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Name of Technical Representatie Technical Representative Code Contact Tel. N
& O AT BT R R e H
Coverage Claiming f o WP o PB o Others
R i 0O d AR 2 0O PR M F 0 A
Documents attach: Discharge Summa Medical Repo O sick Leave Certifica Other:

LogFdpd 22247407 e B g ezl 2R REZAAERPET2LIH7 3 A207 2 A A EBRE o
The issue of this form is in no way an admissionialbility. No fee, commission or charge of whateveture is required to pay to the employeeseghnica
representative of the company with respect to this cle
2. R EY AR -NRATI R Y E R NP R A FA AR FHAL MR o
HB A A Please answer ALL the questions in Part | of thasnt form. Part 11 of this claim form MUST be conepéd and signed by the attendplaysician. The completion
Instructions this part is at claimant's own expen:
3 FHL G ML E, D FRF NN RFELEIP FE C RBES S FRIFLEN T FR
Please attach other reports or relevant documsunt$, as discharge summary issued by hospital comgathe exact diagnosis, siclale certificate, medical report, €
to enable us to assess your cli
A4 FEFR A ¥ R F L AR B F - -
Please make sure the signature of claimant orchiis form is in consistent with the one appeanghe policy application form.
Fop - ARARPE ARA/ILEAER)
PART I - CLAIMANT’'S STATEMENT (to be completed by Claiman t/Life Insured)
| O NewClaim 5 =% % #% O Further Claimg & % ¥ O Review/Appeal£ #-/ % =
R A £ AL F< .
Policy No. Name of Life Insuredin English in Chinese
L i@ ys EHEE ) # / Py P E# 2o g 7 *
ID Card No. Date of Birth YY MM DD | Age Sex Male Femalg
Mailing address Contact Tel. No,
HEFN Employment Details
1kl tfE2 ¥ 0
Name and Address of employer
TR
Contact Tel. No.
ol i BT oo FEp e R E / 'y p
If the employer is different from the one statedhia application, please state when it was changed YY MM DD
CELT TR TR T
Occupation & job duties before disability (if mdrean one, state all)
i AFLIR O FHEFEF 27 Complete item 2 if Disability was due to Accident
2.a R EA2p Y FFor B p 8 E / 'y poopER 4= R 13
Date, Time and Place of accidd Date YY MM DD Time a.m. p.m. Place
b. & ¢t 2 g7
How did the accident happen?
GH 2 ATR T 4R > 4o )
(attach newspaper clippings, if any;
C. X iFRNix?
Which part(s) of body injured?
d. X ar?
What is the extent of the injury’
e K% H#E? Lo FREFLH & B GH L B4 o 4t ) Oz

Had reported to police?

Yes, Police station

Police reference number (submit photocopy if a

No

T LY HESE s LA KL ]

Complete item 3 if Disability was due to lliness

3. a. Ak EEE

Describe the nature of illness and the symptoms

b. PEF = FM A e F A £B?
When did you first consult doctor for the relatéaess?

C. hg =KL o Jpice R 4 dIR?
Since when did you have these symptoms beforamtecbnsultation?

=y P P
Yy MM DD
£ Py P
YY MM DD

#ic i

Consultation Details

4. FFomrLL FAFTH
Details of consultation
for the illness or injury

FLpH(E//P)
Consultation Date
(YY/MM/DD)

B Fl g
Reason/Diagnosis

FA L2 e nGhat phEd o 407 )
Name and Address of doctor (please attach pat@dteopy if available)

a. f = RgaF
Doctor first consulted

b. & » FeenF 4
Doctor referred to hospitd

C. /ARl #E 7 Mg
B Rpag s
Doctors consulted in the
past for same or similar o|
related condition

b
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ERER=T\ 3 Hospitalization Details

5. frhttlfix i %P%Bﬁﬂ(ﬁ/:?/'ﬂ) darm;ﬂ.ﬂ(%/*/w R R PR L2 B G RS 4d)
TF A 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)
confinement for th
illness or injury
Extent of Disability
R N L L RC
Please describe the current condition of the iines
or injury
b. BT eEBLx 22 a1 iF? E:3 / 5 / p
When did you become completely unable to atterahtobusiness or occupatign? YY MM DD
C. PFFJ_'d'd g-}’p4"})|§\?_L7 ’7'5\;—-—'—1%1?&—7!? i’}’fﬁ?ﬂﬂ?(ﬁ/g/ﬂ) )E"?]/)ﬁ?'}—[ i1 (T2 pEEp
Please state period of absence from work sincg Onset Date (YY/MM/DD)| Reason/Diagnosis Period absent from work
your suffering from the illness or injury
d R=LFe e Fa R 2 o & o PogF RA
Did you return or expect to return to work? Yes YY MM DD No Reason
€ 7% i i3 REM 32 o L i £ oy P2 W o o’
Did you file a sick leave certificate with emplo¥¢ Yes From YY MM DD to YY MM DD No
f. gAH 123 fP& 1 Ty~ (& JE2002 FE k) T

Average monthly gross earning in past 12 montherbefisability (including allowance & bonus, etc.) | HK$

HuwFa Other Information
T RTEEFIR-Fk? 2/RS ARG DT IO/ E el 2 A RREBFE? Goig o FHR e T T

Are you clalmlng/recelvmg similar benefit for tsame event with any other organizations includirsyiiance company, the government, and Yi‘s O SO
employer compensation? (If yes, please providéaff@mwing information)
Wi 2 P 8 PR W) A A (R S YRR 2 AR R
Insurance Company/Organization Benefit Type / Policy No. / Group Member No. Benefits Amount CIaimed/Received Result/Status

AAEEPG AR

QAR AR SO F AR ) ka4

() #4 td HF - o2 ?ﬁ,igﬁiﬁ.i’\fﬁﬂ,ir’%}},:}E—Lj&’\éﬂ'—ﬁ.'r“i—l' BLERET > 7 e h
a\@}%#g{;?«qu;«x CE G R BB BRI (BB aRB S m?*’%‘“ﬂs& Nl e k] "‘”1”@‘““ e
RS A SRR Y 'iﬁ‘zf%—ifﬁ MAT3% % ¢ G BRI AR A H o M AP A H AT Y 7 »H\&é% 2PE T M B
“ &/M (4) Ay ﬁzﬁmﬁt KLDF2PHFF Erd AAREFTHDALSAR AR EIRE AL BLATH - iR ER

LR RoF
(1) I{f?if R A AU LATIRE A S B Bt Tk IR Sl
R S s J‘(f’r‘g[{:&;\!’j\@ #F1(2) .E. \:14;i:f?ﬂ;}h T2 FHE AR &R F’fj%zh@ Fo HFA A
AN A S PPEET AL oA AL LB B AGREA T R pREE G o AgRED 2

| hereby understand and agree tha
(1) All statements and answers in this applicatidrether or not written by my own hand are compégtd true to the best of my knowledge and bel&fAny personal information l&ing to
me or other persons named herein collected ortheldONG KONG LIFE INSURANCE LIMITED (“the Company”inay be stored, usedisdlosed, released and transferred (whether w
or outside Hong Kong) by the Company to any indraild/organizationsssociated with the Company or any selected partthe Company may consider necessary for the perpf
processing this application or any other applicgafior insurance or financial related product/sesvémd providing all on-going services relatedstich application, claim processing or
analysis of it, statistical or actuarial reseadifect marketing and data matching, and commurupatiith me or any relent organization/person as the Company may consgassary; (4
have the right to obtain access to and to requesection of any personal information provided bg amd held by the Company concerning metber persons named herein. Such req
can be made in writing and addressed to the Dat@&ion Officer of the Company.

| further hereby authorize:
(1) any employer, doctor, hospital, clinic, insuza company, government office or any organizatioperson who has or méereafter have any record, knowledge or informatibme|
(whether medical or otherwise) to disclose, releaseansfer to the Company or its representatigh secord, knowledge or information pertinentttis @pplicationf2) the Company or al
of its appointed medical/paramedical examinersaboiatories to perform the necessary medical aseegsnd tests to evaluate the health status of me atiogl to this application. Th
authorization shall bind the successors and assigoeme and remain valid notwithstanding deatimcapacity. A photocopy of this authorization shmlvalid as the original.

'(7”‘1;?5)% HuFfl) 072 f 2P 28285 -4
FLFRFERBUFH AL BRI TR AL R

CEE N TR D

\ 1| | | | | |
p (&/7/p) RO AR A DR RO AL AL REAIREAFE
Date (YY/MM/DD) ID Card No. of Claimant/Life Insure: Name of Claimant/Life Insured Signature of Claimant/Life Insured
\ [ | | | | |
p (&/7/p) ERAILEA LR ERNA/ILFEALL EBRELILFEAEF
Date (YY/MM/DD) ID Card No. of Technical Name of Technical Representative/Witness Signature of Technical Representative/Witne
Representative/Witness
A Claim No. Date Received | Captured By | Signature Verified by| Checked By | Approved By Remarks
FOR OFFICE
USE ONLY
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PP - PAPEEL(RAA DRI ABFLILRFLER)
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PART Il - ATTENDING PHYSICIAN'S STATEMENT (to be completed by att ending physician/surgeon at claimant’s expense)
1. Name of Patient Age / Se ID Card No.
2. a. Date of first consultation fgr / / Date when symptoms first / /
the patient’s illness or inju YYYY MM DD appeared or accident happened YYYY MM DD
b. Chief complaints and symptoms of the patient netato the iliness/injury
c. If the disability was due to accident, was therelence of an external and visible bruise or wourfitst visit? O Yes O No
Please describe which part of the body injuredtaedtause, character and extent of the injury.
d. According to the patient, has he/she been havimgsa similar conditions or symptoms before? If, y#ease give details. [ Yes O No
Date of occurrenc . . s -
(YY/MM/DD) Exact Nature/Cause of Attack Test/Treatment received Duration of Disability Physician Attended
e. In your opinion, has the patient ever had saménafes conditions or symptoms before? If yes, péegive details. O Yes O No
f. Diagnosis Underlying cause of diagnosis Date of diagnosis
/ /
YYYY MM DD

g. Has the patient received any surgical procedurdjcaktreatment, laboratory tests such as cytoigiX-ray, pathological or serological studies,2tc [1 Yes [0 No
O Yes OO No

Has the patient received any special treatment asghysiotherapy, occupational therapy or chemaglyeetc.?
If yes, please give details and provide us witetao§ the results if available.

Date Performed

(YY/MM/DD) Details of Procedure/Treatment/Test (type, frequeresult/readings)

Physician Attended /
Hospital Confined

h. Are you the patient’s usual physician?
Please list down the date and details of eachafidite patient to your clinic/ hospital in the eraf dates.

O Yes

O No

Consultation Dat

(YY/MM/DD) Complaints

Diagnosis

Treatment/Physiotherapy (Length of Course)

i. Was the patient referred to you by other physici&y@s, please give details.
Did the patient consult any other physicians or iaghrhospital for same or similar conditions or #my serious disorders?
If yes, please give details.

O Yes
O VYes

O
O

No
No

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

Diagnosis/Treatment

Name and Address of other physicians/hospitals
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3. a. What is the current condition and prognosis offthtent?

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

=

ith the current health condition of the patienégse rate the class of the patient’s physical impnt as follows:
Class1 No limitation of functional capacity; capable ofawy work without restrictions

Class2  Capable of medium manual activity

Class 3  Slightly limitation of functional capacity; capaldé light manual work

Class4  Moderate limitation of functional capacity; capabfeclerical or administrative work

Class5 Serious limitation of functional capacity; incapablf minimal activity

Please give details:

Oooood

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

b. According to the occupation of the patient, pléaskcate the effect on the disability:
[0 Inability to perform one or more duty of his/her GVjbb
for O lessthan1 month [0 1-3months [0 3-6 months [ 6-12 months [0 12-24 months [0 > 24 months

[0 Inability to perform each and every duty of his/@aWN job
for [ lessthan1 month [0 1-3months [0 3-6 months [0 6-12 months [0 12-24 months [0 > 24 months [0 Permanently

[0 Inability to engage in ANY work, occupation or busss for which he is reasonably suited by educatiaiming or experience
for [ lessthan1 month [0 1-3months [1 3-6 months [0 6-12 months [0 12-24 months [1 > 24 months [0 Permanently
Please give reasons:

c. What are the limitations to the patient's occupsdicactivities?

d. 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/fftedo and from when he/she can perform?

e. Is there any planned treatment or rehabilitati@nb the patient? If yes, please give details déttes. O Yes O No

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

[0 Past injury or illness [0 Degenerative changes Details:
[J Pre-existing physical or mental defec [0 Congenital deformities or anomalie

[0 Self-inflicted injury O cChildbirth, pregnancy, miscarriage,

[ Alcohol or drugs abortion or prenatal care

[ HIV/AIDS related illness

6. Any further information you consider relevant tastblaim

I hereby certify that | have personally examined &eated the atient for the above illness or injury and that iffermation as stated above is true and comptetad
best of my knowledge and belief.

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