MES LN 2 S FaEP 2 2 P E R S FE R CATRTARE o
If the deceased died of accident, reports relating to the circumstances and the actual cause of death such as police report, coroner’s report,
newspaper clippings, if any, etc. are also required.
AR SR TEL LV ETAE-S BN £ I 3=V AR §F B
Where “own estate” is stated as beneficiary, the Executor or Administrator must complete and sign this form, and Letter of Administration is
required.
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If the beneﬂuary is a minor or incompetent, the guardian must complete and sign this form, and Guardianship Paper is required.
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PART I

AARR(d RYAHE)
CLAIMANT’S STATEMENT (to be completed by Claimant)

7 ¥ F# Deceased’s Detai

Is

1. |,E,-E 58
Policy No.

a

ke

in English

[
in Chinese

E R
Name of Deceased

LR
ID Card No.

L
Female

g
Male

14 p gy
Date of Birth

£ i
Age

(e
Sex

YY MM

P pE 2 gk

Residential address at time of death

T
Contact Tel. No

L e LALE
Name and Address of

1A
last employer

&’ h L

Bl}‘ L VI oy
Contact Tel. No

o2
Occupation & job dut
at time of death

WE 2 i

3
YY

Hfs1 iEp g

Last date of working /

ies

Lo p g~ PR os g

Date, Time and Place

T I

p.m.

__L_'I

a.m.

poopER
DD Time

g
Place

B
Date

of death |

YY MM

LR F)
Cause of death

de B L AR

¥ 2% Complete item 2 if Death was due to Accident

2.4 &

thgp 4 P s P o g
Date, Time and Place of accident

) - X

MM

[ =

a.m.

Eg
p.m. Place

pooOpER
DD Time

1]

E3
Date /

YY

/ O
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How did the accident happen?
Gt AR F 3R 0 405 )
(attach newspaper clippings, if any)

)

A

1§22

Which part(s) of body injured?

LR ARR?
What is the extent

of the injury?

AT G AFE?

Had reported to police?

B

A0 WEER LY
Yes, Police station

ok S GRt Bl & o 4ot )
Police reference number (submit photocopy if any)

No
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Complete item 3 if Death was due to IlIness

3a FHAEERME L A RKE Bk
Describe the nature and the symptoms of the
deceased’s last illness

b. > % g < TR M AR § 2 RH?

the related illness?

When did the deceased first consult physician for

C. > EwEE AT LT ERE 2 pHak?
When did the deceased first complain of or give
indications of his/her last illness?

# / ! A
YY MM DD
# / ! A
YY MM DD

#ie i

Consultation Details

4. et AP F LT
Details of consultation
for the illness or injury

KL pp(E/V /P

Consultation Date
(YY/MM/DD)

) R 51/ )

Reason/Diagnosis

FEFREE FRGHEL RS w0 )
Name and Address of doctor/hospital (please attach patient card copy if available)

R R
Doctor first consulted for
related illness or injury

b. & » fachF 4
Doctor referred to hospital

b, i3 7 # P ek HS T
M S R
Doctors consulted for same
or similar conditions or
other illness in the past 5

years
RSy o Hospitalization Details
5. Rl e § BEAROL | ~Eep @ (E/2 /)| BrpH(E/2/P) B s ] P L AEE 8GR B )
R H B B mE issi i v = e
& )’i E ;’ ]» i [é? i Date of Admission Date of Discharge Reason/Diagnosis Name and Address of hospital (please attach patient card copy if available)
ARkl e S (YY/MM/DD) (YY/MM/DD)
Details of hospital
confinement in the
past for same or
similar conditions or
other illness
Huw T Other Information
6. a. e gl g 77 FREA? . :
ifther:;een fr%\g/ill t}he?e beFa O ooy " / ! / PoEE Oz
. Yes, Date YY MM DD Place No
death inquest?
b. C R T RRED? . ,
Iiftherzgeen fr will therzﬁbepajl O ELoonE " / ! / poER Oz
Yes, Date YY MM DD Place No
post-mortem?
7. AR g P2 AENE g -5 5 B R e (%7 4 oxp P(E/P/P)
i AL Insurance Company Policy No. / Group Member No. 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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% % X F# Claimant’s Details

(@) @ (©)
sy B
ll\lha;ie oi:i i;\ English
S in Chinese
s ER G
Relationship to the deceased
£ fl}ﬁ’%ﬁ%
ID Card No.
TENETEVINED / / / / / !
Date of Birth (YY/MM/DD)
(= ! - o? m o’ m
Sex Male Female Male Female Male Female
B 2 R
Corresponding Address &
Tel. No.
EEFYE Y LR g #EEEc g ®E+ O #EfEE ¢ [g £5¢ O FEfRE
Capacity for submitting the Beneficiary Policyowner Beneficiary Policyowner Beneficiary Policyowner
claim D%’;@‘ [E=RS 0 XA 0O [ER= 0O LR A D’;*'k
Assignee Trustee Assignee Trustee Assignee Trustee
O E#c/es O EE/es O B/
Legal Guardian/Parent Legal Guardian/Parent Legal Guardian/Parent
0 A 0 A 0 A
Others Others Others
L rLizEiz2 D‘F}L’p;l [ R R0 D? O {’éﬁ‘é_"ﬁaéiiii O k2 O {’éﬁ‘i“—-‘:ﬁ*%iiﬁ D?-
RSN Yes, please provide details below No Yes, please provide details below No Yes, please provide details below No
Have you appointed a legal |4+ % fEana e
representative/solicitor? Name Name Name
Address Address Address
B ht B kb B
Telephone Telephone Telephone
3 3 3
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(1) #3 E*\ﬂvpam**ffﬁﬁa FE 0 dHAT AAIAPRL Y i‘*&/é\xr‘ SRRl SRR = A A JF i
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FRT 2P AL D AiDG R E2cd o
1/We hereby understand and agree that:
(1) 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; (2) Any personal information
relating to me/us or the deceased named herein collected or held by HONG KONG LIFE INSURANCE LIMITED (“the Company”) may be stored, used, disclosed, released and transferred
(whether within or outside Hong Kong) by the Company to any individuals/organizations associated with the Company or any selected party as the Company may consider necessary for the
purpose of processing this application or any other application for insurance or financial related product/service and providing all on-going services related to such application, claim processing
or any analysis of it, statistical or actuarial research, direct marketing and data matching, and communication with me/us or any relevant organization/person as the Company may consider
necessary; (4) I/We have the right to obtain access to and to request correction of any personal information provided by me/us and held by the Company concerning me/us or the deceased
named herein. Such request can be made in writing and addressed to the Data Protection Officer of the Company.
1/We further hereby authorize:
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 or the
deceased named herein (whether medical or otherwise) to disclose, release or transfer to the Company or its representative such record, knowledge or information pertinent 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.

p (&/7/p)
Date (YY/MM/DD) / / ! / / /
AHAREF
Signature of Claimant
| / [ | I
pa (&/7/p) T e AR EA LR Tt ¥ A AR AL P A ILEA R
Date (YY/MM/DD) ID Card No. of Name of Insurance Intermediary /Witness Signature of Insurance Intermediary /Witness
Insurance Intermediary /Witness
SPnE Claim No. Date Received Captured By | Signature Verified by Checked By Approved By Remarks
FOR OFFICE
USE ONLY
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