cCHUBB Agent’s/Intermediary’s name 1R / A AEH | |
Agent’s/Intermediary’s contact phone no. {RgRIE / Frsr ABHEERE I I T O ) I
Agent’s/Intermediary’s code {RI&RIE / FpT AK5R N I A

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

BRARERFS

Claim Type BS{E85 [ Waiver of Premium (WP) A5 {RE O Income Protection (DI/PIP/PIPS) {E5£ A B 1REE
[ Child’s Protection Benefit (CPB) 52 Z{RFEF| &
[J Disability of CPB payor 52 Z{RREFI 1T XA SR
O Death of CPB payor 52 Z{RFEF &S FRATET
Date of death 3ET-HHA Place of death JET-1th2h

[ New claim & /XZ&EE O Pending claim 75R3&(E O Further claim BEZE [ Review/appeal Eilt/B#%

Please provide claim no. for reference ;51 B ERIELIESE

Part I (To Be Completed by Claimant/Insured) B (FREA / 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.
RERRE | DEALR (BRRE) / EEBDE / FERRE HAEBEA R | FE BEEIH

TRASE (REREFR)
DayH Month/ YearZE

/ /

B. Employment Particulars $£Z3%15

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

If more than one occupation, state all and exact nature of occupational duties. ZG3rh;z52 285188 » M S¥mBH T R -

2. Did the insured file any medical leave certificate to his/her employer? & BB IEZKRIEAE ? OYes H [ No&RH

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 HER : ( / / )
DayH MonthH Yearf

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 BIAEERTI—FARRITIIWA 7 (FFEXALEH) - REBMNABREIEE

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.
BEEAE TRUETENRFRAARAITHERZTAEAEH - AARIRBEE TERAANARE LR https://eservice.chubblife.com.hk » LR R TAYEER Lk o
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C. Other Insurance Coverage H{th{REE

Does the Insured have any other insurance policy covering this case? RRA B LB AR EESHMEREE? OYes B O NoXRE
If “Yes”, please complete below particulars. &5 @ SEAIEBLUTEH -

Name of insurer $Z{R/AF) Policy no. {RE5EMS Benefit type {RBEFE5! Benefit amount {Rf&E £ %8

D. Disability Particulars {55 ¥15

1. Disability due to accident E= /M E 5155

a. When (date and time) did the accident occur? ( / / ) ( : )y O AMEF
Bovrfuey (HRARRESE) 8% DayH MonthA YearZF HREF MIN%Y O PM T4

b. Where did the accident occur?

BIMEmthIEE

c. How did the accident occur? (Please describe in details)
BEobnfarsgs 7 (EEmEES)

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

e. Any hospital confinement incurred? & £z O Yes®H O No&H ( / / )
If Yes, please provide the date of admission. DayH MonthB Yearf
mE - FFREARTHER

2. Disability due to illness E#F S5

a. Describe the symptom & abnormalities which led to Disability
SARLERREAN B XEERERTE

b. Details of first consultation for the illness ¥]z25¥15 Date of first consultation #J32HE8  ( / / )

DayH MonthH Yearf

Doctor’s name

Bana
Address of the doctor
BEAE gk
Details
FEAMIET,
c. Since when the insured had the symptom first appeared? ( / / )
SARA AR IR _E A ? DayH Monthg Yearf
d. Has the insured been treated by other doctor(s) for similar or O Yes, please state #0F * ;&% 0O NoBH
related illness in the past?
RERANBE AR - BRIREMKEZH H A EE ? Date of first consultation fli2HH8  ( / / )

DayH MonthH YearZ
Doctor’s name
e
Address of the doctor
BEA it

Details

FHIER
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3. When did the insured become totally disabled so as to prevent ( / / )
from doing any work? {ifsEiASE 2 1RR L EHEERATIFEN ? | payH MonthB YearsE

4. If still disabled, when does the insured expect to be able to return ( / / )
to full time work? Z{AA155% » (GEHEIRF A LUEEZ T (F ? DayH MonthH Year4F

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? DayH MonthH Yearf
(Please describe full job duties) ZIREERIE @ SFEAMBFRAAILL
ﬂg)ﬁ BE LIERERAME M EMIFSEENET(E 7 (BRI

Details
E3 1

E. Treatment Particulars & & 5$15

Details of hospital confined or physicians consulted for this injury or illness 5| H t- X RS AR M2 2 B4 / BERRst!s

Name of physician(s) and/or hospital(s) Address(es) Date of consultation(s) and/or period of
BEa /B ik confinement #£z2 / {5 HEA

F. Income Benefits Particulars U A 5$18 (Applicable To Income Protection Claim Only RiBRR{E5%A B (R {E)

Is the insured Does the insured Amount and frequency
now receiving? expect to receive? (weekly, monthly, etc.)
Yes/No Yes/No Date of benefits please state currency
Income benefits REABRER ? | SRAEER ? | start(ed) MESERIEAR (BEE/BAR)
ON=E 2] /8 /8 WA RBtR B HA ERME
a. Salary T&
Income, wages, salary or other
monetary remuneration from:
RELUFFRBZA ~ TE ~ Fre »
oz
i) The insured’s present employer O O O O $ Per
==
ii) The insured’s business (if self- O O O O $ Per
employed) or partnership
Bie/ S1Eik
iii) Any other sources & 3/& O O O O $ Per
b. Insurance {£f&
Disability benefits under any
TELUR 8 2 B A BARREF 5
i) Individual disability income O O O O $ Per
policy B AEEA EIRE
ii) Group life insurance policy O O O O $ Per
EiEASRE
iii) Group disability income policy O O O O $ Per
EEEEEA SR
iv) Retirement plan &A% O O O O $ Per
CLM004/0226/1C
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c. Government benefits/disability
benefits under

LTS Z BEARRE

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

ii) Workers’ compensation O O O O $ Per
BT EEE

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

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

scheme EEHIFHEERTEI

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? ANZIRABKREBREEL EA BIREREE » SERASTEAIFEREE?
( / / ) DayH MonthA YearZ

G. Payment Currency BZ3hes#s

|

Please issue the following currency for the claim payment 5L FE# % (FEE S
O HK dollar #&#g O Policy currency {RE &g

H. Payment Instruction BEFR7 T

0 Cheque &

O Bank Draft AZ (drawn in Mainland China ##RE A2 15)

O Telegraphic Transfer (TT) E&

i
Qi

Remarks {#:¥

1. For TT payment, please provide the SWIFT code, bank name, bank address and bank account number.
EORIEERE - FRAMIRITNNE « RITRIE © RITHU RS OISRES -

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 THRRRARNEEMNERFES - BERERFE ANETIERATIEARITER -

3. After the claim is approved, if the payment is made by cheque, the cheque will typically be ready within approximately 3-4 business days.
It will either be mailed to you or you will be notified to collect it or it will be delivered through your servicing agent.
ERERFEME - MUZFEAXEM » TE—REHMHI3-4ELERNERZE  UELBEHXNEHEE  SHKEFHBRMEEIEEE - 5%
BT RIGRIE / hir MBEREE -

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

WREREFHENTE  BESTESUX TR -

I. Important Notes / S22
1. Claims Submission Deadline and Processing Time

FRIERTHARREIEEFE

 Please submit your claim as soon as reasonably possible and within the timeframe stated in your policy provisions:
FARIRL MR E SR AT T IR IR N IR ZRE FREE

¢ Critical Illness and Long-Term Disability Claims: Notify us promptly after the event and submit documents within 60 days from the date
of occurrence.

fEERRRIMEERE | FANEHEERBIREIEF - WhH 60 RAIRIIH -

2. Estimated Claim Approval Timeframe
FREH R EERIERFE
¢ Once we receive all required documents and information, we will process your claim promptly
HEWBIFEMBEX R ERE - HFIHERREE
e Critical Illness and Long-Term Disability Claims: Approximately 10 business days for clean cases.

R RMEERME 10 BIAEX -

3. We will inform you if we require any additional information/documentation document(s) from you, as necessary.

MEREERMEMES NHLUREBEHRERS - ZMNSRRENE -

4. Enquiry Details Z5$15

+ By Mail 5
Chubb Life Insurance Hong Kong Limited Z3iZ A SSRGS HERAF
35/F, Chubb Tower, Windsor House,
311 Gloucester Road, Causeway Bay, Hong Kong
EARMBELE LI E=——RETAEREASTKIE=1THIE

o By Phone or Fax iEBEESEE
Customer Service Hotline & FHRFEE4ZE +852 2894 9833
Fax {8H +852 2577 0866

¢ By email EiBEE
enquiries.HKLife@chubb.com CLMO004/0226/1C
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J. Agent’s/Intermediary’s Statement {REE{CIE / A7 A 2280

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 Hong Kong Limited without delay.

AN/ EECRHEERBACERSMGE/ER/ EEMUBIHIEA UHEZEESME/ERZSHEHELEEREE LREFBEAZER
—H AN/ EEREREREXBRXGZE AT EASRBEEERAR

Agent’s/intermediary’s name 1R XIE / N AR Agent’s/intermediary’s code R IR / AT A5 Agency #25!
Agent’s/intermediary’s signature {Rf&CIE / FTARE Sign date 2 Z HHA

K. Personal Information Collection Statement {B A & ¥l Ut sE 5280

I/WE HEREBY ACKNOWLEDGE, DECLARE AND AGREE THAT, by signing this form, any personal information collected or held by Chubb
Life Insurance Hong Kong Limited (the “Company”) is provided and may be used, processed, stored, disclosed, transferred by the Company
to the transferees indicated in and in accordance with the Personal Information Collection Statement set out in my/our Application For
Life Insurance, which may include without limitation, any branch, subsidiary, holding company, associated company or affiliates of the
Company (the “Group Companies”), its authorized agents, reinsurers, claims investigators, loss adjudicators, medical advisors, recovery
agents, insurance industry associations and federations, credit reference agencies, 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 and Mainland China. Moreover, the Company is hereby
authorized to obtain access to and/or to verify any of my/our personal information 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 this form which is a condition precedent for me/us to apply for claims assessment, processing
and other services. Failure to supply the required information may result in the Company being unable to process this form. For more
details of the Company’s policies on personal information and privacy protection, please read the Company’s Privacy Notice available at
https://www.chubb.com/hk-en/footer/chubb-life-privacy-policy.html. Any questions regarding personal information, access to or correction
of personal information should be made in writing and forwarded to The Data Protection Officer of Chubb Life Insurance Hong Kong Limited
at 35/F, Chubb Tower, Windsor House, 311 Gloucester Road, Causeway Bay, Hong Kong.

PEBULRE - AN/ BEHET - BHRABREASFREEERAR ("THAR ) AILER - B - /417 KB - BRAMESARMITESF
BEAAAN/EFNEABHEEAN/EFHASHREPFSFNEAETHINEFAMTHANEHERZ RN - GFETRY - EARMNERS
7~ MEBAT ~ AR - MEARSMBAR( "TEEBAR ) - ERENRIEA - BRIBAR  BERTEAR  IBERES - BRER - RE
RI2 ~ RSITERE RIS « EEEREE - RS RIESESRERHEAR AR EER/FEEEEMATLEBNEMAL - REARETE
RIEE=FHRIE « REEHRER - THRETERPEABEENIES 1) - SEARERERRRITEDEREE - BUTREEHE - REBAE
EUHEIBENR R/ B B RS HREAAN/ BEREZEAANEY - AN/ SFERERMLERB LMEER - LEARMENML, RIERH AR 5T
UG o ARBERMAARAEN - FJREEENEARNEEARIEARE - AATEASRBREEFRATNEATHLLRBRELRNFE  F2H
LEASREEBERATMNIBEER @it Ahttps://www.chubb.com/hk-zh/footer/chubb-life-privacy-policy.html o ZN&x & AR EAE
R EEHEEEAAERMANZERAAREASHRETEBRADNERRESMRY  TEXXEFEMBESLITE=—REETXE
BEANSKE=1T -
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L. Authorization $g#&

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 Hong Kong Limited “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. ZASZRARE (METRE) O EMEE ~ BE -~ BER ~ 2277~ 7%
AR~ BIRFERFT - sRE MR AL - MABAAN / RN (ATE) BEFLCH « MEASER - TEZFENRNEARNELARNKREE - &
MELTERZ + ALUEAZMRERFENSE | () EARNEARZENER / HEIERIGEESGERRT - MBRIRENSRE - ETERTLECA
B LIREARN / RN (WBTR) BREARR - ZIRESHAAN / REANBRAANREZADBIRS - BMEEARA / ZREA (WOBETRE)
TR SRELITREENRINABI - ZEEENRLHNARBHRIERREFNHA -

Day H Month A Year & Signature of Policyowner (if other than Insured) =~ Name of Policyowner
REFBAER (MLIFZEN) REFFBAME

Identity Document Number of Policyowner

REFBASHERAN RS

/ /
Day H Month B Year & Signature of Insured Name of Insured
ZIRAE RRANYEE

Identity Document Number of Insured

SRA SR EBRXERS

* 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 Hong Kong
Limited 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.

*ARBIEESERAHI FELEE (SREE) BOIREMESEIERAMBHRTEHETZ TTRESREBMS FEREEES REASERIEERARLA
Hﬁﬂyitgﬁign M IEEZREFBASHEHNEREREFEAZEN - BT ZERAE / PN AVARERERBAZERSHEAXS - WEVERE R
FRBXX 2 BIA ©
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