cCHUBB Agent’s/Intermediary’s name {RiGCIE / HNT AR |

|
Agent’s/Intermediary’s contact phone no. {Ri&XI2 / A+ ABHEEEE I I T O ) I
Agent’s/Intermediary’s code {RI&RIE / Fp A3 N Y T T

Agency #51 O e O

Claim Form -
Medical Benefit / Accident Benefit

BEE(RNS / BIMBISIL(EERsEE

A single bilingual form for Hospitalisation, Day Surgery, Accident Medical & Hospital Cash.
BAMER - BEFN - BONERRERREEHRE -

Remarks f#51#

Claim Benefit (Please choose)
1REZFER GE&ER)
O Medical Benefit E&5&{R[E OAccident Benefit EJMZEFE

Part I (To Be Completed by Policyowner/Insured) $5—&B{3 (HREFEA / ZRAEE)

A. Policy & Claimant Information / fREEREBEAEF

1. Policy No. {REE5EH8

2. Policyowner Name*

REFB AR
Please fill insured information below: (5 FHIEESEAEREE:

3. Insured Name 4. HKID / Passport No.
ZARAGER EESDE/FERERE
5. Date of birth / /
6. Sex %A 7. A
HE R DayH  MonthA YearZE ex KAl ge iR
8. Contact No. 9. Email
M8 EE £

10.If claimant is not the Insured, state relationship

MFEAMLIEZIRA - FEEAARAR:

B. Claim Type (Tick all that apply) / F{EHE4ER (ASE)

[ Hospitalization {Ef5 [0 Day Surgery H R4t [ Hospital Cash {¥fzIE 4 O VHIS BFEE&R
O Select Top Up Medical Benefit " %/>2 3% | FHHREEEIRRESTE O Accident Medical Benefit Z4ME

O AMS RiEZEEEERFERT [ Weekly Accident Indemnity &EZE S EZREEE

[J VCARE Cancer Protector Benefit " 5% | JZERREETE] [ Other EAth :

. Event Details (Complete illness OR accident) / SE#515 (FRIZE— : &H/EY)

1. If due to Illness, please provide the information below HB&ER @ FHIRMHUATESR :

a. Sign and symptoms &k

b. Date of the above symptoms first appeared / /
BERHIR AR A ER: DayH  MonthH Year£E

c. Date of first consultation &;XKz2HE] :

/ /
DayH  MonthA YearZE

d. Doctor name &4 7%

e. Clinic name/Hospital name

R / BiiaiE

Chubb Lifer
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2. If due to Accident, please provide the information below MIBE 4t - FFIRMIUTEH :

O AM
a. Accident date & time B4 EIER/FS / / Time #57 = :
DayH  MonthA YearZE O PM T4 HRES MIN%>
b. Place of accident Z M4 2k
c. The details of the accident
(and the injured areas)
BIMEEISE (RBEEAL)
d. Was the incident reported to the police ONo: 2B U Yes, please provide Police Station
BEMEREMRE ? information on the right | 2=
B BREHAHEAMENEN
Ref. No.
[EES

e. Present occupation IRRFHHEE

f. Duties T{E&EE

g. Employer’s name, address & tel. no.

BE =18 - il KBRS

h. Date on which you returned to work?

frIBFiRAE A ?

DayH  MonthA YearfF

D. Hospitalisation / Treatment Details {5 / i&B ¢S

Please provide the below information 512t F&E#} :

1. Date of Admission / / 2. Date of Discharge / /
ABTEHA DayH  MonthB Year£E Hifk B ER DayH  MonthH Year £
3. Name of hospital
BEfre
4. Bed class FRf4BR ] Ward?(% N O Semi-private Room /:I:ﬂ\ﬁ O Private Room FAZ
O Isolation room fREHRE [ Day Surgery H 3
5. Surgery Fif O NoRE

O Yes & If “Yes”, please provide below information
mTEL BARETIEER
a) Surgery Name b) Surgery Date
FiliiE FitiAEA / /
DayH  MonthA Year

¢) Anesthesia %
O GA 530K/ 2 5 s O LA BEBRREE

O X-ray X-3¢ O CT Scan BRI O MRI A8 O Lab 1&g

6. Diagnostic tests #&&
O Other Efth :

E. Other Insurance Coverage / Efth{Rf&

Any concurrent claim filed to other insurers? H2 B RFREMRIG A RIRHEERE ?

O No®E O YesEB

(If Yes, please provide the name of the insurers and the policy number 2075 * 55IFB AR R IRE RIS )

Name of insurer % {2 7] Policy no. {RE5EHS Benefit type 1RFZ585! Benefit amount {£f& £ %8

[J Request return of Certified True Copy of Medical Receipt(s)
AR EIEE IR 2 g a4
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F. Payment Instruction / BS{EZ {175

[J Direct credit to existing premium autopay account

(Policyowner only; limit to HKD200,000)
BIRERGREEDERE (RARREFEA 5 LRA#E#200,000)

O Cheque X E

Direct credit to bank Account ( Policyowner as account
holder; limit to HKD200,000 )

BEEFEALRITRO

(BEOFEABABREREA ; LIRAE%200,000)
Bank Name

RITRE

Name of Bank Account Holder (MUST BE the policyowner)
SITROFEAMRWELREFEAN)

Bank No. Branch No. Bank Account No.

SRITHRER ATHRSE SRATRR P 5RAS

Please provide account proof (e.g. bank statement or bank book copy
showing the name of account holder and account number)
SRR S ERER (MFIEIRFHE A 2R RIRFRISZ RITIRE S IRTT
FRRENA)

TT Payment EE
Remittance charges will be borne by the policyowner

ERE RS BREREARE
Name of Bank Account Holder $#17E#EFH AR

Bank Account No. $R17 E 55

SWIFT Code SWIFT 13§

Bank Name $R17%18
Bank Address $£17t3it

* IBAN No. BIBRSR1THR S 5RHS
« Intermediary Bank Name H /4817 %78

« Intermediary Bank Account No. 77 $R1T B 5%

“Bank charges may be incurred by client for TT. Policyowner is recommended
to check with the bank before applying this instruction.

ST ERETHWNEENERTFEE - BRFREFE ANEZIERAIERRT
B

Remarks f#zT :

1.

Bank charges may be incurred by client for clearing the bank draft and TT. Policyowner is recommended to check with the bank before
applying this instruction.

SFITHENE THNRBEARNEENERTEE - BERERE ANEZIERAIERARTER

. For payment by direct credit to bank account, bank account holder must be the policyowner and the maximum claim payment limit is

HK$200,000.
HEEEEFARTRO - RITPOFEALEARERGAREHE S LRAE200,0007T

. For the claim payment amount exceeding HKD200,000, HKD cheque will be issued and sent to agent/intermediary (if applicable)

directly.
BRI S FRSHUENE200,0007T @ BT BWEREE FRIGHIE / P A (20EA) -

. If unspecified or without clear instruction, claim payment will be settled by direct credit to existing premium collection autopay bank

account (only applicable for the maximum claim payment limit is HKD200,000 and the aforesaid bank account holder is policyowner).
Otherwise, claim HKD cheque will be issued and sent to agent/intermediary (if applicable) directly.

WREEAAEIEMIET - BRESER S L ERERERSANYSREZFO (EEANBESTE ERAEE200,000 T RFTFOFE
ANBEBREFEBAN) (AF)  BENSRHBMI RN ERE T RBAIE /BN A (2@ ) -

. After the claim is approved, if the payment is made by cheque, the cheque will typically be ready within approximately 3-4 business

days. It will either be mailed to you or you will be notified to collect it or it will be delivered through your servicing agent .
ERERFERE - MUZFEAXEN - XE—WER3-4BATHERANERRZE - UHLEEANEHRE - SiRBMHRMNERIEEN - 5
EETZRBRIE / PN ABERE -
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G. Document Checklist 3 {58

In order to speed up your claim application, please attach the below documents together with this application form. Should any extra
information or document be required for your claim processing, we will notify you or your agent or intermediary. Meanwhile please tick
against the Required Documents submitted with this application form.
We reserve the right to request for the submission of the optional documents if necessary.

B ERE R RIIR AR RS H—:lkt%ff%él_lu'ﬁﬂfhﬁsaDZZDWF,%%E%ﬁ*Jr‘SZSZ# H IS S ek B T LR T ARG IR AN A © 355

BRI FRIGR KE’J%ZEB'U‘—‘HEW%JJ: X" 5% o RATHREEKRE FIES

Document Type X {485
O

Completed and signed Claim Form Part I

CIEZRHEZZEERFEEE LD

Medical Benefit
B RR(REE

TN 2 FEF

Accident Benefit

BIMRRE

Weekly Accident
Indemnity
BRABINEE

BE1E

Accidental
Dismemberment

i

O

Completed and signed Claim Form Part II (Attending
Physician's Statement)
HIZETEZREEZIEERASE B Mm(ELE
)

<

<

<

AN

Original Medical Receipt(s) and Statement(s) of Charges
BAREANBRINES (BRABAMHR)

Copy of Identity Document of the Insured & Policyowner

SRARREFEAZSHEBXXHEIE

Copy of bank proof of policyowner

REFHE ARRITEHRRIER

Copy of Discharge Summary/Discharge Slip
HiBEAEAS / HBRAREIA

N I NI NN

* NSNS

Copy of Sick leave certlflcate with diagnosis

FEREER MRS R

N NI NI N AN

N NI NI N AN

<\

%

Copy of Settlement Advice from another insurance
provider (if any)
HitRiaHEE 2 IR BAMERIA (W0F)

<\

<\

%

Certified true copy of medical receipts and statement of

charges issued by other insurance companies (if any)

REMRBARFH L BREANBRINE B2 ZERIX
(208)

Copy of Labour Department Assessment Certificate

BT IEMEERERA

Copy of referral letter for physiotherapy/occupational
therapy
YRR / B AERENEREIA

Copy of physiotherapy/occupational report
YRR / B ARRERIA

Copy of Laboratory/X-Ray/CT scan/MRI/Pathological
Report(s)
1B/ X-t/ BRSIRHE/ RN FL R/ RIEAGER R = A

Copy of histopathology/endoscopic/diagnostic/laboratory
test report/operation summary, etc.

RIERER/ ISR/ OB LB AR S/ F R FAIA

Copy of Admission Note, Discharge Summary, Discharge
Certificate, Daily Medical Record & Temperature Sheet
of hospital in Mainland China

FPENMEEIR CREEH - AfRhctk - RS - BHE
BB KRS RREIA

O

Copy of police report/traffic accident report/statement

BRWE / TBREINRE / OHREIE

v'Required Documents EAI £ *Optional Documents Ffi13 4

CLMO021/0226/1C
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For Agent’s/Intermediary’s Use Only {REF{XIE / AT AB R

Attachment | [0 HKID card copy of insured [0 HKID card copy of policyowner
B RRAZEBSNFERILR REFFAZEESHFERILR

I/We have verified the original HKID card/passport/residential address proof of the policyowner and confirmed the identity details in the
HKID card/passport to be matched with the identity of the policyowner in this claim form. I/We will provide the required information and
copies of the relevant documents to Chubb Life Insurance Hong Kong Limited without delay.

AN/ BECHHREFEAZEESME /BB / BEMUEHCIES - WRZEEESHE / ERZSHERHELBERFE LREFFAZ
BEH—H - AN/ BEERREXBRXEZEEATFEATRGEEFRAR

Agent’s/Intermediary’s name Agent’s/Intermediary’s code Agency
RBEIE / AN AR - 1RBRAIE / AN AR #AR
Agent’s/Intermediary’s signature {R[gRI2 / PFNAFEE : Sign date ZZ H#A: /

/
DayH MonthH  Year#

H. Important Notes / EEIRR

1. Claims Submission Deadline and Processing Time

RIERZ AR R EEFFE

e Please submit your claim as soon as reasonably possible and within the timeframe stated in your policy provisions:
AR IR AR E GRS IRFRR AR R E A ¢

e Based on the Notice of Claim clauses in your policy, which generally require written notice within 60 days and proof within 180 days
from the date of diagnosis, surgery, hospital discharge . If you cannot meet this timeframe due to exceptional circumstances, please
inform us immediately. Failure to comply may affect claim eligibility. In case of discrepancy, the terms and conditions of your policy
shall prevail.

ERMRER TREBI &R 0 —MEERSKHEZENE 60 RSB HEBAN » WiHe 180 RARMEIEIAX M o MRFHIENKRBENRIFIRAIERS * 55

SZENBENFEA o MERBB A MWRIERE R AR E IR E LT - WBEAER - LUREIEALE -

2. Estimated Claim Approval Timeframe
FREt R ERIEFFR
e Once we receive all required documents and information, we will process your claim promptly
BB ATRE XM RERE - BfHSRIREE
e Medical and Personal Accident Claims: Approximately 5 working days".

BEEEEABIIRE - #5 BEIER" -

* Calculated from the date the claim is received to the date of the first pending claim notice or claim result. The actual processing time
may vary depending on the complexity of the claim, the completeness of the submitted information, and the timeliness of responses
from relevant parties (e.g., medical providers).

~ fENEIRE HEE S ERBERN / BERRAE - RERMEMZENEFSBIUANREREZNEREEE « HRSERNTEIERE
B7 (HINEERIFRME) MRERE -

3. We will inform you if we require any additional information/documentation document(s) from you, as necessary.
NMERECRMEMES XHUREBENFEERES  RAFSREMNE -

4. Enquiry Details: ZE55$15:
e By Mail %

Chubb Life Insurance Hong Kong Limited %&Z A S{RGEFEBRAT

35/F, Chubb Tower, Windsor House,

311 Gloucester Road, Causeway Bay, Hong Kong

ERRAS TITE=— RETAELEASAKE=1TAE

* By Phone or Fax iZBEEHEE
Customer Service Hotline 2 FIRFEE4R +852 2894 9833
Fax {85 +852 2577 0866

* By email iEBEE
enquiries.HKLife@chubb.com
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I. Authorization & Declarations / }%{ER& EHH

I/We irrevocably authorize any employer, doctor, hospital, clinic, insurance company, government office or any organizations/persons to disclose, release or
transfer information pertinent to this claim to Chubb Life Insurance Hong Kong Limited (the “Company”); and authorize the Company or its appointed medical
examiners/laboratories to perform necessary assessment/tests. This authorization shall bind my and the Insured’s successors and assignees and remain valid
notwithstanding my or the Insured’s death or incapacity in so far as legally possible. Photocopy of this authorization is as valid as original.

AN/ BT AIHSE AR A EE « B -« Bk - 207 - RIRAR  BURSPSEHESALTAREASHFREEERAR (TEAR,)) RHEARERERE
# WIREES AR REREZEFRIGEASETEZFHMERAGR - ZIEEHAAN / RRANBERAREABEALTHORS - BMEEARA / ZRA (WETR) T
ERIRTTRAENRINABRL - IR AR EARBRFS o

I/WE HEREBY ACKNOWLEDGE, DECLARE AND AGREE THAT, by signing this claim form, any personal information collected or held by Chubb Life Insurance
Hong Kong Limited (the “Company”) is provided and may be used, processed, stored, disclosed, transferred by the Company to the transferees indicated in
and in accordance with the Personal Information Collection Statement set out in my/our Application For Life Insurance, which may include without limitation,
any branch, subsidiary, holding company, associated company or affiliates of the Company (the “Group Companies™), its authorized agents, reinsurers, claims
investigators, loss adjudicators, medical advisors, recovery agents, insurance industry associations and federations, credit reference agencies, government or
judicial or regulatory bodies or any person to whom the Company is under legal and/or regulatory obligation to make disclosure, and the Company’s appointed
third party agents, contractors and advisors, in each case whether within or outside of Hong Kong and Mainland China. Moreover, the Company is hereby
authorized to obtain access to and/or to verify any of my/our personal information with the information collected by the insurance industry associations, the
federations, the government and regulatory bodies and medical personnel or organizations. I/We am/are obliged to supply the information required from me/
us under this form which is a condition precedent for me/us to apply for the policy change request. Failure to supply the required information may result
in the Company being unable to process the form. For more details of the Company’s policies on personal information and privacy protection, please read
the Company’s Privacy Notice available at https://www.chubb.com/hk-en/footer/chubb-life-privacy-policy.html. Any questions regarding personal information,
access to or correction of personal information should be made in writing and forwarded to The Data Protection Officer of Chubb Life Insurance Hong Kong
Limited at 35/F, Chubb Tower, Windsor House, 311 Gloucester Road, Causeway Bay, Hong Kong.

MEBILRER - AN/ BFHET - EHRAEREASEREEEERAR ("EAF ) FJLUER - RE - /17 B8 - BRI ARMRESRREEALN/BEH
EABRZEEAN/EFHASRERFETNEAEHNEZRRAMETRNEREREIDT - GFEETRE - EARKEMIT » WEAT « #AAR - B AR
BRI TEEAT ) - HERENNRIEA - BRBAR  IBEREEAR  BIEAES  BEER - RERE  FRITEDSREE - GEEREE  BUSSIRASE
ERENHBE AR BEFERR/AEEEEMATURBNEMAL - REATEENE =71  REBRER  THREESERPEAREENRIRI - I AT
ERERFRRITERS RIS « BUTREERE - REBASSMEBINER/SRETMNZFHEBALN/EEREZBAEN - AN/ EEEEERBIUPRFELRTE
o BERRBRERNRR RGN - WRERMUABNESR - TS SHNEARNEERIELFFE - BMRDEASRRESEERADEAZR RILBRELRA
15 - FERETEASREEEERARMILEBECE © #84tAhttps://www.chubb.com/hk-zh/footer/chubb-life-privacy-policy.html - AIAEHERAEABEREE * &
FEEEAABRBRLUEARRNAREASHRREEERADNEMRELIFRY  TEXEEFERRESLITE=——RETAEREASKE=1T11E -

(Only applicable when the claim application document(s) is/are digital/ electronic receipt(s)) I hereby declare that the enclosed claim app lication document(s) is/
are DIGITAL/ Electronic receipt(s), and I agree to provide payment proof upon request if needed. If I have applied to other insurance company(ies) for payment(s)
of the above mentioned claim, I confirm that a copy of the payment advice from that insurance company has been enclosed here in support of my application for
the remaining balance of the claim (if applicable). I understand that the Company reserves all rights to reverse/claw back any payment made if my claim has been
paid by any other insurance company(es). I confirm that there is no ongoing payment application in relation to the above mentioned claim at any other insurance
company. I acknowledge that the making of this declaration shall not in any way determine the liability of the Company in any relevant claims settlement.
(RERARRERBX G AE TR A NSILER - LR ERE G AT TS TRBETERFRERIBHIRER o MaEAA BT LhIRE AR H AR
P AREHESEEREE - AANFERSAEM LR FEMARNBEBMERA - LMERMERERFZAGER) - AABPA @ HEGEMFRRAR S M IR EZ A
18 BARRBREHE/INESREEZ STNFEEF - AN LAREBEREEMERRARSBEEETHRMERE - AARS - FHUERBPAETR XRELARA
FEMERRER LIEREE -

/ /
DayH MonthH  Yearf Signature of Policyowner Policyowner name *
REFEAFEZ REFFAUE"
Identity Document Number of Policyowner *
RERFE AN B HEBENE RS
/ /
DayH MonthB  Yearf Signature of Insured (Aged 18 or Above)* Insured name

ZRAEE (H/\BELL) ZRAMR

Identity Document Number of Insured

ZRASDERS RS

* In compliance with the Anti-Money Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance and the Guideline on Anti-Money Laundering
and Counter-Terrorist Financing which is issued by the Office of the Commissioner of Insurance as amended from time to time, Chubb Life Insurance Hong Kong
Limited is required to collect the identity information for the above items with asterisk (*) and verify the identity of the Policyowner. Your agent/intermediary,
therefore, is needed to verify the original identification documents and collect the copies of the relevant and other documents as deemed necessary of the
Policyowner.

* RBITRASEREMAFESEE (SREE) EMREMEIFRABHRTIHETTZ THTEAEREMIFELSHEIRS REASRBSEBRAR VAN
gyjﬁéti’ﬁi?ﬁ ) BEZREFEGASNERNLEBEREFEAZEH - BT 2RV AREREREAZERSHEAN MG - WIREVE R REMATAN 2
&I ©
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Part II - Attending Physician’s Statement (To Be Completed by Attending Physician at the Applicant’s Own Expense)

EIHR-EPEBERS (AEPELEES  BERSERAARBABRT) policyNo. | | | [ | | [ | | |
A. General Information —i% & §}

1. Name of Patient HKID no.
RALER BRFERHS
Date of birth / /
A Sex TEH!
HAEBEA DayH  MonthA YearF ge i ex 115
2. Are you the patient’s usual doctor? B F 2&RAZIEEEE ?
O Yes & ONo &

. Consultation Details - For Illness §2/A& %} - #5iE

1. First consultation date / /
BKEZEE DayH  MonthA Year 4

2. How long had the patient been experiencing these sign and symptoms before first consultation?

BRRDAEHBIREFES A ?

/ / Or since 8 / /
DayH  MonthA Yearf DayH  MonthA Yearf
3. a) Final diagnosis b) Underlying cause(s) c) First diagnosis date
14528 & Eps =k
i) / /
DayH  MonthA Year4
if) / /
DayH MonthA YearH
iii) / /
DayH  MonthH YearZE
4. Iilozs_p{talization a) Admission date / /
=R AfzBER DayH MonthA Year 4
ONo#&  LYesiE b) Discharge date / /
Hikz B E#A DayH MonthA Year
¢) Hospital name
BiraiE
d) Period in ICU From F / / To & / /
MNERUIAESSHER DayH  MonthA Year & DayH  MonthH YearF
5. Surgery_ i a) Surgery Name
BREITFM =S E ]
z: =
ONo#& [HYesE b) Surgery Date / /
FiTEER DayH  MonthA YearZE

c) Anesthesia

il 0GA LA

6. Tests #G#E
O X-ray gcr O MRI O Lab U Other EAth:

1HERFERIHE Tests Result Summary:
Please attach copies of histopathology/endoscopic/diagnostic/laboratory test report/operation summary, etc.

SEERRIERER MRS/ ZEE LR/ ARBiR S/ FRRSRIA—fHm -

7. Could this be managed ONo &

as day-case/out-patient? B .
ERAHNEE/MsEE? | O Yes 2 (FRHEHZXIRER o Please provide reason for this Hospitalization ) :

8. Prognosis 7814 O R4F Good O —#% Fair O X% Poor
Possibility of relapse £ & AJHE/E 3 ?
0 & No

O 2 Yes (¥t Details ) :
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C. Consultation Details - For Accident §2;8& ¥l - E4

REREZAE  MASBESERBZRREEN ?

b. Please provide the cause of this injury. F5IEMHSER A -
c. Please provide details on which part of body injured. F5##0 =S EEA ©
d. Please provide the prognosis of the injury. 52t 2 /X252 FaLRAE 2l -

e. With reference to the patient’s occupation stated overleaf.

PRS- MAZBEMS -

1. Date of accident . O AM E£4
= Time BF[E
=s4N=bt DayH MonthA YearZ ) 0 PM T HRAF MIN%>
2 a. Was there any evidence of a visible contusion, an accidental cut or wound
on the exterior of the patient’s body at the first consultation? a. OYesH ONoBZE&

. Do the injuries totally prevent him/her from

performing each and every duty of his/her occupation?

R RIGE B e ERRMHR A BT M2 2 (IS 7

O & No
O 2 Yes From / /
DayH  MonthA YearH
To & / /
DayH  MonthA YearZE
f. Was the healing complicated? f. ONo&
REERBEREEH#?
O Yes 2
If yes, please state the reason and any special
treatment given?
MNE - FEREERERERIETZ E S HARE

3. Did this injury require: (if “yes”, please give details including date, result and

finding) LLARERERE * (W "2, - FHREFBENT)

a. Surgery? ¥E1TF1;M ? a. O Yes
b. Xrays? XJig®E ? b. O Yes
c. Magnetic resonance imaging (MRI)? i1 ? c. O Yes
d. Computerized Tomography (CT) Scan? EZiSEE 744 ? d. O Yes
e. Physiotherapy/occupational treatment? ¥J3B;a5% / B3 A% ? e. O Yes
f. Other diagnostic procedures? Ethz2Ef2% ? f. O Yes

= O No&
= O No&
= O No&
= O No&
= O No&
= O No&

D. Physician Details B4 & #}

Physician Name Qualification
BEana =i
Hospital name/Clinic name Telephone No.
Y A A BIERS
Address
ok
O Nod&
Non-professional relation with | [J Yes, please specify the relationship with patient
patient? £ FRBRBAZER
ER AR EIFEERRR 7
Physician Signature with
Hospital / Physician's Chop Date H#A /

BARE NN/ BE R

DayH MonthA YearZ
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