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Accident Benefit Claim Form .f
MR Sun Life

Sun Life Hong Kong Limited (Incorporated in Bermuda with limited liability) N H /\ =
K SR IR A =) (7 E S MR O 2 IR A H) 7K }Ej B mi
Please submit your original claim application to our advisor or send it to us at the following address:

SRR I A AT IV RARS > sUBZ5 2 DU sk

Client Service Centre & F I 75 5 0»

eung Kei Center Tower B, 18 Hung Luen Road, Hung Hom, Kowloon

8 18 SRR B AT

Tel B 5% (852) 2103 8928 Fax {# H (852) 2103 8938

CONSULTANT’S INFORMATION EER&R}

Name #:44 District/Branch &/ 5317 Code 475% Contact Phone No. F#4%eEEEE

Claimed Benefit(s): Z{E{REIER] : Case Type: [EH{EEZSER] -
[ Weekly Indemnity Z4MgiE A SR  [Accidental Hospitalisation Allowance & 4M¥: i B CINew Claim EJ\?%’
[ Accidental Medical Expenses &4 Hi {7l [ Others, please specify Hfi, » 35:8H OFurther Claim FRZE

PART | £—&{7

1. INSURED’S INFORMATION {5 A\ &6

Policy No.{EE5ERE Name of Insured Z{f A#:4 Age 4E#5 | Sex MERI ID / Passport no B {57/ #EHE5EE
Present occupation and job duties FRHFFI%E K k755 Name and address of business or employer /\ 5]5({& I #4758 K ik

2. DETAILS OF ACCIDENT E4MEE

(a) Date of incident =i H HH (b) Time of incident Z %Y (c) Place of incident =it E5
O AM. E4C0 P.M. T4 Time B#RH:

(DD HH /MM H A / YY 44)
(d) How did the incident happen? ZEilis54- &KH? (e) Part of body injured and extent of injury SZ{&ir S F2E

(f) Name of the doctor / hospital first consulted 2R 218 4 /827447

(9) Any confinement required due to this injury? ¥ & RERZE M AFERE ?

O No & [ Yes

If yes, please state the date of admission and discharge 4175 - &5 AR ke e HEA
(h) Was the incident reported to the police? B &I EREFHRE ?

O No & [ Yes

If yes, please provide a copy of witness statement/ police report 4175 - 5L OHLAR/ LA A
(i) Any concurrent claim filed to our Group Department or other insurers? & B0 o) 4\ &) 2 [EES Crbg Sl sl = A Arbs A Bl e H R E?

(I No & [ Yes

If Yes, please provide the policy no. & name of the insurers 4175 - 55|08 (- BEEERGE K o\ 5] 4%
(@) [ Credit to existing premium collection account [ BEHE & TS R G (RE 2 IR

(Account Holder must be the Policy Owner F #5575 A E R {REE FHEA)

(b) Faster Payment System* " 8 J: | (Please select one of the following £5#5ELL T~ HH—TH)

* Your FPS account must also be registered under the policy owner 881 | §9FH P EH 2800 B [EEE R T HEA

(] Pay to premium autopay bank account FEZr% [ BiEHEME 5

] Email EE:

[J Mobile number #8527 (Country Code B {t5%) Telephone No ZEEEFEHE ( )

[0 FPSidentifier "l | 3A158HE:
(c) By Cheque¥r 2 [] Via Consultant £&gaf5##5z [] Mail to Client's correspondence address B #5257 22 & S i@ itk
4. OTHERS EAthfs=

[ Please return Certified True Copy of Original Document after processing claim 557> BRI a8 45 1% 38 0] TF A S BRI

5. REMARK HE:
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PERSONAL INFORMATION COLLECTION STATEMENT 1§ el EEEEHH

I/We understand and consent that, any personal data collected by Sun Life Hong Kong Limited (Incorporated in Bermuda with limited liability) (“Sun Life”) (whether collected in this form or otherwise)
may be used by Sun Life for the following purposes:(i) processing and evaluating insurance applications and/or any other applications for financial services; (ii) administering and providing services in
relation to insurance or financial products; (iii) processing, investigating and settling insurance claims and detecting and preventing fraud (whether or not relating to the policy issued by the Company) ;
(iv) conducting customer surveys; (v) researching and designing financial, insurance or pensions products for clients’ use; (vi) selecting and participating in reward, loyalty or privileges program and
related service; (vii) contacting clients for the above purposes; (viii) purposes which are directly related to the above purposes; and (ix) complying with applicable laws, regulation or court order or
obligation or requirement under an agreement, or other commitment, between Sun Life or any entity within the Sun Life Group and the regulator or government in any jurisdiction (in relation to money
laundering, terrorist financing and tax evasion or otherwise) to which Sun Life and its related companies are subject to.

Sun Life may also use my/our contact details, demographic information and policy details to contact me/us with marketing information regarding Sun Life and third party pensions, financial and insurance
products, including by phone calls, mail, email, SMS or any type of electronic message. Sun Life may not use my/our data for direct marketing unless Sun Life have received my/our consent (which
includes an indication of no objection). I/We know l/we can tick the box below if I/we do not consent to receive direct marketing information.

Sun Life may disclose my/our personal data for any of the above purposes: (a) to third parties who provide services in Hong Kong or elsewhere which assist the Company to carry out the above purposes,
including claims investigators, insurance adjusters, medical advisors, health care professionals, medical service providers, hospitals, emergency assistance service providers, reinsurers, accountants,
solicitors and professional financial advisors; (b) to banks for payment purposes; (c) to insurance brokers who are representing the policy owners or clients directly or indirectly; (d) to the Company’s
insurance agents and MPF intermediaries; (e) to the Company’s related companies (as defined in the Companies Ordinance) including pensions services provider, financial services companies and
insurance companies; (f) to the Hong Kong Federation of Insurers (or any similar association of insurance companies) and its members; (g) to the policy owner / employers of an insured employee under
a group product; (h) to any third party service provider appointed by the policy owner who provides administrative services for the policy owner; (i) to organisations that consolidate claims and underwriting
information for the insurance industry; (j) to fraud prevention organisations; (k) to other insurance companies (whether directly or through fraud prevention organisations or other persons named in this
paragraph), the police and databases or registers (and their operators) used by the insurance industry to analyse and check information provided against existing information; (I) to any person to whom
the Company or its related companies (inside or outside Hong Kong) are under an obligation to make disclosure under the requirements of any law, regulation or court order binding on or applying to or
to which the Company or its related companies (inside or outside Hong Kong) are subject to, or under and for the purposes of any guidelines issued by regulatory or other authorities with which the
Company or its related companies (inside or outside Hong Kong) are expected to comply; and (m) as otherwise required or permitted by law.

If third party personal information is supplied to the Company by the clients, clients’ service providers, claimants or applicants for services, such clients, service providers, claimants or applicants must
inform these third parties about this personal information collection statement before they collect their information and supply it to the Company. |/We understand that it is voluntary for me/us to supply
the information, but failure to provide the requested personal data may mean Sun Life is unable to process my/our application or continue to provide services to me/us. I/We have the right to seek access
to and request correction of any personal data Sun Life holds about me/us by sending a written request to The Manager, Client Service Centre, Sun Life Hong Kong Limited, G/F, Tower B, Cheung Kei
Center, 18 Hung Luen Road, Hunghom, Kowloon, Hong Kong. Sun Life may charge a reasonable fee for the processing of any such requests.

"Sun Life Group" means Sun Life together with its subsidiaries, subsidiary undertakings and associated companies (whether direct or indirect) from time to time.

[ Please tick here to reject receiving marketing information from Sun Life.

BN BERAOREBEEKASRMARAT (NEREEZEMBOLZ AREEAT) (Tk3 ) ) B RUREE TSR EEE A E R (R am H L FAE U s e EAU R IR EUS ) DA R © () PR R ATl e g R/
ST HA SRR RS B 0 (i) BERCER G BRI R/ e A A BRS¢ (i) R S ANAEE CRIE R B E R - DUR DRI (RRERT Fs (e 2 LA W3 RV EREEATRH) © (v) BITEFHE  (v) BE
e TR~ (RRECR MR © (Vi) BB RS EISE - RE RS ST H  (vil) Rk H AV SRS (vill) BL Rk HE BRIV H Y 5 K () REsFERRED] AR - SRS
B BB 7k B S B P A ] B A e A O B PR BB 2 R Y e 9 3 TS BB SR B A s (LA BRI R A 88 ~ M) TR 4R - bRsHEAt) -

KEHIRNE] AR B IBEE R B E R R R AR - BRI R = TTIR RS - SRR RIS S HE i 4 ~ BES - BEEREAEUE R E SRS ARG ENTE - BRIk
BEIRNEBEZEE (BERRARE) - SRR R EEZS AR - BN BEHOERNGERFEEHEZ I EHEE - mR T8 NE S5 -

FKHA A Ry BB AR H AV R A N ESEHE BRI T+ () BBIAEM B AR (RREEBEHAM T ) MHRERBAE =7 - GERERER - RBHEEA - B - B R AL - BRREE
5 -~ BT - BRI HEERS - FEORMRAT] - EETET - AT - SEEERER (D) SRMTIFEGURR (o) BRI ARRERA ARE FRBKL ; (d) AFMRBARE AR SEET A () &
R BRI A SR GIETHH) BRIk SR PR - SRR R MR b AT () TR E GUEABUI R A &) k& 5 (0) BRZEMRERAA [ ZIMEEZRE ¢ (h) i
CRELRFA ANTEE BRI TEUR S A PR ERTA ARV =07 IR AL ERs © () B IRBERERIR RIS © () PIRErRaS: o () HAOrbr A =) (fah 2 Bt » SR @ EliIE R A A B HE Ay H AT A
&) ~ BB A ERHT AT G ERHE L T AR E S s B 50 (R ) ¢+ () AT R 5] (RS E BB L) Ryl T B8 8 R B 35t 2 5 [ S A B TR s0ERE
T FTAT SR B E 2 BT 75 15 EAE A BRI AT At 5 Re(m) A B R B FAY HA AL -

BAE=HEANEREHEF « FEIRBSHER - ZEASRHE ARG AT ZEF - BUEELERs « RE ASHHE A ETEUCERE S ERET - Jit (EAZRUEEES) SAaRIE =074 uEk
REEEAE - ANEFEHOARNGERIMEATRHIEE R - AT EARRERFTHRE AR » nEECKIRER A N B EN R F B SRR T AN EE - KNIBEARER R R 2K B IER IR
ARMRANGEEANLR - ARZK T B S 2 &8 ARALIATE E 18 SRty B M T EBKIHERA IR A 5% PR LA EE o sk B i SRR (% S ORI S B e A -

7k BRI K HH R AR AT ~ S SRR A B (JmEh 2 B R 2R ) -

O AR E R K B 8 H A HEE &R - sE R TAGEL E5I5% -

DECLARATION AND AUTHORIZATION Z8H K #52#E

I/WE HEREBY DECLARE AND AGREE that: (a) all the foregoing statements and answers in this claim form together with those in any required medical questionnaire or other document submitted by
me/us in connection with this claim are full, complete and true. (b) Sun Life Hong Kong Limited (Incorporated in Bermuda with limited liability) (the “Company”) may be unable to process this claim
if I/we fail to provide any information related to this claim. /WE FURTHER AUTHORIZE that: (a) any licensed physician, medical practitioner, hospital, clinic or medically related facility, institution,
insurance company, government, private office or person that has any record or knowledge or information of me/ the Insured to disclose, release or transfer to the Company any such record, knowledge
or information. (b) the Company or any of its appointed medical/paramedical examiner or laboratory to perform necessary medical assessment and tests to evaluate the health status of me/the Insured
in relation to this application. (c) | specifically authorize the disclosure of all information about communicable diseases and infections, including but not limited to any sexually transmitted disease, HIV
infection, Acquired Immune Deficiency Syndrome (A.1.D.S.) and A.l.D.S. related complex (A.R.C.). This authorization shall irrevocably bind the successors and assignees of me/the Insured and remains
valid notwithstanding death or incapacity. A photostatic copy of this authorization shall be as valid as the original. A< \ /&R0 K [EE M55 () ARHEFER DA iH R EE - DA N/
BEEHEE R ERMGEEA NI S M - B AR - SR E - ANESHAME TR RSN EESENEIIEER - (L) MARNEEREREILFFEMTELR » oI H8EB K
SRARAE (REREZEMEIIZERBEAT) CAUTHRE TAE ) OREEREIEHE R - AN/ EEERHEL T S8 . (F) (EAEEMEE - Bt - 2071 REaE - BUFSPIsUE Ry A AR
BNZIRANZENF R Z AL E i, AR EARER, #REESEAARER - (Q)ATEHATHEEZ BiE N BBULRAT - AIRILEE - AN ZIRNET AR Z BTl OB A N2 IR
NZFERHIRIL » () AN/ SR L F i bl N s A BRI B i R PR A R » BIEEA BRI BB A R ~ ABURE I Z e HIV) B - R T6= 00 (B20%) &
BARE  RERAR N/ ZIRAZ RN ECZHR N B GRS o BEAN/ 2R SECESRIT RAE ST - IZERART - ERERAsZ ENABLEAR R R EX0] -

Signature of Policy Owner {REEF- 1 A %& X ID / Passport No. Date (DD/MM/YY)
Name (in block letters)  #:4% (K %3) B | EIEeES HIH (HIB/4E)
Signature of Insured {7 \#E X s e Date (DD/MM/YY)
Name (in block letters) #:4 (A %) S VIeR LRI HEA (B/R/4E)

The information you provide will be treated as your latest contact details and applied to all policies under your name

Email Mobile
T o6 bl T

If no update is available, your existing contact number(s) and/or email address(es) (if provided) will be retained. &It XF 3 ik 57+ AP

Please provide at least 1 mobile number and include the country code for each number, else it will be defaulted to 852 (Hong Kong). ii
BRIF ARG > 12 > RIS ACHER & 8 2852 (& i)

POINTS TO NOTE 3 &E1E

1. Please do not sign on blank form 57J{£25 (334 %2
2. This form has to be signed by both the Policy Owner and the Insured. If the Insured is under age 18, then by the Policy Owner only. This form must be returned to the Company within 90 days from the date of
accident. [ERISTEHRRETMRARZIRARE - WZHRAAN 18 5% AIAFHRREIRAZE  UHRNEIMRILTHRAREAE]
3. Please answer ALL the questions on Part | of this claim form 5[0l B EE—E i FTE R E
4. Please check if the following documents which are normally required have been enclosed 1% % DL F Al — R AT 8 SO 2 B LS ET
(i) ID card copy of the Policy Owner (if no record in our company before) {REL T A\ 2 B8R (FEAR &AL S1TFERE)
(i) Original Receipts if medical reimbursement required TSR BRHE - 4155208 SOpRE FHIEHE
(iii) Attending Physician’s Statement (Part I1) completed by the attending doctor Hi 33284 2 K5 —Hi iy (R FHHE)
(iv) Other supporting documents, such as Referral Letter for physiotherapy / chiropractic treatment, Discharge Summary, Sick Leave Certificate, Medical Certificate, Physiotherapy Report,
X-Ray Report etc. HAMEEFSCH: » GIAEDAFFEEAN R ZENE ~ HFAas - iR - BAEAE - PEDaimes - XOelES
5. We reserve the right to ask for other supporting documents if deemed necessary. A1/5255 » A/ 8 SR IEAT HAEFIE S0 (4> REF]
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PART Il — Attending Physician’s Statement (To be completed by the registered medical practitioner at the Claimant’s expense)

B - BEEES hamEeNs  FREEEEEASN) Policy No.
1. Name of Patient 55 A\ #:44 2. Sex/Age %51 | T 3. ID / Passport no B {5y EF/ZE NGRS
4. (a) Are you the patient’s usual doctor?

(b)

(©

(d)

FEl A AR R B 7

ONo & [ Yes, since &, H (MM/YY HI4E)

Date of first consultation to you relating to this incident (DD/MM/YY)
WA E TR REH R K22 B (H/A/E)

Signs and Symptoms at the consultation

SRS ZIREURRIR

Final Diagnosis
A& 2

(b)

©

d

(e)

Date of accident (DD/MM/YY) &4NHHH (H/B/4E)

Cause of accident Z4MNH A

Part of body injured B4 {5 Efir

Type and extent of injury (S E R & F2E

Is there any evidence of visible contusion, cut or wound at your first consultation? If “yes”, please describe in detail.
REICKZE - WA GEA S 2E T AV - (GOEEIG ? 41 TF | FHargEse -

(b)

Was the patient referred to you by another doctor?
P ANE G HAEE N EIRET ?
LINo#& [ Yes, Name & Address of the referral doctorsz: » 35 HE{H#E /B2 A 4 44 J bl

Did you refer the patient to other doctor or hospital?
R T B B a8 A A B AR BB fe 2
] No& [ Yes, Name & Address of the doctor or hospital:E » 5B £k BB 270 K it

7. Type of diagnostic procedures, medication, treatment or operation required. (For example, x-ray, suturing, physiotherapy, etc.)
WA G B2V ETR RS ~ BEY) ~ JRREECEIT (40 0 Xk - 488t - VIEAES)
Date HH{ Investigation/ Result {&#/ 455 Medication/ Treatment/ Operation Z&¥/ &5/ F-fif

8. Was the patient admitted into hospital? If “yes” please give details.
RAMTABE? 41 R > RO -
Name of Hospital B[7-Zf% Hospitalization Period {E:fE HHEE Investigation / Surgery / Treatment & /FiEaE
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Policy No.

9. Subsequent consultations date and conditions 722 H #i K BHE

Date HEH Conditions / Impairment &5t/ 5 Batii& Treatment & % of recovery BEEEE

10. (a) Has the patient reached maximum medical improvement?

ARG CEERE ErEFEIERE ? O No& [vYes &

(b) What is the future treatment plan?

KRR Z G E]?

11. Were there any factors which may have contributed directly or indirectly to the accident or which may likely retard the recovery? If “yes”,
please give details.

ERAERRE R R BN A T REDTRES BRI 2 40 T2 o SEIR LR -

12. What is the occupation and job nature of the patient?

T NAYRSE S AR R

13. Total sick leave period granted for the injury =X Z{E M ES B

From (DDIMM/YY H/H /4E) to %= (DDIMMIYY H/E /4E)

14. Please circle the following factors which is associated with the injury and provide details. Z5E H B2 R ZEA RN FFIRZ IR -
Self-inflicted injury Participating in any kind of hazardous sports ~Alcoholic abuse Drug abuse ~Pregnancy lliness/ Physical defect or
infirmity which existed prior to the incident/ none of the above. B #{53% 2 EEfafElniES) 5N R MY 85 525
HI S HSTR GBS, LRSI R R & -

Details :¥15:

15. Other remarks ffs:

| hereby certify that, having personally examined and treated the above-named patient for the above illness/injury, the facts as given above
represent my opinion of his/her condition.

ANERREY] - AN E FOBFRIEA A 2 B - DL FrbRat )5 A NS A BEEGIR 2 B

Name of physician

Signed &4 (with stamp)
BN EHD):
%L;faélzlflcatlons Address k-
e
Date [ i Telephone Number &3

SRR
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