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CHINA TAIPING FEKFEASRE(EFE)BRAT

CHINA TAIPING LIFE INSURANCE(HONG KONG)COMPANY LIMITED

e R ERER
CRITICAL ILLNESS CLAIM FORM

B0 HERARRMAER)
PART I (To be completed by Insured / Claimant)

RERTE

Policy Number

RPN AES / WE
Insurance Intermediary’s
Name / Code

REEP I ABIRERE
Insurance Intermediary’s
Contact Number

ripfifrlk] [ | [ [ [ [ ][ []][ofofe

AFEA | RAEARR

Name of Claimant/Owner

ZRAKSR

Name of Insured

S48  WRRR
ID Card / Passport No.

S  EMRRR
ID Card / Passport No.

H4 B
Date of Birth

HeERH
Date of Birth

BMERERE /| Wit
Contact phone no./Email
address

PR RS/ B it
Contact phone no./Email
address

BELTEEZRELY.  Please tick v/ in the appropriate box below.

%184 EXRMER

SECTION 1: PARTICULARS OF THE CLAIM

1. [ XL Thisisa: O New Claim &X&HE

O Further Claim BXR{E O Review / Appeal Ei#tt /| B#

g o35G EEMEEREEESE  SECTION 2: NATURE OF CLAIM AND RELATED DETAILS

2 | B | REKRER

lliness / Critical illness

3 | BRRREH , FHRRERZFHE

the illness

If due to iliness, please give details of

BRHBRHER#Z B
Date of first appearance of the
symptoms

(BEMM/ BMM/ EYYYY)

HRECHERERE
Describe the symptoms &
abnormalities

IDEE  BRERB
Name of the attending physician /
hospital

4 | BERENEH , FHARBINZFHE

the accident

If due to accident, please give details of

BABRERBRERD

Date and time of accident

(EMM/ A MM/ FEYYYY)

E S\ E Accident Place

BAFHE. SEHURESR
Accident details, part of the body injured and nature of injury

B A IE? Was the case reported to police?
O %%E No
O &, BRMHAEER Yes, please provide information

EE Ppolice Station:

R Reference No.:

i M EEERE/RBRARE/ OMHEEEERE A
Remarks: Please attach a copy of the Police Report /Traffic Accident Report / Police Statement /
Alcohol Test Report

FRASATRE s PHRAAPAN L7
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REHHB Policy Number
[rlp[lmf« [ [ L[ L[ T[] ][ [ofo]s

£ 354 BEZZARERT% SECTION 3: RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION
5 | BRHEAREDALEFREDZNHER. BERENEEER,

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  ERELEER ik R BEH (B/ASF)
Name of Hospital / Physician / Specialist Address Date of Consultation (DD/MM/YYYY)

6 | FRHUBLERIEZ AR ERTEK.

Please give details of any hospitalization in connection with this illness or injury.

BRa® ABBHE (B/AIF) HEEBE (H/A/IE)
Name of Hospital Date of Admission (DD/MM/YYYY) Date of Discharge (DD/MM/YYYY)
5 4 57 HipEs SECTION 4: OTHER INFORMATION
7 | BTEERDZEBLE / BREHB. iR By  BRER
WRERE Name of the physician / hospital

The name, address and contact phone
number of your usual physician / hospital

BaE / B
Address of the physician / hospital

BE | BREBHRER
Contact phone number of the
physician / hospital

8 | EREBHASEERMARRERZER 2 IR, FEETH.

Have any of your blood relatives suffered from a similar or related illness? If “yes”, please state.

BERAR e R PETEE (B/AIF)
Relationship of Relative Nature of Critical lliness Date of Diagnosis (DD/MM/YYYY)

9 | BTSRELEN / HBARKFRECHERMERRICAE ? 0F", FREFMER.
Have you previously suffered from, tested or received treatment for similar or related illness? If so, please give details.

KmER | Ehl ®E /| DE R Bh Bt ENEEER ®ER /| DEER
Name / Nature of lliness Date of test / diagnosis Name of Hospital / Physician / Specialist Result of test /
diagnosis

10 | BTEREHEHBIREREBLE. BFRETEZEELNERRE ? 0E" , BRUHFAER,
Are you insured for similar benefits with any other organizations including insurer, the government & employer? If “yes”, please give details.

BRRARER BRRERIRRERT BRREHE RIEBRWOA
Name of Insurance Company Type of Benefit & Policy Number Amount of Benefit Claim Result (if any)
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REHHB Policy Number

Lrlplelnf«] [ L LT T[] 1] [ofo]s]
%5 5. REAREE SECTION 5: DECLARATION AND AUTHORIZATION
BAEERERER

KX T EFERAA | BACEE. T2HAFEAFTASRE (F8) EFE"T(J«XTE“"‘7")E’J1IA§*4LBZ§§EH (EAERRERESH ),
Al ?kﬁﬂ’-% NERAMER, RE, RE, #F, BX, ZER /| IHAEEBFERAEAREL A TRREEMESTTES, R %EﬁﬁﬁZ&ﬂ
BEAA | RPNBAAERIEMEBEARA / B, ~A / RAHRKRE :ﬁﬁﬁﬁ#‘—l AERE, B8, FERBITELPFBERMARLA / BT
EMEMERERTABEE 2R BRERER  ROBREHEBAREMORERESTEA /| BH, FHERES SREHEE / ES?.BM%ZFA
/ ?ﬂszﬁZﬁiﬁo AN/ BFCEERLASTEHREEADEMNASRBANAL, BER / ER | EAEASHKEBHRFANE= BE(a
EAFRABREAT. RARES. REFENF. REBNBNSEEKE, ESEBENT, ﬁrﬂ%’fﬁjkﬁii’\jiﬁﬁﬂi“ﬁ_@HEﬁZ"7)
Hx, EE. ﬁ%ﬂiﬁj tRZARAN | BEZBEAREMmER , AHEL LT Eﬂﬂkﬁﬂﬂﬂﬁﬁﬁﬂﬁﬁﬂz}fﬁﬁo EANBFABBEENERMEERDE
EHERREEAR AR REERAABRMEENEASE., BENRETARANEAN—HES BERORE, 2AA/RFATEKEE "7§§
Lﬂﬁﬁéﬁﬁﬂjﬂ% BANBPEERHEREMNELT , ﬁ'ﬁlttfﬁzlikliﬂl"iEﬁ{lk:ﬁﬂf&ﬁﬂﬂ%ﬁﬁﬁ“ﬁ"72%131%7FL|5(HY£ REREERRTIMNE
EMRhREpE  Ta@uNTREMs Mg A LtESE,

BB A G R R S AR AT L T AR R tplhk.cntaiping.com,

PERSONAL DATA COLLECTION AND USE

| / 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.

AN BMRBAL LS —EERG/EENT L.
1LARAN | BRAATHBRERARIRARE ) i

a. EAABRIEEARA | B | SRAZIE, mREHE, BAREL (EAER ) 2538, BERR, BEIEMERRBHALCE , AR
BAREAN | B | BRAZAZHE, BE8IATEENAMEHERFOEQAREGHERI NS, EEELATHERT  BMEERA | &
ﬁé%&%ﬁé&%ﬁ:ﬁ@%ﬁk BED  REMEERERN , MAKN / B / BFRAZEERARBZATEZNBERENR, LEEEZ EAXRER

2 P o

b. BERTRREAMENTEERRAZBRIBENERAT, BAA / B /| HEARTAREZERTERAE , XHAA /1 BA / %&1%)&2{@&;%
METERRFE FﬁﬂEJEEEZW SR HAEABNERED, LS REaE , AL TRR EERERAM2 Mg, BRRE. BRITA
5%, BURRBRABGRNRIFE. ARRKAENEAEY, B0, Ba I RARERZSES(ER,

c. AN/ RMEH , KA/ BMAREBLARFRRENVEAESER/ FELRNAREMRESETY , RBEREZER/SRREERIBEMBPES
B, ORRBXEERBINHAE. A /| BAPAREZNRESEABPHARIREHNE  NAAORBEXEERRHREFFTANESR,

2. KN | BRNBEAA | RFCEEEALERRREAA | RPN LIRS,
| / We DECLARE that the answers given above are true and complete.
1.1/ 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.

c. |/ We represent that | am / We are the Policyowner / Assignee / Trustee / Beneficiary (as the case may be) under the policy(ies) as given on
this form. 1/ We hereby give my / our irrevocable consent to the Company to deduct any outstanding amount applicable from the payout and/or
sum received by the Company under the policy according to the applicable statutory and/or regulatory requirement(s), including levy collected
by the Insurance Authority. | / We also understand and acknowledge that the Policyowner’s’ information is required to be provided to the
Insurance Authority if the levy is overdue.

2. 1/ We hereby declare that | / we have the full authority from and consent of the Insured to make the above authorizations.

HEBARBREEXERZRAZE, BEZRAANESIBO LETARAEIN , THERERE | 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.

REARE CIERER) REE BHE | BRRG BEZRABEK HDD/ AMM/ & YYYY
Name of the Claimant (in BLOCK ID card / Passport No. Relationship with the Insured

letters) with Signature

EEER | 2NRRK | RREALSE EREE | NRMAKR | BREAESE REARL (NEA) HDD/ AMM/ FYYYY
Name of Financial Consultant / Signature of Financial Consultant / Position of the Applicant (if
Company Representative / Applicant Company Representative / applicable)

Applicant
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REHHB Policy Number
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% 6 50 BWREER SECTION 6: SETTLEMENT OPTION
244753, Cheque Collection Method F Tl Cheque Currency
O #ar 2R FEE NN A A S48k i@tk O #% HKD*
By Mail to Policy owner’s correspondence address in the O fRE &% Policy currency
Company'’s record * Fe T BURN E R () A PR A 7 4 A 2 [E e e s 1
O hARHEAEE via Agent at monthly fixed rate of China Taiping Life Insurance(Hong Kong) Company
O b7 RS o0 R Limited
Pick up at the Customer Centre in person
B 7 RRXHBER SECTION 7: CLAIMS DOCUMENT CHECKLIST

FERLREERUAT HER , WRBRIOEMAEL v 5.

Please attach the following documents together with this application form and kindly tick “ ¥* "against the documents submitted with this form.

XHHBI Document Type

O fERBEBEHER BN - FBARE
Application for Critical lliness Claim Part || — Attending Physician’s Statement
O BB IEAS G HALCRES A 7] 3 OB IZ ERIA 5 G TR e R 42 07
Original receipt or Certified True Copy issued by other insurer (Only applicable to Cancer Drug Protector)
O BRI A 2 ETRE N R AL &
Hospital Discharge Summary / Sick Leave Certificate with Diagnosis
O s
Histopathological Report
O feBa. @&, X-h, SR &) SRR S
Laboratory, Ultra sonogram, X-Ray and/or MRI Report(s)
O BAEBREIAE
Patient Card Copy of Consulted Doctor(s)
O WMnscfE, . BAEEAE [ WENGRERE [ B RIRE
Additional Documents, if any: Referral Letter by Physician / Physiotherapy or Occupational Therapy Report(s)
O BEREHER - BA (QEH)

Self-Certification Form — Individual (if applicable)

EEHIF Important note:

1. UHABFREAZIRASITFAER, FVETORBFERLEE  MESARARREVTHAERT,
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. RERFANEZHEBERERRBYER 180 RNERMABANH —HEX.
Claims must be submitted along with all supporting documents within 180 days from diagnosis date of the critical illness.

3. RERESERIFEENRE R, FHFILEREIEEA B RE S OHRAS . AR REITREL M, H2REEE “RES2ELRY .
SCAF AR R A AT R ERAM B0 P IR O SR R . R W A A N IR 1A A N RSN A R, R s R T
R pRbpEER . RIRICE BBk TR, B EE I R R T S iR
In order to speed up your claim application, please attach the required claims documents together with this application form. You may check
the required documents as stated in this application form "Claims Document Checklist". Documents can be certified at our Customer Service
Centre or Claims Department. We will notify you or your broker if we need to obtain extra information from you or from outside parties to assess
your claim. As the time required for obtaining the information is variable, the processing time of your claim will likely be longer.
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