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

FEERE -~ FIENSIEREREA > BT AFR T

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 download 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.
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Hospital and Surgical Claim Form
RELEERFEIETERALRERAESET TR TIEAABASREERAAUTER BAABEASEALBERERE SRR REER P EMR
Fo
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.

Important Notes: B ZEIE:
For the required documents for claim, please scan the QR code.

EREREAE X B ES -

=P/ QBREE
New Claim Further Claim
R{EF B Benefit to Claim
Q¥ Pz e BE{E Hospital Reimbursement Q1¥pz 3 & 858 Hospital Cash

REESEEE / fREEAHE Policy Number / Benefit Name

1 ( ) 2) ( )

3) ( ) 4) ( )

R A REEERRERF - AR ARERIBEIRF
CTF Life will determine the claim sequence if no claim sequence is indicated.
BREASRERERLBRERFHRER -
CTF Life reserves the right for determining the final claim sequence.

BE AR (RERFEHUT ALIRE)

Contact Method (Claim application will be followed up by below selected person)

B F=3#— Choose 1 only

& Notes:

WABERRBERDREL  ROGUBEH A EBREREFEARLE -

If no Consultant or Broker is selected, we will contact Policy Owner directly via mail.

O RIEERREL GFEBUTER)
Consultant or Broker (Please fill in the details below)

# £ Name
{RIBEERI S 4L 4 9% Consultant or Broker Agent Code
B 559545 Phone Number

O REFEA BEBUTER)

Policy Owner (Please fill in the details below)
& Name
EEE95H5 Phone Number

EREENEERFEER SNt —HR FALGIEERYHE - it WEBESEES 123 3425 NEO X/E 71 - B35 2866 8898
Please send the completed claim form and supporting documents to our Claim department. Address: 7/F, NEO, 123 Hoi Bun Road, Kwun
Tong, Kowloon. Tel. 2866 8898

BfyZHE Claim Settlement Arrangement

& Notes:

WREEARAAR  BEERERE (WEERE) BERARAREZBAIZHE-
Default Faster Payment Service will be applied (if registered) if no option is specified.

Q HEEEERIRTS Faster Payment Service

0 XE Cheque(s)

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

BAXBAZRRBRERAHE
(REREEMAT 2ARAT)
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Part | - To be completed by the Insured (or Policy Owner if insured is under age 18) (Please tick the appropriate box(es))

A. ZRABAELHR Personal Particulars of the Insured

1. ZRAHSE 2. BHE | BRI 3. Fie [ M5
Name of the Insured ID / Passport No. Age / Sex
4. REBERFAABE 5. B EB(ETHRRERRE - FHPMEET)

Current occupation and job duties with details
application, please state when it was changed)

Name of the Employer (If the employer is different from the one stated in the

6. fEE it
Address of Employer

B. EBR=¥1& Information of Hospitalization

1. B/ DI am R 2. O F9x2 F 4l Outpatient Surgery
Name and address of Hospital: F47 A E (A/B/H) Surgery Date (DD/MM/YY):

Q {EFT Hospitalization
ABz BHA (B/A/4E) Admission Date (DD/IMM/YY):

Bz B (B/B/4) Admission Date (DD/MM/YY):

C. P92 Fhi/{EBR 2 F 513 If Outpatient surgery / Hospitalization was due to lliness

1. FBRCGLRED Bl 2 Bk 2. BREP 2z SRABHREHRPVBERES K ?
What were the symptoms presented before consultation? How long has the Insured been having these symptoms before first

consultation?

3. AR E IR T EIAR (BIA/EF)? 4. bRz 2 E?
When was the first consultation for these symptoms What was the diagnosis?
(DD/IMMIYY)?

D. M2 F WEBE 2 = 55|13 If Outpatient surgery / Hospitalization was due to Accident

1.a. BSBH (BIAIE): 2. a. BoMNAEE A2
Date of accident (DD/MM/YY): How did the accident happen?

b. BN ENRERE:
Time of accident:

c. B/ R EE: b. BERE?
Place of accident: Did you report this case to police? Q4% No Q=2 Yes

mE > B OMERERBEFEER
If yes, please attach a photocopy of witness statement or police report

3. ZEEW? 4. ZEREE?
Which parts of the body were injured? What was the extent of the injury?

E. M2 AE R B Hih B ¥l Details of Consultation and Other Information

1. BEXMPEENEBMMUL o 2. R AT EE LR - 3. BARRBFES RSB E AWML o
Name and the address of doctor who first Name and the address of doctor who Name and address of doctors consulted in the
treated you for the injury or illness. referred you to hospital. past for similar condition.

4. BT AETREMRE D TIEI IR REE?

Did you submit this insurance claims to other insurance company? Q& No O = Yes
R AR ERE: IRBESR A

Company Name: Policy number:

RERF

Claim sequence:
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F. A AE R ER Personal Information Collection Statement

A BMRREAARMAEHERARAABASREBBRARNGATERE BABAE) 2BAAERKESES (ZBH) - ¢Alﬁﬂ§%&ﬂ
= ELRAREZBAMANEMEWRER / 556 - £AK | KE | 2 ZEFMEAER (FREAREREIUEMSES) - &A/
%ﬂ%ﬁﬁk/%ﬁ%é%%%ﬁkfﬁﬁﬁﬂ E@E“ThT%ﬂ&ﬁﬁZ%%ZEW&/&ﬁ$A/&ﬁkfEmﬁ%ﬁ $Al&ﬁﬁ

BEARA [ FMOEAERTEKRE /  RZAZBVMEBRNE=R, SEEE REERRFENMEFFRHANEMEE 2T NBREmEA
E’J%(B’Egji* MELRZERRENEMEDN - AA / RMAQZEANRIIRATRBABASHIALTE © www.ctflife.com.hk » & 7]
BARRE -

I/We confirm that I/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. I/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. I/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. I/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. BH K {ZHE Declaration and Authorization

HRBHERE AN/ RMBPREERCERINREERKRERE  MASERERZSEARNHMREBAR / HBEEERE -
For reimbursement claim, I/We declare that the payment of the claiming medical expenses have been made to medical service providers, and
such reimbursement claim(s) amount(s) will not be and have not been claimed at other insurers / institutions for duplicated reimbursement.

FATHEMBA LA —DRARERENFAAER - AN RAFARELBREEZEE - AREE -

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

RN ROEEELNERETTAEERASLZRACENET - FAEMERE C 2R REBATE - HibBERAL i’J—JH%zé;ﬁﬂ
REBAARBASRBBRAT o MERARZHRAZTHEERGES » ﬂt?“i%imm\ﬁx‘i FIBRARSZRAZERANREREATSZUIRE
EAR - AEEENFNAREEAABRIZEND

I/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
mef/the Insured(s). A photocopy of this authorization shall be as valid as the original.

A ERMPAERERRMFNRERFEND - AXMERANEERESI BT 2E - BURRERE -
I/We understand that if there is any inconsistency or ambiguity between the English versions and the Chinese versions of this Hospital and
Surgical Claim Form, the English versions should prevail.

REFAAMESE (KB)

Name of Policy Owner (in block letters):

REFBEASE

Signature of Policy Owner: X

BOFE | ERR
ID / Passport No.:

HE (B/IBIE)
Date (DD/MM/YY):

SRALSE (KEB)
Name of Insured (in block letters):

ZRAEE WMRRESEATRBRFR 18 5)

Signature of Insured X

(If different with Policy Owner & attained age 18)

BO% | ERNE
ID / Passport No.:

HE (B/IAIF)
Date (DD/MM/YY):

REALA (KB
Name of Witness (in block letters):

REBAZKE

Signature of Witness X

B0 [ ERRE
ID / Passport No.:

HE (B/IAIF)
Date (DD/MM/YY):

x10C900217«
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Part Il — To be completed by the Attending Doctor at the claimant’s own expenses

1 a WAEE: b. B9 [ HREIE c. FHe / 17 d. B
Name of the Patient ID / Passport No. Age / Sex Occupation

2.a BlER
Name of Hospital:
b. ABXBER (R/A/F) :
Admission date (DD/MM/YY):
c. HiTBHEA (B/A/IF) :
Discharge date (DD/MM/YY):
d. BT B{ARBR2ALLEA 2 Since when did you first know the patient professionally?

A Since (E DD/ B MM/ YY) #

3 WARBFENERRZ BH (B/A/EF) :
First consultation date for this illness or injury (DD/MM/YY):

4. FRBEEEXAERZBH (A/AIF) !
Date of symptoms/complaints first appeared (DD/MM/YY):

5. B/CRZ R 2w EmRE ¢

The symptoms/complaints at the first consultation date:

6. (a) BARE AERGRAR (WA) RENLAYEHEEZERNERBEENERABEESR? & No 2 Yes
Were the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly a a

related to the current diagnosis, and were medically necessary and recommended by you?
ERR - BRI -
If No, please give details:

Please answer the following questions if the Insured requires hospitalization &SR AZE{E @ FEALTRIE :

(b) ZRERFIHMAENRERSEEERTE? A No 2 Yes
Were the medical test(s) and equipment for the procedure available only in hospital? a a

(c) ZMERFMIBEMD | BEF M OEIT? A A Can AR Cannot
Can the medical test(s) and the procedure be done on an outpatient basis / at day surgery centre? a a

(d) FHIREXHEEE I MR T EIT? & No £ Yes
The surgery could only be performed under general anaesthesia? a a

N7 BE B R ER T AT, SRt AR R A o
For surgery under Monitored Anaesthesia Care (MAC), please specify the reason for hospital stay.

(e) PR BB R RERMNERRA
Please indicate the clinical risk(s) and medical reason(s) for hospitalization
O REERERR (AOHE)
Current Health Status (Co-morbidity)
FERATERLAR
Please specify:
Q FEHRSFiliESE
Expected higher risk at operation
FERATERLAR
Please specify:
0 BHERSFEERE
Expected higher post-operative risk
FERARERLAE
Please specify:
a Hitp
Others
FERARERLAE
Please specify:

( EREESMEER? & No 2 Yes
Is it a case of emergency? a a

M2 o FERATESAR o
Please specify:
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7. a. BEDH e ZENEEBERBERBIARE?
Final diagnosis: Is this a chronic illness or recurrent episode?

a & No

b. Y& B (B/A/E) () BFRE (B/AIEF)
Diagnosis date (DD/MM/YY): Onset date (DD/MM/YY):

c. BEREESEINIE

The underlying reasons leading to such illness or injury:

Q R Yes, MU T EH please give details:

(i) B3R 2B EMA Rt

Name and address of doctor consulted:

d BHRMER - HmANERERNME 2 (i) EXRE2A A (RIR/F) -
First consultation date (DD/MM/YY):

In your opinion, what is the prognosis?

(iv) REEZHEH (R/AIF) :
Last follow up date (DD/MM/YY):

8. Fi
Surgical Procedure
FMBEH (B/AIF) FiT R
Operation date (DD/MM/YY) Procedure name

FNEE 2R

Surgeon’s name

9. Fl BB BIARENER ¢

Details of medical treatment given with progress during hospitalization:

x10C900217«
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AR 53 EBR
Type of medical treatment Period Progress

10. (XBEERRI BRI LR R AR ¢
Details of laboratory tests performed with result during hospitalization:

L& B #=R
Name of laboratory tests Date Result

11 WARIRER AR/ M ? W - FRE RN AR R o A No 2 Yes
Did the patient take any home leave during the confinement period? a a
If yes, please give details of the date and time.

12. WARDRHMEEE R BIREN ? A No £ Yes
Did other doctor or hospital refer the patient to you? a a
R AREBNBEEHEREREBRIbY o
If yes, please provide name & address of referral doctor or hospital.

13. IREAE TR AR e &K ? & No = Yes
Did you refer the patient to other doctor or hospital? a a
8 FARUBLERBREBRIGIU o
If yes, please provide name & address of doctor or hospital.

14. REBRZHA TR BEEN /i T E B ERE & 2 & No 2 Yes
Did you refer the patient to other medical specialist during the hospitalization period? a a

R mRUZENEENE EBERENERE -
If yes, please give the name & qualification of the specialist and explain the referral reason.
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15. ZEREHA  BREEUTER : c. Z1EEE Extent of injury
Please provide the details if the admission was due to Accident

A No 7B Yes
a. BINEHEI (A/AIF) o o BB Brui
Date of accident (DD/MM/YY): VR Bruises
b. Bt B £L48 ? u Q JERR Swelling
Where and how did it happen? u u E|5 / #&15 / 80 Laceration / abrasion / wound
b Bh a a #45 Contusion
Place: a a mAHEM - 5558 Others, please specify
& ey
’ 8 - FEsE o If yes, please describe the details

Course of Event Y
d. BERDBENZERER -

Condition of the injury at last consultation.

16. BEEARRHENEZEHUTEEEZ ? Was such iliness or injury caused by the following factors?
& No A Yes
u o BEHEE (FER&B) Self-inflicted injury (How it happened & underlying cause)

u a BB CEESRE - DER#ES R) Alcoholic abuse (Name of alcohol, quantity & duration of consumption)
u u EREY (EYER  HERIREZ X) Drug abuse (Name & dosage of drug and duration of consumption)
Q a R ES (355 B B R R25£15) Degenerative changes (Onset date & consultation details)
Q Q FSERMERRIG (BT - 3% B B R R F#1HE) Congenital anomalies (Diagnosis, onset date & consultation details)
Q a BEZEEFE (REKR2DFS) Past injury or illness (Cause and consultation details)
Q a B 8BF 182 2BIRE BIERFES) Infertility, Sterilization, Pregnancy, Childbirth or Miscarriage (How it
related and details)
A Bl o If yes, please describe the details.

17. BETHA > BAUABEEFHENBEARAMEERR? 26 BRUDCAPRIAzEEHE R -
To the best of your knowledge, has the patient ever been treated for the related conditions, or any other serious disorder? If yes, please
provide the treatment date & name of attending doctor.

18. Hf &R

Other remarks

x10C900217«
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RAZNEBRRACHERWBEAR LR FERZEETRERAE » YEFE LIFARKRBEZNERDEAMANEEREE -
| hereby certify that | have personally examined & treated the patient and attended to his illness or injury, and that the information about his
current and past condition as stated above is true to the best of my knowledge and belief.

IDBEHBERER) #B (ROE)
Name of Attending Doctor (with qualification) Signature (with chop)
Hht R BFEREE HER (B/BIF)
Address & Phone No. Date (DD/MM/YY)
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BFERlE (BRIUR) BES CTF Ufe

Electronic Certified True Copy BXEAS
(Medical Receipts) Request Form

{REEERIR:

Policy Number:

PIREF#T / ABx / SMEIHA (B/BI/SE):
Date of Outpatient Surgery / Hospital Admission / Accident (DD/MM/YY):

BN EMBEERBAREASREBARAAR AP BERFPEER 2 BRRBEAEHEA B HEFRERIFREUTHREA 1 (2B —)
I / We hereby request Chow Tai Fook Life Insurance Company Limited to issue Electronic Certified True Copy for the medical receipts submitted
in the captioned date of claim to the following recipient: (Choose 1 only)

Q REQE

Insurer

REBEQREH

Insurer Name:

RESRIT

Policy Number:

Q FA
Self

EEHLL
Email Address:

BRI ¢

Phone Number:

A E LW EREH Personal Information Collection Statement

BA I EMABEREA/ BPECHERPARAABASRBERAT GUTEB BAAEAER) 2BAAEBRKERRH (ZBH) - BA I HRMAZH
REESEQATTREZEHMRNIMENKER / RiFE - FAR | FHE /| 5EFAEAEE (FTREFRLREIUELLHRES) -
AATBRMABRRA I RALEREREREHEE *4 EEJJE""A TS T REELHITRBRZENR  REARA [ RFIREERSRIE - KA/
BAERREZAA I ZFNBEAGR AR | HEAZBRAPERNE=T, JURRE; RBERIREER MY TR RN ERMEH D TR
EMEANEEERERMELRZERMM E’J'ﬂfﬂ B AA / BMPEHZEENRTBRATRARABASHREUTH :
www.ctflife.com.hk » & o] [@ & 2 T)ZRHE °

I/We confirm that l/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. I/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. I/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. I/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.

x10C900217«

(TR

N
i
o
O

REFFALSE (KB) S0/ ERIRE
Name of Policy Owner (in block letters): ID / Passport No.:
REFAEARE RHE (R/R/F)
Signature of Policy Owner: X Date (DD/MM/YY):
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