Medical Expense Claim Form (Bright Superb Health) Sun Llfe
ERE R ERRR (BT E) K A & @k

Inter Partner Assistance Hong Kong Limited (IPA) is a service provider appointed to provide claims services for “Bright Superb Health”. Please

contact IPA hotline for any claim enquiry. Tel : (852) 8101 8011 Fax : (852) 8200 8377 Email : sunlife.hk@ip-assistance.com. Please mail your completed claim form and original
medical receipts to Sun Life Claims Department, G/F, Cheung Kei Center Tower B, 18 Hung Luen Road, Hung Hom, Kowloon.
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Consultant’s Information EEREE¥

Consultant Name District/ Branch Code Consultant Code Contact Phone No.
T I/ 3 1T4R 5% R W& BT

Part 1 ££—#{% - To be completed by Insured or Policy Owner if Insured is below 18 years old (Please attach hospital / medical expense receipts with this form)

AR ANEE - AR AKI 18 5k > AIHIRERA NER GREE R/ B 5E BB — )
1. Personal Particulars {E A&}

Name of Policy Owner Eng Family Name #: Given Name % Chi 132 Policy No.

PRERTA A4 L IREEGRSE

Name of Insured Eng  Family Name #: Given Name % Chi Hh=z

ZIRN I L

HK Identity Card No. of Insured Date of Birth YYMMIDD (4. H /H) Age Sex M/F
ZIRNE EE SR HA4: HE s Rl B2

Country of Residence in the past 12 months of the Insured
ZRNEE 12 [{H 2 HE

Daytime Contact Telephone No. E-mail Address
Hlbrad EeE EEE ok

Name of Current Employer Position Held
HEEEA Z R AL
Address of Current Employer Tel No.

BT (R E ik ARG F

Remark 1 ff&¥—: Claim Status Notification and Claim Cheque (issued in Hong Kong Dollars) will be sent to your consultant unless you specified by ticking the following box. #1

TR PSE ESIERIE LR » REERDEH S RS E ST (DUBRSAT) Rt TR TR -

. Send the Claim Status Notification, Claim Cheque and Claim Settlement Advice to my correspondence address as your record O
REERENE - BECE R E BN S A f BRI
Remark 2 5 —: Please tick the box if return the Certified True Copy after processing claim = H 345 1% FIR AL EFEIA » 578 E 5158 O

2. Consultation Information kZ &kt

Please provide consultation information to facilitate the claim processing 52t E4HR 22 &Rl DL R B2 (g
2.1 This consultation/ hospital confinement EZK#2 /EF5%
i. Reasons of this consultation (provide details as appropriate) k2 [HA (GEFEALEER )

« Due to illness/ accident. Please provide the diagnosis =55/ BAMNTEL @ Sk

« For accident, please provide the circumstances of the incident 4[1/& =/ NEEL » SEHEHLEINER |

ii. When did you first aware of the manifestation of such symptoms iii. Date of first consultation
i E SR B .. A=
YY/MM/DD (4 H/H) YYMM/IDD (4 H /H)
iv. Name of Hospital / Clinic / Doctor
[ UVe Ve G 4
v. Consultation period : From to vi. Name of doctor(s) consulted for this illness / accident in the past :
K2 HIA £ B OB YRR BN L BT

YYIMMIDD (% /5 /)

2.2 Previous related consultation history i 72 [K3% 7 K240 8%
i. What was the sign / symptom in the first consultation &2k 2~ %

ii. Date of first consultation iii. Subsequent consultation dates of this sign / symptom
[JEZ1=E R B B
YYIMMIDD (48 /H /1) YYMMIDD (4, H /)

2.3 Please provide the name and address of your usual / family doctor :

FHYIHE T AEEE K NE L RER L2 AR Rk

3. Others HAM&k

Do you have other insurance coverage? If so, please state 5B ANESN » ZERAE SRR EM R A S 2 40175 - 5H51H:

Name of Insurer Type of Coverage Policy Number Policy Effective Date

NG FRdiRi e TREEARSE IREEAH
Client Service Centre HERB L Sun Life Hong Kong Limited 7k BH4&RIAIR A S
GIF, Cheung Kei Center Tower B, 18 Hung Luen Road, Hung Hom, Kowloon JLAEALBAL &35 185 % 1L cp 0 BIE T (Incorporated in Bermuda with limited liability 7 B2 iR 2 AR E])
Tel (852) 2103 8928 Fax (852) 2103 8938 HEE (852) 2103 8928 {#F (852) 2103 8938
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PERSONAL INFORMATION COLLECTION STATEMENT {i A B S22 EH

I/We understand and consent that, any personal data collected by Sun Life Hong Kong Limited (“Sun Life”) (whether collected in this form or otherwise) may be used by Sun Life for
the following purposes: (i) processing and evaluating this application and any other applications I/we make; (ii) administering and providing services in relation to this product and an
other products I/we hold; (iii) processing and investigating claims; (iv) conducting customer surveys; (v) researching and designing financial, insurance or pensions products for|
customer use; (Vi) selecting and participating in reward, loyalty or privileges program and related service for me/us; (vii) contacting me/us for the above purposes; (viii) complying with|
all laws, regulations, regulatory guidance, court orders or obligation or requirement under an agreement, or other commitment, between Sun Life or any entity within the Sun Life Group
land the regulator or government in any jurisdiction (in relation to money laundering, terrorist financing and tax evasion or otherwise) to which Sun Life and it's related companies are|
subject to (of Hong Kong or any other countries); and (ix) purposes which are directly related to any of the above purposes.

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 so use my/our data unless Sun Life have received
my/our consent (which includes an indication of no objection). I/We know I/we can tick the box below if I/we do not consent to receive such marketing information.

ISun 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 Sun Life to carry out the
above purposes, including claims investigators, medical advisors, medical service providers, emergency assistance service providers, reinsurers and professional advisors (provided
that such contractors are required to keep all such personal data confidential and may only use the personal data to provide those services); (b) to my/our bank for payment purposes;
(c) to my/our licensed insurance broker (if any); (d) to Sun Life’s licensed insurance agencies and MPF intermediaries; (e) to Sun Life’s related companies (as defined in the Companies|
Ordinance) including pensions services provider, insurance companies and financial services companies; (f) to the Hong Kong Federation of Insurers (or any similar association of
insurance companies) and its members; (g) to any person or authority to whom Sun Life and its related companies are required to make disclosure to as a result of applicable law,
regulation, regulatory guidance, 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, terrorism and tax evasion or otherwise) that Sun Life and it's related companies are subject to or required|
to comply with (of Hong Kong or any other countries) and (h) as otherwise required or permitted by law.

ISun Life may also use and disclose my/our personal data in other ways with my/our consent or as otherwise required or permitted by law. I/We understand that the information I/we
give is voluntary, 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.

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

A EEROREEEEKAERATRAT(C K ) W LUREE AT SR E BB CR s R AR s HA R AU E LU T AR ¢ -() IR KPR NS R R 3 R
(T ELA R S ¢ (i) B N/ A AT R HAE & SEEROMHBAIRES © (i) lR B AR EREEE ¢ (v ETEFHE () REFHI sl ~ PREEEGRIREEM - () BAA
FEEEE N 2 B - R R R S (vid) R R E AR RIS ¢ (vil) RyiST TR A R H LA BT IR (R ECH A 20 A B ~ AR  GEBUES | AR S
17k B B4k P 42 1 A A ) B 0 R TR SR B R PR BT Z P st I T Py 3805 B DR S MR CHAHRR I 8% ~ R0y T 8 - ielcAM) + R0 82 Rt fEfT H i
[ELREA R H A H Y -

PR BIARTT (8 A BB o - BAE AR R Rk - K IIR B = 5B IR e Rl R ORI zs sarHERT AN - DI eEEs ~ S0 » 8l - EaEmAsERETEEEIA
REANESE © IRIFGEANEE ZEE WERRARE) SRR ERAANBEZ @R BZAR - AN BEPEEANEETFARERZILEREREN - TR TR
| 55k -

VKB By DL AR B BB R AN FHIEAER T () ARk B CRanEd e (it )y) iR EURBVE =77 > BERERE S - B - SRR ftE - B500g
IR EER ~ ORI AT - SRR (R A RARR T A E A BB RS R & R OARIRB M A E AR © AR NEFRRI TR © () ANEEAFRRE R
AR 5 (d) AIARIFFREORER A RGRIE A ¢ (o) ABIRIBREAE] (RIEAFIREIETY) WERRERBRAE - AT RS O THERBERE CEME AR
(NFGE) REEE ¢ (9) AR HREAFREZ (ERHMBZ)ZEG] ~ A8 AR5 - AR 6 S Bk I B0k BT RE N A (] B R B (R A B PR BN Z R e
| T EREOR s ARG R CHARBR T S e ~ R0 T B4R - AR A PRAIT AR M HAE BV A LSBT E S ¢ R (h) FEAGIZOR SR TAYHA AL -

UK I AT RA BRI E R AN BENE BRI SRR [ SENE AR - RAESEHORNESREZEAERHIE A - Amifs RO BE AL » 7
HEOK IR B AR BN R SRR TANEE - ANEEARERREREIEARREEMANSENEAER  ARZCR T ISR A S 25U EALALE
G 185 R OB T K IR A TR A E % SRS 1 O AEEE © KT AT SRR B (R SRR S B -

KIAEE" KR EAR 2B AT - B RENER A S (R ERERmE ) -
O B E B 7k B 8¢ tHAVHERT AN » S50 718 R ES5E -
DECLARATION AND AUTHORIZATION B85 R #3HE

I/IWE 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 (the “Company”) may be unable to process this claim if
I/we fail to provide any information related to this claim.

I/IWE 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 Sun Life Hong Kong Limited or its appointed representatives
any such record, knowledge or information. (b) the Company or 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) I 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.l.D.S.) and A.1.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 theoriginal.

FNEFEWRFEETIIER © (F) REEESHE EAEETREE - DURERNEEHEEZRNERMEGEEE AR R AT - B - st - ANEEND
AL RAE SN EEEENERBY R  (2) AN GSERERMUIEFFRREN  TERERAHSRMARAE CUMER A, ) REEEMEREESS -

NG EENZHELI TR () (EREmEL - Bl 207 RIRAE  BUTEFISUE R HAR A AR A A Z IR A Z B A Z A2, mEAkASmMARATSHAE
BFE, BPEESAEMAR R © (2) AN EEE 2B A BSLERAT - WIS - AN R NMET TR Z BT KA AN Z RN Z IR - (H) ANEE
R ILIEHE b A\ LSS B (T T R (M e R BT B - RS ER TR T S e 2 2 ~ N REIERZ i3 (HIV) Bt ~ RRBIEIERZIN (B50W) K%
HEISE © IR AN ZIRAZ RN R NBFYRTT - BMEARNZIRASE TSR T RRe ] - IS I0A R0 - LIRS I B ABIEABFE] -

Signature of Policy Owner ID / Passport No. Date (YY/MM/DD)
(R AT X SyE | EIESES H (F/ATH)

Name (in block letters) #:44 (A %5)

Signature of Insured ID / Passport No. Date (YY/MM/DD)
AN £ EEU ETEE 2
2R X B | IR HE (F/HIH)
Name (in block letters) #:4 (K%5)
Client Service Centre B IR F L Sun Life Hong Kong Limited %7k B4 Al AR /A F]
GIF, Cheung Kei Center Tower B, 18 Hung Luen Road, Hung Hom, Kowloon JLAEATBIAT &35 185 1L cf 0 BIEEHT (Incorporated in Bermuda with limited liability /7% B 58k M0 2 AIRTTEAF])
Tel (852) 2103 8928 Fax (852) 2103 8938 Wi (852) 21038928  {#E (852) 2103 8938
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Part 2 £ —#{4% - Attending Physician Statement (To be completed by the Insured's attending doctor at the Insured's cost)

EBRERE ULRARZRNMEERARZ E2RAEE - MBHARHZRARR)

Full name of Patient HK Identity Card No. Age Sex
HAES TSRS R P

1. Consultation Information k2&¥k

Treatment Period from to
ZETH £ Ed
1.1 Diagnosis of conditions :

R

1.2 Investigations, treatment, therapy, surgical procedures done and result during the above mentioned treatment period :
BRI Y B e E - AR TR E RS

2. History of Consultation 75 #f_E3tsp > &ie

2.1 Prior to this consultation , did patient first consult you for the related signs and symptoms and when was the first consultation?
FERZOKZ HHART - WA A SIE G IREGE 222 A Lalwit 2 508k 2 WA » W AR B IR 2
ONo [ VYEs - the first consultation was since
& H o Bk HERE

2.2 What sign(s) and symptom(s) was/were the patient aware of at the first consultation?

HNEF—TRZZ FERHE 2

2.3 If the sign(s) and symptom(s) mentioned above were caused by an accident.
W0 bt Bk R AN
i) Accident Date Time Place
g EE oo (e | Hi2

) Please give the circumstances of the accident in details.
SRl EAMNETEE L -

iii) Any external visible signs of bodily injury were revealed at the 1st consultation? Please give details.
FHEGEAEIORRN  ZED AT T LHEIME ?

2.4 According to the patient, for how long had such symptom(s) persisted before the first consultation?

PR AR > R BHER2 AT S A

YYIMMIDD (4£/F /H)

2.5 In your opinion, prior to the first consultation, such symptom(s) had persisted for
BIRi2a A —JOR2H - WECRET

YYIMMIDD (4£/F /H)

2.6 Was the patient referred to you by another doctor for further management? If so, please state name of referral doctor :
PN B AEE S Gl (a5 2 1002 > YIS

[ No [ ves, the name of referral doctor is Reason of referral :
& & HLEBER W H

2.7 Was hospitalization required for the above mentioned diagnosis?
AL AL - ARG ERE ?

[ Yes Hospitalization Period is from to Reason for this hospitalization :
= b HH ES (SN

O no , The patient does not require to stay at hospital for treatment

T WATTREEREZIGR

2.8 If you have recommended the patient for specialist's opinion (other than attending Physician), please give specialist name and nature of treatment provided:

WHEEN THMZE - FHRESHEE R ROORN

2.9 During hospitalization period, did the patien}ﬁhajve any [ No O ves, the home leave periodis from to Reason is
home leave taken? fE(EREHR - W ABEHBIME ? = A SBESN E S = JHRZ

2.10 Please indicate if the medical condition and its subsequent treatment are associated with the followings
FEtE AR S BN SIS SRR

Yes / No Congenital anomalies, infertility or sterilization Yes / No Dental care or General Check-up
& T RRUEAREEREN  NEIEE b= e FrRbaR - BRRE
Yes / No Under the influence of drugs or alcohol Yes / No Rest cure, rehabilitation, convalescence or extended care
b T REEREEYRE b % R#E - R - R EEEE
Yes / No Self-inflicted injuries or suicidal attempt while sane or insane Yes / No Mental or psychiatric problems
& A AL EFRAE T 2 B RGEXERTH = = S EREGHE R
Yes / No Pregnancy conditions or any related complications Yes / No Cosmetic / Plastic Surgery
b A R T [ W b= A EB/BIVINETHE
Signature of Physician Hospital / Physician Stamp
BAEE Ve EE
Physician Name in Block Date Signed
[ EadEa HEHY
Clinic Address of Physician
EZRipiAiIR
Client Service Centre % IR L Sun Life Hong Kong Limited %7k B &R /A =]
GIF, Cheung Kei Center Tower B, 18 Hung Luen Road, Hung Hom, Kowloon JLAE4TBIAT &1 185 1 1t Bl T (Incorporated in Bermuda with limited liability 7 B2 iR 2 AR E])
Tel (852) 2103 8928 Fax (852) 2103 8938 A (852) 21038928  fHEL (852) 2103 8938
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