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Coverage claiming for DD o Others
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Documents attached Pathological Report Discharge Summary O sck LeaveCe’tmcae Medical Report Others
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The issue of th|s 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 agents of the
company with respect to this claim.
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H A Please answer ALL the questions in Part | of this claim form. Part |1 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.
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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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Pleese make sure the sgnaiure of claimant on this claim form is in consistent with that appearing on the policy application form.
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PART | - CLAIMANT’S STATEMENT (to be completed by Claimant/I nsured)
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Name of Dread Disease claiming for

-5 5L AL Ea v

Policy No. Name of Insured |in English in Chinese
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ID Card No. Date of Birth YY MM DD| Age Sex Male Female
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Mailing address Contact Tel. No.

e Employment Details
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Name and Address of employer

BT

CLM-F002 (01-08-2001)

Contact Tel. No.
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If the employer is differentfrom the one stated in the application, please state when it was changed YY MM DD
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Occupation & job duties before dread disease (if more than one, state all)
oA FIR IR HEY 25 Completeitem 2 if Dread Disease was due to Accident
2.a RFAp Y R Ao B p iy & ? poopER = TE g
; - / / ) O O
Date, Time and Place of accident | Date YY MM DD Time am. p.m. Place
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How did the accident happen?
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(attach newspaper clippings, if any)
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Which part(s) of body injured?
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What isthe extent of theinjury?
e 77 FE? Ao FEEF 4 HFEBIGH L BlA 4t ) O ¢
Had reported to police? Yes, Police station Police reference number (submit photocopy if any) No
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Describe the nature of illness and the symptoms
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When did you first consult doctor for the related illness? YY MM DD
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Since when did you have these symptoms before the first consultation? YY MM DD
[ERER= o Hospitalization Details
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F LT Date of Admission Date of Discharge Reason/Diagnosis Name and Address of hospital (please attach patient card copy if available)
Details of hospita (YY/MM/DD) (YY/MM/DD)
confinement for the
illness or injury
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A Consultation Details
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Details of your regular doctor [Name Since YY MM DD
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Details of consultation Consultation Date ; ) ) o
. . Reason/Diagnosis Name and Address of doctor (please attach patient card copy if available)
for theillness or injury (YY/MM/DD)
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Doctor first consulted
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Doctor referred to hospital
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Doctors consulted in the
past for same or similar or

related condition
R Related |lIness I nfor mation
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Please describe the current
condition of theillness or injury
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Have you previously suffered from, tested or received treatment for similar or related illness? If yes, please give details below. Yes No
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Have any of your blood relatives suffered from, tested or received treatment for similar or related illnes® If yes, please give details below. Yes No
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Relationship of Date of Diagnosis ’ ‘I I ﬁ];s"' Name and Addrss of doctor/hospital treated for
Relative (YY/MM/DD) (please attach patient card copy if available)
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Claimant
H %i’“ Other Information
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Areyou claimi ng/recewmg similar benefit for the same event with any other organizations including insurance company, the government, and O ves O No
employer compensation? (If yes, please provide the following information)
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Insurance Company/Organization Benefit Type/ Policy No. / Group Member No. Benefits Amount Claimed/Received Result/Status
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| hereby understand and agr ee that:
(1) 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 communication with me or any relevant organization/person as the Company may ¢ onsider 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 D ata 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 t his authorization shall be valid as the original.
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Date (YY/MM/DD) ID Card No. of Insured Claimant Name of Insured/Claimant Signature of Claimant/Insured
\ [ | | | |
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Date (YY/MM/DD) ID Card No. of Agent/Witness Name of Agent/thess Signature of Agent/Witness
P Claim No. Date Received Captured By | Signature Verified by Checked By Approved By Remarks
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