[PEIALR

CHINA TAIPING

BEBRPRER F-5H0

PEIKEANSRE(FE)RARAE

CHINA TAIPING LIFE INSURANCE (HONG KONG)COMPANY LIMITED

APPLICATION FOR DISABILITY CLAIM PART |

(AZHRARKMEAEE To be completed by Insured / Claimant)

ATHRE/EMRERFRLATEE Name of Employer / Group Policyholder

MM {REEERTE Group Policy Number

TPLHK
ZHRAREE Name of Insured £ Age fR# Amount of Assurance
HKD
BZBIEMEE Contact Number BHE 3k E-mail #3] Sex EHSMRIMRE HKID Card No.

Bhi&#bat Correspondence Address

BEATEEZHRIELY,

Please tick v' in the appropriate box below.

£ 184 EXRKEH

Section 1: Particulars of the Claim

1 | EXRE Thisis a: O BXZK{E New Claim

O BIX%{E Further Claim

0O ZE#t / B# Review / Appeal

O KARKIFeENEE

2 | SRR Type of Claim Permanent Total Disability

O SHEEEE

Accident Dismemberment

2 B4 BEEERARES

Section 2: Nature of Claim and related details

3 | FRRFEY , BFRRER2FHE N
If due to iliness, please give details HARHRREZAH
of the illness

HIRFr B RBRER

FOBLE  BEREW

Date of first appearance of the symptoms

(B/A/¥E DD/IMMIYYYY)

Describe the symptoms & abnormalities

Name of the attending physician / hospital

4 | BERBAEY , BHRXRBNZFHE
If due to accident, please give
details of the accident

B BRAEBHNEE

Date and time of accident

BAFHE. 2EXURESR
Accident details, part of the
body injured and nature of

injury

BEHRE? Was the case
reported to police?

(B/B/%E DDIMMIYYYY)

E S\ 1B Accident Place

O &8 No

O & FEHERERE / OH#K / BRIRERS)
Yes (Please attach police report / statement /

Alcohol Test Report)

B2 police Station:

R Z4RaE Reference No.:
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REHHB Policy Number

(el L]

B 3 B4 BEZRARERRE

Section 3: Record of medical consultation / hospitalisation

5 | FRHEBAREZAUKFEREZNER., BERENELEN,
Please give details of any hospital(s), physician(s) or specialist(s) consulted firstly and following in connection with this illness
or injury.
B/ BE  ERNELEER b RZ2BH (B/IAIF)
Name of Hospital / Physician / Address Date of Consultation
Specialist (DD/IMM/YYYY)
6 | FREELKFEIEZEE 2 ERiH,
Please give details of any hospitalization in connection with this illness or injury.
BiREB ABLBE (B/AIFE) HEEBE (R/AIF)
Name of Hospital Date of Admission (DD/MM/YYYY) Date of Discharge
(DD/MM/YYYY)
B 4G HtvaEw
Section 4: Other Information
7 | MTESRDZEL | BRE®. i
KR ER
The name, address and contact phone
number of your usual physician /
hospital
8 | EXRBHERCERAMRRAR AR ? N, FERTH.
Have any of your blood relatives suffered from a similar or related iliness? If “yes”, please state.
BBER HIm Al PEBH (B/AIF)
Relationship of Relative Nature of lliness Date of Diagnosis
(DD/MM/YYYY)
9 | BTERERLEL / MBLRFRIECHERMERBIUAE ? WF", FRHUFHEER,
Have you previously suffered from, tested or received treatment for similar or related illness? If so, please give details.
Bl BE  ERELEER KRER | Bl ®E  ZEBH BE | DEER
Name of Hospital / Physician Name / Nature of lliness Date of test / diagnosis Result of test /
/Specialist diagnosis
10 | BTEAREHECHBEREARLR. BRREXTZFELUNERRE »ME" , FRHEFHEER.
Are you insured for similar benefits with any other organizations including insurer, the government & employer? If “yes”,
please give details.
BRRRNAER RIRE R R ARE R RREE REFROAH)
Name of Insurance Company | Type of Benefit & Policy Number Amount of Benefit Claim Result (if any)
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REHHB Policy Number
(rlPfLm« [T

B55p4: MIEHE

Section 5: Employment Particulars

11| BR/IZERFIEE, BUKBE
(FB5IBAPR A S FRE)

Occupation, Position and Nature of
occupational duties before sickness/injury
(please state all includes part-time)

12 | NEIREEERE, HuRBEEER
Name, Address and Contact information of
Business or Employer

13 | BT EBHTHHERIEZ BRI ? a %’LﬁENo
Have you arranged Medical Assessment? O F, FRUEBEERBERH
Yes, please provide Report and the date of exam.
(DDE/MMAIYYYYH)
14 | &#IEBH
Date of Absence from work (DDE/MMAIYYYYH)
15 | RETHERH (HAREIFEEEL6RE)
Date of Return to work (please answer (DDE/MMA/YYYYH)
guestion 16 if not yet returned to work)
16 | HEEITAH
Expect Date of Return to work (DDB/MMAIYYYYH)
Hopp: HROBE
Section 6: Settlement option
FERFHFR Cheque Collection Method X E¥E Cheque Currency
O #HEwZE P RIS+ /0 HE O A% HKD*
Pick up at the Customer Centre in person O fREE¥ Policy currency
O HREAEE via Agent * BHREAAFASRBEE)ERLARESACEERRENE

at monthly fixed rate of China Taiping Life Insurance(Hong Kong)Company Limited

& Remarks:

1. FREREERFFEE-EERIXAAR. IRGIHIENET K BEEZBAXEXXAREABE,
Please select only one of the settlement options for each claim submission. If unspecified or without clear instruction, claims cheque in HKD will be delivered
via Agent.

2. PEIRFAESER AR DHER XA RNBEERENRERE,
China Taiping Life Insurance (Hong Kong) Company Limited reserves the right for final decision of the claims settlement option.

870 RUXHBER

Section 7: Claims document checklist

PREDRERBEIIMHEAML v 5. NEEMTREGEBRUE - SERMEMT o RERF , AT ESENM THB T 2EMER. &
RKEEH2EHBHER BT R EPERBATARLTMER, Please tick “ v " against the documents you have submitted together with this
claim form. We will notify you or your financial consultant if we need to obtain extra information from you or from other parties to assess your claim.
As the time required for obtaining the information varies, the processing time of your claim will likely take longer time.

X#3EB) Document Type

O EREERFER S50 — THB4EHE Application for Disability Claim Part Il — Attending Physician’s Statement

O HEE#EE/5I BB 2 HBRABAE Hospital Discharge Summary / Sick Leave Certificate with Diagnosis

O FEREIRE Histopathological Report

O {bBk / X3/ BEEE / @HHIR / EERESREEEIA Laboratory, Ultrasonogram, X-Ray and/or MRI Report(s)

O B4EBEPFEIZR Patient Card Copy of Consulted Doctor(s)

O KNS , WE : BEENE /| WERERE /| BEAERE. Additional Documents, if any: Referral Letter by Physician / Physiotherapy or
Occupational Therapy Report(s)

O K , WF : BEF /| HTREFGIRE / BERE. REEALHLOMHME Additional Documents, if any: Employer Letter / Labour
Department Assessment Certificate / Police Report, Traffic Accident record or Police Statement

EEEE Important note:

1. LHAFREAZIR/RASIRFAER. FVEZORBERLEE  MESARRERENTHMM. This form is to be filled by the
Insured/Claimant. Please do not sign on blank form and use the same signature as policy record.

2. ESRABREDZTLBE/RAYE  REFFENREIERER / EAREERRH —B/\T(180)XAERMERAXMF—HER. Claims
must be submitted along with all supporting documents within 180 days from the date of last working or accident with proven of Total Disability
or Dismemberment/Loss of function.
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REHHB Policy Number
(rlPfLm« [T

e i) RUIREHE

Section 8: Declaration and Authorization

ARSI R R

A | BEEREAA | RACHE. T2HAATEATASRE (52 ) ARAAUTEEAR)NEAESRKERR (BAAERKRERH ), KA / KM
BESAFTMEA, RE. BE. ffF. 88X, ZEK / SHAACLPERMEREL ATHREMRTAEE, RN, EEREE2EAEBAA / RN
BAENRHEMERARA / B, AA / BANKRERKREEN , AEEE, B2, ZERETELRERFAARAA / BMECAEtRFERATEREZ
REE, PRERER , RNMBREREBEEREMNBRERERTEA / B, FHERES, ERZER /| RBHEAA 1 BfAZA%. FA | RALEES
NFRTERBAFTEBNABIEANAL, BEE / SEER / REABAESHKERAMRNE=EE ( BRETRRBEBRAR. BARER. REA
ENTE., REMWBAREEHE. E€EELNT. SHMEREHE N TEKEFREHERECAR ) B, BE. BENSHEALA | RAZBEAREM
&, AEULAEAERREBRMR AR, AA/BRAAQRAAZMAEENELAIEERAREERELAFAREERERAN/RMAEBENBEALER,
ERNBETREATNEM—REEFREFLPE, BERAANBRMATERIIBELTARENBEEERRTIY , AA/RMASBHERENENT , MUEEA/RM
HEASREMEESESEREATAARETHRB LR BEEERRTIVNEEMBRNPRERE , TEHENAREHAZHE ALESE,
ERNTINEAERBERBRHRARTRTHEuLER : tplhk.cntaiping.com.

PERSONAL DATA COLLECTION AND USE

I/ We CONFIRM that | / we have read and fully understood the Personal Information Collection Statement (“PICS”) of China Taiping Life Insurance (Hong
Kong) Company Limited (“the Company”). |/ We AGREE that any personal data and other information relating to me / us or my / our policy(ies) or investments
contained in this application or collected, obtained, compiled or held by the Company by any means from time to time may be used, maintained, processed,
stored, transferred, disclosed and / or shared by the Company for the purposes of processing, administering, implementing and effecting the claims,
applications or requests made in this application or any other applications by me / us from time to time, introducing or promoting or providing subsequent or
other services or products to me / us, direct marketing, data matching and / or communicating with me / us. | / We further AGREE that the Company may
transfer, disclose, grant authority for access of or share such personal data and other information to or with individuals, entities and / or organizations associated
with the Company and / or to or with any third parties set out in the PICS (including, without limitation, reinsurance companies, private investigators, claims
investigation companies, relevant governmental or regulatory authority, fund management companies, financial institutions, or companies providing services
to the Company in connection with its business operation, in each case whether within or outside of Hong Kong, for any of the aforesaid purposes or purposes
as set out in the PICS. I/We understand that I/we have the right to obtain access to and to request correction of my/our personal data held or controlled by the
Company. Such request can be made to any of the Company's Customer Service Centres. If I/we do not wish to receive marketing information or materials
from the Company, I/we will send an opt-out notice to the Company, in which case my/our personal data and other information will be stored thereafter in a
centralized system for customers who have chosen not to receive the said marketing information or materials and will be accessible by the Company and its
associated organizations/ persons for reference.

The updated version of PICS is available from its website:_tplhk.cntaiping.com.

A BMRBANLE-BERGAEENTS,
LAA I BRFUREERERARSRARE

a. EAAEIFEEARA | B/ FRAZIE HBRIEK. BHREX (EMER ) 258 REWRL. REREMaRNEALCE , AFRAIEAFA
I &M/ BRADERZEE, BRIATERLAFEHERBOERARARETHENIX . EERLATHERT , BIEARA 1 B / HRARCT
HEATRED , WREMHEEERSD , MAA | B /| FRAZBEAREBREATSEZINREEOR. WREEZ EXRERFRIERERS.

b. BEXRFEMELREERRT 2RI BERMEA, BARA | B / BRAETHEZERTGRAE AN 1 B / FRAZRERRET
BRI, AEREARERARECARNEHEEE. EREEE , QATRRY , BERREMmiE. ERE. BRIFMELE, UK
FRRARRRNIRZFE. RRRXMAEFIBAEY., SR, BaTRERERZEEE(LR.

2.8AN | BMBRHBEEA | RMCEHEBAIREREBEARA /| RAEL LRRE,

| / We DECLARE that the answers given above are true and complete.
1. I/ We hereby irrevocably AUTHORIZE and AUTHORIZE ON BEHALF OF THE INSURED:

a. any organization, institution, or individual that has any knowledge or record of my / our / the Insured's employment, sick leave records, accident or
loss details (of any sorts), health condition, medical history or treatment taken or consultation sought, that when requested by an authorized
representative of the company may disclose any relevant information or document to the Company. This authorization shall bind my / our / the
Insured's successors and assigns and remain valid notwithstanding my / our / the Insured's death or incapacity in so far as legally possible. A
photocopy of this authorization shall be as valid as the original.

b. the Company or any of its designated or approved medical examiners or laboratories to perform the necessary medical assessment and tests to
assess and evaluate my / our / the Insured's health status for the purpose of handling this application and any claim arising therefrom. These tests
may include, but are not limited to, tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders, acquired immunodeficiency
syndrome (AIDS), infection by any human immunodeficiency virus (HIV), immune disorder or the presence of medications, drugs, nicotine or their
metabolites.

2.1/ We hereby declare that | / we have the full authority from and consent of the Insured to make the above authorizations.

HEBARREEXERZRAZE, BEZRAANESIBE LETREIN , MTHERERE | 8EEBAFESE,
This declaration and authorization must be signed by the Insured. If the Insured is a minor or mentally incapacitated person, the Insured’s parent / legal guardian
can sign on his / her behalf.

S
REAEE B0 | BRRR On B DD/ AMM/ EYYYY
Signature of the Claimant ID card / Passport No.
REAMRE UERES) HIERABR BHEBEEZRA) ZRAMER S5 H/ERIRR
Name of the Claimant (in BLOCK letters) Relationship with the Insured Insured Name & ID card/ Passport
(If the form is not signed by the Insured) No.
S
EE R RELA S EEERE RALAEE On HDD/ AMM/ FYYYY
Name of Financial Consultant/witness Signature of Financial Consultant/witness

Page 4 of 4



