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Claim Form

Name of Insurance Intermediary
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Contact Tel. No.

Insurance Intermediary Code
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Coverage claiming for DD Others
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‘ Documents attached | O Pathological Report O Discharge Summary d Sick Leave Certificate g Medical Report O Others |
I #dped 253472200 Bp T2y o AP 2 @AY » 2HAAZAAERPEFZ2LAH3 I AP 2 ER S FGY 44
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.
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4 Please answer ALL the questions in Part I of this claim form. Part IT of this claim form (Attending Physician Statement corresponding to the dread disease claiming for)
Instructions MUST be completed and signed by the attending physician. The completion of this part is at claimant’s own expenses. Any other reports or documents such as pathological
and laboratory reports or evidences, etc. must be submitted.
3. Ft FOMERE A2, GlheF R dad AR L T AP R - RS S FRIELE T F
Please attach other reports or relevant documents, such as discharge summary issued by hospital containing the exact diagnosis, sick leave certificate, medical report, etc.
to enable us to assess your claim.
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Please make sure the signature of claimant on this claim form is in consistent with that appearing on the policy application form.
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PART 1 -  CLAIMANT’S STATEMENT (to be completed by Claimant/Life Insured)

ViR HL A LA
Name of Dread Disease claiming for

-5 5L XA B v
Policy No. Name of Life Insured |in English in Chinese
A GHE = 'y po|E& 5] 7 &
ID Card No. Date of Birth YY MM DD | Age Sex Male Female
TR TR
Mailing address Contact Tel. No.
REHEN Employment Details
1. i F4L2 5k
Name and Address of employer
TR
Contact Tel. No.
el i B EFER oo FELp P PR & , y / p
If the employer is different from the one stated in the application, please state when it was changed YY MM DD
B3 A B E 2 BaR(iE 5 R
Occupation & job duties before dread disease (if more than one, state
all)
rAARRMIRCHEFF 2R Complete item 2 if Dread Disease was due to Accident
2.a BB pY s EF o B p £ ﬁ/ 2 PR Ot= g ~= H&
Date, Time and Place of accident | Date YY MM DD Time a.m. p.m. Place
b. & hE 4 5E?
How did the accident happen?
Gt 2R T 48 > 4oF )
(attach newspaper clippings, if any)
c. X HINi=?
Which part(s) of body injured?
d ®pERr?
What is the extent of the injury?
e LFj ALY O L #3¥%ef % AEGET Bl 4o ) OF
Had reported to police? Yes, Police station Police reference number (submit photocopy if any) No
rAAFIARIR CHEFF IR Complete item 3 if Dread Disease was due to Illness
3. a FARETEARE Rk
Describe the nature of illness and the symptoms
b. R AP M A R F A RB? & » p
When did you first consult doctor for the related illness? YY MM DD
c. b XKL > ke PFERE 4 IR E:: / s / p
Since when did you have these symptoms before the first consultation? YY MM DD
[ERER=X, 2 Hospitalization Details
4 ﬁ*»tbn’fﬁﬁ% [ER NRBBCE/E /D) | BERR(E/D/P) B s P ghr 8GR B )
g PR TR Date of Admission Date of Discharge . . . . . .
. . 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 illness or injury
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bttt Consultation Details
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Details of your regular doctor |Name Since YY MM DD
6. P B R RB2FLTH (ke pE/r/p)
. 0 B F/ g 7 2R o G ER
Details of consultation Consultation Date R nr—/]D}'% Al . N 4 Add ¥ fdr for (ol G ':rt f)ﬁ:rt " dF ) i)
for the illness o injury (YY/MM/DD) €aso 1agnosis ame an ress ol doctor (please attach patient card copy 1 availaoble

a X RBFE L
Doctor first consulted

b. 2%k » e F 24
Doctor referred to hospital

c. MBI HE A 5 MR
wY ApenF A
Doctors consulted in the
past for same or similar or
related condition

I RERTH Related Illness Information

7 A R R iR
Please describe the current
condition of the illness or injury

b BT A E R AT AR 2 R R R TR A AR do B o T g st e o L @
Have you previously suffered from, tested or received treatment for similar or related illness? If yes, please give details below. Yes No
BTend s ApY 8§ T A0 2 An B 2 Ao & st (ERRBR 2 in? o8 o 30T 6 P - o~ of
Have any of your blood relatives suffered from, tested or received treatment for similar or related illness? If yes, please give details below. Yes No

AL Lurp H(£/0/P) B LA DieFL 8 FI b2 # 0 Gdt RS 407 )
Relationship of Date of Diagnosis ’ ‘Iilnevssf- Name and Address of doctor/hospital treated for
Relative (YY/MM/DD) (please attach patient card copy if available)
(LA
Claimant

TR Other Information

8. RTH EFIF- ¢! /X P e FR%G 2 7 ~ Ffrs i 2 A8 FREEH?Grif > R ENT T o
re 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)

Wi 2 P B P AR B/ 1S S /R RY T S B YR /RE 2 R BRI
Insurance Company/Organization Benefit Type / Policy No. / Group Member No. Benefits Amount Claimed/Received Result/Status
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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.

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 transfer 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.
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Date (YY/MM/DD)  ID Card No. of Claimant/Life Insured Name of Claimant/Life Insured Signature of Claimant/Life Insured
\ I | | | | |
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Date (YY/MM/DD) ID Card No. of Name of Insurance Intermediary/Witness Signature of Insurance Intermediary/Witness
Insurance Intermediary/Witness
S@n T Claim No. Date Received Captured By | Signature Verified by Checked By Approved By Remarks
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