AN DS A AREARY i
i Dread Disease Benefit Claim Form
w hong kong life
E il ik 5 TR
Name of Technical Representati Technical Representati Code Contact Tel. N¢
O 1R A v O 2 O AF
Coverage claiming fi Others
2 i O FRTLAR 4 0O di R £ B F 0 FRAR L O
Documents attache Pathological Report Discharge Summary O SICk Leave Certificate Medical Report Others
L B0 35 2nhore BREAARY 3F bl AB@AZ® - AR ARRAACRIEFL 2R3 A2 P2 R A EBAZ -
The issue of this form is in no way an admlsswmaﬂlllty No fee, commission or charge of whateveture is required to pay to the employeesechnica
representatives of the company with respect toctaisn.
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E 4 A Please answer ALL the questions in Part | of thagnt form. Part 1l of this claim form (Attending R$ician Statement cosponding to the dread disease claiming
Instructions MUST be completed and signed by tagending physician. The completion of this pareisclaimant's own expenses. Any other reports arudhents such
pathological and laboratory reports or evidences,raust be submitted.
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Please attach other reports or relevant documeuw. as discharge summary issued by hospital comgaihe exact diagnosis, sick leasertificate, medical repo
etc. to enable us to assess your claim.
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PART I - CLAIMANT'S STATEMENT (to be completed by Claiman t/Life Insured)
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Mailing addresg Contact Tel. No.

REEN Employment Details

1. thi t4E% #3

Name and Address of employer

Contact Tel. No.
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How did the accident happen?

(attach newspaper clippings, if any.
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Which part(s) of body injured?

d. % 6 m2r?

What is the extent of the injury?
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Had reported to police? Yes, Police station Police reference number (submit photocopy if a No
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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) : Al g e
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Doctor first consulted
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Doctor referred to hospital
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past for same or similar ol
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Please describe the current
condition of the illness or injury
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Have you previously suffered from, tested or reegitreatment for S|m|Iar or related illness? If y@gase give details below. Yes No
BTne kALY 8 3R T A0t 0B 2 5 s 2 et (P HR sk 2 R ? 4o i o 30T 6 g o o~ Oo@
Have any of your blood relatives suffered fromtedsor received treatment for similar or relatéuess? If yes, please give details below. Yes No
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Relationship of Date of Diagnosis ’ ‘”ﬁe;? Name and Address of doctor/hospital treated for
Relative (YY/MM/DD) (please attach patient card copy if available)
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Are you clalmlng/recelvmg similar benefit for tsame event with any other organizations mcludm;guance company, the government, and 3 Y?s O ﬁo
employer compensation? (If yes, please providéafmwing information)
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Insurance Company/Organization Benefit Type / Policy No. / Group Member N Benefits Amount CIaimed/Received Result/Status
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| 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 relag to
me or other persons named herein collected ortheldONG KONG LIFE INSURANCE LIMITED (“the Companynay be stored, usedisdlosed, released and transferred (whether w
or outside Hong Kong) by the Company to any indiaild/organizations agsiated with the Company or any selected partyhasGompany may consider necessary for the purpf
processing this application or any other applicafior insurance or financial related product/sesvémd providing all on-going services related uohsapplication, claim processing or
analysis of it, statistical or actuarial reseadirect marketing and data matching, and commurtinatiith me or any relent organization/person as the Company may consgssary; (4
have the right to obtain access to and to requesection of any personal information provided bg amd held by the Company concerning metbeopersons named herein. Such red
can be made in writing and addressed to the Dat@&ion Officer of the Compar

| furt her hereby authorize
(1) any employer, doctor, hospital, clinic, inquza company, government office or any organizatioperson who has or maereafter have any record, knowledge or informatibme|
(whether medical or otherwise) to disclose, releaseansfer to the Company or its representatigh secord, knowledge or information pertinentttis @pplication; (2jhe Company or al
of its appointed medical/paramedical examinersabofatories to perform the necessary medical aseetsandests to evaluate the health status of me in oelab this application. Th
authorization shall bind the successors and assigoeme and remain valid notwithstanding deatimncapacity. A photocopy of this authorization shmlvalid as the original.
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