Heng An
Standard Life

ERIFEAS

Critical lliness Claim Form - Part | (To be completed by the Policy Owner/Life Insured/Claimant)

REREZERIE - F—2() mEeEsaA/ 2RA/ REAME)

Policy Number {RE455%

Important Note EE4ET

Please ensure the following to avoid unnecessary delay in the claim process:

BHER NIIEIE - DIBIERREERE !

1. This form is fully completed and signed by the Policy Owner/Life Insured/Claimant.

HRRERAAN/ZRA I REANGFHEZ RBEZIHPFER o

2. Heng An Standard Life (Asia) Limited ("Company" , "We") shall have the right to reject this form if you fail to fulfill the Company's requirements.
a ETREMSEZREAS (TN) BARAR (KA1 ~ T#HM) ) WARRE » AABARIEBILRE o

3. Submit the relevant documents listed in "Document Checklist".
ESAE TRRE X455 ) B ROAERESI A o

4.  We may require additional information from you or third parties in order to assess your claim.
B LR REEPE > FEM B TREMALREERINER o

5. Please submit claim application within 180 days after diagnosed.
RERFTIREZ R 180 KWIER °

6. We will not be responsible for any expenses incurred by the Policy Owner or Life Insured in obtaining the requirements, except the medical fees for any
tests or information we independently asked a Medical Practitioner to provide.
RARBEREREEETAHNRHESERIRNERS - REFBARRRASTERRERRIZNZENER > ARBRFFTFHE

7. Before we accept any claim, Life Insured may be asked to undergo a medical examination or test, which in our opinion, is reasonable in order to ascertain
the nature of the condition.

ERBERNEAREREPF A > ABERZRAETEARTRARENSBREIAE - URERRIEE -

8.  We will not accept a claim if the Life Insured does not undergo any medical examinations or tests which we consider necessary or reasonable.
MZRAREETARFRAMERSENERS BRI » ARBRAEELHEE -

9. Any changes or amendments in this form must be countersigned in full signature.

MR IRIEAE BN SE IS BHEFE o

10. Please provide all of the following requested personal information. Any incomplete information may result in a delay or rejection in processing your
request.

BRMFAAE TIMEAEBR - 11 BT RERETEBNENIESERERNIEERE BTHHE -

11. Ifinformation in this form is different from our exiting record(s), the Company will update your relevant record(s) accordingly and such update will be
applied to all policies under your ownership.

W ETEEREARENEREXARRALENR » AABRAEEN HTEENCE  ZEMRERR BT ERAREFEAZMAERE -

12. If you would like to have the original document returned to you, you hereby authorise the Company to make and keep certified true copies of the
original documents. Please state the name and address of the person to whom the original documents should be returned. Please note that any original
document(s) submitted to and returned by the Company is(are) so submitted and returned at the risk of the claimant(s), the beneficiary(ies) or any other
person(s). The Company shall not be liable for any losses whatsoever suffered or incurred by the claimant(s), beneficiary(ies) or any other person(s) as a
result of the loss of or damage to the original document(s) whether through the postage system.

W ETITAREREIFTER Z EAXM » Bl ETEEREARBRNZEXEREEZSE XM EANFERZEZEIA o FHIBAFMRIES 4 2 I A& Rtk o HE PR
BEATNHEFGRARNARABREMREAXZTTATEFBAL - EEMEBEFNECRECAMEAMFRRAIRIE » MERREASZEATEBRALRR
ERIER » ZABRITEEREE ©

Document Checklist FFEEX 4155|

Below is a list of minimum documents required to proceed your claim. In certain circumstances, more information may be required to substantiate the claim.
BRI o AT ERIAERMERNBERERE—D XHRA » LRERERS ©

Basic Documents:

B

»  Critical lliness Claim Form Part |
R REREREE %

»  Critical lliness Claim Form Part Il - Attending Physician’s Report to be completed by the attending physician of Life Insured
BERBEREREE D - HRARANTIZBEERNBERS

»> Original or certified true copy of identification of the Policy Owner and Life Insured/Claimant
REFAEARZRA I REANSHEBXEEFHIZERE

> Copy of laboratory/x-ray/CT scan/MRI report/pathological reports
168 /X 5t / BISENEBIRES / AN R / REERERIR S EIA

> Copy of discharge summary

AR

If applicable below:

WA :

> Copy of sick leave certificate/patient card copy
RIRAE / B REIA

> Copy of referral letter to specialists
ERMEERIE

» Copy of claims settlement advice from other insurer

HAthfRER A B 3 H BB EAE R EI A

Page 10of 5



Section A - Details of Policy Owner and Life Insured &8 - (REFE ARZHRAER

First Policy Owner B—{RERFEA

Name HKID Card/Passport No.

H& and Issuing Country
BBSNE [ RN
FERAR

Contact Phone No. Occupation and Industry

B4R ERE RS BERITHE

Nationality Email Address

El3E il

Residential Address
{EEMAE

Correspondence Address
(If different from
residential address)
B (B R EEARE)

Second Policy Owner (if applicable) SE_{REFH A (MiEA )

Name HKID Card/Passport No.

"3 and Issuing Country
BEBGNE /BRI

Contact Phone No. Occupation and Industry

AR BB RESRAS BERITHE

Nationality Email Address

Bl%E I

Residential Address
{EE it

Correspondence Address
(If different from
residential address)
B (EREEARRE)

First Life Insured 8—S{EA

Name HKID Card/Passport No.

e and Issuing Country
FRBMNE / ERTIEK
FBEER

Occupation and Industry Contact Phone No.

ERITHE AR S SESRES

Second Life Insured (if applicable) =R A ({NiEHMH )

Name HKID Card/Passport No.
H"H and Issuing Country
EBGNE /BRI
Occupation and Industry Contact Phone No.
BERITE AR BB RE SRR

Section B - Details of Current Claim Z.ZB - X ={E# 15

Name of Critical lliness to Claim

FRARRENERRTE

Complete this section if critical illness is due to an accident ZEEREINERL » HEBULZRD

Date of Accident Time of Accident 0 AM EF

BohEERR RO 2 B 0 PM T

Time B5

Place of Accident
RIMES

Details of Accident
BIMEIE

Part(s) of body injured
and degree of injury

RAGEURARE
Has this accident been | ] No & [ Yes Police Station
ice? L2
i’g‘iﬁ’g’g?&;‘.ﬂ?ﬁﬁe' (please provide information B2k
FEPLE RIS on the right) Case Ref. No.
2 AiRMeEER TEZE

Remarks: Please attach a photocopy of the Police Report/Traffic Accident Report/Police Statement/Alcohol Test Report.
5f S EERIE / BEIMRE / DR / BERS R ERENE o
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Section B - Details of Current Claim Z.Zp - X &{E# 15

REFERESAREMR
RABIERXRERE ?

Complete this section if critical illness is due to illness EEERREFER » HESULIHD
Sign and Symptoms Since when did these symptoms first
(6N appear? / /
B B E R DD H MM A YYYY £
Date of first consultation Name of Physician/Hospital for first
BRKZ BE consultation
BRRZZBE /1 BraTE
/ /
DD H MM B YYYY & Address and contact phone no.
for Physician/Hospital for first
consultation
BRREZ ZBE [ BEtu R & BE
Please provide details | Name of Physician
of the last attending | B4&78
Physician/Hospital
AieftRE ISz BE/ N Hosoral
e ame of Hospita
o BT
Address and contact phone no.
M R T
Other hospitals/ Name of hospital/Physician and Address Consultation Date
physicians consulted for B4 / BRr g Rt K2 HEA
current iliness.
FEEO IR A H At B8
F / BEER] o
Have any immediate [0 No [ Yes (Please provide information below)
family members = B N THEEHS)
suffered from a similar . . . .
iliness? Relationship of Relative Nature of lliness Date lliness Diagnosed
HREEEE LB HERIR eyl ZETEER
BERLIRYER ?
/ /
DD H MM B YYYY £
/ /
DD H MM B YYYY £
/ /
DD H MM B YYYY &
Please provide Name and Address Consultation Date lliness/Diagnosis
information of all Sy Ey bl Ke2 BER B /S
hospitals/physicians
that Life Insured has
consulted in the past / /
five years. DD H MM B YYYY &
BRBAREERAY
KRBT / BEER] o / /
DD H MM B YYYY £
/ /
DD H MM B YYYY £
Is there any claim ] No [1 Yes (Please provide information below)
submitted to other & 2 GERTHRMEES)
insurance companies N £l c Policy Numb S | d Claim Stat
for current illness? ame of Insurance Company olicy Number um Insure aim Status
A YNCIE=S ] TREESERE RER IEEEE
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Section C - Payment Instructions AZB - {4FIET

Payment Currency [JHK Dollars &% [ Policy Currency {REE S
ppgm

Settlement Option [] Cheque 22 (Local banks only RRAHIERTT )
BERA

[] Bank Transfer $R{TE21& (Local banks only RRASHIERTT )

Name of Bank Account Holder
IRERAEASS

Name of Bank

RITERREB
Bank No. tRi174R5% Branch No. D174R5% Account No. 8k F SEHS

[] Telegraphic Transfer (TT) & (Overseas payment only RR&E5NE1)

English Name of Account Holder
RPFFA AR

Bank Account No.

IRITARF SRS

Bank Name and Branch
RITRDITEHE

Address of Bank

FRITHhAE

SWIFT Code

FETIRI TS

Intermediary Bank SWIFT Code (if applicable)
FRERERTITAUES (XN )

Country of Intermediary Bank (if applicable)
PEIRITCER (WEA )

Remarks {7t :
1. The account must be owned by the Policy Owner.

PORBRAREFBARBIRITAO

2. Ifthe payment currency selected is different from the policy currency, the amount of our payment to you will be converted from an amount
denominated in the policy currency at an exchange rate as determined by us.

WRAEERRRESIEAR > BEZSERRERIIEE 2 MR hREGEEIRmA o

3. Bankcharges may be incurred by client for TT. You are recommended to check with the bank before.
SRTEEm  ETRRNEENERTRE o BEINIEETA BT EmIRTEH o

4.  Please note that this request should not be treated as an admission of our liability and we reserve all rights for assessing your claim after collecting
all relevant documents subject to terms, conditions and exclusions of the relevant policy.
BHEE EERIAAR BTHREREESHKIEL - B > RAERESIEAXGR  BREBERE—MFRT (FHRESEH

5. Ifthe currency of the bank account provided in this form for claim settlement is different with the payment currency selected in above (e.g. USD
account is provided for HKD payment settlement), the insurance benefit in Payment Currency will be paid to your designated bank account which
may then be converted by your bank from Payment Currency to the currency of your bank account based on the exchange rate as determined by
the bank. The Company takes no responsibility for the exchange rate imposed by your bank.

MEARSIEEFRESREREREZ A ONEBEEHEEESE OFE (MREETE OEETEE ) WEEEES A2 RIREESERARE BT
BEZFO » BIRTAIAEMBAREEEEZ EXNEAROZE - AR FERBRTEENERFTHE LEFMSE -

Section D - Personal Information Collection Statement T & - A BRIk EERRH

I/We, the Policy Owner/Life Insured/Claimant of the above policy, hereby jointly and severally declare that:

AN/ ES ) PRRENREFAAN/ ZRA/REA » FEILHRBRDHIHES

1. I/We confirm that I/we have read and understood the Personal Information Collection Statement ("PICS") of Heng An Standard Life (Asia) Limited ("the
Company"). I/We agree that the Company may collect, use, store, process, disclose, transfer and otherwise share our personal data in accordance
with the terms of the PICS. For the latest version of PICS, it can be downloaded from the Company website (https://www.hengansl.com.hk) or
available upon request.

AN/ BSEICHBRBRIBRBEAS () BIRAB] ( TEAR) ) HREEANENER AN/ ESELCASHBILERARER - AN /5
BB AR AEBRIRRUE « £/ « #FF - RE - KE - BERUEMARDBESNEAER - BRSMRANEEAERER - EJﬁAf%Qﬁ?ﬁﬁEJ:
(https://www.hengansl.com.hk) FEAIBLREASE (TN ) BIRATIZRE ©

2. |/We hereby declare that any personal data provided by me/us to the Company (whether by way of this application or otherwise) which is in
relation to a third party not being myself/ourselves has been obtained by me/us in compliance with the Personal Data (Privacy) Ordinance, and
the relevant third party has explicitly agreed to the disclosure of his/her personal data to the Company for the purposes set out in the PICS. I/We
agree to indemnify and hold harmless the Company against all losses, liability and costs which the Company may incur or suffer as a result of, or in
connection with, any breach of my/our declaration contained in this paragraph.
BN/ ELEILER - ERAAA/ EZREARRSE (THR2EEBFPFNAMANEMR AEE=E MFrA/ES NEABEDZUFABEAER (Fh
1B) HPRENTANE  MAME=EDARAEARASRELEASEE (BASKKESE) FILHmE - AN/ EEAEREREERADRSHE
TN/ EFERNRAX THERMEE XS IBOEMEL - SEHER -
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Section E - Declaration & Authorisation [XZp - EBE & 1S HE

1/We, the Policy Owner/Life Insured/Claimant of the above policy, hereby jointly and severally declare that:
AN/ EE > PHRRENREFAEAN/ ZHRA/REA > EHEFERS IS

1. 1/We hereby declare and agree on behalf of myself/ourselves and other person referred to this form ("Relevant Persons") that all statements and
answers to all questions, whether or not written by my/our own hand, are to the best of my/our knowledge and belief complete and true.
AN EFEILARAN | ESREMETIBEFERERZ AL (THEBEAL)) BRKAE L—VIRAREENAEEE > TwmehAAN / EERFME > 5
KRNI EEFRHFTE  9AEEL LR -

2. I/We authorise any employer, licensed physician, medical practitioner, hospital, clinic, other medically related facility, insurance company, bank,
government institution, any association, federation or similar organisation of insurance companies, other organisation, institution or person,
that has any records or knowledge of me/us and who has attended or may hereafter attend to myself/ourselves to disclose such information to
the Company; the Company or any of its appointed medical examiners or laboratories to perform the necessary medical assessments and tests
to evaluate the health status of myself/ourselves in relation to this claim. This authorisation shall remain valid notwithstanding my/our death
or incapacity (including but not limited to mental incapacity). A photocopy of this authorisation shall be as valid as the original. To avoid any
uncertainty, this authorization shall binding on my/our successors, assignees, executors and administrators.
BN/ BEEEEFREE ~ sTMEE « BERES - B~ 2207 - EMAREEEE « (RIRAS) - R17 ~ BUFHE « Mg « BEsECURRA B 2 A8
EMARS ~ B A L ) MAEBESIFEEREMAAN / EE2KE  hEZRIERSZRAAN / EF » A RZEERHRGE AT - EARHER
HAisE 2 B SEEPT > PIRLRERFERA / SFETEZBRTERAE » (FABRAAN I EZEZRERNR o IWRETEARAN / EEE BRI E
TAED (BEBTRRNIEW LEITAMS) FHEEEN - ARRENWFINEIRREARRRAN « ARIEMFER & WREEHAN / BEZHEERAN ~ ZBA
ERRTAREEBERAEBOR -

3. I/We understand and acknowledge the Company or any of its appointed medical examiners or laboratories may perform the necessary medical
assessment and tests to evaluate the health status of the Life Insured in relation to the proposal for assurance and any claims arising therefrom.
AN/ ELAAREREADREREHEATNEEZBE « BHFASHEERPN > ARl PFFS A ERMRERFERRAETE ZBRTE AR - UE
RRIRAZ BB

4. 1/We understand and acknowledge the Company shall have the right to request me/us or any other person who may be entitled to obtain claim
settlement under the policy including without limitation any Relevant Persons, to provide (and/or complete and sign such document relating
to) such information and supporting documentation the Company may reasonably require including without limitation, name, place of birth,
residential and mailing addresses, taxpayer identification number, social security number, citizenship, residency, tax residency and the tax
regime(s) to which the Relevant Person is subject in respect of tax reporting or payment responsibility.
AN/ ELRARERERBDERERAAN / ELEH P EERESEESENEMEMA TEFEETRRENERERMA LIRHEE QB PSRRI E R KM
BIREBHIN M (R / AR REEBHIERINSH) - BIEERRNRES ~ BEMSE - AERIDELE - SR BB - HE L2505 - B - BRI -1
E B AR A TR RSN B ERETRIIRE

5. I/We declare and agree that I/we have the full authority from and consent of the Relevant Persons to make the above declaration, agreements and
authorisations.
AN/ EEBPRERDEAEMALIREEL DINER « BRRIERE -

The Policy Owner is resident for tax purposes of any countries or jurisdiction(s) other than Hong Kong?
REFAEARSAREELUMEFBERSNEEEBRENRNBER ?

[JYes & [JNo &
If yes B2

For Policy Owner Th{REERIAAM S

In respect of such countries or jurisdiction(s) I/we have not previously provided Heng An Standard Life (Asia) Limited with information about your Tax
Identification Number(s)?

TN BEE BEZIREAF (M) BRABRMHAEMZBERNEEEBENNFEHER ?

[JYes & [ONo &

If both answers are yes, I/we understand the Policy Owner must provide Heng An Standard Life (Asia) Limited a separate "Self-Certification Form."
MU LEMESREBRER » A/ ESHAREREANEREZREAS (DN ) BRATERERZ—) BREBERE -

If the Life Insured is on or above the age of 18, the form should be signed by him/her and the Policy Owner. If the Life Insured is below the age of 18,
the Policy Owner should sign on his/her behalf. If the Life Insured and Policy Owner are not able to sign on the form, the Claimant should sign on their
behalf.

MRRANFEM 18 5% > AR FRAKRREFBEARE - MBHRAKRM 18 51 AHREFEAEE - MIBRARREFBEARERE > WARBEAEE -

Name of Life Insured/Claimant Signature of Life Insured/Claimant Date of Signature (DD/MM/YYYY)
RIRAN I REAESZ RIRAN I RENEE BEBH(R/B/F)
Name of First Policy Owner Signature of First Policy Owner Date of Signature (DD/MM/YYYY)
FREFAEAGS F-REFBEARE HEHHR(B/B/F)
Name of Second Policy Owner (if applicable) Signature of Second Policy Owner (if applicable) Date of Signature (DD/MM/YYYY)
FREEAAME (WEBER) FREFAEARE (WEA) BHEAR(B/R/EF)

Heng An Standard Life (Asia) Limited (662679) is registered in Hong Kong at 12/F., Lincoln House, Taikoo Place, 979 King's Road, Quarry Bay, Hong Kong. Authorised
by the Insurance Authority of Hong Kong to write Class A, Class C and Class | long term business in Hong Kong.

1BLREANT () BRATE (662679) WEMAR MU AEBRAREEE 979 EALIMEAE 1218 > HOEEBNRBEXEERRENEBRR AR CER I 2
REAET -

© 2024 Heng An Standard Life (Asia) Limited, reproduced under licence. All rights reserved.
© 2024 1BZIBEANF (M) BRAT » BREEEEH o lREE » RE—UIEF] o
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Heng An
Standard Life

ERIFEAS

EZIH

Critical lliness Claim Form - Partll

feRFRERERE -

Policy Number {REE#RSH

Name of Policy Owner {REEFRF G AEH

Name of Life Insured SR A3

Private & Confidential A A K22

HAFZBEIRE  IEEFAFENGITAE

TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT'S OWN EXPENSES

Important note EEHEIF
Your patient is insured with us and to enable us to assess the claim, please complete this form with as much details as you can possibly provide. Your
kind assistance will help expedite the claim settlement.

BRRASTATNZRA » SBEFHRAR T RERES AR E—IEMEY - UEFATEZXIRE - CHBBRER AR MRRERH

Section A - Patient Details BB - jm AE K

Name of Patient HKID Card/Passport No.
RALER EBGNE [ BRI
Occupation

LS

Section B - Details of Critical lliness Z.Zp - &5 ¥ 15

Are you the patient's usual
physician?
MESHABERZHNEE?

[ Yes, medical records traceable to
B BELRIBRE

DD H

Date symptoms first appeared

REERLREAN

DD H MM B

YYYY &

Chief complaints/symptoms

B WA

First consultation date for this
iliness

TRV B RS B

DD H MM B

YYYY

Clinical diagnosis
BRPRES Ef

DD H MM B

YYYY &

When was it made?
IR RIS 2 ?

DD H MM A

YYYY &

When was the patient informed of
the clinical diagnosis?

J55 A T4 B8 A 5 RN EL P AR AVERER
Rl ?

DD H MM B

YYYY 5

How long, in your opinion, has the
patient suffered from this illness
before his/her first consultation?
BREETHER  BATERZE—X
HEZA ) ZRECFHET ZA?

Final diagnosis
R

Date of final diagnosis
REZEH

DD H MM A

YYYY 4

Diagnostic test performed and
result
FEFTHIR BRI R 4 R
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Section B - Details of Critical lliness Z.ZB - &% ¥ 15

Previous treated for same/related

1 VYes (please provide details) & (GBiRfHz£15)

e
disorder?

EEEREELR / BRAEEES AR ?

Are there any complications? 0 No& [0 VYes (please provide details) & (GEIRRMHEIE)
EABHEIE?

If due to accident, please describe

the accident in details. Date of accident / /
ERRINER  BHAEINFE o BB DD H MM B YYYY

Place of accident

BoMEL

Cause of injury

ZEME

Injured part, nature and
severity of injury
REE - BRERERERE

Was the patient hospitalized for 0 No& [0 Yes (please provide details) & (GEiRHzF1E)
treatment due to this illness?
BARE TR B AT BRTES Period of Hospitalization
BE? EBTHEAR
Name of Hospital
B
Any surgery performed [0 No& [ Yes(please provide details) 2 (GAIR{HE15)
during hospitalization?
AR SR ETFMm ? Date of surgery / /
FirBH DD H MM H YYYY &
Name of surgery
Fr2E
Other treatment performed
BIETRIE AR
Brief discharge summary (including investigation tests & results, results of the treatments, any
complications and follow-up plans)
PITHE (BERZAEKER ARER  BEHEERRESD)
Is it possible that this illness was 0 No& [ Yes (please check appropriate and give details) @ (GEEEEE B RRIRHETH)
related to the factors listed in the o . . fes n
right side? [ Self-inflicted condition or suicide B3I1E% / B
E%%ﬁ%?ﬁ%&fﬁiEﬂZ’%ﬁ [] Under influence of alcohol or other psychoactive substances & sl 1z 5228
' [ Involvement in high risk activities =12;5#)
[] Pastinjury orillness B35 / &%
[] AIDS and/or other sexually transmitted disease =5 E 145K
] Psychological condition LIEAZ=
[J Occupation B
Please provide details
FiesFE
Had the patient previously referred | [ No & [0 Yes (please provide name & address of the doctor) 2 (AR5 £ Rthdib)

by other physician?
WARSREMBLESEN ?
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Section B - Details of Critical lliness Z.ZB - &% ¥ 15

Activities of Daily Living (ADL) Please check against the box that most accurately describes the patient's ability.
ARLEES BEERBIRAENNGE
Washing: the ability to wash [ No help is needed TEERE)
oneself in the bath or shower
(including getting in or out of [J Some help or supervision is needed (e.g. to wash the back, hair) BEEEHE T EER
the bath or shower) or wash [] Needs someone to help most of the times KEMD R E R 278
oneself by any other means.
/ﬁm‘i : B BATTE AR S A& T [] Not able to do at all (needs to be washed or bathed entirely by caregiver) TER A B1TTERk
AA ( BEELATLENNA
& @Zﬁ)ﬂﬁﬁﬂﬁﬁﬁ‘bﬁ%ﬂ’] £/ ©
Dressing: putting on and O No help is needed TERZHN
taking off all necessary items L
of clothing without requiring [J Some help or supervision is needed (e.g. to button clothes, put on trousers) BRRZHENNER
assistance of another person. [1 Needs someone to help most of the times REMH S REIER TR E R
BR:EERZHMALEHDNGE e
N ETEEREE—)FE | [0 Notable to do at all (needs to be dressed entirely by caregiver) e E BTTTeR
Y °
Feeding: all tasks of getting food | [1 No help is needed TERERE)
into the body once it has been . J— —_——
prepared without requiring [0 Some help or supervision is needed (e.g. to scoop food) BERERhNESR
;é%sﬁggéggijﬁiﬁggj?;’] [J Needs someone to help most of the times READ B EER R 218
’E%—F ' AIBTEREREETFZ [] Not able to do at all (needs caregiver to feed entirely or is tube-fed) SEREEE BT
Continence: the ability to [0 No help is needed TEZEHE
\a/zlcljjgfvcg ?S:ct{izlnilzgiesrto [J Some help or supervision is needed (e.g. to get on or off the toilet) BREZHENNER
maintain personal hygiene. [1 Needs someone to help most of the times REMH RS REEB TR E R
AT : BEEHIBER R A IR P e
BE#ERES » URIFEAGEE - [J Not able to do at all (needs diaper and cleaned by caregiver) SR A B1T5E
Transferring: getting in and [0 No help is needed REEE
t of a chai bed without .

(r):qt.?iriigc a?:; gLy;caT ou ] Some help or supervision is needed (e.g. to get on or off the chair/bed) BEREERHER
assistance. i i T

R 1 Needs someone to help most of the times KEMH AR R 1380
BB : EEBERNNIER P SRR
T B BT R ~ AR EEF | [0 Notable to do at all (needs to be placed on the chair/bed by caregiver) TEREA B1TTeR
2L ©
Moving: the ability to move from | [J No help is needed FEZER
room;o ','°°|m W,'tthOUt requiring | 7 Some help or supervision is needed BEREE R e
an sical assistance.
ﬁ%]gg% - FEE A EBNER [0 Needs someone to help most of the times RERD BRI ER R E178)
T AIBTHE—EEEBEZES | O Notable to do at all FEREE B1TTERk

—fEEM e

Was there any usual physician of 0 No& [ VYes (please provide name & address of the doctor) 2 (AR Es4E Rthit)
the patient other than you?
WARSBEHMIBERRZHEL?

Do you know whether the patient 0 No& [0 Yes (please provide details) & (GEIRREEB)
was suffering from any other major,
chronic or congenltal disease?
MESHERA R BB EREM

BE @Mk RER 7

Did the patient have any of the 0 No& [0 VYes (please provide details) 2 (GEIHEEH)

following haplts - smoking, drinking [ Smoking TRJE [ Drinking &0 [ Drug taking FRAEE)

or drugs taking?

FARGBUTEIE - RIE « gBs Duration Consumption per day

PRAZEY) ? FHERFRS BXAE

Have the biological parents O No& [0 Yes (please check appropriate and give details) @ (FEZEEEERRIRHFS)

or siblings of the patient been

diagnosed prior to age 60 with any Cancer fEIE
of the illness listed in the right side? Heart disease [\
AR ANRER Z T BB
N BB B AR ? Stroke S|
Diabetes #ERR

Alzheimer's disease FI%% /82 E

Parkinson's disease 1% %

Polycystic kidney disease ZE M EfH

Other inherited disease or disorder EfthiE & 7%

Ooooooogadg

Please provide details
AR S

Page 3 of 4



Section B - Details of Critical lliness Z.ZB - &% ¥ 15

Please list details of all medical Consultation date Complaints/Symptoms Diagnosis Treatment given
conditions (apart from what have K2 BEA /R A FrigfaE

mentioned above) that the patient
had ever consulted you with.

FREEABESEIRRB A / /
BEREE (B LRBIRRAN) o DDE  MMS YWY
/ /
DD H MM B YYYY&E
/ /

DDH MMA YWY&E

Any additional information you
consider relevant to this claim.

HthE@BBRRERRHER -

Section C - Personal Information Collection Statement R Ep - EIA B KUk EEBH

1. I confirm that | have read and understood the Personal Information Collection Statement ("PICS") of Heng An Standard Life (Asia) Limited ("the
Company"). | agree that the Company may collect, use, store, process, disclose, transfer and otherwise share my personal data in accordance with
the terms of the PICS. For the latest version of PICS, it can be downloaded from the Company website (https://www.hengansl.com.hk) or available
upon request.
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2. | hereby declare that any personal information of third parties provided by me to the Company (whether provided under this claim form or
otherwise provided) has been obtained by me in compliance with the Personal Data (Privacy) Ordinance and the relevant third parties have agreed
to the disclosure of their personal information to the Company for the purposes as set out in this personal information collection statement. | agree
to indemnify and hold harmless, on demand, the Company against all losses, liabilities and costs which the Company may incur arising out of, or in
connection with, any breach of the declaration set forth in this paragraph.
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Section D - Declaration T &f - 288

| HEREBY CERTIFY that | have personally examined and treated the patient in connection with the above condition and that the facts as given above
present my opinion of his/her condition and are true and complete to the best of my knowledge and belief. | hereby declare that no information has
been withheld by me at the request of the patient or his/her family. | agree to make the declaration on Part Il of this claim form.
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Name of the Medical Practitioner Qualification and Specialty
BAws EUESE e

Signature of the Medical Practitioner (with chop) Name and Address of the Hospital
BAERE () B Rt

Contact Phone No. Date of Signature (DD/MM/YYYY)
s B S BEAH(R/A/5H)

Heng An Standard Life (Asia) Limited (662679) is registered in Hong Kong at 12/F., Lincoln House, Taikoo Place, 979 King's Road, Quarry Bay, Hong Kong. Authorised
by the Insurance Authority of Hong Kong to write Class A, Class C and Class | long term business in Hong Kong.
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