cCHUBB Agent’s/Intermediary’s name 1R / AT AR | |
Agent’s/Intermediary’s contact phone no. {RgRIE / Fs ABHEEE I I Y A
Agent’s/Intermediary’s code {RI&XIE / FpT AK5R N I A

Agency #85! [ I
Claim Form - Lady’s Partners

EEREEERFS

Claim Type BS{E85 O LDFML
[0 LDFCP
O LDPGY

O New claim & /xZ5E1E O Pending claim 75R3(E O Review/appeal Eilt/B#%

Please provide claim no. for reference ;51 HESERIELIESE

Part I (To Be Completed by Claimant/Insured) B (FREA / SREAES)

A. Insured’s Particulars SR A &%}

Policy no. Insured’s name HKID card/passport no. Date of birth Sex | Age Tel. no.
REHRSR ZRABR EFERENTE / ERRRIS HA HEA 4R | g BEERES
DDHMMAYYYYH
/ /
Present occupation IRESEE% | Duties T{£&5E Employer’s name, address & tel. no. {8 &% - it R EE

B. Nature Of Major Illness/Injury And Related Details %% / ZEMHERIER
1. Due to illness EHEE

a. Details of first consultation for the illness #]523%15 Date of first consultation #]32 HE ( / / )
DDH MMA YYYYH

Doctor’s name

BamE
Address of the doctor
iy
Details
BT
b. Describe the symptom & abnormalities from date of onset.
SRR E R
c. Since when had the symptom first appeared? ( / / )
SR ERFHIR AR ? DDH MMA YYYYH
d. Has the insured been treated by other doctor(s) for similar or | [0 Yes, please state 407 » F&a¥ii O No/®&
related illness in the past? Date of first consultation ¥)Z2HH#}  ( / / )
SEABEE—FSERREMRE N L 7 DDA MMA YYYYE
Doctor’s name
BaME
Address of the doctor
BE A thhit
Details
SHAIER

As part of our endeavour to keep our records updated and to maintain high quality of service, we sincerely invite you to provide us your email address. Please
visit our website https://eservice.chubblife.com.hk to update your email address.

AEEEAR T REETENRBRAARAITHEREFEAGY - AARRFBRE T ERAL R LR https:/feservice.chubblife.com.hk » LR TAYEE L
CLMO005/1216/1C
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2. Due to Accident E =SB

a. When (date and time) did the accident occur? ( / / ) ( : ) O AM k5
BIMEARS ( EHIRASR) B4 7 DDH MMA YYYYH HREF MIN% O PM 4

b. Where did the accident occur? EMEa[H3E4 ?

c. How did the accident occur? (Please describe in details)
BEobanfarsgs 7 (GBS )

d. Which part of the body injured and type of injury?

ZIEMARIGE ?

C. Hospitalization Particulars {¥z$i%

Please give details of any treatment and hospitalization in connection with this illness Hi B RAZRAVAERIERTIER

Date HHf (DDEHMMAYYYYH) Name of hospital Bz &8 Diagnosis :2f Treatment ;A4 E
/ /
/ /
/ /
/ /
1. Have any of your immediate family members suffered from a similar or related illness? O Yes & O NoBE

If yes, please state. fREIERFEF - EESEEHEMER 7 ‘F’ - FFf¥id o

Date when illness first diagnosed
Relationship EAf& Nature of illness /R4 E BREZERR B EA
( / / )
DDH MMA YYYYH

2. Do you smoke cigarettes? If ‘yes’, please state quantity, type and duration of smoking. O Yes & O No&BE

REERRE? W ‘B FHEHBHE  EERRESX -

Quantity #(E Type T&48 Duration RFF

E. Other Insurance Coverage E{th{Ri& 5}
Does the Insured have any other insurance policy covering this case? RFEABEMEXREESEMEFREE? OYes & O NoRH
If “Yes”, please complete below particulars. &5 @ SEAMEBLUTEH -

Name of insurer ¥ {®/AF) Policy no. {RE 3 Benefit type 1RFZ585! Benefit amount {£f& £ %8
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F. Payment Currency BEXE 4%

Please issue the following currency for the claim payment ;5L T E# FEEE S
O HK dollar j&#g O Policy currency {RE &g

G. Payment Instruction BEsk75

O Cheque &

O Bank Draft &AZ (drawn in Mainland China fAFREI AR IF)

O Telegraphic Transfer (TT) &

Remarks fi&¥ :

1) For TT payment, please provide the SWIFT code, bank name, bank address and bank account number.
ERIEEE - FIRAIRITRE « $RITRIE - RITHU RS OISR -

2) Bank charges may be incurred by client for clearing the bank draft and TT. Policyowner is recommended to check with the bank before
applying this instruction.
ST EAM THRRRARNEEMNERFES - BERERFE ANEERAIEMRITER

3) If no option is selected or unclear information, the claim payment will be settled by cheque.

WREEEFRERTE - BESBEU RS -

H. Agent’s/Intermediary’s Statement {RF&{{IEE2E5

I/We have verified the original HKID card/passport/residential address proof of the policyowner and confirmed the identity details in the
HKID card/passport to be matched with the identity of the policyowner in this claim form. I/We will provide the required information and
copies of the relevant documents to Chubb Life Insurance Company Ltd. without delay. KA / BECKHREIBAZEBEME/ER/E
MR EA WHEREES DR/ ERZSHEREEBERFEELREFEAZEN—H AN/ EFHERREZT BRI ZEIATRE
ASREEIRAR

Agent’s/intermediary’s name 1R XIE / AN AR Agent’s/intermediary’s code {#ia IR / N AKEE Agency #27/
Agent’s/intermediary’s signature {Rf&CIE / FTAEE Sign date 2 ZE HHA
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1. Declaration B8

PERSONAL INFORMATION COLLECTION STATEMENT AND CONSENT I/WE UNDERSTAND AND CONSENT THAT, by signing the claim form, any personal
data collected or held by Chubb Life Insurance Company Ltd. (the “Company”) is provided and may be used, processed, stored, disclosed, transferred by

the Company to the companies within the group of which the Company is a subsidiary (the “Group Companies”), its authorized agents, reinsurers, claims
investigators, loss adjudicators, medical advisors, recovery agents, insurance industry associations and federations, credit reference bureaus, government or
judicial or regulatory bodies or any person to whom the Company is under legal and/or regulatory obligation to make disclosure, and the Company’s appointed
third party agents, contractors and advisors, in each case whether within or outside of Hong Kong to (i) process and evaluate claims and any future insurance
application I/we may make; (i) provide all services related to this claim, administer and process policy, medical and underwriting checks, payment instructions,
premiums collection, data matching, and communicate with me/us for such purposes; (iii) enable the industry associations, the federations, the government or
regulatory bodies to carry out the functions and requirements that may be assigned to them from time to time and are reasonably required in their interest and
that of the insurance industry; and (iv) provide payment, data processing, administration, communications, computer, security and other services (including
medical services, emergency assistance services, mailing and IT services) in connection with the operation of the Company and the provision of services to me/
us. Moreover, the Company is hereby authorized to obtain access to and/or to verify any of my/our data with the information collected by the insurance industry
associations, the federations, the government and regulatory bodies and medical personnel or organizations. I/We am/ are obliged to supply the information
required from me/us under the claim form which is a condition precedent for me/us to apply the claim. Failure to supply the required information may result

in the Company being unable to process the claim. I/We understand that I/We have the right to obtain access to and to request correction of any personal data
held by the Company or be given reasons for any refusal of access or correction. I/We also understand that a reasonable fee may be charged by the Company for
processing of any access. Any questions regarding personal data, access to or correction of personal data should be made in writing and forwarded to The Data
Protection Officer of Life Administration of Chubb Life Insurance Company Ltd. at 33/F, Chubb Tower, Windsor House, 311 Gloucester Road, Causeway Bay, Hong
Kong. AABHINSKBIARINENZZLREERGES AN/ SFHERARLZEASRHRBERAR ("EAR, ) FILUER  RIE - f#F B8 BREMEARMESR
BEMAAN/EENEANEHEEAARBE—SEMBARCEMAR ("EEAR, )  ERENRIEA BRGAR IEEAE S  RIERIEEZRAVIRAEE  BRER
f RERE  RIBRTEBEREE  EEERRBAR BT RZSE SRR N EAREEFER/SESEEIMATURENEMAL REAREENE=K
B A BERER TREBAEEIN L () BEREHRERAAN / EERRIEZ ZRREPE (i) RHATERMMIEEERE R SR RRERE BRI EARE
e  REIE  ERHEt REWFAZREAN / EFHAR (i) SRETEREREE  BUTSEEHBRITERTREE R ASIBER M ME R RFERITERZN
INEERFRTE ; R (iv) IRHABAREERMGTAN / EERIBABRRIT  BIERIE 178 @5 B - RRRHTHRS (BIF8ERRY RS RUER  BIRBREHF
FRRFE) o ttoh SAREREARBTTEREREE BUTREEHE REFA SHHEBINER / SIREEAZSHEBRALN / BFNEZEN AN/ EEEEERM
LB EEREE 2 AR E R DUERFRGEREE 2 SORE M - AREEIRHATRAE R FIRE S BN EAREEREABERFE AN/ EFHEAAN / ESERIEREKREE
EMEARFEZEBRAN/ BENEMEARR e FEBERSEENER AN/ BETHEEAF ARERINEEAERERNER ZEEER - NEHEREH
BABHEE EESEEEAEHYALEERRNOEARSHITEENERRE TERY T XX EEEMEES I E = —— RETAEREASKE=1=2-

I. Authorization 1Z#&

I hereby irrevocably authorize or authorize on behalf of the Insured (if different) (i) any employer, doctor, hospital, clinic, insurance company, government
office or any organizations or persons who have any records, knowledge or information (whether medical or otherwise) of me or the Insured (if different)

to disclose, release or transfer to Chubb Life Insurance Company Ltd. “the Company” or its representative such information pertinent to this claim; (ii) the
Company or any of its appointed medical/para-medical examiners or laboratories to perform the necessary medical assessment and tests to evaluate my or

the Insured (if different) health status in relation to this claim. This authorization shall bind my and the Insured’s successors and assignees and remain valid
notwithstanding my or the Insured’s death or incapacity in so far as legally possible. A photocopy of this Authorization shall be valid as the original. A& A 2= {F
A (AETE) () (EmEE - B4 Bt~ 2R - (REGAT)  BUFEBPT - SR EMEE R A+ aBBAAN / ZEA (WTRE) MEEACEE  FFEEEH AisZEERmE R
AHEARNKKER BB ALUEAZMRERBENSE | () SARNEARNEEMNER/ HENERIGE SIS HERMRENSE  ETE AR
LSEAN / ZREAN (BT BREEARCR - SZIRHEEHAN / SREAERARFEAIERT  AMEEAN / ZREAN (NBETR) FECHZRKITABENEPAER -
I ENH A BB RIEARZNN

Agent’s/intermediary’s code Signature of insured Signature of policyowner (if other than insured)
{RBEIR/ N ASRES RRAEE REFBAEE (MALFFZRAN)
Signature of witness/agent/intermediary Date Date
REA/RGRIE /PN AEE =L =L
Full name of insured Full name of policyowner*
RRANGEE REFBAGE"
Name of witness/agent/intermediary in full | HKID card/passport no. of insured HKID card/passport/BR no. of policyowner*
REAN/ RBRIE / AN AR RRAEEBBDE / ERRS REFBAEESMNE / ER/ BEILRB
Date of birth of insured Date of birth of policyowner*
RRAHEBE REFHAHERE
Date Nationality of insured Nationality of policyowner*
=L SRANEEE REFE ABIEE

* In compliance with the Anti-Money Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance and the Guideline on Anti-Money Laundering
and Counter-Terrorist Financing which is issued by the Office of the Commissioner of Insurance as amended from time to time, Chubb Life Insurance Company Ltd.
is required to collect the identity information for the above items with asterisk (*) and verify the identity of the Policyowner. Your agent/intermediary, therefore, is
needed to verify the original identification documents and collect the copies of the relevant and other documents as deemed necessary of the Policyowner.

*ARIBITERERBMND TELEE (SRS ) 156 R EEIZRAMBHRTEHEEL THBREREMD FESBEES )  REASREBRARVANELL E3E
BER () BEZREFBASNERURBERERFEAZSH BT ZEBRE /PN ADBEREREFE AN ZEASHIEAXM » MIEVE R REAMAT/E X2 Bl4

Chubb. Insured.’
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