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 AK5% N I A

Agency #85! L= 1 |
Claim Form - Disability

BRARERFS

Claim Type BS{E85 O Waiver of Premium (WP) A% {RE O Income Protection (DI/PIP/PIPS) {E5£ A B 1REE
O Child’s Protection Benefit (CPB) 52 Z {RfEFI %t
O Disability of CPB payor 52 Z{RREFI TSR
O Death of CPB payor 52 Z{RFEF &£ FRATET
Date of death ET-HHA Place of death FET- 4

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

Please provide claim no. for reference ;512 HEEERIELIESE

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

A. Insured’s Particulars SR A &%}

Policy no. | Insured’s name (WP)/payor’s name (CPB) | HKID card/passport no. Date of birth Sex | Age Tel. no.
REMRRE | SHEAAR (BRREE) / BEGIDE / ERRES HAERHE 4R | FER BEEIRHS
TRASE (REREFR)
DDHMMAYYYYH
/ /

B. Employment Particulars $£Z3%15

1. Present occupation IRRSHY % Duties T {E&i[E] Employer’s name, address & tel. no. f8F %75 it REFE

If more than one occupation, state all and exact nature of occupational duties. ZG 305228518 » M S¥mb (T RS -

2. Did the insured file any medical leave certificate to his/her employer? 5% BB IEZKRIZAE ? OYes O NoXRH

3. Did the insured submit any claim for workmen’s compensation for this accident? & F{Itt B/ HEL TEE ? OYes H O NoBE

Submission date JE3Z HEA : ( / / )
DDH MMBEYYYYZ

4. The insured’s average monthly earned income during the period one year prior to the commencement of disability (Please provide
income statement) - applicable to DI/PIP/PIPS claim only FIA1EERT—FEARITFAWA ? (FBEZASIER) - ERMR A BREREE

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 REETEMNRBRAARAITHERZFEAEH - AARRHBE T ERAL R LR https:/feservice.chubblife.com.hk » LR TAYEE L -
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C. Other Insurance Coverage H{th{RE

Does the Insured have any other insurance policy covering this case? RRA B LB XREESHMEREE? OYes H O NoXRE

If “Yes”, please complete below particulars. &% @ SE#MBES L TER -

Name of insurer &{R/AF] Policy no. {REEHS Benefit type {RBEFEH! Benefit amount {RE £ %8

D. Disability Particulars {B5E5£18

1. Disability due to accident EZ /MBI {55

a. When (date and time) did the accident occur? ( / / ) ( : ) O AM E&F
BoMzr ( BEARASR ) 84 DDH MMA YYYYH HREF MIN% O PM T4

b. Where did the accident occur?

BIMEMHEE

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

BIMOMERE 7 (FERLEFE)

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

e. Any hospital confinement incurred? 5 & {EBx OYes® O No&kE ( / / )
If Yes, please provide the date of admission. DDH MMA YYYYH
A - FEREATRBER

2. Disability due to illness EFEH B

a. Describe the symptom & abnormalities which led to Disability
AL BN RARREERERTE

b. Details of first consultation for the illness #3215 Date of first consultation #]52 HEA ( / / )
DDH MMA YYYYH

Doctor’s name
Bante
Address of the doctor
BEA-tthiit
Details

SHIER

c. Since when the insured had the symptom first appeared? ( / / )
AR IR HIR_ESEAL 7 DDH MMA YYYYH
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d. Has the insured been treated by other doctor(s) for similar or O Yes, please state 2075 - FEFEik O No&E
related illness in the past?
RN B E AR — AR TR S B 7 Date of first consultation #5320 ( / / )

DDH MMA YYYYH
Doctor’s name
Bt
Address of the doctor
BEAr it

Details
FEAMIETR

3. When did the insured become totally disabled so as to prevent ( / / )
from doing any work? {AIRFBAIATE 2R EH L AT FREN ? | DDH MMA YYYYH

4. If still disabled, when does the insured expect to be able to return ( / / )
to full time work? F AR5 - AEHARFR] LIEIE R T(F ? DDH MMA YYYYH

5. If the insured has recovered, when was the insured able to perform | ( / / )
part of the duties of his/her occupation or light work of any sort? DDH MMA YYYYH
(Please describe full job duties) ZIREEEE * FRAMBFEHIERLL Details
BATHABRTENSOBMENEMEMIFSEME T ? (FFATHE | xmemp

ME)

E. Treatment Particulars j& 15

Details of hospital confined or physicians consulted for this injury or illness ¥ttt X RSB AR M2 2 B84 / BERR15

Name of physician(s) and/or hospital(s) Address(es) Date of consultation(s) and/or period of
Be / BEfR2TE Hodik confinement 2 / £z HEA

F. Income Benefits Particulars U A§$1& (Applicable To Income Protection Claim Only R @R B3 A B (RIS {E)

Is the insured
now receiving?

Does the insured
expect to receive?

Amount and frequency
(weekly, monthly, etc.)

Yes/No Yes/No Date of benefits please state currency
Income benefits REABEES ? | SRAREES 7 | start(ed) MESERIAR (BE8/8A8)
IWAER /8 /8 U A BAta HER ERME
Salary T#&
Income, wages, salary or other
monetary remuneration from:
LTS ZIBA ~ T& ~ Fid -
SRR
i) The insured’s present employer O O O O $ Per
BE
ii) The insured’s business (if self- O O O O $ Per
employed) or partnership
BiE/ &fEheE
iii) Any other sources EE /R O O o O $ Per
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b. Insurance {£f&
Disability benefits under any
HLUF RS Z 1872 A BIREF

i) Individual disability income O O O O $ Per
policy EASEABRE

ii) Group life insurance policy O O O O $ Per
BB ASRE

iii) Group disability income policy O O O O $ Per
B ERASRE

iv) Retirement plan iEfA£ O O O O $ Per

c. Government benefits/disability
benefits under

LTS Z BEARRE

i) Social security it &R O O O O $ Per

ii) Workers’ compensation O O O O $ Per
5T REE

iii) Unemployment benefit scheme O O O O $ Per
KERBS

iv) Any other governmental agency O O O O $ Per

scheme EEEFHEIESTE

d. Others (please specify) & O O O O $ Per

e. Ifthe insured is eligible for any income benefits on account of his/her disability, but have not yet applied for them, when does the
insured intend to apply for them? 2R ABEREBEL EABREEE » SRASTEAIFRE 7
( / / )DDH MMA YYYYH

G. Payment Currency BEhis#s

Please issue the following currency for the claim payment LU FE# % (FEEE S

O HK dollar #&#& O Policy currency {REE##

H. Payment Instruction EERAR

O Cheque &

O Bank Draft &AZ (drawn in Mainland China /A E A R 17)

O Telegraphic Transfer (TT) &

Remarks fi&¥ :

1) For TT payment, please provide the SWIFT code, bank name, bank address and bank account number.
EREEE - FERAMIRITANE « 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.
RITHEAM THNRRAREEMNERFES - BERERFE ANEZIERATEARITER -

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

IREEERERTE  BESHEBLUITERS -
I. Agent’s/Intermediary’s Statement {REFCIE / FR7T A &80

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. AA / BEERHRERFBEAZEBERE/ER/F
EHNEERRZ B4 WHERE B S D5E /R Z S M EREL B ERFE LREFEAZEN—H AN/ EFHERIREZ BN ZBIATRE
ASRIBEERAR -

Agent’s/intermediary’s name 1R XIE / AN AR Agent’s/intermediary’s code 1R RIE / AN AKEE Agency #2731
Agent’s/intermediary’s signature R RIE / AN AEE Sign date ¥ Z HER
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J. Declaration EH8B

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; (ii) 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. EABHBSBARISENZBLBRERFE AN/ EEHARABREASRBERAR ("SRR, ) AILMER BRI f#7 B8 BRI AS AR
BEAAAN/EENEAEREBEARNZER—SEMRBARZEMAR ("EEAR, ) - HESENRIEA BRGAR IEREHAETE  RIZREEZA0IRE5E  BER
I RERE RBRTEREREE EEEHRFAR BN RAESEEMERHEAREEAER/HEEEEIMATURBHENAL RELREENE=AR
12 A B RER . TREANEIESN UL () RIEREMBERAN / BFEHRIRZ RGP (i) REFERMIMEHERGZ R S RRIERE BRI FRE
R  REUED ERd RRLLEREREAAN / EEHHE (i) SRBTTEREREE  BUTSEERIBIITHETHEE RASEER HEH R RGITERILN
INEERIRTE ; & (iv) RURELRALERBETAN / BERIFERRLI - BURRIE  TE B B - RRRE TR (BIFRERY B2 RUERT BERBREHFH
FBRFE) - ttoh BAREREARBITERERME  BURREENE - REBA SSEBIREE /SR EETMEZSHREBALAN / EENEZEN AN/ EEHEERM
LB EEREEE L2 FTRE R LUEA RS EZ SR &M  AREER MR NG R PSSR E AR RIEARHEPE AN/ EFHBEAAN / EEERIEREKRE
EEAEARSEZERAN / EENEAEAEY  Siic TERTRNEEREH AN/ EFFHEAEAR ARSI AEFERNER ZEEER - NEHRE
FREAEREE ERNEEEAERMENEEFARSARSHRITEENERHMRE TR WX EFEMBES I NE=—— RETAEREZASKIE=1+=2-

K. Authorization 1g#&

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. KA 2= {%
A5 (NETR) () EffEE - B4~ Rt 2207 - REE/AR)  BUFERPT - sl EMigE R A+ - BB AAN / ZEN (WFR) BEMAZHE - FHEER ASREERmE
NRANEARNNTRER  BMEER BUEAZMORERFBNEE; () EARNBARNEEMNER / HENEFIRET SEREFT SERMRMENRE  ETERTLER
B LUSEAAN / RN (NETE) RN  SEEEHAN / SEANEBRARFGEAIGENRS BMEEERAN /ZEA (ETR) A TEEITAENEZIDAR
o BN A BB RIEAREMNI]

Agent’s/intermediary’s code Signature of insured Signature of policyowner (if other than insured)
REEAIR/ AR ASRAS RRAEE REFBAEE (MLIFZRAN)
Signature of witness/agent/intermediary Date Date
REA/ RERKE/ PNAEE BEHR BEHR
Full name of insured Full name of policyowner*
RREAZ REFB AR
Name of witness/agent/intermediary in full | HKID card/passport no. of insured HKID card/passport/BR no. of policyowner*
REBA / RGRIE / AN AR RRANEEBHDE / HIRRS REFBAEEHMDE / ER / BELLRE
Date of birth of insured Date of birth of policyowner*
ZRAHEHE REFBAHERHE"
Date Nationality of insured Nationality of policyowner*
=L ZRAEEE REFBABE

* 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.

*IRBITERERBTD FESEE (SRS E0RFEREEIERABHRTIHERTZ FTBESERBNS FELBEIEE )  REASEEBRARMARELL EiE
BER () BEZREFBEASHNEHERERERBAZSH BT 2RBAE /PN ADRREREFEAZERBHIEAXM  MIEVERA R B /A S 2 B4

Chubb. Insured.’
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