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Please submit your original claim application to our advisor or send it to us at the following address:
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Client Service Centre%Z = i 75 H1.0»

Address: G/F, MU Tower B, 18 Hung Luen Road, Hung Hom, Kowloon
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CONSULTANT’S INFORMATION EERIZE R

Name #:44 District/Branch & 15/531 T Code 45t

Contact Phone No. 4% eEExE

Claimed Benefit(s): Z{E (R ER] :
O cisfkitis O SPDEE K AEGERE [0 Others, please specify Hth > #aEH]

Type of Value-added Benefit (only applicable to LMB/ LMEB) {45 | {REER] (H 5 NG ES SR / fEELEyNE 215
[0 Second Medical Opinion Service 55 8¢ FAE7% [ Psychological Counselling Service /(BRI 75
[ Dietetic Therapy Service 8t & &R

Type of Family Care Benefit (only applicable to SunHealth Critical lliness Care) " EE K E | fREER] (H H R E R )
[ Parental / Child / Spouse/ Pet Case Service BfIE <R | T2 | BiA® | Se9R%

Case Type: [ (B Z4557 :
ONew Claim & (E

OFurther Claim FFZZ

PART | S5—&57y
1. INSURED’S INFORMATION =Z{& A\ &t

Policy No.{#E557 Name of Insured Z{f: A #E4 Age F# / Sex 145

ID / Passport no & {333/ 18 5705

Present occupation and job duties P&k KRk 75

2. DETAILS OF ILLNESS / SURGERY &% / FiTsftE

(a) Critical lliness claiming for Z{& > f& =44 %
(b)
(c)
(d)
(e)

(f)  Name of the doctor / hospital first consulted &ZRKE2IEE /88 e 4%

Please describe the signs and symptoms 354 #lti (# SUE iR

Date of the above signs and symptoms first appeared (DD/MM/YY) &R H IR Uik 2 A (E/ 5 14E)
Date of first consultation (DD/MM/YY) &Kz HEH (H/H14E)

Final Diagnosis confirmed by the doctor B 4L B E Y 4 21T

(g) Name of the doctor who made the final diagnosis {E H (& 2 B E 4= 4k &
(h)

()  Name of usual doctor & & SKE211Y8& 4 44

Name of other doctors who were consulted 24 5K 22 Hifth B A #: 44

() Name and address of hospital admitted for this illness/ surgery [RIHL7/ i A 2 B&P 458 Kbk

(k) Date of Admission and Discharge (DD/MM/YY) A Kbt HEE (H/ H/I4E)

() Any concurrent claim filed to our Group Department or other insurers? 75 7 [&]H [ 4\ 5] 2 BI#S (R I s A AR R A Bl R A 2
ONo# 0 ves
If Yes, please provide the policy no. & name of the insurers 4175 » 5551|BH (% BE S8 K /\ 5] 448

Name and address of business or employer /&)= T 2% kil

(m) If the critical iliness is related to an accident, please give the details below. @ {E > GREEAEINER - FHZEEDUTEERE

i) Date, time and place of incident S5z H 3 + HfRE R B
if) How did the incident happen? S5 4: A94% 8 K 5 E15
iii) Which part of the body was injured and the extent of injury? {5y & Balfir K (5542

iv)  Was the incident reported to the police? 75755k f& KR 2L ?
O No& O vYes, please submit copy of witness statement / police report 7 » 35iEA CI{iE4E/ LR gEIA

3. OTHERS HAti#gR

O Please return Certified True Copy of Original Document after processing claim 3% B 845 1% 38 [0 (F A SR L ERIA

4. REMARK EE:
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PERSONAL INFORMATION COLLECTION STATEMENT =g ave ]

1/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.

[0 Please tick here to reject receiving marketing information from Sun Life.
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DECLARATION AND AUTHORIZATION E2H i

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 infor mation 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.LD.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.

RNEEEI R TYIEE . () ARHE PR DArsivE I REE » DREENBESHE Z RS eS&AR NIR M - @l - sriles - ANGEHEMA S RAEGIRE
BRBEERIFETRE - (L) MENTERERELTFANTER - THEESAKPASRARAT CUTH R TAE ) )RAEREILRE R - ANGEERFET &8 - (F) s - &b
BT A E  BUFE PSR EMR A AR A N Z IR A Z BB 2 A LSS, nEBKASRARAT N ARER, #IEEC AR ER - (2)ATSATHE 2 BHEA BS(LRAT - 73t
FEEIGE » WA Z R NI TRT R Z BB RO DAL AR N Z O N Z SRR © () AN/ SRR IR T\ L S i R A (T BRI (M 0 R R A et (R PR M E T KE B (e
B~ NS IR W (HIV) B ~ R TT6Z () KBS A HEE « IR N2 IR Z BR NS N B AL ] o BEARN/Z R SR CSERTT AAEST - IR FARTT - It
PSR EIRBIEAR R E %S0T

Signature of Policy Owner {REE ¥ A %2 X ID / Passport No. Date (DD/MM/YY)
Name (in block letters)  #:4 (K%5) B8 | HEIR5R HiA (H/AF)

ID / Passport No. Date (DD/MM/YY)

Signature of Insured  Z{EAZFHZFE X U | s
G738 | IR HEA (H/H )

Name (in block letters) #:4 (k%)

The information you provide will be treated as your latest contact details and applied to all policies under your name. ffi R e B b ERE JiF e

Email { ’ Mobile ’
B e | )

If no update is available, your existing contact number(s) and/or email address(es) (if provided) will be retained. 4IIHEIE G ST » FeATRFIS F GBI 4 7 56 B /ol PR T Mk (410240 1) <
Please provide at least 1 mobile number and include the country code for each number, else it will be defaulted to 852 (Hong Kong). 4/ {itie > —{ETFHEBRAS o AT o S8 SR A5 21 4%
B FACHS » A A BRI e A852(TF ) -

POINTS TO NOTE 3+ &I=EIE

1. Please do not sign on blank form 55777522 (4 %18 5%

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
diagnosis. HFEEFEHZRAKIREEMATE » WZIRARN 18 5% - AINBHRETFRASFS - RN 28R+ RNEAE
3. Please answer ALL the questions on Part | of this claim form 35[m]%% B 555 — SO HIFT AR E
4, Please check if the following documents which are normally required have been enclosed 5% %} PL T B —f&FT 35 2 S 4E 20T E
a) 1D card copy of the Policy Owner (if no record in our company before) {REE T4 A 2 BA78RIA GG AN E
b) Original Receipts if medical reimbursement required TEABSULIE » 40552 SR FIRE(E
c) Critical lliness Questionnaire completed by the attending doctor 2258 4kt 70 S 45
d) Other supporting documents, such as discharge summary, referral letter, pathological report and laboratory reports etc. HAEFEH 4 - Gl EELEAS ~ 7S ~ HEERE LS

5. We reserve the right to ask other supporting documents if deemed necessary. #4175 E T » AN S EE T R IEAS HAMSEIR SO E > REF]
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