[PEIALR

CHINA TAIPING

BEBRPRER

DISABILITY CLAIM FORM

PEIKEANSRE(FE)RARAE

CHINA TAIPING LIFE INSURANCE (HONG KONG)COMPANY LIMITED

F—B0 BEIRAHRKRAER)
PART I (To be completed by Insured / Claimant)

RERTE

Policy Number

REBRNARE / W
Insurance Intermediary’s
Name / Code

RPN ABIBRERE
Insurance Intermediary’s
Contact Number

tlplifnf] [ [ ] T[] ][] fofo]s

RMABEARSR

Name of Claimant/Owner

ZRAMSR

Name of Insured

S8  MBERR
ID Card / Passport No.

S4%  EMRERR
ID Card / Passport No.

BRER / EBitbnt
Contact phone no. / Email
address

BHEERE /| EXihit
Contact phone no. /
Email address

BEATEEZERIELY,

Please tick ¥" in the appropriate box below.

21586 EXRKEE

SECTION 1: PARTICULARS OF THE CLAIM

1 | BRR Thisisa: O &% %4 New Claim

O BXZ%{& Further Claim

O Z#t / E#& Review / Appeal

O XAEXIERDER

Permanent Total Disability

2 | &{EEHI Type of Claim

O ESNEAREEE

Accident Dismemberment

O ReREEE

Waiver of Premium Benefit

2% BEUMERRENER

SECTION 2: NATURE OF CLAIM AND RELATED DETAILS

illness

3 | EREBEY , FHRREHEZH1F
If due to iliness, please give details of the

BRHBRHER#Z B
Date of first appearance of the symptoms

HRMBZFARER
Describe the symptoms & abnormalities

IVELE  BRER
Name of the attending physician /
hospital

the accident

4 | EREINER , FHEZBINZFHE
If due to accident, please give details of

BENRERHREE

Date and time of accident

E /MBS £ 1 B Accident Place

BARR. REBURED

Accident details, part of the body injured and nature of injury

=2 police Station:

BEIRE? Was the case reported to police?
0 7 (FHBERKE / OHEUERIRES)

Yes (Please attach police report / statement or Alcohol Test Report)

O %¥E& No

B R=im%E Reference No.:

BREMEREAZIRAZHR

By whom report and relationship with the Insured:

FRASATRE s PHRAAPAN L7
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7IF, China Taiping Tower Phase I, 8 Sunning Road, Causeway Bay, Hong Kong

W (Tel) : 800 961 589 (MEIE# China HK) / 95589 (FREIA3H# Mainland China)

#81ik (Website): tplhk.cntaiping.com
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REHHB Policy Number

[rlelufnf« TP T T LI [ [ofo]s]
B I3BM: BEZDARREREHE SECTION 3: RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION
5 | FRHEBAREDALKFREZNER, BERERNELEER,
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  ERELEEB RZ2BH (B/RIF)
Name of Hospital / Physician / Specialist Address Date of Consultation (DD/MM/YYYY)
6 | FREELKFEIEZEE IR,
Please give details of any hospitalization in connection with this illness or injury.
BRE®E ARRBH (B/AIF) HEEBE (B/AIFE)
Name of Hospital Date of Admission (DD/MM/YYYY) Date of Discharge (DD/MM/YYYY)
5 4 Hn: HiwEe SECTION 4: OTHER INFORMATION
7 | BNERRPCBLE | BREH, it BE | BREB
REBt&ERE Name of the physician / hospital
The name, address and contact phone
number of your usual physician /
hospital B4/ Bt
Address of the physician / hospital
BE  BRBHEER
Contact phone number of the
physician / hospital
8 | ERBBHECEERAMERTAERIER ? NE", FER M.
Have any of your blood relatives suffered from a similar or related illness? If “yes”, please state.
BEE% 9% 48 DERE (B/AIF)
Relationship of Relative Nature of lliness Date of Diagnosis (DD/MM/YYYY)
9 | BTEREZLEL / MBRRIECHERMERBICAE ? WE", FRHEFHEER.
Have you previously suffered from, tested or received treatment for similar or related iliness? If so, please give details.
KRER | |l ®E  PEHBEH Bk  BE  EREEER wE | DEHER
Name / Nature of lliness Date of test / diagnosis Name of Hospital / Physician / Specialist | Result of test / diagnosis
10 | BTEREHEHBERERELNR. BRREETEZEEHLNERRE ? 0E" , BRHUFEER.
Are you insured for similar benefits with any other organizations including insurer, the government & employer? If “yes”, please give details.
BRRRNAER RRE R R RE RS RREE REBRWAH)
Name of Insurance Company Type of Benefit & Policy Number Amount of Benefit Claim Result (if any)
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REHHB Policy Number

7]

P[] [ LTI [ofofe

BoEG: BERE

SECTION 5: EMPLOYMENT DETAILS

11

LBRIZERFIBEE, BURBE

GR YA R S

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

Bi% Occupation :

BE Nature of duties :

By Position :

12

NEIREETER. U RBEER
Name, Address and Contact information
of Business or Employer

13

BT EERTHNEREZIBRFNML ?
Have you arranged Medical
Assessment?

O &, FREFERBEBH. Yes, please provide Report and the date of Exam.

O &%F No

(DDB/MMAIYYYYE)

14

S&RIFEAH

Date of Absence from work

(DDHE/MMA/YYYYHF)

15

METHEBH (HREIFEELCHE)
Date of Return to work (please answer
question 16 if not yet returned to work)

(DDAR/MMA/YYYY )

16

BEEIHEH
Expect Date of Return to work

(DDHE/MMA/YYYYHF)

2 6 84 BRRE

SECTION 6: SETTLEMENT OPTION

FERX AR Cheque Collection Method

0 BEEREFAEAREL ALK LHBEHRA 4 By

Mail to Policyowner’s correspondence address in

the Company’s record

S E#{E Cheque Currency

O #B% HKD*
O fREE¥ Policy currency

" BREATABRR(ES)ERADE A EERREHH

O BAREAEE via Agent at monthly fixed rate of China Taiping Life Insurance(Hong Kong) Company Limited
0O BEREF R HORE
Pick up at the Customer Centre in person
§F Remarks:
1. FHREFRERTFRE-EERIARR. IREGEHIEHETR K BERIBIXEEXHANEASE.
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. FAEERAEANBLIRMN, HEASESEUALBATEEZERTH,
All settlements will be made in HKD and the HKD equivalent is based on the currency exchange rate determined by China Taiping Life
Insurance (Hong Kong) on the basis of the Company’s internal exchange rate.
3. FEAFASEEFRLAAHERIASNEERKIRER.

China Taiping Life Insurance (Hong Kong) Company Limited reserves the right for final decision of the claims settlement option.
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REHHB Policy Number

Lrlplelnf«] [ L LT T[] 1] [ofo]s]
S7HE: RHAREE SECTION 8: DECLARATION AND AUTHORIZATION
BARBIRER ER

KA | BAIEEAA | RACEHE Z2HAPEATASRR (F2 )ARAFACITEELAR)WEAGRKESSR (BAAERKERR ), XA / KAE
EBLFTEA. RE. BB, ffF. 88X, ZER / SIHAAELPERAEISLFATCHREMRTAIEE, RN BERBE2EAEEAA / RANE
ABRSEMERAA / B AA / RANRERREEN, AFERE B8 ZERETELPBERAAEIEA /| RMAEEALGRBERATEREEZR
B, BRERER , ENEREHEEERENBRERERTEA / B, FHERRES. ERRHEE | [BEERA /| BZ2AE, ~A / ZALEEEL
ATEREEATEENABIEANAL, BEE / EER / IEABEAERKREBAFMRNE=EE ( SRLTRRBREBAR. RARES. RERE
AT, REBNBSRESHE, ESTEAT. SHEEREHELIEKEFEEHBREZLR ) B, BE. BENSHARATA /| RAZBAREME
B, AEUALFBEAERRERAMRZ Aig. ZA/RMAPARBARAARMEEOELNAEHARAREREL AR EREERAA/BZMEENEALER. &
BNBEEITREATMEM—BEEFREROHE, BERNRATERIELTARENEEENRTIY , FARMASRHERENENT , MUBEA/ZRFN
BAAREMERSEERELATNRZETRM ERBEERRTHYNEEMENPRERNE  TERENARFEACHMB/ALESE,

BN AN EA SRR AT A AT R A T #84E ZRS : 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, l/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 BMRRAN LS -REROBERNTS.
LAA I BT UHBETRERRARIRARE

a. FAAEIBEERA | BN / FRAZTHE, BREEK. BARBE (EAER ) 2F#E. RERR. REIMEMEERBARLE , REAREAEA
| B | BRADEZHE, BRIALERELAMEHERBAEQARRERREN I EERLETTHERT , BMEERA / B / BRAETH
RATRED , WRENEEER S, MAN | B / FRAZBERAREBEATEZINREEOR. WREEZEXRRAXRIEREHRD,

b. BRRARAEMELREERDT2RSEER RN, BEA / BN / BRRAETAFEERTERAE , YHAA / B / BRAZBERRETE
¥R, RERERAPERERRECARENBESE. WSREAE , BATRA , BEERERMmED, #ERRE. BRATHRELE, BRRAR
RABRENRZRE. RRRZRAERBALEY. En. B TRARERZSEE LR,

c. AANIEBMEHA,FA/ ZMAGELARSRRENGAESER/ ABLARREMUEET , RBEAEZER/IREERNKMEMRAEH , 257
REXEERUWMHEHE. AA | EAPFARERNIREFAABHEIRERE  LARAARBEEERREREFTANEN,
28N | BMEALXA | RNEEEBALREREESA / RAED ERRE,

| / 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.
| / 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.
I/ 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.
HEARBEEXEHRSRAEE, BESRARPEIRBLETRELN , AITTHERE /| 82EBAEE.

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.

REAESR UEBEER) RES SR | BRI HEZRARK HDD/ AMM/ FEYYYY
Name of the Claimant (in BLOCK ID card / Passport No. Relationship with the Insured

letters) with Signature

EHREE | NRRK | RRARS Byl | ARREK | RRAEE RFAARM (NEA) HDD/ AMM/ EYYYY
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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£ 8 ihfp: RHBER SECTION 7: CLAIMS DOCUMENT CHECKLIST

FREREERUT XHER , YRR XHRAEL v "5,
Please attach the following documents together with this application form and kindly tick “ v" “against the documents submitted with

this form

X#%5l Document Type
O EEBESBER F150 - TDBERS
Application for Disability Claim Part Il — Attending Physician’s Statement
O k@5 EL MR RRAAE
Hospital Discharge Summary / Sick Leave Certificate with Diagnosis
O RERBRE
Histopathological Report
O M8k, EER. XX, BREFEHREDHKRRE
Laboratory, Ultra sonogram, X-Ray and/or MRI Report(s)
O BEEDFEIKX
Patient Card Copy of Consulted Doctor(s)
O Mx# , wF  BEENE / PEARERE | B¥EARERE
Additional Documents, if any: Referral Letter by Physician / Physiotherapy or Occupational Therapy Report(s)
O s, wE : BEF / HIREFTGIHE | BEERS, JBENMEEROHE
Additional Documents, if any: Employer Letter / Labour Department Assessment Certificate / Police Report, Traffic Accident

record or Police Statement

EEHE Important note:
1. HHAFREASRARFFAER. BVEZHRBERLEE  MESXARARRENTHET.
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.

ZRAMEDTLRE/RAYDE  REPFANBRRTFER /| BAREEREH —BN\T(180)RRERMERANMF—HER,

N
ik

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.

AERBENECNRETF  FRUERRERNARREXMG—HER, FRPRREMBER XM , FERALREZ REXHS
ER . MHHKREATREMNEFREPOSEEBHE, ERMEFTEMNEXAT ZHERFOLERAMA T RZNEAER
EMERABTRENRRER. IXNERENTR , BEFFNELKEERER.

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 agent 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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