Please read the foIIowing carefully before you retrieve, print or complete this form.

ERI S ESREA  FBINEFHTIX -

Disclaimer

Any form downloaded/printed via any electronic media provided by Chow Tai Fook Life Insurance
Company Limited (“CTF Life”) (e.g. corporate website, interactive voice response system) is done at
your own discretion and risk. CTF Life is not responsible for any printing error that results from the form
download/printing and any loss or damage howsoever caused as a result of such printing error. In the
event that there is any printing error in the downloaded/printed form, CTF Life may require you to fill in a
correct form before starting to process your application.

For forms downloaded from the Internet (the “Internet Printed Form”), upon completing and signing the
Internet Printed Form, you shall be deemed to have read and understood the contents of the form
displayed on computer screen (the “Displayed Form”) which shall prevail in case there is any
inconsistency, contradiction or difference of whatever kind between the Displayed Form and the Internet
Printed Form and have agreed to all provisions contained therein and to have agreed and undertaken
not to raise any objection whatsoever in connection with any inconsistency, contradiction of difference of
whatever kind between the Displayed Form and the Internet Printed Form.

CTF Life reserves the right to update the forms from time to time as it sees fit and also reserves the right
to accept or reject the form submitted by you.

REBRH

AT LEBERBASREBERAA [ija/\?] ZBFWERE [NARAEY - BEESOERS] N
FASEMEAIRE - BETTEBREEFT AL ZAR - BABASHRAE ETAE THIF KRB
HEVHIENSE iR M H Al ge B B 2 (AR RS BT - B MER Z TEEFIENRB A EAFIENEER - FXE
ANEF B TE A T Y ER 5B B SR MR R — 1) [EMEZ RAB ©

SR TMARMRFHMEL T RS [(EBRIIERE] - ARERTEHMMARERERE tHBR 2
K& BRI 2AB  ARERBAZABKEX - NZFERBEE B NRRHIRERN T -~ F
B - B TNREL AR NSRRI ARE - MHERSETBEENRB LB ERNAT - FEX
DR - AR BERIZRLE o

ARBASERERERREZ BN TERRBAR  UREEIIBEE NER Z ABERRHER -



1l 0SG 9009017 =

*

CRRERBRERFS
Disability Claim Form

REEGRAS
Policy Number

D %R E Waiver of Premium
[] 4#%ABRE%EE Payor Disability Benefit
] =®&&% Disability Protector

REFSFERFEIETERGRENAEL TR TEARNBASREARAT UATEHE "BARAEAT" ) SWRMLBAREXASHEREGERTOEMMAE -
By providing this claim form and subsequently investigating the claim, Chow Tai Fook Life Insurance Company Limited (“CTF Life”) shall not be held to admit
the validity of the claim nor to waive any requirement as provided under the provisions of the policy.

HRZBIFAAMEREN EREM -
Please read the Instructions overleaf carefully before you complete this claim form.

B0 — HERA/REFEAER
Part | — To be completed by the Insured / Owners

CTF Life
ERN PN

REZEAR 2R

Consultant Name

IRER B R AR5

Consultant Code

=
B8 al

Telephone No.

(] #%x%#E New Claim [ =%z Further Claim

A. SRA/RERZEE ABAER Personal Particulars of the Insured / Owner

1.

RN | REFBASS

Name of Insured / Owner

2. GE | EREE 3. F /LR 4. FBFEFR
ID / Passport No. Age / Sex Telephone No.

- RISEAT AR & A A

Occupation and work duties immediately before disability

6. MIBEERTHYRE 2R Rt

Name & address of employer immediately before disability

. ETEBEI(R/A/IE)

Last working date (DD/MM/YY):
RE & ME R ERER?

Did you report your sick leave to your employer?

=04 (DDMMYY(El/ B /4)
No

DDMMYY (B/A/%) )

= to

Yes

8. ZIRA/ REFHHAZBDLIRETIE?

Has the Insured / Owner returned to work?

1 = smeemeTET B8EA/5)
No, please give the date you expect to return working (DD/MM/YY):

1 = sireETamE/AME)
Yes, please provide the exact date (DD/MM/YY):

. B EHERCI B, BES U T B (I EIXEE) To be completed only when the Disability was due to ILLNESS (for first claim only)

. MRS 2R

Symptoms & complaints for this illness

2. BIRk@ 2B, RRA /| REFBBEABLSERNKEEZA?
How long has the Insured / Owner been having these symptoms before the first consultation?

. BRSKZREN(A/AME)

First consultation date (DD/MM/YY):

4. BIR N FEAMSRZ B AR A, BRI Kt
Name, telephone number & address of the doctor who first treated you and
further treated for this illness

. DEZEERMRZE? (F/A/5F)

Exact diagnosis date and what was the diagnosis? (DD/MM/YY):

6. BEAEMEE R, BEGRE, MRBEFUAR - F5
Name & address, telephone number of the doctor who admitted you if there was
hospitalization.

. MEREHESNEIF, BEB U TN E X EE) To be completed only when the Disability was due to ACCIDENT (for first claim only)

N
N
o
~

. a. BSNBEA(R/AIS)

Date of accident (DD/MM/YY):

b. BINEAEMEE R
Time of accident

c. BIMREMIME

Place of accident

. BOMAfIEEAE?

How did the accident happen?

3. FRREGHUEREGEE
Part of body injured and extent of the injury

. Bk BEN(B/AAF)

5. SKpBAEMME Kbt
First consultation date (DD/MM/YY):

Name & address of doctor consulted

6. G RE? Was this case reported to Police?

DENO DﬁYes

WA - HEH O ERBELER

If yes, please attach a copy of witness
statement, police report, Police Station and
Case Ref. no.

Chow Tai Fook Life Insurance Company Limited
(Incorporated in Bermuda with limited liability)

BARBASRBARDE

(REFEFMKLZBRAR)
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RESRAT Policy Number:

D. Z®RA/ REZFE NBEREEL % Past medical record of the Insured / Owner

1.a AEEEHAERHEZ HE (H/A/4F) : Date of symptoms/complaints first appeared (DD/MM/YY):

b. BXk2E 2 REESERA © The symptoms/complaints at the first consultation date:

2. ZIRA I REFHEAEETAN HEEEFBAEMABLEE? Has the Insured / Owner been admitted into a hospital for above symptoms / complaints?
&N [ 5 Yes Al please state

a. BFT4f Name of the hospital:

b. {EktBH: ] (B/R/4F) ES (B/R/4F)
Exact confinement period: From (DD/MM/YY) to (DD/MM/YY)

3. ZIRA REHBABTEMN HREEEEEMEZIMAE? Has the Insured / Owner ever attended any special treatment for above symptoms / complaints?
D % No D A Yes st please state

a. Ei24E5 Type of treatment:
b. &ZE B Place of treatment provided:

c. JAEFE ] (B/A/IF) ES (A/R/F)
Period of treatment taken: From (DD/MM/YY) to (DD/MM/YY))

4. ZRAN I REFE AR DREESEE R ARBTG5k 2 8 AR Rt
Name & address of all doctors who have ever attended the Insured / Owner for above symptoms / complaints and other iliness.

% Name ik Address ki HEJ Consultation date JRim# 1 Disease or condition

E. H&E % Other information

1. BEBTEZ D/ 2. XEBTIEMEHTEZBDL 3. ZRAN /I REFANERHEFREF

Total working hours per week Percentage of clerical work and manual work Is the Insured / Owner right-handed or left-handed
4. THERFRERNIRIKES - TA - KEWA) 5. MlEFEATEE ARA

Machines / Tools / Equipment used at work (if any) Monthly income immediately before disability:

6. ZRA / REFAALENIET IBFEREMA SR B LA E?

Does the Insured / Owner have any other income protection coverage or compensation from employer or Government?
D & No D A Yes, R M please state as below:

AERIR FIRERIA 2 B BB/ A/F) PR \ERZ B RA(B/A/F) FAEMZ2REOEH)
Source of income Date of payment began (DD/MM/YY) Date of payment ended (DD/MM/YY) Amount per month (HKS$)

7. BERLBEARMARR BMERRBDREMRRATRERE? 105 - FIIRET -
Any concurrent claim about this disability with our Group department or other companies? If yes, please give the policy number and the name of the company.
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{RE SRS Policy Number:

F. AERUNERE Personal Information Collection Statement

AN BIERAAN I BPCHERBORAABASRBAERAR (UTEHE "ARKEAST" ) ZEAERUERE ( "ZEBA" ) AN/ RFAEERRAES
AT IRIEZ AT B WRER / 6 - FRR/EEED ZEMEALR (THESRILRBIAREMITES) - AA / RABAARA / &M
AR RISIREATEER - TAEARE A REZNTEZERAZ BOR / KARA / RFEHERSKRSE - KA / RPOEREEEARA / BFIHEAERA]
R/ RZAZEBAMERNE =7, WEKE, REERFAERME RN EREL ST FRE M6 A O EIEE B R MEL R Z BT A EA B
B o A/ B APIBA B 2 B AR R AR AN AT R B KT8 A S RIASHIE T8 - www.ctflife.com.hk + R A[ A& A RZRE °

I/ We confirm that |/ we have read and understood Chow Tai Fook Life Insurance Company Limited (“CTF Life”)’'s Personal Information Collection Statement
(“PICS”). I/ We declare and agree that any personal data CTF Life may collect and/or hold, use and / or disclose/share with (whether contained in this form or
otherwise obtained) in accordance with the Purposes as set out in the PICS. |/ We understand that if I/ we do not provide the required personal data, CTF
Life may not be able to perform the Purposes and/or provide products or services to me/us. |/ We acknowledge and agree that my/our personal data may
be disclosed/shared with specified parties in the PICS; law enforcement authorities; databases or registers used by the insurance industry to analyse and
check information provided against existing information for any of the Purposes stated in the PICS. |/ We understand the updated version of the PICS is
available for download from CTF Life’s website: www.ctflife.com.hk, and will be made available upon request.

G. B IEHEE Declaration and Authorization

AN/ EPIRE L — R RERENAEER - MANBRMTAAEEREEZ2EH - WHEEL -

|/ We declare that the above statements and answers made by me/us are true and complete to the best of my knowledge.

AN FFIZIR L AE SRR A ARAARZRAGCENEE - (MR - Bt - 2 RRAF - RtEERAL SRS ERERGRAXE

%%g%ﬁﬁ%%aﬁ o BMERASFRATET L IKEES  ILREEDMRABY  FAAARZRAZEAAREREATERUIBREEOR - AREEFEARMEE
ABERSRN

|/ We hereby authorize any employer, any registered medical practitioner, hospital, clinic, insurance company or other institution or person, that has

any records or knowledge of me/us or the Insured(s) named to give such information to Chow Tai Fook Life Insurance Company Limited. This

authorization shall bind the successors and assignees of me/the Insured(s) and remain valid notwithstanding the death or incapacity of me/the Insured(s).

A photocopy of this authoriza-tion shall be as valid as the original.

AN/ HMBAELGRREREREFEND  BEXMERNE EAHEE SRR 2R - AR R RLE o

I/ We understand that if there is any inconsistency or ambiguity between the English versions and the Chinese versions of this Disability Claim Form the

English versions should prevail.

REFHAME (KB) B 1078 | RIS

Name of Policy owner (in block letters) :

REFBEAEE

Signature of Policy owner I X

ID / Passport No.

A (B/BI5F)

Date (DD/MM/YY) :

ERAES (KR)

Name of Insured (in block letters)

RRABE ImaREEEATRREH185)
Signature of Insured I X
(If different with Policy owner & attained age 18)

FNFE | R
ID / Passport No.

AH (B/B/%F)

Date (DD/MM/YY) :

FAEA#ES (KR)

Name of Witness (in block letters)

HE | ERRS
ID / Passport No.

RIFAZEE HE (R/A/4F)
Signature of Witness I X Date (DD/MM/YY) :
ERAH Instructions

1. FEERFEE—ONAAREREE -

Please answer ALL the questions of Part | and sign.
2. IhRFEE OV RREILEREEABIHENEHER -
Part Il of this claim form MUST be completed and signed by the doctor who attended the Insured for his injury or illness. The completion of this part is all the

Insured’s own expenses.

3. MAME » RARHEFERMPEAM T - FINRRHRAE - BARE - PIBAERS  xARESARER -

We may ask for other documents or information from you if deemed necessary, such as Sick Leave Certificate,Medical Certificate, Physiotherapy Report,

X-Ray Report.

4, FREZNRERFEERNEMAT XM —HZ TARTIEEIIE o il - WEBIREBEE1235RFRNEOKRETHE - E5E: 2866 8898.
Please send the completed claim forms and other supporting documents to our Claims Dept. Address: 7/F, NEO, 123 Hoi Bun Road, Kwun Tong, Kowloon.

Tel.: 2866 8898.

5. #IE  MTRURERGFERE - HERNHRBER LA I
Please note that the Insurance consultant that stated on page 1 would be regarded as the only authorized agent to follow up and handle the claim.

BT RIERE R REREERRRENAL -

REBFER 3 Consultant’s remarks
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R ESRAT Policy Number:

BN — REARBRIDELER

Part Il - To be completed by the Attending Doctor at the claimant’s own expenses

RARESE Name of Patient H15:% | #ERSRTS ID / Passport No. Fie /MR Age / Sex B% Occupation

1. a. REMERHGZALEA(H/A/F)? Since when did you first know the patient professionally (DD/MM/YY)?

b. BAMEESEN & X2 (B/A/4)? When did the patient first consult you for this disability (DD/MM/YY)?

c. FERZFTRERR + Bk ZfEEA{? What were the symptoms complained at the first consultation at your clinic or hospital?

d. REBARHNER  EECZRIRE - BlRBERERSZA?
According to the patient, how long has he/she first had these symptoms before the first consultation at your clinic or hospital?
(B/R/F)REETFE
Since (DD/MM/YY) or for days months years

2. a. FwEMZHEIAM? Whatis the final diagnosis?
b. 2 BEA(B/A/F)
Diagnosis date (DD/MM/YY):

c. PEEERER 2 B Rt

Name and address of doctor or hospital who made the above diagnosis:

o
z
(o]
palil
>
(2]

3. MARGKEE A2 Was the patient referred to you by other doctor?
B mREEN B RER A

If yes, please provide name and address of referral doctor/hospital?

BN HE(B/A/E)
Date of Referral (DD/MM/YY):

A Yes

%4 No
U l

&>
=

REEENHATEMEEA? Did you refer the patient to other doctors for management?

Bt L TR NS ki
S, please provide name and address of doctor/hospital?

Jﬁ‘r

5
Ify

('D

5. a. {FBEER(H/A/4F) Hospitalization period (DD/MM/YY):

220748 Name of hospital confined:

6. MABBEZXRBIEMPEIRE? Had the patient been X-rayed or undergone any diagnostic examination?
[ &N [ B #2638 0T Yes, please give details below:
HHE(B/A/F) Exam Date (DD/MM/YY) %% Investigation 4R Result

7. JAfE Z 5% Details of medical and surgical treatment:

EWll HE /BB (B/AF) HEAE SR BIE BREBER
Type Dates/Period (DD/MM/YY) Complication or side-effects Healing condition

D F1li Operation
¥iE;A%E Physiotherapy
D Hﬁ% &% Occupational Therapy
{LE6%& Chemotherapy
WE A& Radiotherapy
Hfth Others

8. HiE B2 HENFFI5E Subsequent consultation records and details:

k&2 BH(R/A/E) BA Bha P R
Consultation date (DD/MM/YY) Name of doctor/hospital Diagnosis Progress

9. RIEMAZFER Br2pie AR EERATIEN T E:
According to the patlent s condition during rehabilitation, please assess the effect to the patient’'s work capability since commencement of disability:
] FeeitEEk T~ FiBH% Unable to perform ALL tasks of the original duty: 5 From Zto (B/A /%) (DDIMM/YY)
] Fest =Bk T2 BMBG Unable to perform PARTS of the original duty: & From Z 1o (B/A/4) (DD/MMIYY)
D TR E4EM TE Unable to perform ANY occupation: i From Zto (B/A/4F) (DDIMM/YY)
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RE SRS Policy Number:

10.a. &z ZaHHA(H/A/F) Last consultation date (DD/MM/YY):

b. REERZE - B9S2 5fEA? What was the mental or physical limitation at the last consultation?

c. REZRANBE  BARREKZHZBEELR:

Based on your last assessment, please rate the physical impairment in accordance with the patient’s occupation:

D $—#% Class 1 AL EEMEE A ETIE No limitation of functional capacity & capable of heavy work

D % Class 2 AR EFREEE % E) TE Some limitation of functional capacity & capable of medium manual work
D E =4 Class 3 REJeEEE-NEBTIE Sight limitation of functional capacity & capable of light manual work

D P04 Class 4 HEENEE B T1E Moderate limitation of functional capacity & capable of clerical/administrative work
D $AM Class 5 NAJ e BT &8s 308 TE Serious limitation of functional capacity & capable of minimal activity

d. REER2E, (h5TERI2E A Recovery at last consultation was estimated to be %
BEFERE L AERNGEIR? Has the patient reached maximum medical improvement? D % No D 5= Yes

=
f. EBEEAKREEMETIEZRE? What was the main problem that restricted the patient from resume work?

11.a. #42RH) A58 Details of future treatment plan

b. MAHTERIEN Prognosis of the patient

c. \ETHEIFERHE The expected date to resume duty would be on: (H/A/F) (DDIMMIYY)

125 EARMERMTERBGERE, flan: SORE - BERE - A EHbEERRBE?
Was there any contributory factor that lengthened the disability period, e.g. wound infection, diabetes, re-injury and other underlying disease?

] & No [] B #2651 Yes, please state details

13.1tt

Nor
P
Ao
i

YA T EZEEE? Was such disability caused by the following factors?

= Yes
D BEUSE Self-inflicted injury (JRE &AL How it happened & underlying cause)
D E)N#i Alcoholic abuse (EFEETE - 192 MAEIFZF Name of alcohol, quantity & duration of consumption)
D ZEY)E A Drug abuse (24718 « (2 MIREFH Name & dosage of drug and duration of consumption)
D R4 % Degenerative changes (3 HHi M k#7¥1& Onset date & consultation details)
D S XIEERIA Congenital anomalies (ZET « ¥k B B k2 718 Diagnosis, onset date & consultation details)
D W15 / A Pastinjury orillness (JRE K&SKZ 515 Cause & consultation details)

U?@
z
S

(] |

n
i

Ho
o
'3
=i
T
&
o

If yes, please give details.

14 E A&k Other remarks

N
~
o
N

RAEIZBRARADRE BB AR Dl 2 RIER R BETRE SaR, WigR Dlm ARK BENBERTDAARMNEREREZE -
| hereby certify that | have personally examined & treated the patient and attended to his/her iliness or injury, and that the information about his/her current and
past condition as stated above is true to the best of my knowledge and belief.

THBEUR(EEER) FE(RHE)

Name of Attending Doctor (with qualification) Signature (with chop)
ik & EER S HEA(R/A/EF)
Address & Phone No. Date (DD/MM/YY)
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