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Death Claim Form
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ife
FERAEL ] L
Agent Name Agent Code Contact Tel. No.
# o e o FOTE gy e F R ERP R A FER R PR A H
Coverage Claiming For | Life Assurance T smp U ps O al U apbp Other
8 A PR EH G EY L i (0 I R heEd A
v i U original Policy U Official Death Cartificate 1 Cremation Certificte 1 1D card (deceased / dlaimant) 1 Birth Certificate [ Marriage Certificate
Documents attached g S 7 )ik fedR 2 AR TR His
=] Police Report =] Coroner’s Report =] Newspaper Clippings =] Others
LirgFAdg- o A AVAR-¢FE PERFTHTRE EE AV ELAER- Y FF o
If there is more than one claimant, all may complete and sign on the same claim form or each claimant may complete a separate claim form.
2 FNp Y FEFLE A AT AT RP A EHY o L A HERY C  ZAHFAEFAAEPRTLERR I AP 2 RASFER -
The issue of thisform isin no way an admission of liability. No fee, commission or charge of whatever nature is required to pay to the employees
or agents of the company with respect to this claim.
B HTEYHE R -G Mok FR Y HE R NP ABFAE RS A A AT o
Please answer ALL the questions in Part | of this claim form. If required, Part |l of this claim form MUST be completed and signed by the
attending physician. The completion of this part is at claimant’s own expenses.
4 - PR Ao AL AP E S E oA B AMGEP 2 2 GldclcfrEF 2 B NEN S D AH S KB
# AR WBHELZENTFN-

Instructions Please attach relevant documents to prove the death of the deceased, the identity card of the deceased and the claimant, the relationship betweer
the deceased and the claimant such as official death certificate, cremation certificate, ID card, birth certificate, marriage certificate, etc. to enable
us to assess your claim.

5. 4eFRA5IRS = o B B AT R E A FaEp 2 s e ERARE A FR R CATH TS o
If the deceased died of accident, reports relating to the circumstances and the actual cause of death such as police report, coroners report,
newspaper clippings, if any, etc. are also required.
6. iR g prFE2ZBA > B FE D A EZEARPEAERE B F 0 RRREIG A KPES o
Where “own estate” is stated as beneficiary, the Executor or Administrator must complete and sign this form, and Letter of Administration i<
required.
V. HWREFALGASESNFRAG B¢ F2 D AT HEAE R B R RSl EE o
If the beneficiary is a minor or incompetent, the guardian must complete and sign this form, and Guardianship Paper is required.
Fomp - AHAEPG RHAER)
PART | - CLAIMANT’SSTATEMENT (to be completed by Claimant)
5+ % T 4 Deceased’s Details
1 ®H5u A 4 s ¢ 2
Policy No. Name of Deceased |in English in Chinese
L A EHEE 1 # / ty B & 2E g 7 o™
1D Card No. Date of Birth YY MM DD | Age Sex Male Female
Lo pE2 gk
Residential addressat time of degth
BB
Contact Tel. No
L pE Yed LA B oab
Name and Address of last employer
Contact Tel. No
chfaTofj ijB%cjj;a (21158 2 " ' P
at time of death Last date of working YY MM DD
Lgp i~ R o gk , ) e |
3 ' p g E: ’ PR 4= T P
Date, Time and Place of death Date vy / MM / DD Time O am. O om. R
£ ¥
Cause of degth
wHR P& HEEY 258 Completeitem 2 if Death was due to Accident
R i i, RN o' o C bE
’ Date YY MM DD Time am. p.-m. Place
b. & o 24 5iE?
How did the accident happen?
Gt AR T 4R > 4o )
(attach newspaper clippings, if any)
C. X ifRn?
Which part(s) of body injured?
d £ AeR?
What isthe extent of the injury?
e &LFjAEE? o FEEF L Hx B G Bl A o ded) oe
Had reported to police? Yes, Police station Police reference number (submit photocopy if any) No
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Completeitem 3 if Death was dueto IlIness

3 ad HERT L& ARE pk
Describe the nature and the symptoms of the
deceased’s |ast illness

b. 7

c. >

indications of higher last illness?

e R TR M A R B 2 kP2 B , ;
When did the deceased first consult physician for vy / MM DD
therelated illness?

PR BT B R P2 pAk? P . ;
When did the deceased first complain of or give Yy / MM DD

EoRRS = o Consultation Details

4 Ft GRILLFLFTH R (E/ /D)
Details of consultation Consultation Date
for theillness or injury (YY/MM/DD)

B F1/ 5 F)
Reason/Diagnosis

FAAFRLEE P RGHEL B RE wF)
Name and Address of doctor/hospital (please attach patient card copy if available)

a e o % AL g L
Doctor first consulted for
related illness or injury

b. 3% » renF 2
Doctor referred to hospital

b 42 7 #P RFLEL T
MAgipEe B EAEY
Doctors consulted for same
or similar conditions or
other illnessin the past 5
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ERES=S, o Hospitalization Details

5. sl fpes 5 MEEL | ~pp (&L / Dpep #(EL ]
¥ wﬁz pf’&@ ;Tx‘l’ B p 3 ( . _El) e p F(_ P) B S D Ty S
T R A Date of Admission Date of Discharge Reasor/Diagnosis Name and Address of hospital (please attach patient card copy if available)
» B T A (YY/MM/DD) (YY/MM/DD) = S pat 2
Details of hospital
confinement in the
past for same or
similar conditions or
other illness

A FR Other Information

2 PR ‘T 5 212

6. a 4 F 2 K¢ d.ﬁ-gﬁ.fﬂy L3P == 0 .oy P ) poodw Oz
Has there been or will there bea Yes Date vy / MM / DD Place No
death inquest? '
b. 72 ¥ 8 iz27? P 0

:agtherzéem ﬁr;vifrl i::eﬁgéejl - &R N " / ’ / PlEE Oz
Yes, Date YY MM DD Place No

post-mortem?

7.0 hEBEEaF2Z AR e 5 WA e Yo (i1 doep p(E//P)
e TR Insurance Company Policy No. / Group Member No. Amount of Coverage Effective Date (YY/MM/DD)
Other life or accident insurance
carried by the deceased with other
insurance companies?
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o R
l/\jialr%leko?i i: English
Clamant i Chinese
Relationship to the deceased
L i EAE
ID Card No.
did pHp(E/2/p) / / / / / /
Date of Birth (YY/MM/DD)
e g & ] I ] &
Sex - Male - Female - Male - Female - Male - Female
BmEF A E T
Corresponding Address &
Td. No.
e Y O £E¢ O FERE - O %&¢ O ®EfEC [ g ®E- g FERE
Capacny for submitting the Beneficiary Policyowner Beneficiary Policyowner Beneficiary Policyowner
clam D;{';ﬁa 22 4 O L] A O et O L] A 22 4
Assignee Trustee Assignee Trustee Assignee Trustee
DE%E’\/’%A EHEAIRA 0O TEAIRA
Lega Guardian/Parent Legal Guardian/Parent Legal Guardian/Parent
0 A A 0 A
Others Others Others
AFEEEiz2 D{’PF [ER = D? O Ao R o 0 E3 O Ao R o |:|_:’t
RN Yes, please provide details below No Yes, please provide details below No Yes, please provide details below No
Have you appointed alegal |4+ % feana “w
representative/solicitor? Name Name Name
Address Address Address
¥ ouk B2 ¥ oub
Telephone Telephone Telephone
i T )
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I/We hereby under stand and agree that:
(1) 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; (2) Any personal information
relating to me/us or the deceased 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 financia 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 communication with me/us or any relevant organization/person as the Company may consider
necessary; (4) 1/We have the right to obtain access to and to request correction of any personal information provided by me/us and held by the Company concerning me/us or the deceased
named herein. Such request can be made in writing and addressed to the Data Protection Officer of the Company.

I/We further hereby authorize:
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 or the
deceased named herein (whether medical or otherwise) to disclose, release or transfer to the Company or its representative such record, knowledge or information pertinent 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.

R (E/7/p)
Date (YY/MM/DD) / / / / / /

EHARE
Signature of Claimant

| ! I | | | J |
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Date (YY/MM/DD) ID Card No. of Agent/Witness Name of Agent/Witness Signature of Agent/Witness
PR ClaimNo. Date Received Captured By | Signature Verified by Checked By Approved By Remarks
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