PEAR

CHINA TAIPING

B/ BAERRBHER
MEDICAL / ACCIDENT CLAIM FORM

PEIKFEASRE(EFR)HRAE]

CHINA TAIPING LIFE INSURANCE (HONG KONG)COMPANY LIMITED

B0 BERADRKAESR)
PART | (To be completed by Insured / Claimant)

RPN ALS / W
Insurance Intermediary’s
Name / Code

RETE

Policy Number

REFITABIEEE
Insurance
Intermediary’s Contact
Number

lplifni] [ L] P[] fofo]s

RMABEARSR ZRAMR

Name of Claimant/Owner

Name of Insured

S8  MERR
ID Card / Passport No.

S{%  MRRR
ID Card / Passport No.

BIMEERE | MEihut

Contact No. / Email address

PR ERE | WEBithut

Contact No. / Email address

iiglﬁ Important note:

HERFEREHSRARREAER, FPETARBERLEE  MESNREERENTEMA. 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. FEEZFLHBERLNFAE[HE, UERMZEBTHRESE. To enable us to process your claim promptly, please answer all questions in this form as fully

and accurate as you can.

3. MZHAREERZRARBREZFEANSHEBXM , FRELRFER—HHER. Please submit a copy of the identification document of the Insured and/or

Policy owner, unless submitted before, together with this form.

4. REHFBEALBSEER 00 XRRNERFAERANXH—HFER, Claims must be submitted along with all supporting documents within 90 days from date of

discharge/treatment.

5. FREBEIZNREPFFXFENRBANARBTEUT 4 BEFAREFBES KPEATAE 78 1 PEFRBPL (ELRBIERS)

Please submit completed claim application to your insurance intermediary or send it to us at the following address: Customer Service Centre (Operation

Department — Claims) 7/F China Taiping Tower Phase |, 8 Sunning Road, Causeway Bay, Hong Kong

2184 - Ek / FIRAERERA
SECTION 1: Cause of Hospital Confinement / Outpatient Treatment

E &5\ Due to Accident
1. (a) EH B4 AH K™ Date and time of accident

H DD A MM FYYYY
(b) EH 843 Accident Place
(c) EBHFE. SEBNUREZR Accident details, part of the body injured and nature of injury
R BB Due to lliness
2 (a) FERFMSURZIFHIAE Please describe the symptoms of illness in details
(b) WEEXRKRZBEH
First Consultation Date / /
H DD A MM FYYYY

(c) BTENAELERRZ BHE  LELNBEBEFESZA?

How long have you been having these symptoms from the date of first consultation?

82 50 : mRFE (EEARSNER)
SECTION 2: Employment particulars (For Accident claim only)

1. BE (FAREENS) BURRE

Present occupation (if more than one, state all) and exact nature of occupational duties

2. NEAIFREXTEBRIBIU

Name and address of business or employer
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3. FRAEIEXHRIHE?

; ; h - ”
Did you file a medical leave certificate to your employer? O &Yes O BANo

4. BERULEBARFEL THEE?
Did you submit a claim for workmen’s compensation for this accident? O BYes O ¥4 No
BEEHE
5. BERLENEE? O A&, FRHEAEE | Police station
Did you report to the police for this O 2% No #l Yes, please
accident? provide information BERER
Case Number

& M EEERE / XBEARE / Of%HE / ERURBRERHAE

Remarks: Please attach a copy of the Police Report /Traffic Accident Report / Police Statement / Alcohol Test Report

£ 3540 . RERAREE
SECTION 3 : Consultation and Treatment Details

1.

BXABZHEEER
The doctor first consulted for this condition

B4 | BREMWRIMIE Name & Address of Doctor / Hospital

A DD A MM FYYYY

EBARNEBEER | HAER LA BERERRNEEER
The doctor who referred the insured to hospital / other doctors seen for this or similar
past condition / /
H DD A MM FYYYY

B4 | BREBERMIL Name & Address of Doctor / Hospital

(a) FRMARKHBKRAR, ABEBHA Date of Admission HiBt B Date of Discharge
Please give the date of admission and the date of discharge.

HDD/ A MM/ £ YYYY HDD/ B MM/ £ YYYY
(b) FBREAERUARIDEH , EH: 1 From E To
Please give the admission period in Intensive Care Unit, if any:

HDD/ A MM/ £ YYYY HDD/ A MM/ £ YYYY
(c) BERERBBERAL?
Have you taken any home leave during the hospital confinement? O %%E No O & Yes

(d) mE , FSIRNH BBARER,
If Yes, please state the date and time of your home leave.

4.

BASRERE—REABAENEEE Details of past hospital confinement related to same condition

{EBEEER / Confinement Period B4 | BBT&M Name of Doctor / Hospital #4b Address
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% 486 RttREES
SECTION 4: Other Insurance Coverage

BERAE  MTEAREMREL F/MERERE? Are you making any other insurance or compensation claim as a result of this treatment?
mAa , FRETHER. Ifyes, please provide the below information.

O & Yes O %%& No

O EERENZERIZA Require Certified True Copy of the Receipt(s) O EEEEIREIEA Require Original of Medical Report(s)
REATER REYRR REER

Name of Insurance Company Policy Number Claim Status

58 5 EBM0: REREEE
SECTION 5: SETTLEMENT OPTION

O EF AR E-Bankin service
ARERIIZICE T ARKRIEZRE Only applicable to successfully registered E-bankin service policy)

O REZARSHE ( "HHHR, ) Faster Payment System (“FPS”)
(REBEARREFEAZEREITFO, WEXEASHLRTAOFHBE, Fla: R1TARKESRIRITF Only applicable to Policyowner’s bank
account in Hong Kong. For first time user, please provide a copy of bank account proof, e.g. bank statement or bank card.)

O X ZE By Cheque

ERfFAR Cheque Collection Method X E®E Cheque Currency
O BHEZEREFEARTABLE LR EA b O &% HKD*
By Mail to Policyowner’s correspondence address O REE¥% Policy currency
in the Company's record * BHEAFABRRES)ERADS A2 EERREHE
O FEEEF R /OHEER at monthly fixed rate of China Taiping Life Insurance(Hong Kong) Company Limited

Pick up at the Customer Centre in person
O HREAEE via Agent

5 Remarks:
1. FHREREEHBERE-EEEIMAR. NAREGHAREWET  BEEZBELIEERHREAEE,

delivered via Agent.
2. FPAEEEENBRIXN , MABITSEREURNRARTEEZBRTHE.,

(Hong Kong) on the basis of the Company’s internal exchange rate.

3. MEESEAERANESEEEZRTFORBHRED , SENEESEATEZERAIFRRHAREASE,
unsuccessful.
T, BERUXZERAXMN , TAREAEE,
Agent.

5 FEAXFASEEFRLAIHEREIAHXNEERKNRER,
China Taiping Life Insurance (Hong Kong) Company Limited reserves the right for final decision of the claims settlement option.

Please select only one of the settlement options for each claim submission. If unspecified or without clear instruction, claims cheque in HKD will be

All settlements will be made in HKD and the HKD equivalent is based on the currency exchange rate determined by China Taiping Life Insurance

Claims payout will be made by cheque and delivered via Agent in case of failure to direct debit to designated bank account or FPS payment
4. REHFRZAN , BHRESAREFERRS THRERET 100,000 (HEE), NRZBEBAET 100,000 (REE) UL, RB|EHTEBLRE

For payout through FPS, only applicable to payment with maximum daily transaction limit not exceeding HKD100,000 (or equivalent) per policy. If
payment is exceeding HKD100,000 (or equivalent) or above, or the instruction cannot be executed, it will be issued by cheque and delivered by
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5% 6 #f): HUIREM
SECTION 6: DECLARATION AND AUTHORIZATION

BARSRERER

KN BAEREAAN | BACHE. T2BHAFEAFTASRR (FE)ERLAFACGCITEEAT)WEAERMERZR (EAERKERH ) KA /
RMRSEQARTEA, RE. RE, 7 #@X, 2B /  AIHAETUHPFRFERELATRKELMELAEE, RN, BERSEZEMEEA
A RPN BEAERSEMEREERA / B, XA/ RAVRERREER , BERE. €8, ZERBETELRBEREIERA /| REEEMEM
HERMTHRECEE, BERER, RNASEHABEAIEMNBEERERTARA /| B, FHEZREHE, ERRYEE /| IIBHEERA | Bz
A%, A | BELEEELAATEMEENAEENSNESBANAL. BRE / SBER /| REABEAERKERAFMRNE=KE ( @FELTR
REBERBAE, AARES, REFAELR, REANBAREEHE, ESEELNF, SHEBRREHMBLIXBEFARRELAR ) EX, BE,
BRENSRAEAEA | BEMIZEAAREMER , BELLIREAERKERAFR AR, AARMAGIRNEMERAELAEMREFFEEN
BARRAREERFANBMNEANEALER. EENRETRAELAEM-MEFRET OHE, ERANBMATRRIELFHENBEEERRT
W, AANBAERHERBAELT, MEERA/RMANBAREMEREERELAARETUE LRBEER RN E F MR RERHE ,
WEHENTIREEACHEBEB/ALESE,

ENTNEAERKREZASIMRATA L TAuEER : 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 | BMRRAU LS BEROB[ERNT L,
1 AN B THERERKRIRARE

a. EAAERREELRA | B | RRAZIE, BRICHE, BAREX (EMER ) 25715, RERR. REREMERENEACE , AFAR
BERAEAN | B | BRAD S, ARRIATESQAAELERKEEAARESEER R M. EEELATHERT , ERA / R
ﬁé%&éﬁé@%ﬁ%@%ﬁﬁﬁéﬂ WREDRRENRD , MAA [ B/ HRAZBAARERATEZHREEIR. LEEEZEFRE

o * )

b. BERATRREMELREERR T 2R BESLERA , BEAN | B /| RAETHEZBETERISE , YHAEA / B /| BHRAZEE
MRRETERRTE , AFREXRERARRCANNBESE, LEREERE , BXTRA  WEABREWcmiEl, ERA. BTN
BEAE, BURARRARRRIRZAES. RRAMRAERBARY. En. EETREARERZSES(LR.

2. BN BABHAFA | EMNCEERALTEEREAZAA / BAEL LIREE,

| / 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.

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

ik%&tﬁggkﬁﬂ HEARSERRENKNESER RELTAREMUESES  RBEREIER IREBRNKRTMRPLE  TERBERE
B E Ey of o

| hereby declare that | understand that the Company may 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.

HEBARREELERASRAZE, EZRAANESBHLETAEIN , ITHERE /| 62EEAZEE. 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.

REASE UEEER) REE
Name of the Claimant (in BLOCK
letters) with Signature

55 | BRRE
ID card / Passport No.

BERRARER
Relationship with the Insured

A DD/ B MM/ EYYYY

EEERE | 2NRRK | REALS
Name of Financial Consultant /
Company Representative / Applicant

BRI | SRR | RFEAESE
Signature of Financial Consultant /
Company Representative /
Applicant
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£ 7 5B RRXHLBER
SECTION 7 : Claims Document Checklist

B REERUTXHER , YRR XA HAEL Y "5,
Please attach the following documents together with this application form and kindly tick “ v" “against the documents submitted with
this form.

X 4% B Document Type

O BR/ENEBEREFBERE-BOEER (HBRA/MRERFHE AEE) Original medical claims form part | (To be completed by the
Insured / Policy owner)

O BRE/ENEEHERFE-SMER (BAERLELEEER) Original medical claims form part Il (To be completed by Attending
Physician)

O BZABENBERMNRWIBIEZR Original medical / hospital receipts and statement of charges

O SR Hospital discharge summary

O 1uB& / X/ EEREHE / WHRE / HERERBIRERIZA Laboratory / X-ray / CT scan / MRI / Pathological Report(s)

O HttfRE L\ IS REMER (I48) Compensation Breakdown from other Insurer / Party (if any)

O MEZAMAREEXSHRAXY , FRLRFR—PEXREFEARZRANSHLAXMEIAR, REBEREXEBRBLEN "
IERREBREMGG FHBETHES L, RRABDSAETERIRBRETFN S0 R AR RUEZERR, Please submit
copies of the identification document of the Policy owner and the Insured, unless submitted before, together with this form. This is
in accordance with the Guidance Note on Prevention of Money Laundering and terrorist Financing issued by the Office of the
Commissioner of Insurance which requires that copies of the identification document of customers should be collected no later

than the time of payout for identification and verification.

AERBEHECNRERFE  FHURBERNARREXMH—HER. FRRFREMBER 2N  FE2ERRR REXHSER . XHHNKE
BATREMANEFRBEFORERLHE. ERMNARERETLAT 2 RETFOLCIEMATERENER  ROSENE T ENRIZER,
FMERERTN  BEPFNELRBEERER.

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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BoHD RURAERAETDERLEER)
PART Il (To be completed by the Attending Physician at the Claimant’s own expenses)

HEAKE Name of Patient

4 B # Date of Birth it Age
3%  WRRE # Bl Gender
ID Card /Passport No.

1. {¥BER$ Hospitalization information

BBEEH Name of Hospital:

ABLBHE(B/RIEF) HEt B E(R/AIEF)
Admission Date (DD/MM/YY) Discharge Date (DD/MM/YY)

BRI FMEEER Chief complaints of the patient relating to this hospitalization / surgery

JRIEAS 8 Final Diagnosis: Bl BR R o AXHS 1ICD-10 code:

EAR/FMEZENEE , BIRMFE If the Hospitalization/Surgery is related to an accident, please give details below.

EHHEREG
Date & Time of Incident (B DD /A MM/ YY) ZE#b2E Place of Incident

EWMBENRBRFE
Details of Incident

Fi &8

Surgical procedure

BB BRI T 5 1S FMBH (A/AIF)

CPT code Operation date (DD/MM/YY)

HERE (SIEEER. DERF. ARER. BREFE)
Brief discharge summary (including investigation procedures, treatment, result and follow up plans)

ZFMRBRERBTUEBBFMHPORMIZET?
Can the procedure and the medical test(s) be done at day case / outpatient basis?

O =2 Yes O & No
mE | FERAEBRMER If no, please explain the reason for hospital confinement

REBREIR , WABEINE? Has the patient taken any home leave during this hospitalization?
O & Yes O # No

A |, FEIPEENER If yes, please specify the reason for home leave BBt BBk (B/B/4E) Period of home leave (DD/MM/YY)
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2. B&PEE¥E Medical condition

fREHIR/E S B 8 Accident date / Symptom onset date (B DD/A MM/ YY):

B R R% B Date of the first consultation for this condition (B DD/A MM/ YY):

BIRRZ MRS Symptoms presented during the first consultation :

RXFARRE BERMRESIEMBE? Was the hospitalized illness a recurrent episode or a chronic disease?
O =2 Yes 0O & No

mR , BREEHERAED

If yes, please provide the symptom onset date of the first episode (A DD/B MM/ YY)

RABEEEEERERN? WF , FEAERHA.

Has the patient ever had the same or similar conditions or symptom before? If yes, please give a brief summary

;ﬁ E5H | A AR | RS BANE | BREE
(DDIMM/YY) Complaint / Disease Details of treatment / hospitalization Name of doctor / hospital

KR/ ZERER LT EE5|# Was the illness/injury due to or associated with the following condition

SRR Congenital condition OfYes O &No
B Psychiatric condition ORYes O &No
SEREYSMEERE | Influence of alcohol, drug or intoxicant ORYes O &No
RERE BB B4 Obesity, weight control OfYes O &No
RE DB RE Pregnancy, childbirth, abortion ORYes O &No

RARBREEtbB 4 E 2 Was the patient referred by another doctor?
O & Yes O & No

WE , FREEMEESEE Rt
If yes, please provide the name and address of the referral doctor

3. EPEEEMARE Declaration of Attending Physician
FRBEHE B
Name of Attending Physician Telephone No.
EXERK £
Field of Specialization and Qualification Email Address

AAZLBATASHEABANFENRRLETTRE, EBTAR U LRABRERNASEMAMEEER TENER, RELBALEEE LR
BRRERREERN — 82

I hereby declare that | have personally examined, advised and treated the Patient in connection to the conditions and illnesses herein and that the
foregoing statements are true and complete to the best of my professional knowledge and belief. | hereby declare and agree to make my statements
above as part of the claim form.

TROBLEHENEE
Signature and Official Chop of Attending Physician

25 A Date of Signing 1 Place of Signing
(B DD/A MM/ YYYY)
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