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PARTI- T BE COMPLETED BY THE OWNERJINSURED

FMMH] Boenadifs) o Claim SRS Type of Chim
CHEP R & Hospital Cash I - (T PEFD i A cideme Hoopital Cash OV RS Now Clains DI#iNAERE Further Claim
CHI P F#0 & Surgical Cach. O S Medical Redmibmriamant
frELERER Policy No. A ¥4 Name of Insured SiEEERES ID No. I FER] AgeiSex &5 WAL Contact Tel No.
Pississane] Fx Grxrrom(?) 38 Eiiaduusd
i Ocoupation B F (7)) 45§ B A Name and Address of Employer
5 AN AE DN E X
ARk Mailing Address
FREEER
1. DEERNS - mFmEiR H#f Date 201804701 (=/A/H YY/MMTD)
I the loss due to [ness, please provide .
symptom details 5 ¥ Symptoms demils R W a
1. EEAHAE - WeElRIREE BATEHEIREFM Date of Accident (5/H/H YY/MMTD)

If the loss due to Accident please provide
accident details

EHEEw?
Did you report to the Polica? if ves, please
provide demils

0 4H4hBE Location of Accident

#IHgEH Details of Accidant

O 4 YES W®itR: Police Station
R%iEE Case Reference Mo

I RS AR DRSE TR

¥ & NO

Renaks P gy wf the Pulics Ropon/Traflic Accalosl hol Teat Rgpart
3. mE sy BERE ek O8] Consulmton Date 2008/0410 (5 F/H YY/MM/DD)
The hospital’ phiysician first B BEEMEEE
consulted for this injury/iliness Name and address of the hospital' physician BATRS
4. Hofh s L EATER BERE F# 0% Consultation Date 201810201 (F/A/H YYMMDD)
‘Other hospitals/ physicians consulted B B aWEEL
for this injury/illness Name and address of the hospitall physician AR
3. MRFEEESEMEEL B #18 Name of usual physician |- 53

Usual physician name and address

i Address of usual physician ST RN AR SR =

6. B o S R R - ST Name of Company. I O & NO
Apply any other insurance claim for this . N
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Claim Payment Options -—'ﬁ,rb‘l MR T e Registered mobile phone mumber ar email address
* T EOUEREEREE L B FDS account must be solely owned by the Delicy Owner.
¢ IEERCEENE N SRS EEREES Claim payment will be credited to FPS defoult account.
@ S§EMEE Autopay
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Payment for the abowe claim application and all fofure policy precesds (including bt not mited te claim payment,
Dividend, Guaranteed Cash Payment, Policy Loan, any kinds of payment refund, policy mahurity payment and eic,
mce]n death benefit) will be IPJ.eﬂsedm this bank account.
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| 8P 1910 DECLARATION & AUTHORIZATION

B DECLARATION
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FEARHEFECRHEM A THARRESA il D iRHE R

IHEREBY DECLARE AND AGRFEE on bebalf of mysslf'the nsured and other parsons rederred to in this claim form (“Ralevant Parsoms ™) that (1) all statements and
amwsrs to all questions whather or not wattss by oy owa hand ame to the best of my knowledge and belief complets and moe; and (2) [Ws have mecenved, mad and
ﬁhmmmhmﬂwmmﬁmsmmnﬁmﬂmdm and xgres that amy parsomal data of the Felevant Persons may be nsed for
the parposss mmmpm.gnp]: of tiat Statement and the Ceompany may provide the paronal dat to the parties set out o paragraph B of that Strtument for the
aforemaenticned purpo

Idh:lu'n:mﬂ.i;wﬂnﬂIhﬂﬂmfnﬂmﬂmﬁﬁ'ﬁmmdmﬂoﬂhﬂlﬂlﬂut?mmmmhﬂnm declarations and agresnsants.

Y AUTHORIZATION

EAREARE OREASA () £E0RE - EREE - B - BT - FELT - 87T - BT - N - Sl - LR EE
ELRRASEERE  BPEWERTENNTEREUERAE  STMETREEELTRREE RERE 15 (2) PR AR
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1 HEREEY AUTHORIZE on behalf of oryself'the inmred (1) amy soployss, mgistered madical practitioner, hospital, clinic, insemance conspany, bank, govemmant
insttufion, or ofher organization, msttmticn or panon, that kas any records or knowledge of me'thes mmmed and who has attended or may bersadtor attend movelfithe
insured to discloss mch information to BOC Groep Life Asserance Coo Ltd ; (2) BOC Growp Life Asserance Co. Lad. or amy of #s appomted medical exansiners or
Isboratories to perform the necessary medical assewment and %sts o evaluate the health statms of mysalfthe insured in relatiom to thos claim  This mthorization
thall bind my succsswors and assigness and remains valid notwithstanding death or imcapacity. A photocopy of this suthoriration shall be as walid as the origimal

1 daclars and agros that T kave the fall mmthority froms and consant of the imwemed to maks the abovs anthorimtions.
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Guidance Notes of “Hospital Claim Form Part I”
v Applicable to: Hospital and Surgical Reimbursement, Hospital Cash,Surgical Cash and Accident Hospital Cash claims for
hospitalization caused by illness & injury. Please read through the “Claims Document Checklist” before filling the form.

v/ 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.

P - i AR R
PARTI- TO BE COMPLETED BY THE OWNERINSURED

SRS T cf i
£ Accidsot Hospital Cash = RS Nowr Claim D#yiNERE Further Claim.
R Surgical Cash D% 5 T Madical Rap
1;?—255;' Paolicy No. A Name of Insured &S ID No S8R/ FE R Age'Sex @65 WAL Contact Tel No.
Pasussnaac] Lee mxx 1T Grxzrax(l) 380 9811 TxAT
B Ocoupation 8 F (L7 41 B Akt Name and Address of Emplover
Manager Foom xx, mxxxx house, mxoey street, Tormer Company
ARt Mailing Address
Same as policy record
| SRS - W EiE £ Date 201804701 (4/A/H YY/MM/DD)
Ethe loss due to [lness, please provide
symptom details 5% Symptoms deils Fever, Abdominal pain
1. OO - G R PO BB Date of Accident (&/FA/8 YY/MMDD)
I the loss due to Accident please provide . i i
accident details B 4FHEBE Location of Accident
HIFEEH Details of Accident
.‘\' e O #5 YES iRt Dolice Station B & NO

ou repart to the Police? if ves, please ISR Casa Reference No

pmwd!dmﬂ,
I - LR AR TR T R
= Flew sttuch  copn of the Pulics Bepor Traie Accides seporilochel Ted Fror
HE] Consultation Date 201804710 (&/F/H YY/MMDD)

T BEEWE
Mame and address o hospital’ phy=ician Dr Chap Tai Map
e EE Cansulm:lom Date 2014.02/01 (='A/B YYMMDD)

T T8 <o
Name and address afﬂ:e hospital’ physician Oueep Marv Hospifal

= “ame of usual physician Dr. Chan Sui Man
B4 fEEE Address of wsual physician Foom Ix rrrrr houwse rrrr sfreet
= 5 YES » 4746 NameofCompany_____ ATA O & NO
iR Policy Ne. Brrrrrvrrc

1.  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 Jan2014)

2. For First consultation date for the illness, You should at least provide the month and year (e.g. around Jan 2014) that the first
consultation was made if you could not remember the exact date.

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

PRABEMTE FULLY (V0. POTTITTTTey

 Faster Payment Systsm ("FP57)

E‘I.um anent Opdons FINTE W E LS Regstersd mobile phone mumber or email address

35 MRS FPS account must be solsly owned by the Policy Ownar.
FEREEE S Claim payment will be credited to FPS default account.

TERIE0N - LF) - FEERGE AR

ceeds (inchnding but not imited to claim payment,
f payment refund, policy manurity payment and sz,

Payment for the atcve claim application and an.muepu
Dividend, Guaranteed Cash Payment, Policy Loan, any kinds
except death benefit) will be released via this bank account.
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* FOAEAENNE \NRNE S PEETEE) AR ERRTrn
* The account zust be a BOCHE NCB/ CYB account solsly owned by the Policy Cramar

D’-‘K“‘teque
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o evrare that the msbile phene rmber and or emal addess eginiceed wih your bark in azcurte nd valid BOC [
shall st e bl for amm koan s by o crusimg from yeur provison of scorrect” il P roginiered modile phon mamber! e addren sty
accound. Clatm pament cxcce by cheque i the evers of smascersfial direet crech o desigrasted P

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 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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8. HAfids s Other Instruction: O 3 (5] (F 427 % Return Ongmnal Documents

N

Other Instruction
This instruction is not applicable if the submitted document is a copy.

Policy owner may be requested to provide additional information in certain ciroomstances to process the claim
B0 iS5 DECLARATION & AUTHORIZATION

BT DECLARATION

EIRETRE SR RN SR RE L (AL BERAE (1) EE-URARMENAAEE - TRESE A BTHE N
X FERE - ERERZSETERSN - ) FUEMAEHE - MAES 20 W TIFE A SRR - BRI R AR
OFFERESE T B ARER LT TIESSE A RERERERFE I BHLESF LRS-

I REEFEC O SRR FR A R R -

IHEREREY DECLARE AND AGFEE on behalf of myself'the insured and other persens referred to in this claim form (“Felevant 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 belisf complets and troe; and (1) I'We have recefved.  read and
fully understood the Persanal Infarmation Collection Statement contained in this decument, and agres that any personal 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 parasraph & of that Statement for the
aforementioned purposes.

I declare and agres that I have the fill autheority from and consent of the Felevant Persons to make the abowe daclarations and asreements.

{218 AUTHORIZATION

HGRETRA RS () (T - S - B - 25 - BROT - T - DS - SN - R AT - LSRR
E NG Y R ER R ﬁt-i'ﬁﬂ‘isﬂ}é. LIEEAS - BoaEREiE i el A SERER LT | Q) SRRl SRR LT
EEUHEE I BER A - RSN 2R AETHB RS R - PRSI RRL T MEE - (RN 8RR
S BHFTERD - BT OO RE DS - HBIRRED - LINE RO R F R, -
EIREEFAECEIEISNEERL AR RSN -

IHEREBY AUTHOFRIZE on behalf of myselffthe insured (1) any employer, registersd medical practtioner, hospital, clinic, msurance company, bank, government
msnrn.u.metuﬂl.ermnmzzmmsumnunnrpe:mﬂmha;mfmmdsurkmw]&dg!ufme-mem:\edmﬂahmha;mmd.edumafhmeamrmdmﬁ&lfme
insured 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 evabate the health stams of myselfithe msured o r=lation to this claim  This autherization
shall bind my sworessors and assiznees and remains valid notwithsanding death or incapacity. ip]l.um-:upvofﬂusmﬂmnmﬂm:]m]l'hea:uhdasmemmﬂ
Ideclare and agres that I hawe the fill autherity from and consent of the insured to make the above authorizatons.

ML R Sizuature of Policy Owner ¥ Name m Block Lettar Srmryees [D No %% EH Date

Fie ) W% Siznatue of Insured 4 7, Wame in Block Letter SrirriRtes D Mo w0 Date

e T LA R
Please read the Personal Information Collection Statement on next pags
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° 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.






