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GROUP DISABILITY CLAIM FORM
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{E £ & 18 Name of Employer EBE{REELRIE Group Policy No.

REEd 7T AZ R INSURANCE INTERMEDIARY INFORMATION

R AL Name of Insurance Intermediary

R ALLES Insurance Intermediary Code Mt 4 2B Contact No.

EE/A4] IMPORTANT NOTE

JH:?Hi5z B "85, (RIERVES{EEREE - This form is applicable for Disability benefit.
AEMUEBESABRERE - TAERNNEEN  BEREB/REAVBESHNHIUEEZIEE - Please complete this form in B
amendments should be endorsed by the Employee /Patient /Claimant in full signature.

LOCK LETTERS. All

KEFRTAZ "ARAE L 5 TERE ) ZRMIETEASZRE (89 ) BRMDBBRAT - The expressions "the Company” or "our Company" used

in this form refers to China Life Insurance (Overseas) Company Limited.
BRRIE—AEEEMA - One form for one patient only.

IERENARESHREREAELREN T RAERERWIBEASORRAS - AHPFIS AR - This Claim Form must be completed

and returned with all the original receipts to the Insurance Company by the Employee /Patient /Claimant within 90 days after the discharged dat
not be approved.
MBEERHT/\ESIL L FmEREENERBERREZEARFR  NHREST/\BMUT  KABFREREENSEEE

e otherwise claim will

NERKRZEE - W

RBERERGREARES HEARBURARESARRERNET - WIRHEAGERKRESERR - If the Patient is at or above age 18, the Patient
and Employee must complete and sign this form by his or her good self. If the Patient is under age 18, this form should be completed and signed by the Employee or
legal guardian. In the event that the Employee / Patient is physically incapacitated and prevented from signing, this form may be completed and signed by an immediate

family member with relevant relationship proof and physician's statement provided.

ERE/fmE/REALBEEENRHE  WEBH—URBATURRE RREAZBAENSERAREEARERHERZEMERRBFRES
AMIE1AZF - If the Employee/Patient /Claimant uses a signature stamp, it must be witnessed by a witness. The personal particulars of the witness will only be

used for the purpose of processing this claim and verifying and confirming the identity of the signatory of this form.

= Bﬁ¢ﬁAH§Z§U$$*§%i7F1ﬁ%$/ ‘ﬁBLISZEU > Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.
MERAE  FE B TITHREBEI N ABEIBELR LT E LIRS E14R(852) 3999 5500 i  MEZMNREAFIB X HBESEE S ETHER

B 3135k !Aﬁﬁf 24 FHE - Ifyou have any queries, please feel free to contact your insurance intermediary or our Customer Service
5500 for details. Completed form(s) and required document(s) should be sent to China Life Insurance (Overseas) Co. Ltd., 24/F, CLI Building,
Wan Chai, Hong Kong.

Hotline at (852) 3999
313 Hennessy Road,

KACIAREBERENILRFR - UEIHIEERTERNQTERNPBHEE - FHEALRLQSIAILE www.chinalife.com.hk 212 & T B & HTARZA - The
Company has the right to update this form from time to time and to accept or to reject the form if the Company's requirements are not fulfilled. Please visit our website

www.chinalife.com.hk to view and download the latest version of the form.

- MPERABTARES AT ZE - L PSCARRZEE - [f there is any discrepancy or inconsistency between the English version and the Chinese version

of this form, the Chinese version shall prevail.

—En - RIEEWN HES/HE/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Employee /Patient /Claimant)

A. EE/®EZEH INFORMATION OF EMPLOYEE / PATIENT

1 {EE & Name of Employee A& M (ANJEIEB) Name of Patient (if other than employee)
th 3 Chinese th 3 Chinese
2L English 2 English

2  (EEB{)8/#BIEES 1.D. Card / Passport No. of Employee B % /B3RS 1.D. Card / Passport No. of Patient
S S T S S S ST SO S SO K S S S SO S ST S SR S S SR R

3 mEHEZ{R{ES % Relationship with Employee

China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability)

FEAERE (85 BRIDERLE (RPEA E#\ﬂlﬁﬁﬂﬁiiiﬂﬁﬁﬁﬁﬂ A A]) ||II |I|II
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EBSREE4RIE Group Policy No.

F—8MD - REBER(E) HREE/FE/REAER)
PART | - PARTICULARS OF CLAIM (Continued) (To be completed by Employee /Patient /Claimant)

B. {EE//REER PARTICULARS OF EMPLOYEE / PATIENT

1  ZF# KB Age and Sex of Insured

2 HE#4&EEE Contact phone no.

3 HsR(WZAIER) Occupation (Compulsory) fTE (W /BIER) Business (Compulsory)
4 R{EHFEER Type of claim [0 ==/ New Claim [0 == Further Claim
[0 #5282 Pending Claim O =s/2# Review/ Appeal

5 [El% / MiE Nationality / Region
[0 <& chinese O ZE US. [ Efth OthersEEEERR please specify)

6 B RIEEMHE({EA) Current Residential Address(Individual)

I City B2 Country

7 BEBIKAME{EA) Current Permanent Address (Individual)
(M E TR A k(A A ) E2 B ai E i (B )R E - 3 IE4) (Complete if different from Current Residential Address (Individual))

T City B2 Country

8 i@l Mailing Address
(4niE A sk B B B R it (B A )RR - SEE L) (Complete if different from the current residential address (Individual))

I City B2 Country

C. EE/REZBERI{EFIE ACADEMIC QUALIFICATION AND WORKING DETAILS OF EMPLOYEE / PATIENT

1 BTZEE - RoEREI%R Your academic qualification, qualified knowledge and training

2 /}E)/fEE:8 Company/Employer Name EE A5 S Telephone No.

ik Address

2 IREEMKRIEE GES I —E %, 75 5IRA R A Bl A B8 B ) Position and duties of present occupation (if more than one, please state

all).
3 BETEAEEEHFERRR Didyou file your sick leave application to employer? £ Year B Month H Day
[ 25 No [ & ves FH From

Z£To

1814 H 88 Resumed duty on

4  MBERERD  FRMUFEEBRBE -
If you are still on sick leave, please provide the expected date to resume duty.
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EBS{RE4RSE Group Policy No.

Az as, ~

D. MEERZIMNER - FEFFIYUNT: IF DISABILITY WAS DUE TO ACCIDENT, PLEASE STATE:
= HA R b5
1 E?l*ﬁéEEl,ﬁEH-:Fﬁ Date and time of the & Year 5 Month 8 Day K Hour Avinte LFTF
accident AM/PM

2  BEYMEAEMEL RSB Location and details of the accident

3 EHIEINZEITMRISEIER Please describe the part(s) of body injured and the type of injury.

IR LT E R Did you report to the police? If yes, please provide the following information
EZ 24 Police Station TEZE 4w Case Reference No.

4 BTAEERE?UWE-

O BN [ % vYes

it A LERRES/RBREIMRES/OHA/EERE RS RNE -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

5 BTAEMREINOLEENE/STESDHFER ? Did you apply for compensation from Social Welfare Department / Labour Department for the

same accident?
O zan O B #ReHEE/EEEEE Yes, please provide Social Welfare Allowance / Labour Assessment Certificate

E. MISEEERER - BFMUT : IF DISABILITY WAS DUE TO ILLNESS, PLEASE STATE:

1 RHABERAEMERE Indicate the illness and give a brief description of symptoms

2 a)E TR URFREARALL /(5288 £ 5K 52 When did the Insured/Payor first consult a physician for this illness/ injury?
F Year A Month EI Day

1 L | |

b)i&5 H LR oK E2 2 B 4 i 2 R B& B At i Name and address of all physicians/hospital treated ~ for this illness/ injury?

LSS J LR i & HHA Date of attendance i
Physician / Hospital Address e Disease or condition
F Year | B Month | H Day
F. TRiEMEE R ARE R NATURE OF ILLNESS AND RELATED INFORMATION
3 EAR{OIRFREYA L IR? When did these symptoms first appear? £ Year A Month H Day
L 1 1 | I} 1 1
4 WI2BLE/BREAIER The physician/hospital first consulted for this injury or illness
sK52 H#A Date of consultation: F Year A Month H Day
L | | | I—
B2 4 /B2 P 2 F A 33k Name & Address of Physician/Hospital
5 HtZ2AltES BT ELRRAEL/BEBREN Other physicians/hospital consulted for this or similar conditions
SK&2 B HH Date of consultation: F Year H Month H Day
L I | | I 1 1
B2 4 /B2 P 2 F A b3k Name & Address of Physician/Hospital
|
HK-CL-GCLA-12/202212-01 P.30f 10




EBSfRE4RSE Group Policy No.

G AAEZERUTEZRA PERSONAL INFORMATION COLLECTION STATEMENT

PEAFRER (58 ) ROBRAE] ( RPEARRMBGMMIIZRHERAS ) ( FEARQE ) BAEE (EAER (FABE ) §46)) THEAZERN

W& - 755 REIERMEANET - AN IERRENERNENRERAZR - WHERIN—UIEaTHNSR - BEXASFEEAZE NI 2ERE

M o RREGIFER— mmsiﬁmﬁw BEREAZNNZEY  REREERCEREIZBERRINTEENGE - BBRFSTERBAZRNER -

B THEAZ ﬂ%@@k Mm/ W%%TxmxﬁjkTWWMEA S AN UREREREE T ERNER - EmRE -

TEARWEEANERIERR (“NER ) Twﬂ ZHEBMU TS

$“1@Wﬁh$“1&ﬂ%%”1 AASEAHEAT u&$“1m1“1 BRERAMEAE  BASEAMEAS  KtkskE  TEAS

RiE (EE ) AREERNZ AT (KRS EIFEERE )-

BHY : AAEARALEERE FTHEABRMERNSI/RE

1. @EETHEN RENSEHALE  AREEB AR ANTHMEREEERHNER / R (2R T AEERHENMERBAZR 245 ) DURER
- #55  EERMREZSER / RE

2. BEAFGETRAATRARTEHATNER / RERENWECTRFHIEK ;

3. BETRHBERBEBEARRERRIN / REEERE) ANTEECELNRE - SIFERRRIEGN - Tk - EF - Hi#H - HEHIKE ;

4. HARSTH / HARCNREH S RENEAIER / REMBAER T EMERESREM - SHHETHEMRESREN - HEEMSRE T E MR

AWEAREARNEMUER  SFEHREETRS ;| LREAMBLERETR ( ERE SRR IRBmEHWRESR ) IBWEW ;

AEETHMEEK ;

RAREH | HARTREBHREATNER / RENCERBNER | R ;

RAALTH | FARACRE T - SRR TEIEMNEERBNAT S ECEWETHSIBEERSR ;

ERABIEMIINEEAEN - ARSI REEE AR T ARNEaERNETHRE ;

METABRABEE - RANSRER - KA - 576 - BEFAIFIESIEK - AiBHES BN EBLNE MM S LTS EM BN R ERERER

ETRE

10. #7560 / SERZERN / HEHBW ;

11. FREARABHEBZLEBRAIEMART ;

12. E T EALRSHFENEANREHABARRANEE 8 HTEMER ;

13. REF 1 E (MBEKG) PEBRIGHBIREENNRE - ﬁﬁ%ﬁmmﬁgéﬁﬁ;&

.QLTEHEME&EﬁMEMEM

ﬂil)\ﬁﬂa’ﬁﬂs BAEREFURE - BEEFEABRERENAIRT  IBET

1. EEARASIEEET ;

2. %K@ﬁﬂ/ﬁxﬁaﬁmﬁﬁ&mﬁﬁéﬁ/Wﬁﬁﬁ%?ﬁﬁ%%?ﬁﬁ%\ﬁﬁ%%&%?%&ﬁ%%ﬁﬁ%&ﬁAi(@EﬂA%EEﬂ%
EREAT );

3. MAATM / AALQSEHAFTREER / RENETANE - ABFHE=FH - SEEABEREBRAS - KRN -  E2EBANE  BREEEEIS
AlEEAE

4, ﬁ%%m“ﬁ%mmﬁiﬂ/T$@75%Hk1ﬁﬁ~ﬁm BRI - Bl - B - 2 - BB - ERPORE - EREHREINEMRE
WEERIE FEFRNE=F ;

5. TRENNER TR SR F B AT - BINHE AT - EEERHBY (EHRECERNERT ) BRIIHRAT ;

6. ANTRENHEBNEMBRIEBZNFGEA - ZFEH - SHEBEYRSEE

7. HABERAEEE  RASNSREARE - KA - 86 - ERFRITIESIZKRABRELATMN / HAASIEAE EﬂHWﬁﬁ%%&ﬁﬁﬁ%ﬁﬁEﬁﬁ%%
BURS B S (B ENENNEE—SERI FHMEAEERVBNEFIS B SN BT e ), &

8. HaEmRHEHEGNTERSIHS ;

9. ﬁ%ﬁﬁ%ﬁ%ﬂ%At Mt REEAESIERERTHEMRRFEREN ZER T4 o EMEREAER | RIBBEA - ENLL ; BE; B
EEEAL ; B, B0 MBERE 260 DREEES  BthRIRAS (RmEEE - IREEHREFEASARPIRANEMAL ); FRR
%Mﬁﬁ ST B AR B BB M AT AR B O B8 e wfft (REEEE )-

B THEAZERNOREZIREHA DA —7 (ZAUEUREEBRASNIEN ) MLNS B TEREETHNERBEZEEEN -

B THWEAZERNEER EXPREN—EHSEERHENMEEE - IREEAA S REESEHENMERE TWEAZTNNESR  F2R T AER

R$% B i EREA B R 2%

AEREHBNMERBAZR : KASTE .

1. FEAAQSAREANETHSS  BEEN ERFRENEASER - REEANTR - UBESNATEBLUETEREH ;

2. MARE - AATRBATAL TN S mESIER A OBR M N BN ERMRFFETEERY ( ORRHES - %ETQE%?J%)
(@ Rk F£ - R7 VESE - BAGE - 85 - SRRE - ERF  BHUREBEERNRY ; &
() BEERE  REREE B BEEH Q%EW%EEWW%;

3. tm%%ﬂ%%%ﬂ%mmﬁﬁﬂ/ﬁTﬁﬁﬁkT
() FAEXASIFEET ;
() E=FEmEE ;
() REAHHE 2 BFFINEREBRENEAAS - AATRBAALSHSBESIERH ;
) F=HRE  EEUZEEITIANRRE, R
() ZEANTIFAEMD EFRIIEER S HAREMAEE 2 ERFTBIME R R IRIS RO ER AR RS2 3

4 BEAATIRY CRESHEEN - AATTERBRDHE | BAROERET AN E 3 BAANSBREMAL - MHZE A HERESS
EmAREZA ;

5. m@E%W%%TW§EE%(aﬁ%TK&ﬁ)HT%EH%ET@%EMﬁﬁﬁimtxﬁmm%_ﬁkhﬁﬂ

BT OERREATAASERERE THEABSNRERFE=AFEZEHARNEER - MAQSIREARREATERNER NMe LERZEEN

WE&E%%E BETUOMBEE TEFAATNEE - BHERNLTWEAZRREEE (FE2BTX)-

BAZERNNERAELE : RE (BAZEH (FABR ) 1%60) - %TﬁkéwKQTEEhE%TMEA S BIE

FRIARERHOER - URBBRAATEREAZERNNWBRRER - %TLTM%YK“Tiﬁ%FK“T%%@AEH%EEc

E%WEEMKY FERMENEBCR - ERAMBNENEENER - 9EMNEEFM 8

BAZERREEE

$IA#ﬁk(ﬁ%)Eﬁﬁﬁﬁa

EEETHEFE 3 RTEASZAE 24 18

aapé 1 (+852) 39995519 fEH : (+852) 2892 0520

AREEREAEREEMSEREASRNERKNSEER -

© NGO

HK-CL-GCLA-12/202212-01 P. 4 of 10



ERSREE4RIE Group Policy No.

G B ABE UL EEERR(48)PERSONAL INFORMATION COLLECTION STATEMENT(Continued)

China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) (the “Company”) recognizes its responsibilities in relation to the

collection, holding, processing or use of personal data under the Personal Data (Privacy) Ordinance. Personal data will be collected only for lawful and relevant purposes and all

practicable steps will be taken to ensure that personal data held by the Company is accurate. The Company will take all practicable steps to ensure security of the personal data and to
avoid unauthorized or accidental access, erasure or other use.

The provision of your personal data is voluntary. Please note that if you do not provide us with the required personal information, the Company may not be able to provide your requested

information, products or services.

In this Personal Information Collection Statement (“PICS"), the following terms shall have these following meanings:-

“Our affiliates” means any subsidiary undertaking of the Company, any associated company of the Company, and parent undertaking of the Company, any subsidiary undertaking of

parent undertaking, any associated companies undertaking of parent undertaking, for the avoidance doubt, undertaking within the group of China Life Insurance (Group) Company (“Our

affiliates” shall be construed accordingly).

Purpose: From time to time it is necessary for us to use your personal data for the following purposes:

1. offering, providing and marketing to you the products/services of the Company, our affiliates or our co-branding partners (see “Use of Personal Data for Direct Marketing Purposes”
below), and administering, maintaining, managing and operating such products/services;

2. processing and evaluating any applications or requests made by you for products/services offered by the Company and our affiliates;

3. providing subsequent services (including but not limited to health inspection / management) to you and administering the policies issued including but not limited to additions,
alterations, variations, cancellation, renewal or reinstatement;

4. any purposes in connection with any claims made by or against or otherwise involving you or other claimants in respect of any products/services provided by the Company and/or

our affiliates, including investigation of claims; detect and prevent fraud (whether or not relating to the policy issued in respect of this application);

evaluating your financial needs;

designing new or enhancing existing products/services of the Company and/or our affiliates;

conducting market or actuarial research for statistical or similar purposes undertaken by the Company and/or our affiliates, the financial services industry or our respective regulators;

investigating any data held which relates to you from time to time for any of the purposes listed herein;

meeting requirements imposed by any applicable, present, existing or future law, rules, regulations, codes of practice or guidelines or assisting with law enforcement purposes,

investigations by police or other government or regulatory authorities in Hong Kong or elsewhere;

10. conducting identity and/or credit checks and/or debt collection;

11. carrying out other services in connection with the operation of the Company’s business;

12. sending out administrative communications about any account you may have with the Company or about future changes to this PICS;

13. performing relevant due diligence procedures in accordance with the Common Reporting Standard (or Automatic Exchange of Financial Account Information) as set out in the Inland
Revenue Ordinance (Cap. 112); and

14. Other purposes directly relating to any of the above.

Transfer of personal data: Personal data will be kept confidential but, subject to the provisions of any applicable law, may be transferred to:

1. any of our affiliates;

2. any person (including private investigators and claims investigation companies) in connection with any claims made by or against or otherwise involving you in respect of any
products/services provided by the Company and/or our affiliates;

3. any agent, contractor or third party who provide services in connection with the product/services provided by the Company and/or our affiliates, including any reinsurance company,
insurance intermediary, fund management company , health management institution or financial institution;

4. any agent, contractor or third party who provides administrative, technology, data processing, telecommunications, computer, payment, debt collection, call centre services, direct
marketing services or other services to the Company and/or our affiliates in connection with the operation of its business;

5. other companies who help gather your information or communicate with you, such as research companies and credit reference agencies or, in the event of default, debt collection
agencies;

6. any actual or proposed assignee, transferee, participant or sub-participant of our rights or business;

7. any government department or other appropriate governmental or regulatory authority (which may be further transferred to governmental or regulatory authority of certain other
jurisdiction(s)) to whom the Company and/or our affiliates are requested or required by any applicable, present, existing or future law, rules, regulations, codes of practice or
guidelines to make disclosures;

8. any financial services provider industry association or federation;

9. any person preventing and detecting insurance fraud, who may collect and use the personal data only as reasonably necessary to carry out the purposes of preventing and detecting
insurance fraud: insurance adjusters, agents and brokers; employers; health care professionals; hospitals; accountants; financial advisors; solicitors; fraud prevention organisations;
other insurance companies (whether directly or through fraud prevention organisation or other persons named in this paragraph), and databases or registers (and their operators)
used by the insurance industry to analyse and check information provided against existing information.

Your personal data may be provided to any of the above parties who may be located in Hong Kong or outside of Hong Kong, and in this regard you consent to the transfer of your data

outside of Hong Kong.

Transfer of your personal data will only be made for one or more of the purposes specified above. For our policy on using your personal data for promotional or marketing purposes,

please see the section entitied “Use of Personal Data for Direct Marketing Purposes”.

Use of Personal Data for Direct Marketing Purposes: The Company intends to:

1. Use your name, contact details, products and services portfolio information, transaction pattern and behaviour , financial background and demographic data held by the Company
from time to time for direct marketing;

2. Conduct direct marketing (including providing reward, loyalty or privileges programmes) in relation to the following classes of products and services that the Company, our affiliates
and our co-branding partners may offer:

(@) insurance, annuities, banking, wealth management, retirement plans, investment, financial services, credit cards, securities and related products and services; and
(b) health, wellness and medical, food and beverage, sporting activities, memberships and related products and services;
3. The above products and services may be provided by the Company and/or:
(@) any of our affiliates;
(b) third party financial institutions;
(c) the Company, our affiliates and our co-branding partners providing the products and services set out in 2;
(d) third party reward, loyalty or privileges programme providers; and
(e) external service providers supporting the Company or any of the above listed entities in providing the products and services set out in 2.

4. In addition to marketing the above products and services, the Company also intends to provide the data described in 1 above to all or any of the persons described in 3 above for
use by them in marketing those products and services;

5. The Company requires your written consent (which includes an indication of no objection) to use and provide the data to the third parties as set out above for any promotional or
marketing purpose.

You may withdraw your consent to the use and provision to a third party of your personal data for direct marketing purposes at any time, and thereafter the Company shall, without

charge to you, cease to use such data for direct marketing purposes. If you wish to withdraw your consent, please contact the Company’s Personal Data Protection Officer (details

below).

© © N Ga
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EBSREE4RIE Group Policy No.

G EAERUTEEERF(48)PERSONAL INFORMATION COLLECTION STATEMENT(Continued)

Access and correction of personal data: Under the Personal Data (Privacy) Ordinance, you have the right to ascertain whether the Company holds your personal data, to correct any

data that is inaccurate, and to ascertain the Company's policies and practices in relation to personal data. You may also request the Company to inform you of the type of personal data

held by it.

Requests for access and correction or for information regarding policies and practices and types of data held should be addressed in writing to:

The Personal Data Protection Officer

China Life Insurance (Overseas) Company Limited

24/F, CLI Building, 313 Hennessy Road,

Wan Chai, Hong Kong

Telephone: (+852) 3999 5519  Fax: (+852) 2892 0520

The Company have the right to charge a reasonable fee for the processing of any data request.

BRAMRE . AA / HMERAANRMEFBLBREWEBABRER (KB )  AA / ZABLEERLES AT RERBRERMNBELRAFMN

BAER  SESEEEHZBENERAMEHRAAN / RAVEAER - ANRMSIGELBFREE=7ER (1B ) AMBENER - KA / HMOER

WRIBBABRPRPAEZ B ARA / HEEAERBE ZEETBIRIMEABERFTa0EEANER -

BERT  FRUTHZENES - LB TER - EE T ARERBE SEREHENMERBAZER BOMESEZREE 2 BNmERMEM/ET

HEAER - BEUTAREL "V, 5% -
Declaration and authorization: I/We acknowledge and confirm that I/we have read and understood the Personal Information Collection Statement (‘PICS”).  I/We hereby give my/our
acknowledgement and agree to the use and transfer of my/our personal data by the Company in accordance with the PICS, including the use and provision of my/our personal data for
the purpose of direct marketing. I/We have obtained the consent to provide the third party information (if any) in this application. I/We acknowledge and consent to the transfer of my/our
personal data outside of Hong Kong for the purposes and to the types of transferee as set out in the PIC
Important: Please indicate your agreement by signing on the space provided below. If you do not agree to the use and provision of your personal data for direct marketing as set out
in the section “Use of personal data in direct marketing”, please tick the box below.

O =i/ zefRsREN FREEASREE (28 SERESENTEREAZTH 56 ) SEEREHZ BENTERMEHAA / RBOEAZ

B IMAFRZEWEAHERREERHEME - 1/ We do not agree with the use and provision of my / our personal data for direct marketing purposes as set out above in

the Personal Information Collection Statement (see “Use of personal data in direct marketing”) and do not wish to receive any promotional and direct marketing
materials.

H. R(EFREE {452 CLAIM DOCUMENT CHECKLIST

- v EARS# Basic Documents ; ® FfifIISZF Additional Documents ; * “A3EFH Not Applicable

REFRBEXH BEIEE
Claim Document Critical iliness claim
O BT ERUEE S RBFERE—ES Partl of this form completed and signed by your good self v
O HIZBEIEE VEERFERE _BMHERZBEIRESE Claim Form Part Il - Attending Physician’s Statement to be v
completed by the attending physician
O B8/ X Yol SRR ORI OEB HERIEMERR S (N E) Laboratory/ X-ray / CT Scan/MRI/E.C.G. / A
Pathological Reports (if applicable)
[0 stEemER > BREABFRE(GRHEE M) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) v
O SRAREBEZSHEEXHZEILER D of Insured and Employee (Certified True Copy) 4
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EBSREE4RIE Group Policy No.

H. ERR K IZH#E DECLARATION AND AUTHORIZATION

21 Authorization

ANEM  BEHREREA  AREAANEFARERKEZZHRANB)ZLEE (1) HEEE - EMEE - Bk - 20 /ERAS - |17 - BUTHE -

HURERFY - SR ELthi%1E « AL - NHEREETOERRANRMERREZZHRAZCHE  BENERE - HUBZEEREM - B RERS
PEASRE(EBINERODBERATUTEE "ERT,); (2 EATNEUEEE ZBER/WHHMBERRES LR - AR ARERFE RN E AR
FIZRRAETHBE ZBENENE  (FRBRARNRMBIERBREZZRAZEERDT - RERARNHPAZEXARERARBNRA ; BIEAA
IHMETHETRENR - IWEEENENT) - WEESNFHAREIEXRIIERSUN -

I/We, the Employee/Patient/Claimant, represent me/ us/ the Insured under 18 years old (if any) HEREBY AUTHORIZE (1) any employer, registered medical practitioner, hospital, clinic,
insurance company, bank, government institution, government department, or other organization, institution or person, that is aware of or has any records, knowledge or information of
me/us/the insured under 18 years old to disclose, release and transfer such information to the Company; (2) the Company or any of its appointed medical / para-medical examiners or
laboratories to perform the necessary medical assessment and tests to evaluate the health status of myself/ ourselves/ the insured under 18 years old in relation to this claim. This
authorization shall bind the successors and assignees of me/us and remains valid notwithstanding death or incapacity. A photocopy of this authorization shall be as valid as the original.

AR Declaration

ANEM  BEFREZREAN  BUEBRRERQ) LE—VREREENIEESR  FAREEANEMHEFAE - MANRMPAFFAE - 9REEZE
ey, AANRMPEERANTT-REEEE  AARMIEBESEERPFRLHB ; QANFEFEEATARELE ZETER - BREXR
BiER LERHMNHEE SRTRRMMAEN EATAEREAR - EREALTABERBECTRBBRMBNER - SRS 0EER LA BEE &R EIE
RRESBE -

I/ We, the Employee /Patient /Claimant HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all questions whether or not written by my/our own hand
are to the best of my/our knowledge and belief complete and true; I/We also understand that in the event of doubt as to whether a fact is material, it should be disclosed here. (2) The
Company is not bound by any statement which I/ we may have made to any person unless it is written or printed here and is presented and approved by the Company. If any relevant
persons fail to provide any information requested in this claim form, it may result in the Company’s inability to process and deal with this claim.

| HFEFEZEZEZBRIE LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

& (MNIFZRIES R 18 REL

= LA k) Patient (if other than *REA RiE
Employee employee and aged 18 years old *Claimant Witness
or above)

#&E Signature

2 Name

B 178/ IR5RHS ..
Card / Passport No.

F Year | A Month | HDay | #F Year | EMonth | HDay | % Year | A Month | HDay | % Year | B Month | H Day

HE#A Date

*RIEEANERERE
*Relationship between
Claimant and patient
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F_E8Mn - TLBERSE BEBELER  FAERARS/FE/ REABTRRE
PART Il — ATTENDING PHYSICIAN'S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant’s own

expenses.)
A. A AER PARTICULARS OF PATIENT

1 /AR Name of Patient

2 E# KRB Age and Sex

3 B{pi&/ #EHRSRES 1.D. Card/ Passport No.

B. ERZE 1Y CLINICAL DETAILS

1 WAZEBERHROIEMZE We can trace the medical record of patient back to

F Year A Month H Day
I I N E— | I E— | I
2  BRUHIRME B EIEE % HEB Date of the symptoms first appeared
F Year B Month H Day
I I I E— I E— | I I
3 WABRARIIRA Z K52 HEf Date of first consultation for this condition or related illness
F Year A Month H Day
I I N E— | I E— | I

4 FEFARIBEREZEZEARFIRIE Please describe the symptoms and complaints at first consultation.

5 WMARGHEMBAEEN ?NE - FIRHZBEZHS KM - s the patient referred by other [ = ves [ = No
physician? If yes, please give the name and address of the referring doctor.

6 &Z[ER Diagnosis

7 {aIFFHEE2 When was the diagnosis made F Year B Month H Day
L | | | | L | | | I E—
8 a) FEIRMBAERKAETLFHHA Please give the date the patient first 4 yeqr A Month H Day
absent from work | I l | L1
b) MEREILIEEEN  FBiRHmATTRE L EAY B HA Please give the £ Year B Month H Day
expected date the patient to resume work L 1] L1 |

9 a) AHARANOERRZEHEZENMENTEABEOERR ZTEREA Please state in details on how the diagnosis prevents the
patient from resuming work

b) WA BB EMAYEEZE Could he/she engage in any other occupation?
O Fa No O a6 vesfom  + Year
c) BZE5EEN_EAYPRHI Limitation to occupation activities.

A Month H Day
| |

| | L 1]
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B. E&PRE ) (48) CLINICAL DETAILS (Continued)

10 MURWAXSHIESEEMmR - FFdIbEINY S2EEASE: Bearing in mind the declared duties/occupation of this patient, please indicate
the impact of the accident / disablement:

O sesare=mmT s can perform any kind of work and duties

O Fecresemzrs> 55 T4 cannot perform partial duties of his/ her own occupation

O Resntsmexs > T @I Cannot perform all duties of his/ her own occupation

O Feee=Em@Rng T i cannot perform any kind of work and duties

iR R T ERE JIRVIRFE Please state period of incapable to perform some of his/her duties
H From (dd/mmliyyyy)__ ZE to (dd/mmiyyyy)__

iR E T (ERE SIRVIRFE Please state period of incapable to perform some of his/her duties
H From (dd/mmliyyyy)__ ZE to (dd/mmiyyyy)__

11 AR 2R T EREIREA Please state the cause of total disability

12 BHRABBRMEERIEREN  BTREZBRIGERESZKX? If the patient is still totally disabled, how long will such disability be
expected to continue ?

13 FERERIREZEZAE  WBRHER AREOHBRERLERE ZEZHIRESTE] Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis

C. WMAIRIE ZH2EHRR CURRENT HEALTH CONDITIONS OF THE PATIENT

1 FEEfE¥R Progress of recovery
[ B2 &i& Recovered  [] B4EF Improving [ EniEeE static [] BR&(E Retrogressed

=F Remarks :

2 BEFEEER Current state of mobility
[] 7851 Ambulatory ] &&8%E% Home confined [] #EA Benconfined  [] #BR3R1E Retrogressed

=F Remarks :

3 ERBE&EETHEMG  WAERZHENT - oIE 5 FHISEIE? Can the Patient perform below listed “Activities of Daily Living” without
the use mechanical equipment, special devices or other aids and adaptation?

LRSS FAAHE Transfer to get in bed and out of bed or chair O gl Can O ATl Cannot
#58) Mobilty Ol can LI R84 cannot
ZE1X Dressing Oa can O ka1 cannot
538 KA Bathing & Washing O L. Can O =31 cannot
R Eating D g}l Can D AEL Cannot
4N Toileting a3 can [ <=1t cannot

=F Remarks :

D. BT Z2E%Z= 58 PROFESSIONAL COMMENT

1 BAFREFZEEEVERER  HQETMEUER RELERZHRE - JEQEBEEMBKRERH ? M2 - FiRtARZAH
HA R A EE$ 1A - Is the condition (1) a recurrent episode or (2) a complication of any chronic illness/ major disease or (3) related to any previous
conditions? If yes, please provide date of diagnosis and treatments details.

0 2 ves O &no 522 HH8 Date of diagnosis/treatments £ Year A Month H Day

B (BIERZE /8B /B K45 R) Details (including diagnosis/ treatments/ investigations and results)
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D. BN Z2E%E R (#&) PROFESSIONAL COMMENT (Continued)

2 WAZRESLAEIEMNREARLLAERIEE? Is there any patient’s family history which would increase the risk of this illness?

3 AREEREN12EBRIET? HIRMHHBETER - Will the condition be resulted to death in 12 months? Please state the prognosis of the
condition

4 ZEEREANRRERIERBAERM? IsitHV related?

E. H{thB&®mSE OTHER MEDICAL HISTORY

1 FRELRABEABLUTRIE/SBE - Does the patient have any medical history or habit as indicated below?

[ =k Asthma ] 25 cardiac problem [] #& /% Diabetes Melitus
[0 ZE8F3% Hepatitis B [] =mFE Hypertension [ &= =if Previous operation

'& 2% Drug abuse [ =& Family history of cancer [ =% unfavorable family history
[ B EESR% None [] EfthEE% - 555288 Other disease, please specify

2 HZRACSEEELAERSEMBRESERESEBENERIGE? M5 - 55K 1E - Had the patient previously been treated or

hospitalized due to the above disease or other major disease? If so, please specify details.
O 5Bves [0 535 N0 #2285 Date of diagnosisftreatments ~ £F Year A Month H Day

9% Disease

AR /{EPE5E 15 Details of Treatment / Hospitalization

B4 = /B8R B8 Name of Physician/Hospital

B 8 Dates 7% Disease AR/ RS BanE/EREE
F Year A Month H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 FRIRHERE/IRIEB1EFF1E Please provide details of drinking & smoking habit

HFE= (Z/81/1/#) Daily consumption (piece/ pack/ bottle/ can)

Z 18 %A 8 Drinking/ Smoking start date since F Year A Month H Day
E. E2EBAEER PARTICULARS OF ATTENDING PHYSICIAN
FBENR -
. =]
Name of  Attending lficati
Physician Quialification
ik W48 8
Address Contact No.
FRBERE/BRE £ Year A Month H Day
& Signature & Stamp of BHEA
Attending Physician/ Date
Hospital
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