@ \#’ /(& 3\ (@ {1 rg’? % r& N 5] I (2 iR

BANK OF CHINA GROUP INSURANCE COMPANY LIMITED Claim No. (for office use)

VBB 1 71 SR B BT AR 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. F»—{‘];[ Tel : 28670888 {fdr Fax : 3906 9906

CRITICAL ILLNESS CLAIM FORM %&@Bﬁr?{%ﬁﬁﬁl%ﬂ}

Please complete and sign this claim form and make sure the original copies of invoices and receipts are attached %A Ik ;" T 35 .myf, Fi%féf -4 - HED -
Note : ORIGINAL DOCUMENTS submitted would be retained by Bank of China Group Pnsurance ompany Limited.
copy for reference. Only CERTIFIED TRUE COPY would be returned upon request.
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'ou are advised to keep a

PART | - CLAIMANT’S STATEMENT (IN BLOCK LETTER) 31— ’ﬁ‘l’ﬁ — (PR (%”' L—ﬁ"i@ H)

Policy No. Pollcyholder Name

B Jfp R i

Insured/Claimant Must Complete The Following « fl1+> (i * /3{¥#f * 5™ ?ﬂw}

Name of Insured (in full) Insured’s HKID / Passport No.

S SRR R TS

Nature of Claim and Related Details ﬂs;i?j"réﬁ“?]ﬁﬁ?ﬁal

1. Name of critical illness you are claiming for {#ifius & €17 2. Date of first consultation (DD/MM/YY) f'[ﬁ'jk??/[lﬂﬂ (FV/E]1=F)

3. Describe the symptoms from date of onset. f_Jr“r 3P E AL~ —“’JJTF o

4. The name, address and contact phone no. of the doctor you first consulted for this illness. fi- »Vdﬁﬂ*ﬂﬁ ZVBEIEE P :f’m’é?ﬁ o
5. How long have you been having these symptoms form the date of your first consultation? [IIF1- % FIE » '] o=l 2 %7
6. The name, address and contact phone no. of your usual doctor. [¥™ ﬁ FEIBEIEY bﬁ?ﬁﬁ .?f:ﬁ o
7. Please give below details of any doctor(s) who have been consulted in connection with this illness. %#54 7F JTP POl ;{:,&;Jlﬂ%iif TrE] e
Consultation Date(MM/DD/YY)  Doctor Name Address
P (FI/EIE) RN Pag-
8. Please give below details of any hospitalization in connection with this illness. ﬁ?#ﬁ#ﬁ?ﬂaﬁ?ﬁ%? f= Wﬁ;ﬁ'é& °
Hospital Name Admission Date(MM/DD/YY)  Discharge Date Diagnosis
BRIk £ CRREVE (FVEE) (MM/DD/YY) 30

LRI (P15

9. Are there any other iIInesses/compIaints treated for or suffer by you prior to this critical illness you are claiming for? If so, please give full details.
P 7 R AL ST RO RL R 51 PR ) R R -
Hospital Name Admission Date(MM/DD/YY)  Discharge Date Diagnosis
Ak 7 BRI (FRE) (MM/DD/YY) ZEr

ENBEFIT (F1/F]/EF)

10.  Are you insured for similar bnenefits with any other Company? If “yes”, please state. [4] ifL e P 2 U DS R 2 g ’ﬁ%?ﬂiﬁ ?Jféﬁ
B o
Insurer Name Type / Amount of Benefit Policy Number Claim Status
B 7l £ T & FE R B Eﬁ [t
WiT PTO.
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11. AL %fiﬁtl(fr’iﬁib* 1] VBERR b P AP SRR 7] o i S R VR o R SRR Rl P T J e puZE tJliF'* B9 -
ib
lease provide bank autopay account numbe d emarl address for c|a|m settlement purpose Unless otherwise specrfy he desrgnated
account number and email address shall be applled to all future claim settlements.

il H;_\tj‘-gj ~ SLUE R 5T 5 }F:F E’léﬁﬁiﬁgt’,[ I%E, ?;T’grﬁf'ﬁlt—
Bank Account Holder Bank and Branch Code Bank Autopay Account Number Email Address
ol * - -

Insured

Pl igy - -

Spouse

Declaration and authorization BpE% {24

Authorization

| act on behalf of myself and my dependents hereby authorize any medical practitioner, hospital, clinic, insurance company to disclose to the Bank of China Group Insurance Co., Ltd. all information
concerning the above disability and any prior medical history for the purpose of proceeding the medical claim. A photostat of this authorization shall be as valid as the original.

Declaration

1. | hereby declare that the above statement and answers are true and correct. | understand that any misrepresentation of the above statement and answers will cause my/our claim invalid.

2. | understand that the information provided by me to Bank of China Group Insurance Company Limited ("BOCG Insurance") is collected to enable BOCG Insurance to carry on insurance business and
may be used for the purpose of:

(i) processing and evaluating my insurance application and any future insurance application | may make; (ii) administering my insurance policy and providing services in relation to my insurance policy; (iii)
analysis or investigating, processing and paying claims made under my insurance policy; (iv) invoicing and collecting premiums and outstanding amounts from me; (v) any alterations, variations,
cancellation or renewal of any insurance related product or service; (vi) contacting me for any of the above purposes; (vii) exercising any right of subrogation by BOCG Insurance; (viii) other ancillary
purposes which are directly related to the above purposes; and (ix) complying with applicable laws, regulations or any industry codes or guidelines.

BOCG Insurance may disclose my and/or the Insured Person(s)’s personal data for the above purposes to the following classes of transferees:

(a) third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other services which assist BOCG Insurance to carry out the above purposes
(including medical service providers, emergency assistance service providers, telemarketers, mailing houses, IT service providers and data processors); (b) in the event of a claim, loss adjudicators,
claims investigators and medical advisors; (c) in the event of default, debt collectors and recovery agents; (d) insurance reference bureaus or credit reference bureaus; (e) reinsurers and reinsurance
brokers; (f) my insurance broker (if any); (g) BOCG Insurance’s legal and professional advisors; (h) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance); (i) any
association, federation or similar organization of insurance companies ("Federation") and its members that exists or is formed from time to time for any of the above or related purposes or to enable the
Federation to carry out its regulatory functions or such other functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or any
member(s) of the Federation; (j) any member(s) of the "Federation" by the "Federation" for any of the above or related purposes; (k) any related company or any other company carrying on insurance or
reinsurance related business or an intermediary or a claims or investigation or other service provider providing services relevant to insurance business for any of the above or related purposes; (1) the
Insurance Claims Complaints Bureau and similar industry bodies; and (m) government agencies and authorities as required or permitted by law.

BOCG Insurance is hereby authorized to obtain access to and/or to verify any of my and/or the Insured Person(s)’s data with the information collected by the Federation from the insurance industry.
Moreover, BOCG Insurance may also use and disclose my and/or the Insured Person(s)’s personal data otherwise with my consent.

| have the right to obtain access to and to request correction of any personal information concerning myself and/or the Insured Person(s) held by BOCG Insurance. Requests for such access can be made
to BOCG Insurance’s Legal and Compliance Department (Tel: 2867 0888 / Fax: 3906 9939).
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Signature (Insured /Parent or legal guardian if insured aged under 18) Date (DD/MM/YY) [ 14
TS ’@J‘J*ﬁrh&%ﬁ?ﬁﬁ%ﬁ%* )]

Name 1% ¢, Contact No. (If Applicable) T.m’ﬁﬁ (Ursg=)

Document submission with Application Y& 3 ¥ [l?E’? E3

In order to speed up your claim application, please attach the following documents together with this application form and kindly tick against the
documents submitted with this form. Ebf= g BEE ™ 1 3 It% ) %}H N—%«F%g[ N IR MR AU R R N

O Claim Form Part Il completed by attending Doctor for your claimed critical illness

S B T R A ) S R Y A

O Or|g|nal medical expenses receipt(s)
LA BRI

[] | Original hospital receipt(s)
T EREIFE

O Hospital discharge summary
e

O Laboratory / X-ray / CT scan / MRI report
{ ﬁ\%ﬂ [ XK j\‘ﬂv\ﬁ’]ﬁ@p[// ] FI

O Pathology report
e

O Patient Card Copy of Consulted Dotor
P BRI
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