View coverages ‘ Premium due alerts

= Mobile App L e BRI R ]
; N e W] scan to download
? My S un L Ife H K ?ﬁ@]ﬁmﬁfﬁ Manage your funds w. Change personal details - H |:' N:;;ug Lic;:w:”?a
. . Y wmrs A ER Fii A
Managﬁ! yourApollcy atlyour ﬁngertlps 24/1 Submit claims $ View policy contract & R
{}‘I{Eﬂ’rﬁ'fm %H?I‘“Fﬁiji’fﬁ E HTHEME statements

{25 2] R YL 55 4 o o 42 A R

Submitting eClaims through the My Sun Life HK mobile app not only simplifies the claims process
but also speeds up the processing time! If your claim meets all policy terms and eligibility criteria, it can be
processed in as fast as 1 working day. For more information about eClaims procedure, please visit
https://www.sunlife.com.hk/en/claims/individual-insurance-claims/accident-claims-procedure/
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https://www.sunlife.com.hk/zh-hant/claims/individual-insurance-claims/accident-claims-procedure/

Please submit your original claim application to your advisor
or send it to us at the following address:
IR E B IERAS PR RER - BCE 2 DU N ik

Accident Benefit Claim Form

ESMRIERHE AR

Sun Life Hong Kong Limited

(Incorporated in Bermuda with limited liability)
FHKASRATRAE
(FEFETMEOL 2 AREEATD)

Client Service Centre % = I 5 0y
Address: G/F, MU Tower B, 18 Hung Luen Road, Hung Hom, Kowloon

[ ]
Sun Life
HuhE - UREATRALE 1 18 HRED AL, B B N

3 =
K BH & &%
Tel & &f (852) 2103 8928 Fax {#H E (852) 2103 8938

1. Please do not sign on blank form ¥5/77{525 4 #=4& L %F

2. Please submit claim application within 90 days from date of accident Bz HH 5 S = AN H B 90 RANIERL »

3. Please submit the following documents with Accident Benefit Claim Form 5540 DL Fi 38 S0 {4 38 5] B 4 Mg Fes B8 B 55 R — OFR AT -

ID card copy of the Policy Owner (if no record in our company before) frEE T # A\ 2 B {7 58 BIAS (AIRE R 5 FA A2 B TFAE)

Original Receipts if medical reimbursement required 1FANBEFEULHES » 1R Z(E B IR E

Attending Physician’s Statement (Part 1l) completed by the attending doctor 2282 A= S 2721958 Bl {75 (B2 i 5)

Other supporting documents, such as Referral Letter for physiotherapy / chiropractic treatment, Discharge Summary, Sick Leave Certificate, Medical
Certificate, Physiotherapy Report, X-Ray Report etc. EAthzE {4 > Gl0Y e SE A R 2 EA(E ~ HETHEE - HERE - BAZHSE -
Y ERH S - XObIEE

4. We reserve the right to ask for other supporting documents if deemed necessary. AIHEEZ » AR E TR B A H A SFOH SO A2 FEF

CONSULTANT’S INFORMATION EER9ER}

District/Branch [&ig/53 17

oooa

Name #:44

Code 475k Contact Phone No. Ei4%EEEE

Claimed Benefit(s) Z{E {r[ELEH:
0] Weekly Indemnity 3 4MSHE A S

Case Type FHE(E 251

[JAccidental Hospitalisation Allowance & #M¥: e B [ [ONew Claim &5z 1E

O Accidental Medical Expenses & 4N &7 H {2

OFurther Claim FE¥vZE

PART | (to be completed by Life Assured / Policyowner / Claimant) Z—&5 (HZRA /REFE A | RENESR)
1. INSURED’S INFORMATION Z{& A &¥}

Policy No. {f- B 51 Name of Insured <7 {f: A\ #:% Age i | Sex M1 ID / Passport No. S {735 / &I RS

Email B &yl

Mobile F42&Ez

Present occupation and job duties FREFEE % & ik 7%

Name and address of business or employer /\ 5|5\ (g I 24 F# el
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2. DETAILS OF ACCIDENT E4i¥B
(a) Date of incident i HH

(b) Time of incident Z#HF [

OAM. k5 OpPM. T4 Time A%
(DD HH /MM B H 1YY 4£4F)

(c) Place of incident Z5i# i85

(d) How did the incident happen? ZE&#E4 44487

(e) Any confinement required due to this injury? ¥ & REXZ G AFER ?
O No# [ Yes

If yes, please state the date of admission and discharge 417 - &z A AT K e HEH :

(f) Was the incident reported to the police? 75 & 5tE XREH-HE ?
O No#& [ Yes

If yes, please provide a copy of witness statement/ police report #1175 » 52t 4R/ B2 ERIA

(g) Have you filed this claim with other insurers, including Sun Life Group Department?
AL ZREE Y H A ORI A FIE R ES » BAE K H  BRS PRiR D 2
[0 No & [ Yes, please provide the following information & » S5HR{L T 5 Fr R &R

Insurance Company / Organization Policy Number
TREEAT] | 148

TRELSRES

(h) Will you file this claim with other insurers, including Sun Life Group Department?
AT R A R A TR R AR 2 R ORI 2
[ No #& [ Yes, please provide the following information 2 » 352t THIFRFEHTE R
Insurance Company / Organization Policy Number
AT /14

RESRE

*If the second insurer is Sun Life Group Department, Sun Life will pass the claim settlement letter and the certified true copy of original documents submitted
together with this claims application to Sun Life Group Department after the claim is completed.

W AR GRTT Rk Bl Z BIRR ORISR ED - KBTS AERHE e AR - R EAS RS MBI 2 TEA SO Z 50

woaam A I B K I 2 B CRba D o

- 08/2025 SL — Accident Benefit Claim Form P.2/6 —



3. PAYMENT INSTRUCTION 2 A=#ER

a

Faster Payment System* (Receive the claims settlement as fast as instantly upon claims approval)

TR (RETREERIGE - AR R)

Please select one of the following 3%, Hrp—IE

O Pay to premium autopay bank account [k % & B#EIEAE = L1
O Email &
[0 Mobile number F-#5%5%: (Country Code EZz{{55) Telephone No ZEEEHEHE ( )
[0 FPS identifier "##Egih | 3% 7I9EHE:

Note: Your FPS account must be registered under the Policy Owner. If the payout via FPS is unsuccessful, the entire amount will be paid by cheque and mailed
to the Policy Owner’s correspondance address.

EE

TR (RS EMAAEAAREE BIRE EREA o WRAERRIIEL THER | (0 BESEHLTEYALN > WA ERE A @R -

]

Credit to existing premium collection account (2 working days after claims approval)
E iR 2B IR GCR T IR (BRI 8493 2 L IEX)
(Account Holder must be the Policy Owner F 0555 AN BB FHEAN)

China UnionPay (2 working days after claims approval)

hERSRI (BB R AR 2 B LEX)

Please fill in the following information :HEE L N &R ¢
China UnionPay account holder name in English Fr[E$RE: = ORA A 2 T k4
China UnionPay Bank Name in China 5 E$RE $R1 7> & Ff%:
China UnionPay account no. 1 [E$RE# = C19%60E:
O 1agreeto apply the China UnionPay to receive the claim payment and bear any bank charge and differences due to the exchange rate incurred associated
with this transaction. Final claim settlement method will be subjected to the acceptance of banks. | agree to receive the payment by cheque via Financia
Consultant in case of remittance failure.
AN IG5 DA BRI SR Hst 77 X AH R 5 0 5] R R A7 WCHI A9 £ {48 B BB e f8m Fl AR RIS « 8% Z BRRESZ (N J7 U0 RIB SR T 2 e I - S0 ET - AN
[ PASZ S 77 =07 B R AT -

*Please read carefully and agree to the Important Notes below. 5 {F4lkE:E > Wi [EE DL NEESEIE -
Important Notes j¥ & I1E:

1. China UnionPay Debit Card holder must be the Policy Owner. $£17F0RHE ANEBIREFREA -

2. Only applicable for payment to CHINA UnionPay (“UPI”) Debit Card issued by banks in Mainland China and opened with
Mainland China ID cards.

FUBFITARE N 2 BB SRATIE DL A B Pt g 53 S8 BH 1 7 SRS fr B SR

3. Applicable for payment with transaction limit below the equivalent value of USD 3,000, subject to a maximum total payment limit below the equivalent
value of USD 10,000 to the same beneficiary per day, and a maximum total payment limit below the equivalent value of USD 50,000 to the same
beneficiary per year, according to the State Administration of Foreign Exchange. The HK Dollar equivalent will be based on the exchange rate as
determined by the Company and banks at the time of transaction. The above limits are set out for reference purpose only, based on the information
available to Sun Life as at the time of this form design. The requirements are subject to change as may be announced by the relevant authority or imposed
by the UPI policies from time to time.

BRI RS NEE B SR E - HBEAREE 3,000 El N2 NG5 R » Fl—2m A2 G HREENFERHEE 10,000 =5t B—2m AZBFRE
HANTREE R EE 50,000 E7T - BT HESHENA N T RTINS RFETL 2 PEA « il fREH RIS K B e R R B RET IR TS &R m S 28 - ks
% BRASOKATREE 7/ & B B SRS BUR A T iR (R 50 -

4. If the payment value exceeds the payment value limit, cannot meet with the latest requirements imposed on UnionPay transaction, or do not meet the
required accuracy and completeness of payment details, the payment will be rejected.

WA EIR - REEFFGTEIT SRS S B 2K - BUREERT & N RRG R R I R S 3R 280K (ROR SR -

5. Correspondence address in China of China UnionPay Debit Card holder maybe required by bank for verification subject to the re quest from banks and
UPI policies.

TR SR T HOK R R BISRIBRECR - SR 7 B B 3R T P IR A A7 B At s stk -

6. By Choosing this option, the Policy Owner authorizes China UnionPay to accept the payment from Sun Life. The Policy Owner also agrees to bear any
bank charges and differences due to the exchange rate incurred associated with this transaction. Final claim settlement method will be subjected to the
acceptance of banks. In case of UPI transaction failure / rejected, the Policy Owner agrees to receive the entire payment by cheque via Financial
Consultant.

BEFEIM TR > B R R R A PR P R SRR 2 Ak B Bl I 28 SRR R E WA A R B S 4R Z PR BN © OB EME AJRE AR IEA
AR5 FE BRI 2 A 2 AT AT 85 7 2 P R D72 o eI (B SRR 7 U UG SR THEZ B2t » AR BSRIGRS2 B i | WAE4Ens - PREETME ANE R PAS ST
AT HESHE > WA HEMBRUGEZ -

d

By Cheque (3 — 5 working days after claims approval)
X (B RAE 3 — S ETIEX)
Please select &5k [ Via Consultant 48 aR5##EAS [ Mail to Client's correspondence address B #5527 2 2 FomsfhE

4. OTHERS Effigr

]

Please return Certified True Copy of Original Documents after processing claim 3% > B 5z 45 1% 38 [0] 1IF A SO B B A

Delivery Option E[a] 7=
O via Financial Consultant 4% f3 i g R i
O via Originary Post to the Correspondance Address of Policy Owner in Sun Life’s record [\ SEH 5 703E [0 28 £ B8 T HEAJE A BHEC 6% R m st bl

*Please note that the Certified True Copy of Original Documents will be sent separately from your claim payment.
AR IEASFHI B RIAS R B B I R R oy P o 2 -
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PERSONAL INFORMATION COLLECTION STATEMENT {& A\ &l EEREEH

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 any 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 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 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.
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 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.

Sun 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, MU Tower B, 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.

RN I BEYE R E A SRATRAT TR ) ) AT AR A ZRCR s B T AR AR RS S LR U PE LU TR © -G PREE R A A/ S0 e

S B AR B3 © () RS SRR A B R AR S - SR BRI © (i) PR BB REEE © v) TEPHEE | (1) BE PR 2 - (R kT

B () BB R S EUE R SRREE S 5 (viD) BB E SR A B S ; (viii) BRESPRT A B LR BT ZIRBIN (B S)AB - AH - K

HUET] S 2 S TR SR PO o) B ST 0 G oy B B SRBOH = W T S SR S MR CLARRIRA V88 - 25 T 2B - bRt

fit) + Re(ix) B E AT E Y BRI LA H Y -

KBITF TR A E SR HA AR R R SRS RS - SRRRRESREEN DO - B - 85 - EEEs A ETEe

SEIEANES - RIHEEA NS FE EERRTARE)  SIAIRTERA NS S 2k 2R - A | TSR EEA B R ERZES T TR

TR L5k -

KA Byl (B0 E A A B S AR T @) BHEATR AR CRRER BaCr i) THMRRIE =7 ISR EEE - BREN - BRURmReE - %

SRR UL GRS - FHRMR AT - BRI A B AR A A R R 2t 2 & B BRSO R (ELA 20K ()R /B SHSRIT IS8 5 (© ANE S

FHRAIRIELE GOF) (@) KTIRHRAR A RRBE A © ATINREAT (RISATIEGIEI) SIRERERFIREE  ERATR MRS O SEEREN

1 (R OERA TG RIEE (@ AT RN SRS ERRIURZ) 2 A B « A8 - AR5 - ARG 2 S0k IIs0K BT B (- B A T R

BB HSUBON 2 I 0 T 93 SRR A E R T R 258 - U5 T 0B + R R R BT3B e L R BB (B (o) A sRBE R  5 B () $ AR

S -

KT RSN B AR EREAA | BEOE A EEHEL R - KB S0E AN B SR A ZHBER - AT SR AR AT B A

e TEUK AT\ S SR R SR RS TR E S - AT AR R R T A AR B S E A AWER U B AEE EE
SR 18 SEALATL B B T B ISR IR A )% SRSt 88 - K T T 5 BRI S E ) -

SRR B A F] I A A=) (ISR SRR R ey ) -

O] R IR e K P T HE R 2R, + SR TS PO 530 -

DECLARATION AND AUTHORIZATION EgHA K571

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 (the “Company” ) may be unable to process this claim if I/we fail to provide any information related
to this claim. I/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 Sun Life Hong Kong Limited 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) 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.ID.S.) and A.I.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.

ANEFBERRERE TS - (F) ARHE P HER LEVBAREE » DEEANEEEE RS RN GEEAR NIREM S - M m AR - 5P - ANEE
HAMA A RAES REEEENERIGHERE - (2) MANEGEREREHFHMFER  ESEEKHSMERARE CUNERE TAF ) ) RERIEILRI E R - AN/

LEERHRELL T8 0 () (EREEMEE - Bht - 207 WA E - BUFEPISUE M EMIF AR A N2 IR A BA B R 2 A LEHE, E Sk HSRARA S SRERE
BEEE, S AL A& - () ATEATHEE 2 B N BEUEERAT - AT RS - AR N2 IR HETT TR Z BT BN DA AR N 2GR N2 IEBHIRL © () RAE
ST I F M bt A SO A R (T B (e i BRI B - RS EAR IR T SR (A 2 e ~ N RIEEZ M EHIV) B ~ BRI 2% (B2 R
BRI o IR N /2 O N 2 R N 82 N LTS » BIEAR N2 R AIEC BT RsRe 1] » BEIREE A R0 - LIRS EI R BLE AR B E ST -
Signature of Policy Owner {rE FFE AN ZEE X ID / Passport No. Date (DD/MM/YY)
Name (in block letters)  #:4 (K5) By | FEIRSR HIH (/B /15)

ID / Passport No.

Signature of Insured  Z{EAZEE X sz |
9 ZRARE {3 | TS

Name (in block letters) #:4 (KE)

Date (DD/MM/YY)
HHH (H/RIF)
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PART Il - Attending Physician’s Statement (To be completed by the registered medical practitioner at the Claimant’s expense)

BTG - BEHE (AL FERRFEREARM) Policy No.

1. Name of Patient 55 A #:% 2. Sex/Age MR | FHS 3. ID/ Passport no E{5y3iF/ iEsERES

4. (a) Are you the patient’s usual doctor?
BN A E R B ?

O No& [ Yes, since &, H (MM/YY HI/4E)

(b) Date of first consultation to you relating to this incident (DD/MM/YY)
WA E TR KB R T K22 HE (H/AAE)

(c) Signs and Symptoms at the consultation

Kl ZIR B iR

(d) Final Diagnosis
%2

5. (a) Date of accident (DD/MM/YY) Z4NHER (H/B/IAE)

(b) Cause of accident E/NHA

(c) Part of body injured Bi&~<{5 > Efr

(d) Type and extent of injury {5E54E R K A2 fE

(e) Is there any evidence of visible contusion, cut or wound at your first consultation? If “yes”, please describe in detail.
NEIORZ2IG - WA ZGEAE S 2E A ARG - GOENG ? 40 "H - SErdEse -

6. (&) Was the patient referred to you by another doctor?
NS HA B A FIR T 2
[ No& [ Yes, Name & Address of the referral doctor®: » S5 (L /M B2 4 4k 44 Ky Sl

(b) Did you refer the patient to other doctor or hospital?
R T A R A A B A s B e ?
[ No& [J Yes, Name & Address of the doctor or hospitalig: » 55 fE{EEx 4 BB e 44 5% & Hirhl

7. Type of diagnostic procedures, medication, treatment or operation required. (For example, x-ray, suturing, physiotherapy, etc.)

WG P22 EE FrR ] ~ 259 ~ JeRRETln (40 - X0t - gt - YDA

Date HEf Investigation/ Result 12/ 455 Medication/ Treatment/ Operation &5/} F1iF

8. Was the patient admitted into hospital? If “yes” please give details.

AR ? 41 TR SRS -

Name of Hospital B&[z447% Hospitalization Period {3z HHA Investigation / Surgery / Treatment &/ /GHE
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Policy No.

9.

Subsequent consultations date and conditions 72 HEH 5 58 1%
Date HiH Conditions / Impairment {551/ 5 #&HLE Treatment &5 % of recovery FF{EIZE

10.

(a) Has the patient reached maximum medical improvement?

WA ECEZER L ERAEIR 2 LI No & [ Yes 2

(b) What is the future treatment plan?

R ZGHETE?

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.

AL R BRI BN FIRE RS AR (R 2 40 T2 - SR -

What is the occupation and job nature of the patient?

55N LR R

13

Total sick leave period granted for the injury EZZ {52 > jwE

From (DD/IMM/YYH/B/IE) to & (DD/MM/YY H/ B I4E)

14.

Please circle the following factors which is associated with the injury and provide details. :5FEHEBLE R ZEHRIANY NFIRZAEFL -
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 #{5% 2B &l ES), 5N SRS 8022 TR 25
HI SRS ERIE RS SS, DA R BTAR T -

Details :¥[5:

Other remarks

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

ANAEBEER - AN ROafR bR A2 B > DA EZ bRt/ A N MR Z B R -

Name of physician

Signed % #4: (with stamp)
B (EED):
iual.lflcatlons Address Hf:
&EhE:
. Telephone Number
Date HHH: EREGTIS:
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