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{RELERSR Policy No. EEEE A # Name of the Deceased {55858 ID No. miER#E Last Occupation
JrrrxzEEad Lee xxx 13T Grxzxax(l) s
FL1C I #A F 3k Date and Place of Death [T [RF Cause of Death HELMETHERRE EEEFETA?
20190401 EREE it Has or will there be post-mortem examination / coroner s inguest?
O £ (405 » #Hf ) Yes (Please attach report, if any)
O % No
1. HSEEMIEFTT - BB
FEIE - B8 Date (E/A/E) (YY/MM/DD) Z:Place
If death due to Accident, B4Rs$4Y Accident details
please describe the accident in details.
1 FEEFSETT  FiEEE | HEEHE O Date symptoms first appeared  2012/04/01 (EEH/EHNYMMDD)
FZEE - FIREF Y Symptoms details IBE, BEH AN
If death due to Iliness, please #1220 $A First ConsultationDate __ 20190101 (f/FA/HYYMMDD)
describe the last illness e e -
details. HiEW LSRR th Name and address of the hospitalphysician
B
Eofil 5 S R R R AT Be PR B8 4 il Other hospital/physicians consulted for the last illness
##: H#iConsultation Date{s) 201903710 (&F=/A/BNYMMDD)
IR L B il Names and addresses of the hospitals/physicians B rggae
3. BERTMNERLHEERL BT e AR EisHERE A/H) mE
I:J;?F%"‘ﬁ - fﬁ;l‘ Mame of Doctor & Address Consultation Date(Y'¥/MM/DD) Tliness/ Diagnosis
mation of a -y b 3 ey
hospitals/ physicians who EATEE 2019/01/01 _ B
attended the
deceased in the past five vears.
4. HEHiFERER 725448 Name of Company {RE 5% Policy No {755 &% Amount of Assurance{Currency)
Any insurance coverage with FHER Ixxx HED 100,000
other companies
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3. BT A= i &% Curency Option O A& HKD O FE &% Policy Cumrency
Settlement Option AF{E 5 & Payment Method
0 ==& » FEETURSD v BREFPEHRL
Cheque to collect at Branch (Code) at Customer Service Center
g 1 AR EREE O sFi#® Causeway Bay [ Central

Name/ Code of Insurance Intermediary O A75f# Takoo Shing O 220005 Tsimshatsui

O HEEEE Autopay (GEECFHHAYF 5885 Please submit proof of the bank account)
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I RIEN [ 2255 NOVEREHE THIER > WA E T -

Rl R e - EE Chimant | Beneficiary's information - Individual Costomer

W A 4 4 Name of the Claimant / Bensficiary Siriies D No. B H T E) Natiowality (Country/Fagion)
{fEEihsit Residential Address WERN (EF EME - e - )

A i3 e Telephone Mo (Country / Fegion code - Area cods - Tel no)

FlatFoom Floor Block

AR ER THEEEY

Bulding Estara Miohile Phons No. ; - -

s

'.‘:u_u.&'}umefﬂum"ﬂmﬂ —_ . T ]

HE BE /R WR EmE Fasidencs Tel Mo, - .

District, HK EI.N NT* Coumtry Fegion o
SR R A MR (RS F R - SR - ) e ek
Mailimz Address & Permanent Address (If difSerant from the Residectial Addrow, plase complets | Offica Tel Mo, - - -

O Wy

O F ikt

Permamnent Address * MFETERE Dekic o appropriaie

WS LR - AT EsS Clhaimant | Beneficiary™s information - Company Customer

Bl RE-ETET O mEES Ll R R e o e T T T SR s

SFor Claimsat 2ok abs -

£ T#%F Name of the company M T ACHE 4 T i ARt S e
Business Regismation/ IncorparationNe. | Country Region of Incorporation|

WERN (MR - EEE - Wi

g oorporation Address - )
= iz = Telepbone Mo. (Country Flegion code - Arsa code - Tel no)
FlatFoom Floor, Block
R HEERE
Buslding (Office Tel Mo. - - -
Hil £
Mo, & Name of StreetPoad —
ko =5
HE TE AR FR RTRE e . .
Dumct HE/ EI.N NT* Country Fagion - '
L B W (SR T - SR - ) WA
Business Address & Maiking Address (If differeet from the Ecorporation Addmes, pleass conples Oither - - -
O @@t
Business Address
O Seshbk
Address * BFEE &R Delete o appropnioe

W5 2 DECLARATION & AUTHORIZATION

&4 * Bl * BlE + WSS
WL BEARE) R, ¢ B2 A TE L, W RIS L

[793%8 * HikE * M » TR & 1
FEERE EEE EE W) i W

HSREE L SR RS rRE A R A BAUERAT RS SRR AL - 4 CRR R SR A SRR AR -
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L , aliag . former name of HEID no,
[ - Jaiar f chama | bemgiiciny) sformer s of chamae . heicay naed) T by

[ the af the Deczased, aliag former name of HEID no ]
[Te—— [ —— faliar afthe deceared) [ ——— [

am entitlsd to be the persoral representative of the Deceased or I can act for and on behalf of all persens who may be entitled to apply for the administration of the
Deceazed's estate [ have read and fully umderstand the Personal Information Collection S@arement comtained in this document. T azmee that the parsonal data of
ryself and the Deceased may be used for the purpeses set out in paragraph 7 of that Seatement nd the Company may provide the personal data to the parties set ot
in paragraph 8 of that Statement for the aforementionsd puposes. I hereby mathomze amy emplover, physician hespial climic, insuoramce compemy, bank,
government autarites of arpanization of persan that bas amy records of knowlsdge of the Deceased to dischose to BOC Group Life Assurance Compary Limdted or
its representatives any and all information with respect to the Deceased’s health, medical history, bospitlimtion, advice, reatment, disease mvestgatary
result, anployment record. accident report or statement. A photocopy of this declamtion and authorization shall be considared as effective and valid as the ariginal

I hereby agres and anthorize the Company to deduct unpaid preodims(if any) and comesponding levy and' ar charzes (if any) to be collected by the Company an
behalf of the government or the regulatory authority (inchding bar not limsted to the Insurance Authority ) according to relevant reguirements, Som the policy

procesds pryable to me (I my).
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Guidance Notes for “Death Claim Form Part I”

v To be completed by policy’s designated beneficiary(ies) / estate executor/ or the legal guardian of the minor

beneficiary(ies).

v Please go through the “Claims Document Checklist” before filling the form.

v Please answer all questions to avoid unnecessary delay due to insufficient information.

{RE45% Policy No. BEHE {7 A ¥ Name of the Deceased {7585 D No. mi&EBEE Last Occupation
2xxxxvanad Lee xxx x3x Gxxxxxx(l) Manager

FLT I HA B #02F Date and Place of Death |FET- R F Cause of Death EEAMERTHEEREREFAETH?

10]19/04/0 v Hospi Cancer Lung Has or will there be post-mortem examination / coroner 'singquest?

0 & CoEws
O & No

+ AT ) Yes (Please attach report, if any)

1. SEE/MNSIEFTT
B -
If death due to Accident.
please describe the accident in details.

SEMEIY

& Date

(F/F/H) (YY/MM/DD) #:E:Place

ESHE$1Y Accident details

HEEANETE - #ilaks
i

If death due to [lness. please

first

d 2019/04/01 (FE/B/ENYMMDD)

R U5 Date symp
i#% Symptoms details

FP

Cough and Hemoptvsis

- . . 1 H#A First C I Date _ 201901401 (FE/B/HYYMM/DD)
describe the last illness in y .
details. B8 4w Name and address oftheho:plral physician
Queen Marv Hospital
Hofifr & S = R AR IR B 4 ¥ Other hospital/physicians consulted for the last illness
_:j-:ﬂConsulmtlon Date(s) 20190310 (FE/A/BNYMMDD)
B8 48 P b Names and addresses of thehospitals/physicians Dy Chag Tai Mag
3. BERENER Ll RS e b ZisHBmE A mE
SEREERS Name of Doctor & Address Consultation Date(¥Y/MM/DD Ilness/ Diagnosis
Information of all W . 019/01/01 ]
! [ ’ U.‘: Hi"l 3 /I || : QHU]

hospitals/ physicians who
attended the
deceased in the past five years.

{RE SR8 Policy No

lxxx

H{FAE(EN) Amount of Assurance(Currency)
HED 100,000

. AEHILRARR
Any insurance coverage with
other companies

1. To facilitate prompt claim processing, please state the details of the illness or incident that directly caused to the death of the insured,
such as Question 1 or 2. Do not leave the questions blank. For example, for sudden death of insured with no symptoms presented
before, the claimant should fill in “No symptoms and consultation before” on Question 2.

2. For other insurance claims, you should at least provide the name of the insurance company if you could not remember the policy no.

O & #e Palicy Cumency
b BRESBE
at Customer Service Cenfer

k. £ O #® Cazeway Bay O 8 Cenmal
‘\a.mel:oceu_ns.nmekmadmn O ##s Takoo Sking O <&jdal Tsimshatsui

O EEiE Autopay (ST M5OS| Please submit proof of the bank account)

PO B3 ) e H s TR (58 MY saiiTEo

Claims Payment Options
You can choose the claim payment either Policy Currency or HKD
You can receive the claim payment through:
. Autopay
v Limited for BOCHK/ NCB/ CYB only
v The Account Number and the Name of the Account Holder must be stated clearly on the form

v Account Holder must be the Beneficiaries 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 Account no. is

not BOCHK/NCB/CYB.

2. Cheque
Cheque can be collected through Branch or Customer Service Center.
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I The Claimant / beneficiaries have to sign on the form with providing details as below. I

TR - EAES Chimant | Beneficiary’s information - Individual Cusfomer

W FE S F Nime of the Claimant  Bapeficiary S drses D Mo, B i ) Naionality (Couniry/Flegion)
{F5zithhl Residential Address RN (ET /EHEE - RS - BERE)
= i e Telaphone Mo, (Country / Region code - Area code - Telno )
FlatF.pom Floor Block
AR ES T WE
Bulding Esare Miils Phons No. - -
£
'!:-.u.&'}-mufﬂmeulmﬂ — . : i e
TE BE /R ER [k e Taa. - R
District HE./FLN/ NT* Country/Fegion -
IR AE R A A MRS GER{EEE FR - SR - ) semiE Rk
Mailimz Address & Permanent Address (If difSerant from the Residestial Addro, plase complets | 0ffire Tel No. - . -
s saction. )
O SRt
Madling Address
O ek
Permansnt Address B T T ——

WA EE LR - 4TS Claimant | Bepeficiary”™s information - Company Customer
Elo gy SF -2l rod

I ES Lo R R o e T R s

#For Climsat 2 el e the *Clhaimuan | s mifvrmaricn - bndividusd Curiveer” and sabmie S0 entification Farm b Tar Resd dns idual”
£ T#%F Name of the company M T ACHE 4 T i ARt S e
Basiness Regomation/ IncorparationMe. | Country/Region of Incorporation|
EfisempE st heorparation Address REES (EEWEN - FERS - Wk
= i B Telaphone Mo, (Country Pesion code - Arsa code - Tel no )
FlatF.oom Floor, Block
FEER Fak AR L]
" < (Orffice Tel Mo - -
HBilER
. & Name of StreetFoad —
T s
S R ER  EREE it
District HK ELN/NT* Comiry/Begion : 2 - -
R SN NI TR T - BRI - ) i
Business Address &mmmmm&mmmm (ither - . -
s section )
O Esmyl
Brusiness Address

O #WEkehE

Wil

* M T &R Deleie o sppropriaie)

W 52 DECLARATION & AUTHORIZATION
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R BRLEE) MR (BT ORI/ B WS L

[ a3 * Bl * B » EELH = 1
e £ 2= EERE) T W ) L] e

HAR R LTI B RS R P R R R SRR R R L - AL ERR R U SR A P e ] -
Ao A AR R A R L R R T BTl AT e O S A R RS R B Bl G R - A T i
MHEMERY - B - B - 85 - B0 - 87 - SR - S8 1 - LSRR RS S e S -
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L , aliag . fommer name of HEID no.
e e e T ealicrn o clviwcen  bemaficicoryd {formar s af cleimord | emeficion nued) i e

[ the of the Deceased, aliag former name of HETD no 1
[Te—— [T — faliar ot deceara) [ T——

ama:mﬂadmb-eﬁ:epersumlnqxrﬁmmwecfﬂmmcmdwlcnnnc:irmﬂmbeha]fofuﬂpmmabnmwbeemﬂadmamﬂfﬁrﬂ:endmmnmufﬂm
Deceazed's estate [ have read and fully umderstand the Personal Information Collaction Statement comtained in this document. T azmee that the parsonal data of
pyself and the Decsased may be used for the purposes set out in paragraph 7 of that Seatement nd the Company may provide the personal data to the parties set ot
in paragraph & of that Statement for the aforementionsd puposes. I hereby mthonze amy emplover, physician hospital, clinic, swance compamy, bank,
government atharites of arEanization or persan that bas amy reconds or knowledee of the Deceased to disclose to BOC Group Life Assurance Compamy Limited or
itz represenmives any and all informarion with respect w0 the Deceased’s healh, medical history, bospinlimtion, advice, meatment, disease mveshgatary
result, enmployment record, accident report or statement. A4 photocopy of this declamtion and suthorization shall be considered as effective and valid as the original
I]n!\elwagr\eemdxmbmﬁetmpmrmdadmnmpmﬂpmmum{fmﬂmdcmspmﬂmg]wfmmuthxgﬁ(li’mVjtubemllecbadhﬁeCmm\m
behalf of the government or the regulatary autherty (inchuding bat not limsted to the Insurance Autherity ) according to r=levant requirements, fom the policy
procesds payable to me (if amy).

iR CE35 ) %% Signarore of Claimant ‘Beneficiary # ¥ Name in Block Letter e IDNo %% L8 Date
ST WA LR R T Pleaw road ihe Penomsld Informatios Colieotion Ststement on et page
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