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

 

 
 

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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Accident Claim Form 

( “ ”)

 

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: : 

For the required documents for claim, please scan the QR code.  
,  

  

 

 Benefit to Claim  

❑  Weekly Indemnity                          ❑  Medical Reimbursement 

 

 /  Policy Number / Benefit Name 

 

1) __________________________________(_______________)             2) __________________________________(_______________) 

 

3) __________________________________(_______________)             4) __________________________________(_______________) 

 

:  

CTF Life will determine the claim sequence if no claim sequence is indicated. 

 

CTF Life reserves the right for determining the final claim sequence. 

  

 
 ( ) 

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

 Choose 1 only 

Notes:  

 

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

 

❑  ( ) 

Consultant or Broker (Please fill in the details below) 

 Name   

 Consultant or Broker Agent Code  

 Phone Number  

 

❑  ( )  

Policy Owner (Please fill in the details below) 

 Name   

 Phone Number  
 

 

: 123 NEO 7 : 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 

 

 
  Claim Settlement Arrangement 

Notes:  

 

Default Faster Payment Service will be applied (if registered) if no option is specified. 

 

❑  Faster Payment Service 

 

❑  Cheque(s) 

 

 

 

 

 

 

❑ ❑

Chow Tai Fook Life Insurance Company Limited 
(Incorporated in Bermuda with limited liability) 
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-  ( 18 , )( “✓” ) 

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

A.  Personal Particulars of the Insured 

1.  

Name of the Insured 

 

2.  /  

ID / Passport No. 

 

3.  /  

Age / Sex 

4.  

Current occupation and job duties with details 

 

5. ( ) 

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

application, please state when it was changed) 

 

 

6.  

Address of Employer 

B.  Occurrence of Accident 

1. a.  ( / / ) : 

Date of accident (DD/MM/YY):  ___________________ 

 

b. :  

Time of accident: ______________________________ 

 

c. :  

Place of accident: ______________________________ 

2. a. ? How did the accident happen? 

 

        ________________ _____                  _________ 

 

b. ? 

Did you report this case to police? ❑  No   ❑  Yes 

 

If yes, please attach a photocopy of witness statement or police report  

3. ? 

Which parts of the body were injured? _______________ 

4. ? 

What was the extent of the injury?   

 

___________________________________________________ 

C.  Medical Treatment 

1.  ( / / ) 

Date of first treatment of the injury (DD/MM/YY): 

 

2.  

    Name and address of the doctor who first treated the injury: 

  

  

3. a.  

Was the Insured admitted to hospital due to the above injury?                         ❑  No                ❑  Yes 

 

b.                                                                                  ( / / )                                               ( / / ) 

If yes, please state the exact confinement period:     From                                         (DD/MM/YY)  to                                        (DD/MM/YY)  

    

 

c.  Name & address of hospital: 

 

 

D.  Other Information 

1.  Any further treatment required? 

 

❑  No           ❑  Yes 

2. ? Has the Insured recovered yet? 

 

❑  No           ❑  Yes 

3.  ( / / ) Date you last worked (DD/MM/YY): 

 

 

 

 ( / / ):  

Date you returned to work (If no, then give expected date of return) 

(DD/MM/YY): 

 

4.  

Does / Did the Insured file a claim for Employee's Compensation 

for this accident?               ❑  No       ❑  Yes 

 

 5  

7  

 If Yes, please provide the Certificate of Compensation 

Assessment (Form 5) and Certificate of Assessment (Form 7) 

issued by the Labour Department 

5. /  

Does / Did the Insured attend physiotherapy/occupational therapy 

for this accident? 

 

❑  No           ❑  Yes 

 

/  

If Yes, please provide the physiotherapy/occupational therapy 

report 

6. ? 

Did you submit this insurance claims to other insurance company? 

    ❑  No   ❑  Yes 

 

 Company Name:  _______________________  

 

 Policy number:  ____________________________  

 

Claim sequence: ___________________________   
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F. Personal Information Collection Statement 

 /  /  “ ”  (“ ”)   / 

 / / /   / 

 /  /  /   / 

 / / ; ;  

/  www.ctflife.com.hk

 

 

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 disc lose/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. Declaration and Authorization 

 /  /  

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. 

 

 /  /  

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

 

 /  

 

 

l/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 authorization shall be as valid as the original. 

 

 /  

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

Form, the English versions should prevail. 

 

 ( )  /  

Name of Policy Owner (in block letters):  ______________________________ ID / Passport No.:   ______________________________ 

 

 

  ( / / ) 

Signature of Policy Owner:           x  _________________________________ Date (DD/MM/YY):  ______________________________ 

 

 

 ( )  /  

Name of Insured (in block letters):  __________________________________ ID / Passport No.:    _____________________________ 

 

 

 ( 18 )  ( / / ) 

Signature of Insured                       x  _________________________________ Date (DD/MM/YY):  _____________________________ 

(If different with Policy Owner & attained age 18) 

 

 ( )  /  

Name of Witness (in block letters):  __________________________________ ID / Passport No.:   _____________________________ 

 

 

  ( / / ) 

Signature of Witness                    x  __________________________________ Date (DD/MM/YY):______________________________ 

 

 /  /  Consultant / Broker / Policy Owner’s Remarks 
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-  

Part II – To be completed by the Attending Doctor at the claimant’s own expenses 

1. a.  Name of the Patient 

 
b.  /  ID / Passport No. 

 

c.  /  Age / Sex 

 

d. Occupation 

2. a.  ( / / ) : 

Date of accident (DD/MM/YY):    

 

 

b.  

Where and how did the accident happen? 

 

 

 

c.  ( / / )  

Your first consultation date for this injury (DD/MM/YY): 

 

 

 

d.   

Did the patient consult any other medical practitioner before 

consulting you? 

❑  No             ❑    

Yes, please give the name and address of 

the medical practitioner 

e.  

 External and visible evidence of 

 No  Yes  

❑ ❑  Bruises 

❑ ❑  Swelling 

❑ ❑  /  /  Laceration / abrasion / wound 

❑ ❑  Contusion 

❑ ❑  Others, please specify 

 

 If yes, please describe the 

location, size and the severity. 

 

 

3. a. X  Had the patient been X-rayed or undergone any diagnostic examination?  ❑  No      ❑  Yes 

 If yes, please give details below: 

 ( / / ) 

Exam Date (DD/MM/YY) 

 

Type 

 

Result 

 

 

 

b. /  Was there any bony / ligament injury or degenerative change detected? 

 

 

4. a.  Was there any treatment administered?                                                                             ❑  No      ❑  Yes 

 

 If yes, please give details, including treatment dates and progress. 

 

 

b.  Did injury require hospitalization, or surgery?                                       ❑  No      ❑  Yes 

If yes, please give details 

 

 

5. a.  Patient's occupation and exact nature of occupational duties 

 

 

b. ( / / ) Please state period in which patient is not able to perform some of his job duties 

(DD/MM/YY) 

 

 

c. / / Please state period in which patient is not able to perform all of his job duties 

(DD/MM/YY) 

 

 

d.  -  ( ) 

Specify all physical or mental impairment - impact, severity and duration as a result of this disability (Provide documentation supporting 

the degree of disability) 

 

 

e.  

According to the Insured's academic qualification, qualified knowledge and training, what duties of the Insured's job is he/she incapable of 

performing? 

 

 

f. ( ) 

Provide the prognosis for each of the above (if any) 
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6. a.  ( / / )  Last consultation date (DD/MM/YY): 

 

 

b.  ________% Recovery at last consultation was estimated to be _______ %. 

 

 

c.  What is the future treatment plan? 

 

 

d.  Has the patient reached maximum medical improvement? ❑  No   ❑  Yes 

 

7.  

Was there any contributory factor that lengthened the disability period, 

e.g. wound infection, diabetes, re-injury and other underlying disease? ❑  No   ❑  Yes 

 If yes, please state the details as below: 

  

Onset date 

 

Diagnosis 

/  

Name of doctor/hospital 

 

 

8.   

Subsequent consultation dates & details:  

 ( / / )                                                       

Consultation date (DD/MM/YY)                               Progress 

 

 

 

9.  

Was the patient referred by other doctor or hospital?                                                                                                ❑  No   ❑  Yes 

 If yes, please provide name & address of referral doctor or hospital. 

 

 

10.  

Did you refer the patient to other doctor or hospital? ❑  No   ❑  Yes 

 If yes, please give name & address of doctor or hospital. 

 

11.  Was such injury caused by the following factors? 

 Yes  No  

❑ ❑  ( ) Self-inflicted injury (How it happened & underlying cause) 

❑ ❑  ( / / ) Drug abuse and Alcohol abuse (Name & dosage of 

drug/alcohol, quantity and duration of consumption) 

❑ ❑  ( ) Degenerative changes (Onset date & consultation details) 

❑ ❑ /  ( ) Past injury or illness (Cause and details of consultation) 

❑ ❑ ( ) Psychiatric condition (date of onset & details of consultation) 

❑ ❑  AIDS and/or other sexually transmitted diseases (date of onset & details of consultation) 

 If yes, please give details 

 

 
 

12.  Other remarks 

 

 

 

 

I hereby certify that I 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. 

 

 

 

 

 

_______________________________________ 

( ) 

Name of Attending Doctor (with qualification) 

 

_______________________________________ 

 

Address & Phone No. 

  

_______________________________________ 

 ( ) 

Signature (with chop) 

 

_______________________________________ 

/ /  

Date (DD/MM/YY) 
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電子核證副本（醫療收據）申請書  

Electronic Certified True Copy  
(Medical Receipts) Request Form 
 
保單號碼: 

Policy Number: 

 

門診手術 / 入院 / 意外日期 (日/月/年): 

Date of Outpatient Surgery / Hospital Admission / Accident (DD/MM/YY): 

 

 
  / (  ) 

 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) 

 

❑   

      Insurer 

 

Insurer Name: 

 

 

Policy Number: 

 

 

❑   

      Self 

 

Email Address: 
 

 

Phone Number: 
 

 

 Personal Information Collection Statement 

 /  /  “ ”  (“ ”)  / 

 /  /  / 

 /  /  /  /  / 

 /  / ; ; 

 /  

www.ctflife.com.hk  

 

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. 

 

  ( )       /  
 Name of Policy Owner (in block letters):  __________________________ ID / Passport No.:   ______________________________ 

 

        ( / / ) 
 Signature of Policy Owner:                   x __________________________           Date (DD/MM/YY): ______________________________ 
 

http://www.ctflife.com.hk,/

