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w hong kong life Hospitalization Benefit Claim Form

Cal AR - Era v A5 BRR
Name ollnsurance Intermedia Insurance Intermedia Code Contact Tel. N¢
% o &g ST e ECREEY G~ & R i
Coverage claiming fo O smp O Hs O wi O others
LT Fretk ¥ o & dipedp 2 B 3 O T
Documents attacheq [J Original Hospital Bills O Discharge Summary O sick Leave Certificate Others

of the company with respect to this claim.

diagnosis, sick leave certificate, medical repeit, to enable us to assess your claim.
SRR A Y g R R RS R - R
Please make sure the signature of claimant orckhiis form is in consistent with that appearingtba policy applicatiorform.

N

LgRRY FF a2 27207 B EZZHY e e 2R FFAEFAAERPRFLIFRI 2202 R AR A4 o
The issue of this form is in no way an admissioliedsfility. No fee, commission or charge of whatemature is required to pay to the employees ararsce intermediari¢s

2. T EY HE R - R Y AR MO AL FAERTD AHEALHIHEY o
4 Jf v Please answer ALL the questions in Part | of thagnt form. Part Il of this claim form MUST be coneped and signed by tretending physician. The completion|
Instructions this part is at claimant's own expenses.

o ML A R Glde P AR 2 B L A FREDNONBRBL TGP EET] RN BRELENQEE

Please attach other reports or relevant documeunth as original hospital bills with breakdown dstadischarge summary issued by hospital contgirite exac

CER L - RHARP( RER/TRAEDR)
PART I - CLAIMANT’'S STATEMENT (to be completed by Claiman t/Life Insured)

| O NewClaim ¢ = % i [0 Further Claimg A& % [0 Review/Appeal€ #/ % 1%

¥ 5L LAt [Lifv‘ 2
Policy No. Name of Life Insuredin English in Chinese

RS di4 p g = ? po|E# LA
ID Card No. Date of Birth YY MM DD| Age Sex

g
Male

L
Female

42 L % o
iR H TR

Mailing addresg Contact Tel. No|

REHN Employment Details

1 id A2 #a
Name and Address of employer

% 42 R 2L
TR

Contact Tel. No.

drilpl BP0 FEP P R E? / u
If the employer is different from the one statedhie application, please state when it was changed YY MM

R R BIR( G LBG7IP)
Present occupation & job duties (if more than atate all)

A AR FEFY 25 Complete item 2 if Hospitalization was due to Addent

2.a RAFAPpY S PFEF oS B i = g PR Ot g &F ¥#%
Date, Time and Place of accidg Date YY MM DD Time a.m. p.m. Place

b. & 7h4F 4 5iE?
How did the accident happen?
GH 2 ATR T 4R > 4o )
(attach newspaper clippings, if any;

C. X ;M2
Which part(s) of body injured?

d X gaR?
What is the extent of the injuryp

e LT FRE? O o FEER Ly HhEHEGHT Bl A 0 4oF )
Had reported to police? Yes, Police station Police reference number (submit photocopy if a

No

i FlA R R HEEF 3 Complete item 3 if Hospitalization was due to Itiess

3. a. Facdt R AR A R 2 H R
Describe the nature of illness and the symptomsreéfospitalization|

b. wpEF % TN AR F L KD? " Lo
When did you first consult doctor for the relattdess? YY MM

DD

C. L = BB o AP PR AR # ¥
Since when did you have these symptoms beforartecbnsultation YY MM

DD

Bie Consultation Details

4, et G opRB 2 F AT FZpH(E/V/P)
Details of consultation Consultation Date
for the illness or injury (YY/MM/DD)

R F1Hs F) FAua En G R 0 ded)
Reason/Diagnosis Name and Address of doctor (please attach pat@dtaopy if available)

a. B FfBanF 4
Doctor first consulted

b. 23 » Faeh¥F 2
Doctor referred to hospital

C. BAKE IS G MR
BY Rpaya
Doctors consulted in the
past for same or similar of
related condition
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AP

Hospitalization Details

5. 3t o~ e p H(E/Y/ dpep (e /
e AL IS 1 5V 1 FRGEE F R GHEL RS o)
TF IR A Date of Admission Date of Discharge Reason/Diagnosis Name and Address of hospital (please attach pat@nudtcopy if available
Details of hospital|  (YY/MM/DD) (YY/MM/DD) g pal(p P Ry
confinement for th
illness or injury
6. F BT EAFH R AREL? o<’ P2 R ] o ®
Have you taken any home leave during confinems Yes, Duration & Reason No
2w FR Other Information
T BRTEETIR- $k? /RSB USRI T ~ IR e 2 A RRBH? Godf o FHRELT TR 5 3
Are you claiming/receiving similar benefit for tsame event with any other organizations includirsgiiance company, the government, and ] Y:s O no
employer compensation? (If yes, please providéamwing information)
Frg 2 P [ EFRLAE ) A B (R0 S L JF- L AN RS- RN ] R i
Insurance Company/Organization Benefit Type / Policy No. / Group Member No. Benefits Amount Claimed/Received Result/Status

A AN Claim Payment Option
8. FEH VT I - A MGRBRE S
Select any one of the following claim payment optio

PEFOCNTHRIEEFANIER AR (WO &E 7 5255 ~ 100,000 & £ &))
Direct Deposit to the following HKD bank account ogned in Hong Kong held by the Policyowner (Only avtable for the claims payment does not exceg
HKD100,000 (or equivalent))

87z A LA

Bank Name and Branch Nam|

LT HE 2 4117 Y5t T B ESSEI ¥ 1
Bank Account Bank No. Branch No. Bank Account no
= # 3 BT .
SR O AR g KR O iR oA
e HKID No. Passport No. Business Registration No. Others.
Identity Document No. of
Bank Account Holder

aFREFERE A F o0 ABAERS > A ZES W ERRF 2 c FREAFEHF - PN pBFAS T TP BE Y up R TR &
- HEaER 2 AT RIE
Please provide valid Hong Kong bank account ofdyolvner. The bank account will be used for claigrpent only. Please prae copy of first page of ba
book or ATM card or recent bank statements to yerifcount information. Further identity proof magy fiequired.

b. 7 B %8 218 » o
Joint account is not allowed.

C.RRMf AR -1u s L5 p B RR i3 ~ 4 TR 2 o
Claims payment will be made in HKD and creditedésignated bank account through autopay.

d.gpdEpEG > 2R HHE  FFEES P 5B 5405 7 F4248% ~ 100,000 & % &) - 402 5 A21H%E ~ 100,000 ¢ % @)t oo AmiE TG B
Hadnw o R EE R A LA .
For claims payment through autopay, only applicablpayment with maximum daily transaction limit rexceeding HKD100,000 (or equivalent) pericy. If
payment is exceeding HKD100,000 (or equivalenglmve, or the instruction cannot be executed litwgiissued by cheque.

AR (BARERUEALARERT A ARIRNTERUEABAL FBYNE)

o Cheque (Claims payment will be made in HKD for HKDpolicy; Please select USD/HKD for the claims paymeffior USD policy)
O FANEARE - uEpAL LA FrRNEARE - nEALLLAH FHRHNEARE - uBpALLRH
For HKD policy - Paid by cheque in HKD For USD policy - Paid by cheque in USD o For USD policy - Paid by cheque in HKD
%L
Remark

CEBARHOBE AL BB E LA B AR R G T AP A PR T A PE o
For policy in noi-HKD currency, its HKD equivalent is based on thevailing exchange rate as determined by Hong Kafgglhsurance Limitedrom time to time
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Personal Information Collection Statemen
I/We hereby declare, understand and agree thati¢hy Kong Life Insurance Limited (hereinafter reéel to as “Hong Kong Life”) only collects necessaersoil
information for the purpose of processing your aggpion or any other applications for insurancéimancial related products/ services and providii@n-going service
relating to such applications, claim processingror analysis of it, assignment processing, stedilstir actuarial reseen, litigation, communication, internal/ externatié,
providing customer services (including but not tedi to, processing enquiries and complaints) afede activities, direct marketing for insuranceducts and daj
matching, communication with any relevant organddtperson in respect of any services and/ orymtsdprovidd by Hong Kong Life and comply with any local
foreign law, any guidelines or guidance, contralctwaother commitment and applicable tax laws gieenssued by any localr foreign legal, regulatory, governmen
tax, law enforcement or other authorities, or indukodies or associations of financial services/fers that apply to Hong Kong Life . Any persoiméibrmaion collecte(
or held by Hong Kong Life is to enable it to caary insurance business and may be stored, usethsdidc releasednd/ or transferred (whether within or outside H
Kong) by Hong Kong Life to any other companies yiaig on insurance or reinsurance related businessasy intermediarieshird party administrators, third party sery
providers (including but not limited to insurersnixers, lawyers, accountants, and other third psatyice providers who provide administrative, defemunicationg
computer, payment, printing, redemption or othevises to Hong Kong Life), claims investigators, dizal bill reew companies, other service providers provi
services relevant to insurance business, profesisamvisors, researchers, government authoritigsaasociations or fedsion of insurance companies, credit refere
agencies, debt collection agencies, partneringéiia institutions, any organizations which meetctbsure requirements imposed by law or court srdemursuant t
guidelines issued by regulators or other relevatitaities for any of the above purposes; (2) ttwvigion of such prsonal data is voluntary, but failure to do so mesyli
in Hong Kong Life being unable to process the iasae applications or to provide or continue to tevhe insurance prodts and services and/or the related prog
and/or services to me/us; (3) I/We have the righdhteck whether Hong Kong Life holds data aboutusiahd the right to access to such data and eehjeing Kong Life
to correct any data relating to me/us which aredneate. Such request can be made in writing addeasged tohite Data Protection Officer of Hong Kong Life at T
Cosco Tower, 183 Queen’s Road Central, Hong Koy @alling Hong Kong Life at 2290 2882. Hong Kdrife has the right toltarge a reasonable fee for the proceg
of any data access requ

I/We hereby understand that if I/'we do not wanteieive any promotional information from Hong Kdrifg, I/'we can make sticrequest in writing to the Data Protect
Officer of Hong Kong Life at any tim

?Jw

1]

I:M

~

[] 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 statenaert answers in this application whether or ndtew by my/our own hahare complete and true to the best of my
knowledge and belief.

I/We further hereby authorize (1) any employer,tdgcospial, clinic, insurance company, government officaey organization or person who has or may hexehéve
any record, knowledge or information of me/us (Wleetmedical or otherwise) to disclose, releaseamsfer to Hong Kong Life or its representatsuch record, knowled
or information pertinent to this application; (2pity Kong Life or any of its appointed medical/paegical examiners or lalpatories to perform the necessary meq
assessment and tests to evaluate the health staheus i relation to this application. This authorizatsirall bind the successors and assignees of medugiarain valig
notwithstanding death or incapacity. A photocopyhig authorization shall be valid as the origi

| I 1| | | | |
P (E/2/p) B AR A SR R AL E AL R AR EF
Date (YY/MM/DD) ID Card No. of Claimav/Life Insurec Name of ClaimanLife Insurec Signature of Claimal/Life Insurec
| I | | | | | |
pa (&/7/p) e A AJLBA DSBS s A A[RBALBL g A AJLEA E X
Date (YY/MM/DD) ID Card No. of Name of Insurance Intermediary/Witnes Signature of Insurance Intermediary/Witnes:
Insurance Intermedia/Witnes:
S Claim No. Date Received | Captured By | Signature Verified by| Checked By | Approved By Remarks
FOR OFFICE
USE ONLY

CLM-F005 (02/2024) P.3/6



BERAZEHE
This Is a blank page

CLM-F005 (02/2024) P.4/6



SRR - FAPHFLGGUAR R ABFL/IANFLER)
PART Il - ATTENDING PHYSICIAN'S STATEMENT (to be completed by attending physician/surgeon at claimant’s expese)
1. Name of Patient Age / Sex ID Card No.
2. Name of Hospital
. / . / /
Date of Admission Yy MM DD Date of Discharge Yy MM oD
3. a. Date of first consultation f / / Date when symptoms first / /
the patient’s illness or injufy YYYY MM DD appeared or accident happened YYYY MM DD
b. Chief complaints and symptoms of the patient netato this hospitalization/surgery
c. Ifthe hospitalization was due to accident, waselexidence of an external and visible bruise auvabat first visit? O  Yes O No
Please describe which part of the body injuredthadause, character and extent of the injury.
d. According to the patient, has he/she been havimgsa similar conditions or symptoms before? If, y#sase give details. [ Yes O No
Date of occurrenc . . o .
(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 saménaitas conditions or symptoms before? If yes, pegive details. O Yes O No
f. Diagnosis Underlying cause of diagnosis Date of diagnosis
/ /
YYYY MM DD
g. Surgical procedure performed Nature of surgical procedure Date of surgical procedure
/ /
YYYY MM DD
h. What kind of medical treatment was given and latmoyatests performed?
Date Performed Physician Attended /

(YY/MM/DD)

Details of Procedure/Treatment/Test (type, frequergsult/readings)

Hospital Confined

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

O Yes O No

Consultation Datg
(YY/MM/DD)

Complaints

Diagnosis

Treatment/Physiotherapy (Length of Course)

CLM-F005 (02/2024)
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3. j. Was the patient referred to you by other physiciag@s, please give details. O Yes O No
Did the patient consult any other physicians or iaémhospital for same or similar conditions or &my serious disorders? [ Yes O No
If yes, please give details.

Consultation Date/
Period of Confinement Diagnosis/Treatment Name and Address of other physicians/hospitals
(YY/MM/DD)
4. a. Was the illness a recurrent episode or a chroseadie? If yes, please give details and the déitstoépisode below. O Yes O No
b. Were the symptoms a secondary condition to othegsis? If yes, please give details below. O Yes O No
c. Any possibility of having a relapse? If yes, plegae details below. O Yes O No
d. Is it possible to provide this treatment on an atignt basis? If yes, please give reason of peifymn an inpatient basis below. [ Yes O No
f. Is the hospitalization/treatment medically necegaar O Yes O No

In general, what is the usual duration of hosgzgion for this illness?

g. What is the current condition and prognosis ofpthgent?

h. Brief discharge summary (including treatment, irtigggion procedures, results, and/or any compbeetiand follow-up plans)

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

[0 Past injury or illness O Infertility or sterilization Details:
[0 Pre-existing physical or mental defects [1 Cosmetic surgery or plastic surgery
O Suicide or self-inflicted injury O Psychiatric treatment
O Alcohol or drugs [0 Mental or nervous disorder
OO Poison, gas or fumes taken O Congenital deformities or anomalie
[0 HIV/AIDS related iliness, venereal [0 Childbirth, pregnancy, miscarriage,
disease or sexually transmitted diseas abortion or prenatal care
O Others

6. Any further information you consider relevant tostblaim

| hereby certify that | have personally examined irated the patient for the above illness ominand that the information as stated abovelis and complete to the b
of my knowledge and belief.

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