Fitats
BOC LIFE

"ERREEHREREE ) - EHEES

v AT SRR ERAN TRESEER -
v ERERIEATERNRE BRI E R E R R MR
v IR BB NE R SH R S - IR s R NE R E MG F X SE PR A -

FEATETR Type of Claim
O =5 20 New Claim OF54M AT Further Claim
{EF43%% Policy No_ . FL, Name of Tnsured 557 55%8F ID No SEEYMET] Age/Sex Bit5EAE Contact Tel No
2xxxxxxxxl ZFExx Gxxxxxx(2) 38 98xx xxxx
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PR EHEEEE]
1. AR EAEREARE )
Name of the Critical lllness FEBE
2. SEEYNEE - FirlE S - E¥A Date (E=/B/ N YMMDD) i B Place
Ed“f to —"&mdml plfﬂse describe the accidentin BEYREFY - S EE{T R {888 Accident details. part of the body injured and nature of injury
letails
3. SEEFME - FairullsEm oy - 7 B2 ER O A Date symptoms first appeared _ 2019/04/01 FE/B/HYMMDD)
If due to Lllness, p]Ease describe the illnessin FEIEENY Symptoms details S
details. -
4. FiaElELE TR B 7% E #A First Consultation Date 2019/0410 =/ A/ YMMDD)
The hospital'physician first consulted for this Olness BEE/ B4 58 [ #ih- Name and address of the hospital/physician
E2].
5. Eofhi S PR AT BRER BRAE w el s#5: £ 4 Consultation Date picx=1 (& B/ B YMMDD)
Other hospitals/physicians consulted for this Ilness Wi/ W4 78 B dithE Name and address of the hospital/physician
-a=1
6. ETE F P EEAMAE O R5Es S wE E-I-ﬁ—l ST W R s (E/AM) A
Hospitals/ physicians for other Name of Doctor & Address Consultation Date (¥ Y MM/DD' IDiness! Diagnosis
in the past 5 years . .
- B 201470410 {FE i
7. BRILREERE 7 A HAT(RER B H? O % YES + 4:5]445% Name of Company AR O & NO
Apply any other insurance claim for this critical
illness? {£F %% PolicyNo _  Bxwwwwxwsxx
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B REAFHE ATE &% Curmrency Option
Claim Pay ti SR !
aim Payment Options O 34 HKD O [EE &4 Policy Cumrency

AIF{E 4% Settlement Method
O =% Cheque
O = EHElEE Autopay (5% B2 FHBIFYS (12545 Please submit proof of the bank account)
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The account st be a BOCHE/ NCB/ CYB account solely owned by the Policy Owner.

\

AN Wakaw

%?‘Ttﬁﬁﬁﬁ%ﬁgﬁrﬁm%ﬁ?ﬁ}%ﬁﬁg °

B R DUT 77 U B =

1. EEIER
v HRPERERTT (B /R R a7 MR RIT (IR HUERIT 2 P O KRR S RSN e - EFEEER0E )
v ZFEEER F OMIR 2418 KR PSR
v BORE N0 B R B a5 A AH

X gl s O
W SRR S5 E 28T O - SRt B DR R T ISR T (B /FRER R T /AR R TR g DU S T -
2. ig

AR > SR ey T IR B A A




F Gl < A5
BOC LIFE

R E9# DECLARATION & AUTHORIZATION

BE DECLARATION
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IHEREEY DECLARE AND AGRFF ca bekalf of prysalfithe insured and other parsons refurmed to in this claim form {“Relevant Pamom™) that (1) all stzbemcnts and
answars to all guestions whether or not writhn by my can hand 2w to the best of my knowledge and belief complets and tme; and () I'We bave mecsived, read and
fully undarstocd the Parsonal Eforeation Collection Statement contained in s domeant, and agres that amy persomal data of the Ealevant Perscos may be ased for
the purpeses .Mm1mpmgnp]: of that Statement and the Company may provide the personal data to &e parties set out in parzgaph £ of that Sament for the
aforamsntioned puspose

Iﬂ.nclanmﬂ.agmﬂﬂnﬂIIurwI:'bafu.l.lamiwﬁmmmﬁhﬁjmmnumtnﬂn*mvhduﬁm;mm.

#Y AUTHORITATION

EAMICRE USRS (1) EERE - EREE - B - B - BRET - BT - BT - SR - Sl L - sl
ZAERACOEE - R EE e MR R EE - BeTeE SR R S R R LT () DR R
R EEF M R (LR - STRLELRE N i R R{TRR - B AR SRR SR R - R TR
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E/REENECTEFA SRS 7L o -

I HEREBY AUTHORIZE on babalf of mryuelfthe nmmred (1) amy employer, mgistered medical practiionar, hospital, clinic, nsurance coopany, bazk,
Eovemment nsHimton, or ciber organiztion, stitaticn or parson, that has any records or knowledze of me'the iared and who has attended or pxy barcafiar
aread myselithe imured to disclose such imformation to BOC Group Life Asserance Co. Lid.: (2) BOC Group Life Asserance Co. Lid. or any of ifs appodnted
medical sxaninam or lbaratories to parform the mecestary medical assesament and tets 02 svaluate the bealth stams of myseliths invemed In mlatien o this
claim. This mthorization skall bind pxy successers and xsigness 2nd ramains valid netwithstanding death or incagacity. A photocopry of this authorization skall
b a5 valid as &e oxiginal

I barstry agree and anthonize the Companmy to dednct unpaid premfam(if 2vy) 2nd cormmpondizng kny and’ or charges (if any) to be collected by the Compamy oo
bahalf of the grvemment or e mgulatory mtionity (inchuding but not linsited to the Enumance Antherity ) according to relevant requinaments, fom the pelicy
procesds pavable to me (if amy).

I declame 2nd agzes that [ have the full autherity from and consant of the imvared to malks the above audoriztion:.

B2 ¥ Sigmamm of Policy Dwmar ¥ % Nams & Block Lemar TS Do FECE Das

B AT S of brmd £ F Tome in Block Lesar RS D FECH D

B TR W s
IEFRAE DA S N
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Guidance Notes for “Critical IlIness Claim Form Part I”

v Please read through the “Claims Document Checklist” before filling the form.
v Please 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.
AT fESE Type of Claim
[m}-) Fff New Claim OFFEERT Further Claim
=B 485E Policy No. 2R A FEF, Name of Insured SF{57 5558 ID No. EEVER] AgeSex BELEE 5L Contact Tel No.
Ixxxxxxxxf ZFExx Gxzxxxx(l) 38 98xx xxxx
73 Occupation 18 £ (5S35 B fth Name and Address of Employer
(AManager Room xx, xxxxx house, xxxxx street, xxxxxx Company

B :irh Mailing Address

Same as policy record

1. AR RS RAE
Name of the Critical lllness

Colon Carcinoma

=)

H A Date (E=/B5/HNY/MMDD) i B Place

B p
I due to Accident. pleﬂse describe the accidentin 1% - i %8 Accident details. part of the body injured and nature of injury

details.

3. FHEER SfuliE > E 7 B2 HTER O B Date symptoms first appeared _ 2019/04/01 GE B/HTMM/DD)
Ique to Olness, please de:cnbe the illnessm FiEE%1Y Symptoms details Rectal Bleedins
details.

4. FEzHLEEFmAERE W #1152 Ll # First Consultation Date 2019/04/10 =/ H/HAYMM/DD)

The hospital’physician first consulted for this Illness BEiE B4 45 #irh- Name and address of the hospital/physician

Queen Mayry Hospital

£117 Consultation Date il (4£/B/E/YYMM/DD)
ith- Name and address of the hospital/physician

il

5. i) AR BEAE R
Other ho:pu'als ph'\ sicians consulted for this Niness

=

BEAENFRLSAT e B WA | W WA AR it E 81 GE/ F/H) e
Hospitals/ physicians consulted for other disorders Name of Doctor & Address Consultation Date (¥ ¥ MM/DD} Olness/ Diagnosis
in the past 5 years

Dr. Chan Tai Man 2014/04/10 Rectal Bleeding
7 TR 7 AR AR AR O & YES + 4 S]#:5% Name of Company ATA O # NO
any other insurance claim for this critical
{REERSE Policy No. BrxrrrIvITT

. For Symptoms date, you should at least provide the month and year for which the symptoms first presented if you could not remember the
exact onset date. (e.g. around April 2019)

. For First consultation date for the illness, You should at least provide the month and year (e.g. around April 2019) that the first consultation
was made if you could not remember the exact date.

. For Other hospitals / physicians consulted, if you did not consult any other hospitals / physicians for the claimed illness, please put down
“nil” but do not leave it blank.
. For other insurance claims, you should at least provide the name of the insurance company if you could not remember the policy no.

. REfTEE #E &% Cumency Option
Claim P ti SR !
aim Payment Options O 3% HKD O (S8 &% Policy Cumrency

FF{E 4% Settlement Method

32 % Cheque
O = EHEEEE Autopay (58 BT RERYF (1545 Please submut proof of the bank account)

||||||||||||||||
F O R R B\ RS - FESRITEE)Y EFmRET SERTPO -
The account must be a BOCHE/ I\CB-‘ CYB account solely owned by the Policy Owner.

Claims Payment Options
You can choose the claim payment either Policy Currency or HKD
You can receive the claim payment through:
1. 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 Account no. is not
BOCHK/NCB/CYB.
2. Cheque
If no instruction of payment options, claim payment cheque with be issued and mailed to Policy Owner.
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B9 B0 DECLARATION & AUTHORIZATION

E2HE DECLARATION
FAGERMARBN 2R BEMAELRRFRAREL ZAL CHILAL) BHEEE (1) L CIEAREENAEER - ARz S AR - &

FAFHAE - HRHER - EEEEEED O £ VRS E - BERESH oA R A RSREERE - REEHMALAHERFEAR &
AIFAfERERRERE T Eafril - AR A S A R A SR A R § BT A 51 E A - 2\ REREEEREN R EEESAE
HEMBREEEE -

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 contained in this document, and agree that any personal data of the Felevant 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 § of that Statement for the
aforementioned purposes.

I declare and agree that I have the full authority from and consent of the Relevant Persons to make the above declarations and agreements.

{2f# AUTHORIZATION
AMNEILAFTANZFEAZE (D EFEE - cEMEE - B - 207 AT - 8717 - BUTim - SCEism - S8 1 - RaEssEmam
FAEFRACEHS DRl mEleet VEFRAT AT HEERERESTEENARERERLT O PEEEASFRERLTE
SAEPESRTE - B A SRS - RIS AN Z RN TR BRI RS - (EREEANZEA RN - BRESHA N ZBEA
EEHARENES AU SET REDN - LSRR - AERENEERR LTRSS -

FAELEFERERLT - R aE A o FREFTCIR) - lERERROA ERL SN EEMMEEE TR FRREEERNEE
BRR ET IR I R B iR A O E) -

£\ BHEEECRZFEAREREEA D LI -

I HEREBY AUTHORIZE on behalf of myself'the nsured (1) any emplover, regi d medical i hospital, clinic, insurance company, bank,
government institution, or other organization, institution or persor, that has any records or knowledge of me/the insured and who has attended or may hereafter
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 appointed
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 authonzation shall bind my successors and assignees and remains valid notwithstanding death or incapacity. A photocopy of this authonzation shall
be as valid as the original.

I hereby agree and authorize the Company to deduct unpaid premium(if any) and ponding levy and’ or charges (if any) to be collected by the Company on
behalf of the govemment or the regulatory authority (including but not limited to the Insurance Authority ) according to relevant requirements, from the policy
proceeds payable to me (if any).

I declare and agree that I have the full authority from and consent of the insured to make the above authorizations.

2 | #FE Signature of Policy Owner 1 Name m Block Letter E{rsEiess ID No EFEEY Date
Ty A FE Signature of Insured &2 Name in Block Letter F{naiRes D No #FE O Date

SR T SR A SR R
Please read the Personal Information Collection Statement on nextpage

° The form must signed by Policy Owner
° 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.






