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IHEREBY DECLARE AND AGREE on behalf of myselfithe insured and other persons referred to in this claim form (“Relevant Persons™) that (1) all statements and
answers to all questions whether or not written by my own hand are to the best of my knowledge and belief complete and true; and (2) I'We have received, read and
fully understood the Personal Information Collection Statement contamed in this document, and agree that any persenal data of the Relevant Persons may be used for
the purposes set out in paragraph 7 of that Statement and the Company may provide the personal data to the parties set out in paragraph 8 of that Statement for the
aforementionad purposes.

I declare and agree that [ have the full authonty from and consent of the Relevant Persons to make the above declarations and agreements.
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I HEREBY AUTHORIZE on behalf of myselfithe insured (1) any employer, registered medical practitioner. hospital, clinic, insurance company, bank, government
institution, or other organization, mstitution or person, that has any records or knowledge of me/the insured and who has attended or may hereafter attend miyselfthe
msured to disclose such information to BOC Group Life Assurance Co. Ltd.; (2) BOC Group Life Assurance Co. Ltd. or any of its appomted medical examiners or
laboratories to perform the necessary medical assessment and tests to evaluate the health status of myself'the insured in relation to this claim  This authorization
shall bind my successors and assignees and remains valid notwithstanding death or incapacity. A photocopy of this authorization shall be as valid as the oniginal.

I declare and agree that I have the full authority from and consent of the insured to make the above authorizations.
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Guidance Notes of “Accident Claim Form Part [”

"H Applicable to : Claims arise due to accident and claiming medical reimbursement and dismemberment.
Please read through the “Claims Document Checklist” before filling the form.

"H Answer all questions to avoid unnecessary delay due to insufficient information.

v If the claiming symptom is first claim, please chose the NEW Claim. If the claiming symptom is

recurrence, please chose the Further Claim.
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1. To facilitate claim processing, please state the exact date and cause of the accident. Do not leave any question blank. For example, in question 3&4, if
you did not consult any other hospitals / physicians, please put down “nil”.
2. For other insurance claims, you should at least provide the name of the insurance company if you could not remember the policy no.
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Claims Payment Options

You can receive the claim payment through:

1. Faster Payment System (“FPS”) .
v You can provide either FPS registered mobile phone number or email address
v Registered FPS account must be under the name of Policy Owner

2. Autopay
v Limited for BOCHK/ NCB/ CYB only (The account provided will be used for all kinds of policy proceeds thereafter, including claim payment.)

v The Account Number and the Name of the Account Holder must be stated clearly on the form
v Account Holder must be the Policy Owner of the claimed policy.

X Joint Account is not accepted.
The payment will be made by cheque if incomplete bank account information or autopay is unsuccessful or the provided bank account no.

is not BOCHK/ NCB/ CYB

3. Cheque
If no instruction of payment options, claim payment cheque with be issued and mailed to Policy Owner
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Other Instruction
This instruction is not applicable if the submitted document is a copy.

Policy owner may be reguested to provide additienal information in certain ¢@oumstances to process the claim.
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IHEREBY DECLARE AND AGREE on behalf of myself'the insured and other persons referred to in this claim form (“Belevant Persons™) that (1) all statements and
answers to all questions whether or pot written by my own hand are to the best of my knowledze and belief complete and moe: and (2) ['We have recerved.  read and
fully understood the Persanal Informarion Collection Satement contained in this decument, and agres that any persomal data of the Felevant Parsons may be used for
the puspeses set out in paragzaph 7 of that Seatement and the Company may provide the personal data to the parties set ot in paragraph 2 of thar Sarement for the
aforementioned purposes.

Ideclare and agres that [ have the full autherity from and consent of the Relevant Persons fo make the above declartions and agresments.
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IHERERY AUTHORIFE an behalf of myselfithe insored (1) any employer, registered medical practitionss. hospital, clinic, insurance company, bank, government
instiration, or other organization, instirution urpermthmha:mrrecm‘d;u’lmm]ednnd’m&mm;mdmda'hc-hn: attended or may hersafter attend myself'the
msured to disclose such information to BOC Group Life Assurance Co. Ltd.; (2) BOC Group Life Assurance Co. Ltd or any of its appomted medical examiners or
lzboratones to perform the necessary medical assessment and fests to evaluate the health sams of myz=lffthe insured m relaton to this clam.  This anthonzation
shall bind oy swocessors and assienees and remains valid potwithsanding death or incapacity. A photocopy of this antherization shall be as valid as the original
Ideclars and agres that [ have the full aatherity from and consent of the insured to make the above authorizations.
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Please read the Personal Information Collection Statement on next pazs

o The form must signed by Policy Owner
o In case the Owner and the Insured are different person, the authorization should be signed and completed by the Policy Owner and
Insured if the Insured already reached age 18 or above at the time of claims application.






