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4 A Please answer ALL the questions in Part | of this claim form. Part |1 of this claim form MUST be completed and signed by the attending physician. The completion of
Instructions this part is at claimant’s own expenses.
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Please attach other reports or relevant documents, such as sick leave certificate, medical report, physiotherapy report, original hospital bills with breakdown details,
discharge summary issued by hospital containing the exact diagnosis, etc. to enable us to assess the claim.
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PART | - CLAIMANT’SSTATEMENT (to be completed by Claimant/I nsured)
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How did the accident happen?
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Are you claiming/receiving similar benefit for the same event with any other organizations including insurance company, the government, and
employer compensation? (If yes, please provide the following information)
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| hereby under stand and agree that:
(2) All statements and answers in this application whether or not written by my own hand are complete and true to the best of my knowledge and belief; (2) Any personal information relating to
me or other persons 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 co mmunication with me or any relevant organization/person as the Company may consider necessary; (4) |
have the right to obtain access to and to request correction of any personal information provided by me and held by the Company concerning me or other persons named herein. Such request
can be made in writing and addressed to the Data Protection Officer of the Company.

| 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
(whether medical or otherwise) to disclose, release or transfer to the Company or its representative such record, knowledge or information pertinent to this application; (2) the Company 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 in relation to this application. This
authorization shall bind the successors and assignees of me and remain valid notwithstanding death or incapacity. A photocopy of this authorization shall be valid as the original.
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b ClaimNo. Date Received Captured By | Signature Verified by Checked By Approved By Remarks
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PART 11 -
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ATTENDING PHYSICIAN’S STATEMENT (to be completed by attending physician at claimant’s expense)

1. Name of Patient

Age/ Sex ID Card No.

2. a

Date of first consultation for / /
the patient’s injury

Date of accident

YYYY MM DD YYYY MM DD

b. Was there evidence of an external and visible bruise or wound at first visit?

Yes No

¢. Which part of the body injured?

d. Describe the cause, character and the extent of injury

e. Asaresult of theinjury, hasthe patient been treated for any of the following? If yes, please give details.

O Yes No

Date

Treatment (YY/MM/DD)

Details of Treatment (type, frequency, result, etc.)

1. Hospitalization

Name of Hospital :

O Yes No

Date of Admission (YY/MM/DD) :

Date of Discharge (YY/MM/DD) :

2. Surgery

Yes No

3. X-rays

Yes No

Special diagnostic
procedures

Yes No

5. Suturing

Yes No

6. Physiotherapy

Yes No

7. Dressing

Yes No

8. Others

f. Did the patient consult any other physicians or admit in hospital for the same injury? If yes, please give details.

O Yes O 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 isthe current condition and prognosis of the patient?

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

c. With the current health condition of the patient, please rate the class of the patient’s physical impairment as follows:
[0 Class1 No limitation of functional capacity; capable of heavy work without restrictions
[0 Class2  Capable of medium manual activity
[ Class3 Slightly limitation of functional capacity; capable of light manual work
O Class4 Moderate limitation of functional capacity; capable of clerical or administrative work
[0 Class5 Serious limitation of functional capacity; incapable of minimal activity
Please give details:

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

b. In your opinion, isthe patient now totally incapable to work? If yes, please estimate and explain when the patient can resume working. O Yes [O No

c. According to the occupation of the patient, please indicate the effect on the disability:
[ Inability to perform one or more duty of his’/her OWN job
for [ lessthan 1 month O 21-3months [ 3-6months [ 6-12months [0 12-24 months [1 > 24 months

O Inability to perform each and every duty of his’her OWN job
for O lesthanlmonth [0 1-3months [ 3-6months [ 6-12months [0 12-24 months [1 >24 months [ Permanently

[ Inability to engage in ANY work, occupation or business for which he is reasonably suited by education, training or experience
for [ lesthanlmonth [0 1-3months [ 3-6months [ 6-12months [0 12-24 months [1 >24 months [ Permanently

Please give reasons:

d. What are the limitations to the patient’s occupational activities?

e. If the patient cannot resume his/her past occupation, could he/she engage in any other occupation? O Yes O No
If yes, what type of job would you suggest him/her to do and from when he/she can perform?

f. Isthere any planned treatment or rehabilitation plan to the patient?If yes, please give details with dates. O Yes O No

5. Wastheillness or injury caused by or in any way associated with any of the following? Please tick where appropriate and give details.

[ Past injury or illness [0 Poison, gas or fumes taken Details:
[ Pre-existing physical or mental defects [0 Degenerative changes

[ Suicide or self-inflicted injury [0 Congenital deformities or anomalies

[0 Alcohol or drugs [0 Physical defects

[ Others

6. Any further information you consider relevant to this claim

| hereby certify that | have personally examined and treated the patient for the above illness or injury and that the information as stated above is true and complete to the
best of my knowledge and belief.

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