Heng An
Standard Life

ERIFEAS

HOSpitaI Cash Claim Form - Part | (ro be completed by the Policy Owner/Life Insured/Claimant)

FRINERERE - F—ED mmesar =60 zuinm)

Policy Number {RE4R5%

Important Notes EE35T

Please ensure the following to avoid unnecessary delay in the claim process:
SRR FIIBIE ) URERREERE
1. This form is fully completed and signed by the Policy Owner/Life Insured/Claimant.
BREFAAN I RIRA I RENGHIEZ R EBILRFR ©
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.
& ETRERAERIREAS (EN) BIRAE ( [FRE ~ T38M)) WERRE » ARBERIEBILRE o
3. Submit the relevant documents listed in “Document Checklist”.
ERRTE TP X551 5l HBIAERASAF -
4. We may require additional information from you or third parties in order to assess your claim.
BRI EZRRIEEPE > HFEA B NS EM A LREEINER o
5. Any cost of obtaining documents is not reimbursable under the Policy.
AARE S E N AR A A RREE B o
6. The completion and submission of this form is not an acceptance of your claim.
BRI RBLARRIMIEES B THIZRERS o
7. Please submit claim application within 30 days from the date of admission to Hospital.
REFFHEALER 30 RRIER °
8. Any changes or amendments in this form must be countersigned in full signature.
WIRTEIL RIS PIE B RS E RPN S BRBAFE ©
9. Please provide all of the following requested personal information. Any incomplete information may result in a delay or rejection in processing your request.
Fie A NIEASE - 1 B R MBI E R A S G S BUER BRI B N RIS ©
10. If information 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 BT EEREFTMRHNERE AR B IRGLHAE - AATGEREER B ARG - ZEMFERN BT EAREREAZRERE
. 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 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.
90 B NARERRBIFTIER 2 IEAS (4 > Bl B PRI R AR B R R E X REAZE XM EANBEZE ZEIZ o BYIBRPMREN 4 2 W AN t& Rtk o SEERPA
EARHTLEARADRAABREMREAXZHATEMAL » EEBEBEFXETCRRSAMERAXGFERIE > MERREAIZTTAIEFALRR
AR » RATISREERMEE ©

1

N

Document Checklist FFEEX 4155|

Below is a list of minimum documents required to proceed your claim. Additional documents might be requested by the Company.
T REEREMBNREXEEE - MBHRE » KAATSFEREHEMH o
Basic Documents:
B :
> Hospital Cash Claim Form Part |
FETREREREE MR
> Hospital Claim Form Part Il - Attending Physician’s Report to be completed by the attending physician of Life Insured
FEITIREREREE M - HRFRANTZBEERNELERS
> Original or certified true copy of identification of the Policy Owner and Life Insured/Claimant
REFAEARZAEAN I REANSHEBEX M ERTZEEZR
» Copy of discharge summary
HFEE R
»> Original or certified true copy of medical expenses receipt(s), hospital receipt(s)
BRERWE « ERIREASZERAE
If applicable below:
WNER
> Copy of sick leave certificate/Policy report/Traffic accident report
TRIRA / ERIRE [ BRIBEHEEIESEILR
> Copy of laboratory report
BB R SRl
» Copy of claims settlement advice from other insurer
EARIRA B3 B RS EAE R R4
> If hospitalization outside Hong Kong, submit outpatient medical record booklet copy and provide details reason(s) of seeking treatment outside Hong Kong
MR EBERT - BB IRPISRE MR FEERZNREA
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Section A - Information of Policy Owner and Life Insured B &} - {REIFA AKRZRAER

First Policy Owner $—fREFAA

Name HKID Card/Passport No. and
e Issuing Country

BRENE / ERFBREEEK
Contact Phone No. Occupation and Industry
] BERITE
Nationality Email Address
Bf5 EeEsuetls

Residential Address
{EE M

Correspondence Address

(If different from residential
address)

Bt (CEREAEERIERE)

Second Policy Owner (if applicable) E={REEFH A (B )

Name HKID Card/Passport No. and
e Issuing Country

BESME / EREBREERER
Contact Phone No. Occupation and Industry
B4R EBEE RS BERITHE
Nationality Email Address
EfE BT

Residential Address
{EEMhut

Correspondence Address

(If different from residential
address)

B CEEMEEHAERR) )

First Life Insured £—=FA

Name HKID Card/Passport No. and
W Issuing Country

BESME / EREEREERER
Occupation and Industry Contact Phone No.
WERITHE AR BB EE SRS

Second Life Insured (if applicable) =22 A ( {Ni&HMH )

Name HKID Card/Passport No. and
ez Issuing Country

BRGHE / ERFIBREEEK
Occupation and Industry Contact Phone No.
MR AT A& BB EESRHS
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Section B - Claim Details Z.&f - IBEzE Kl

Type of Claims
TREETELE

[J New Claim B 3282
[ Further Claim BEE8E

Is there any claim submitted to
other insurance companies?
EAEREMEREBARIERRE

[J No& [ Yes (please provide below information) 2 (&R THIER)

Name of Insurance Company

e A TN % AT Policy Number Sum Insured Claim Status
== ) &5 /N
R el REIEE R B
Complete this section if cause is due to an accident EFREAZIMNER - FEB UG
Date of Accident Place of Accident
ROMELEHER / / =5 ek
DD H MM B YYYY
Details of Accident
BINEIB
Describe part(s) of body injured
and extend of injury
BRAZGE UGS
Has this accident been reportedto | [J No & [ Yes (please provide | Police Station
the Police? information on EEMEL
BEMEREINRE ? the right)
Z (EREAEEEMN) | 150 Ref. No.
Remarks: Please attach a photocopy of the Police Report/Traffic Accident Report/Police Statement/Alcohol Test Report.
5 M EERRE / OB RIMNRE / QAR / BB RERENA
Complete this section if cause is due to an illness EREAHFER - FAB LG
Sign and symptoms
Btk
Date symptoms first appeared
REERHIREER
DD H MM A YYYY £
; ician fi First consultation date
The hospltal/phyy'u'an flrst Ay ey
consulted for this injury/sickness /
HISZ IS / RREI B e / B8 E B DD H MM B YYYY &
Name of physician/the hospital
B BiRER
Address of physician/the hospital
Be4 / Btk
Details of confinement/ Date and time of admission
consultation Bz B AR B / :
e / Ko s DD MM B YYYY Time B3
Date and time of discharge .
e B B R Br / e —
DD H MM B YYYY 5 Time B
Name of the hospital
B E
Address of the hospital
BTt
Any surgery performed during [J No& [ Yes (please provide details) 2 ( Bi{Hs115 )
hospitalization or as a Day Case
Procedure? Date of surgery
EIEER A BETFMIER R FHiTEH / /
Fli? DD H MM A YYYY £

Name of surgery

Fi=TE
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Section B - Claim Details Z.&f - IR8zE Kl

Complete this section if cause is due to an illness HEREAFFER > :HRB UG

Other hospitals/physicians Name of the Hospital/Physician Address
consulted for this injury/sickness Baf / BRALTE ik
UL / BRI EMERT / B4

Consultation Date
k2 BHR

/
DD H MM A YYYY &

/ /
DD H MM B YYYY 5

/ /
DD H MM A YYYY &

If applicable, please provide Start date End date
details of other treatment/ BS4S AER 45 HER
investigation performed for this
injury/sickness

WMEA - AlRHEMIERIE
A | BERIVEES , y

Treatment/Investigation

VAR / 1RER

/
DD H MM A YYYY 5 DD H MM A
/ / /
DD H MM A YYYY & DD H MM A
/ / /
DD H MM A YYYY & DD H MM A
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Section C - Payment Instructions AZB - {4RIET

Payment Currency [ HK Dollars % [ Policy Currency fREBE

BEG

Settlement Option [J Cheque 22 (Local banks only RPRASHIERTT )
BEFAR

(1 Bank Transfer $R17##0& (Local banks only RRAs#15R17 )

Name of Bank Account Holder
IRERAEASS

Name of Bank
RITEB

Bank No. iR174R5% Branch No. 21747 5% Account No. R F 5

[ Telegraphic Transfer (TT) & (Overseas payment only 285N 0)
English Name of Account Holder

ERPFFA AN S
Bank Account No.
IRITARF SRS

Bank Name and Branch
SRITRATTER
Address of Bank
SRITHAE

SWIFT Code

FETRERI TS
Intermediary Bank SWIFT Code (if applicable)
FREFIRITAES (LN )

Country of Intermediary Bank (if applicable)
RERIT 2 BIR (WERA )

Remarks f&7F :

1. The account must be owned by the Policy Owner.
FORERRERFAAFANIRTRAO

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.
MEBEERRREEERE - BE2 SEHRERMIEE 2 RRERREGEEATR

3. Bank charges may be incurred by client for TT. You are recommended to check with the bank before.
SRITEE M B TN RUNEENEMFRE - BERIEERA BT AMIRTEH 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.

BEE EERTARR B THREREESHIIEL - B > HAEWRESEERXHE  BIRBRE—MFERS FHRESHM -

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.

MEARIRIEEFRESEERSRERZ P ONEREBEEEA DRE (NRHETA OEETEHE)  UREERS I RBRESERARN BT
EEZFO > BIRTAAEMERIEHEE Z EXFTHAR N2 EE « AABFEHERITEENEXNEE HERSEE -

Section D - Personal Information Collection Statement T 2 - {E A BRIk EEERR

I/We, the Policy Owner/Life Insured/Claimant of the above policy, hereby jointly and severally declare that:
KANIEE > EMRENFRERFBEAN/ REA/REA > HHEB KD RIS

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.

KN/ EEHIECRBRAREZEEAS (TZMN) BRAE (TERF) ) WRERBABEREZER - A / EEEICARELARARER - KA/ EERR
BATOMKRABIARIRRUCE ~ B/ ~ #F ~ B - #E  BRRUEMAX S BAEENEAER - BRASRIRANWEBABZRER > aIE B E
(https://www.hengansl.com.hk) T AIEBZIZEASE (T2 ) BRABZRE ©

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.
AN/ EFELER > ARBAKA/ EEABLERM (THREBBARFHEMANIEMR) BAE=E (MIFERA / EF ) WEABRDRURSEAER
(FARR ) IRBIREMFEEUS > MAMF=ECHERAREAEABREHLBAAERME MEABRKESRR) FIENAR - AN/ EERAERERRRELERR
HAEN /I EZFERPAX THEBRMAEL S I HRNEFEEL - EERER °
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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:
AANIEE > PRRENREBIFEAN/ZRA/REAN » EIEHERDHIFESR

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.
KNI EFZERERAN I EFRAMTIFFERERZ AL (TEBAAL)) BERFAE LR—VIREREENIEEE > TwEd AN/ EFHRFME
AN/ EEFRAFE » 19AFEL B REREA -

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.
AN/ EEFREEMAREE  SHMEL - BRIEES ~ Bt 27 - EtERBFERE « RIRAT) ~ 1R1T - BUTIHE « EtiHE - BEsSUEURRA B ZHH
EAARS ~ BRI LT > AAERFEEAEMAAN / EE20HRE » RELRATEREZLRAN / EF > I FZEERRERGE AT c BRBSER
HAMETE 2 BAESCERFT > OIRILRERFE AN / SFETHHEZBEMERAE  (FABRAAN /I EZFZRBEINR o WERETEAA / EFEEBIERN
mITARESN (BIEERRNIES LERTAES) REGELEN - ARESNTHNRIRRBEABIREN - AREARRE  IIEEESHAN/ EZEZERN ZEA
BERATAREEEERABEBHORS -

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/ EFHEREIREATNAERMHEATEEZEL ~ B ABSICERF > IR REREAERRERFFERRAETME 2 BEME AR
HUBZRMRAZBERR

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/ ELEHAKRERERATEREREAAN / EEH A RESHESHENETAEMA T FEERRNEFEMATREERSIESERNNEL
Kt (K / BIER R EZE AR XH) » BFERRNES  H A EEMELEM AL RIRABBARTE 22505 B B
MBE G LA A LT RNIAIREEHEABTHRG

5. 1/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/ ELEEERAREEMEMA TEEEL LA « RERIRE o

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

[JYes & [J No &

If yes B2

For Policy Owner TRREERFA AT =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)?

BN/ EEREREZREAS (M) BRASRHEMZERNEEEERININFFRT ?

[JYes & [J No &

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 EMESHEBRER » AN/ EZHROREFFALTEOELREAS (TN ) BARABEBIRER—H TBREARIEL -

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.

MZRAFE® 18 5% > AR MRARMRERIBAZES « MRMERARR 18 5% AHFREFAEAESE - IRRARRERFBEAREEZS > ABAREASEE -

Name of Life Insured/Claimant Signature of Life Insured/Claimant Date of Signature (DD/MM/YYYY)
2RAN I REAGS ZRA I REAEE BEEAB(R/A/H)
Name of First Policy Owner Signature of First Policy Owner Date of Signature (DD/MM/YYYY)
F—REFAEALSR B-REFAEAR BEAR(R/A/H)
Name of Second Policy Owner (if applicable) Signature of Second Policy Owner (if applicable) Date of Signature (DD/MM/YYYY)
F_REFBEALS (WEA) FE_REFAEARE (WER) BEBRHR(R/B/E)

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.

1BZIZEANZ (M) BIRAT (662679) BT ABIMU AT BHMIFURHEE 979 SRALHMERE 1212 > HERFENREERERFENEERRALE - CER 182
RHAZER o
© 2024 Heng An Standard Life (Asia) Limited, reproduced under licence. All rights reserved.
© 2024 [BZIFEANG () BRAE > BEREES - IREFTE » (RE—TIER -
Page 6 of 6

0924HK3693






Heng An
Standard Life

ERIFEAS

Hospital Cash Claim Form - Part Il

(EPRIRERERN - 5585

Policy Number fREE475# Name of Policy Owner {REEfFA AR Name of Life Insured Z1RALESZ

Private & Confidential fA AR5
TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSES

HEZEEEE  FTEEFAAEFEANGITAE
Important note EEHIE

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.
BHRRARTARNZRA > FEFMARIRFERESAIEREE—IEREY - UESATERUEHE - EHGERIES QR MREESH

Section A - Patient Details BBZf - i A Bk

Name of the Patient

WAL

HKID Card/Passport No.
EBSNE / ERIES

Occupation
e
/'\Le you ﬂ;e patient's usual [0 No& [] Yes, medical records traceable to y y
sician? .
%ééﬁ%)\,‘g%«;ﬁg@m%i ? = BERCHRABNE DD H MM A YYYY &

Section B - Hospitalization Details 2,28 - {£Bz:¥15

Date and time of admission
AP B B R B / , :
DD H MM B YYYY & Time B$RE
Date and time of discharge
B H HA R B / / :
DD H MM H YYYY & Time BFRE

Name of the hospital
Blraia
Had the patient been confined in [ONo& [J VYes, please provide below information 2 > R TER
Intensive Care Unit?
MAEREBAEERTAESD? From To

=] / / £ / /

DD H MM B YYYY & DD H MM A YYYY £

Any home leave taken by O No& [J Yes, please provide below information 2 > iRt T &k
the patient during the said
hospitalization period? Date  From To
{éﬁf)\&i%ﬁf'ﬂ%,ﬁﬂ%ﬁ%ﬁﬁ%ﬁ B 2] / / ES / /
Bl ? DD H MM A YYYY & DD H MM 8B YYYY &

Time

B [ AM EF : [ AM EF

0 PM FF Time B ] PM T Time BRI
Reason
REA
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Section C - Consultation Details RZE -

First consultation date

ER& =L /
DD H MM H YYYY &
Sign and symptoms complained
of at the first consultation
BECRE B R IRAVEA
Cause of consultation [ Accident &E4h [ lliness &1
K2 RE
RERE Date of accident E/MNEHA
How long had the patient been experiencing these signs and symptoms
before the first consultation?
DOE  MMA  WWHE | e ruaiHRREERSA?
Time of accident 4N
[ AM £
O AM £ Time B§fE
Had the patient previously seen (ONo& [] VYes, please provide below information 2 > sEfREN TER
other physician (s) for these o
symptoms? Name of physician/
FBAZ AR EREM FRE the hospital
BRI D B4 Bl
Address of physician/
the hospital
B4t / Bt
Date
HE8 / /
DD H MM B YYYY &
Diagnostic test details Name of diagnostic test
Bt eEER PENTIREEE
Reason
RA
Result
R
Final diagnosis
RIBER
Underlying cause of the
diagnosis
SIEZERER
Date of diagnosis
E=Et
DD H MM B YYYY
Was surgery performed? O No& [] Yes, please provide below information 2 » sERENTER
RBEETFM?
Date of Surgery /
FiiTEHA DD H MM A YYYY £

Name of Surgery

FMiaE

Brief discharge summary
(including investigation tests &
results, details & results of the
treatments, any complications
and follow-up plans)

EETRE (BEmE AIERER
BRFBERER - BEHEER
BRIESTE)

Remarks &t :
Please attach copies of histopathology/endoscopic/diagnostic/laboratory test report/operation summary etc
SEIEEHRIERRER / FRE / SO UTIE1LE / 1RERIRE / FITIRBE SR —H33[0]

Has the patient ever been
treated for the same/related
conditions?

FEABSBERLE / BARTM

BRRR?

[ONo& [J Yes, please provide details 2 > :AfR{HFIE
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Section C - Consultation Details RZE -

AEN

relapse?
BEAEENRIE?

Did the patient have the following | [ No & [ Yes, please tick where it is appropriate and give details 2 > FEEEEMNMIE 5T RIRHTIS
past medical history/habit?
BABEEEEUTZHEE /B8 ? [J Asthma M5 [] Cardiac problem \ERIE
[J Diabetes mellitus #ER% [ Hepatitis B Z BT
[J Hypertension S nE& [ Unfavorable family history Ri&mES
[J Previous operation %% F1if [J Drug addiction ;&%)
[J Drinking habit BUEZ 8 [] Smoking lR/ZZE
(] Family history of cancer &4 =IiE [ Others, please specify details:
Hith; 5E:RBA¥15
Current prognosis of the above past [J Fully recovered 522 E1E
medical history DN
R ERER [J On treatment ;&5&+
Is it possible that this O No& [J Yes, please tick where it is appropriate and give details 2 > FEEEENE 55 RIRHEHEE
hospitalization was directly or ' 8 = " e
ipdire;tly cau;ed b}’ the factors [ Self-inflicted condition or suicide [J Under influence of alcohol or other
listed in the right side, or made BRRIER / B8 psychoactive substances
the situation worse? ZEESE Y R
S =1 , vl
g—’):\fi EE‘_EEE%‘%QE‘@Z};’? (] Involvement in high risk activities [] Pastinjury or illness
Tﬁﬁﬁ?ﬂ?ﬁ%‘t ~ ﬁﬂﬂ%ﬂﬁi§| : %E;ﬁ@j @%}%{%ﬁﬁﬁ
[J Relating to pregnancy or childbirth [[J Cosmetic or plastic surgery
BIRB D IBAAR ERHER T
[J Congenital condition [J General health check
FRMEER —RE RS
[J AIDS and/or other sexually transmitted [J Psychological condition
disease L GHEAWSEPSEN
B R EE MR
[J Convalescence or custodial care [[J Others, please provide details:
ERiEgRE Hith; FRBAFIE
Does the patient have any of the 0 No& [J Yes, please tick where it is appropriate and give details & > F{EEEMNIE L5 RIRHTIE
conditions shown on the right-
hand side? If yes, please provide O cognitive Impairment [J Permanent need for wheelchair
details and relevant investigation SRR KATBEERHE
reports. [J Permanent loss of use of two limbs [J Loss of sight in both eyes
BAREHAL BRI ? B KA TR B FAMLAE =P
FHIERAERIRERS [J Loss of hearing in both ears [J Permanent loss of speech
LHKRE KARKFESHES
Does the patient require
rehabilitation treatment? If
yes, please provide details of
the rehabilitation program
(including period required, type
of treatment).
FARTRERZERAR Y ER
BRHERAEFE (RS
BF R~ RIEZAVAR) ©
Please describe in detail the
necessity of hospitalization or
receiving rehabilitation treatment
for current injury/sickness
Al B REROAERNIER
ERARNERRA
The prognosis of the condition [J Good R¥F [ Fair —f% [0 Poor #7#&
TEsHERENER
Any possibility of having a [l No& [J YesZ
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Section D - Personal Information Collection Statement T & - B A& &I &EZEH

1. | 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.

RANEREEERAREZIZEANS (EM) BRATE (MEAF]) WEBABRER - AAFEZEARBEL BERAAER - A ARBEAF KR
RERAIFRIE « £/~ /7 B2 K8 - BB AUEMANDAEANEAER - BRASHRANKEBAERZR > IRERTMAEL L
(https://www.hengansl.com.hk) T AIERIEEAF (T2 ) BIRABIZERE ©

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.

FNBILER > AR ARHTFEADNEANFE=SEABE (ERBNIERERBRIEEMBERRMY ) DHAATETEAER (AR ) REINER TES
EAME=FEREALEEANEHREBRMH 2 BNMEARREHLEAEH - RAFEREATENR > EARRELEMEREXFPIEHNER -
MRIBERR SR BRARVEREL - BERER » HERQRFHEE > LEEARRTEE -

Section E - Declaration /%28 - AR

| 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.
AAGEIEFAE R B AR AR ERACRETIRE RoaR > WD EBRAEABBANERFREZER « REEE » SAAFAFE > 92E B2 UHE T -
FATEUMEER » RAEBANERBEREHEREL - FABEMILRERESE SO FHER -

Name of the Medical Practitioner Qualification and Specialty
B4t B

Signature of the Medical Practitioner (with chop) Name and Address of the Hospital
BAESE (NHEH=) Ba e fB Rt

Contact Phone No. Date of Signature (DD/MM/YYYY)
4% B BEHH(B/B/F)

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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