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Accident Claim Form = %f$|}
IREESRAS RER AR
Policy Number Consultant Name
RIS BRI AR
Consultant Code
0 E5M53E A S EE{E Weekly Indemnity Telephone No.

m| E?b%ﬁ%ﬁﬁ?"{ﬁ Medical Reimbursement

REUFERFENETEARRENAST IRTEBREER AR UATEE "SBRE ) SRANEREXRERRREGERPHOEARE
By providing this cIalm form and subsequently investigating the claim, FTLife Insurance Company Limited (“FTLife”) shall not be held to admit the validity
of the claim nor to waive any requirement as provided under the provisions of the policy.

HERZAFEAMBEEER AREAEM
Please read the Instructions overleaf carefully before you complete this claim form.

—BO-HERAER (WZFRAKRM18E - ARRERFEANRE)
Part | - To be completed by the Insured (or Policy owner if insured is under age 18) O &/XZE{E New Claim O HIXZR(E Further Claim

B R EBER B Return Documents & Postal Arrangement 574 TEE 2 5&AMNE “v" 5% Please tick the appropriate box(es) below

U SREEAUSE return original receipt(s) U = EEF At Mail cheque(s) to corresponding address directly

A. Z{RAEAFE Personal Particulars of the Insured

1. RIRAIEA 2. H1HF | ERRS 3. Fie /MR 4. BEFERTS
Name of Insured ID / Passport No. Age / Sex Telephone No.

5. REISHE MAF A E 6. EX AT (WE X BIRRETR - FEHABARET) 7 EE AR
Current occupation and job Name of Employer (If the employer is different from the one stated in Address of Employer
duties with details the application, please state when it was changed)

B. EIMEER Occurrence of Accident
1. a. EYNAH] (H/A/F) Date of accident (DD/MM/YY): 2. a. BYMIO{AIZE A ? How did the accident happen?

b. BANEAHIEE MM Time of accident:

b. ERWRE ? % No A Yes
c. BANEEMHEL Place of accident: Was this case reported to police? 0 )

WA - AN O HASRERREF AR
If yes, please attach a photocopy of witness statement or police report

3. ZZEBAZ ? Which parts of your body were injured? 4. Z{532/F 7 What was the extent of the injury?

C. A#1ER Medical Treatment

1. BREARBE (B/A/F) 2. BRZAK B ERBMIE
Date of first treatment of the injury (DD/MM/YY): Name and address of the doctor who first treated the injury:
3. a. BEERRZEMALERR ? % No A Yes
Was the Insured admitted to hospital due to the above injury? ] a
b. % - FHBARL & HB A A - 52 (B/RE) = (B/R/I%F)
If yes, please state the exact confinement period: From (DD/MM/YY) to (DD/MM/YY)

c. BE&Pr & ki Name & address of hospital:

d. BER FutER A —RAFE RN BB N ? % No £ Yes
Has the Insured taken any home leave for more than 6 hours a day during the above confinement? ) ]

WA - EYIHERMOEE B (R/A/F)
If yes, please state the exact date (DD/MM/YY):

D. HTE#EH Other Information

1. RRA RS AEERE XA 7 Any further treatment required? 2. RIRAR KB FRIE? Has the Insured recovered yet?
O & No O B Yes O & No O A Yes
3. &% IIEAH (H/A/F) Date you last worked (DD/MM/YY): 4. BEREEEHRRNEINEFSITEE
Does / D|d the Insured file a claim for
Employee's Compensation for this accident? (3 7% No (& Yes
AIRIRIETIE (W - LR ATIRIETIIE) (H/R/F): W ERMAS TREELY [MEFTEERSE] (R85 &[5
Date you returned to work (If no, then give expected date of return) (e (RIET)
(DD/MM/YY): If Yes, please provide the Certificate of Compensation Assessment
(Form 5) and Certificate of Assessment (Form 7) issued by the
Labour Department
5 BB XK EMYIR/MEERE ? 6. BARRREBINARMAL T 2 BB RR I EMRR A FIRERE ?
Does / Did the Insured attend physiotherapy/occupational therapy for A - FEHARERB R AR -
this accident? Any concurrent claim about this accident with our Group department

or other companies? If yes, please give the policy number & name of

3 & No O % Yes the company.
WA - BRI AR/ EAERE O%No O7F Yes

If Yes, please provide the physiotherapy/occupational therapy report

FTLife Insurance Company Limited
(Incorporated in Bermuda with limited liability)
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{REEERAE Policy Number:

E. fEAZFEIEE Personal Information Collection Statement

AN BPERAA I BZMEHELRPASBRERER AR UATEHRE "SBRE" ) 2EAERRERR ( "ZER" ) AA/ R
AR AEE QG AIRIEZEAATI A IM E R ER /i3 E « FAR/SEED ZTMEAER (THRI2EHRBRA LS ER)

o AN/ BRPIBHAARA / BRIV ERILRISIREMEER  TRIEQA RS EEANTZERZ BN R/ AR / BIUREE QSRS
AN I HPERREERA [ BAAIOEAE R AR5/ L Z A ZBRATIEANE =/, SUAKIE, REXELIBEERMYMIRENERIEL
AMAMBEMEROBREERECBIERRZERAMANTWEDN - AA/BRMPAZERANSTRATRN B REBOFUTH

www.ftlife.com.hk * KA & Q& &RE °

| /We confirm that I/we have read and understood FTLife Insurance Company Limited (“FTLife”)'s Personal Information Collection Statement
(“PICS”). I/We declare and agree that any personal data FTLife may collect and/or hold, use and/or disclose/share with (whether contained
in this form or otherwise obtained) in accordance with the Purposes as set out in the PICS. I/We understand that if I/we do not provide the
required personal data, FTLife may not be able to perform the Purposes and/or provide products or services to me/us. |/We acknowledge
and agree that my/our personal data may be disclosed/shared with specified parties in the PICS; law enforcement authorities; databases or
registers used by the insurance industry to analyse and check information provided against existing information for any of the Purposes
stated in the PICS. I/We understand the updated version of the PICS is available for download from FTLife’s website: www.ftlife.com.hk, and
will be made available upon request.

F. BR{&EE Declaration and Authorization

RANFEMER E— IR RERREBOAEER - AANRMAAAEEREEZ 2 - WHREE -

I/We declare that the above statements and answers made by me/us are true and complete to the best of my knowledge.
RNBEPZEEN MBS EREMEREASTRACRENEES  ERFMAR - B 207 - RIERAR - RMOEERAL - A EZS e M
HERRBAERAIDE  BMERARRARTHELEE S - WEREEDAGR  FIERARZRAZEEARBEEAMTETUREELR « KIRE
ENFHAEERAFRERT

I/We hereby authorize any employer, any registered medical practitioner, hospital, clinic, insurance company or other institution or person, that has
any records or knowledge of me/us or the Insured(s) named to give such information to FTLife Insurance Company Limited. This authorization shall
bind the successors and assignees of me/the Insured(s) and remain valid notwithstanding the death or incapacity of me/the Insured(s). A photocopy
of this authorization shall be as valid as the original.

AN BMABELBIMREBERBENT - EXWERTEEHEBS T AR 2R - BUAESIRER A% o

I/We understand that if there is any inconsistency or ambiguity between the English versions and the Chinese versions of this Accident Claim Form,
the English versions should prevail.

REFEALSR (KB) HE | ERRES
Name of Policy owner (in block letters) : ID / Passport No.
REFBEARE HE (B/RIF)
Signature of Policy owner IX Date (DD/MM/YY) :
ERALE (KB) HE | ERRES
Name of Insured (in block letters) : ID / Passport No.
RRAEF RREHEATRAREH185) HE (R/A/4F)
Signature of Insured IX Date (DD/MM/YY) :
(If different with Policy owner & attained age 18)

RILABEE (KB) HNE | RIS
Name of Witness (in block letters) : ID / Passport No.
RAEAZEE HE (B/R/4F)
Signature of Witness IX Date (DD/MM/YY) :

AR AH INSTRUCTIONS

1. BRERFEE —BHOMEMBEL RS -
Please answer ALL the questions in Part | of this claim form and sign.

2. WWHRFESE - HMHUEREILBEEBT RGN ERER -
Part I of this claim form MUST be completed and signed by the doctor who attended the Insured for his injury or iliness. The completion of this
part is at the Insured’s own expenses.

JMELE  ARTHERERAEMM - fIERA - BERS - YIPARE®RE  xEtRESUESEZ -
We may ask for other documents or information from you if deemed necessary, such as Sick Leave Certificate, Medical Certificate, Physiotherapy
Report, X-Ray Report.

4. FREZNRERFEZEREMAE G — R FARRERE IR o ik NEEEEEE 12354 SNEORETIE - E5:5:2866 8898 °
Please send the completed claim forms and other supporting documents to our Claims Dept. Address: 7/F, NEO, 123 Hoi Bun Road, Kwun Tong,
Kowloon. Tel. 2866 8898.

5. IR MTRULERERFRE- FARNRBERHS SR TIRER —EREREEZAREHAL -
Please note that the Insurance consultant that stated on page 1 would be regarded as the only authorized agent to follow up and handle the claim.

RBEEARfEE Consultant’s Remarks
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{REEERAT Policy Number:

Part Il - To be completed by the Attending Doctor at the claimant’s own expense

1. a. B A Name of patient

b. 51775/ 8R5%15 ID / Passport No. | c. F#:/14 5! Age / Sex

d. B2 Occupation

2.a. BSNEER (R/A/SF) - e. RE MEARRREA
Date of accident (DD/MM/YY): External and visible evidence of
& No A Yes
b. BN AR BN RASIB ? a a #YR Bruises
; ) "
Where and how did the accident happen? a o FEIE Swelling
m a S/ BIE/150 / BIE /B
c. F@ﬁ?é‘/’?%@iﬁ%%%%ZEl%ﬁ (E/H_/%_) : Laceration / abrasion / wound / contusion / fracture
Your first consultation date for this injury(DD/MM/YY): a o - 33188 Others, please specify

56 WA GE  SERERE -

d. M T RZ 2/ - WA BB EAMERRD 7 : TR .
If yes, please describe the location, size and the severity.

Did the patient consult any other medical practitioner before
consulting you?

O & No O F - siefiEss R
Yes, please give the name and address of the
medical practitioner

ca MABEEXCK S EAZENH12E ? Had the patient been X-rayed or undergone any diagnostic examination?

LZNoOd HYesO

EH - FHETH ¢ If yes, please give details below:
HE R (B/AM4F) 5l R
Exam Date (DD/MM/YY) Type Result

b. B8 BRI EE/EEZIG SR EEE 2 Was there any bony / ligament injury or degenerative change detected?

.a B8 BEITEMIAE? Was there any treatment administered?

LZNoOd HYesO

HA  BRHFEE BREAERYNER -
If yes, please give details, including treatment dates and progress.

bUbRZEEREFE2EK ANoOd HYesO

EA BRI - If yes, please give details.

si#ETFIT?  Did injury require hospitalization, or surgery?

ca R AREREFE 214 E Patient's occupation and exact nature of occupational duties

b. #7IBAR A B K E D TIEsE h MBS (H/A/4F) Please state period in which patient is not able to perform some of his job duties (DD/MM/YY)

c. AR A L2 E TIERE RS (B/H/4) Please state period in which patient is not able to perform all of his job duties (DD/MM/YY)

d. FIIEATE SR ERES - KPR XGRENRHERR (FRAt ) R AR EETFEAXH)
Specify all physical or mental impairment - impact, severity and duration as a result of this disability (Provide documentation supporting the
degree of disability)

e REXRARBZZE - RAIMBRIIR - BHEZRALHES 2 TESEE -
According to the insured's academicqualification, qualified knowledge andtraining, what duties of the insured's job is he/she incapable of
performing?

f. R LEBRER(EA)
Provide the prognosis for each of the above (if any)
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{REEERAT Policy Number:

6.a. Fx&22AB A (H/A/F) : Last consultation date (DD/MM/YY):

O
=
o
S
»X‘.

oW - EETRIERER % Recovery at last consultation was estimated to be %.

c. AR ZAEEIE] o What is the future treatment plan?

d. mARGERZEERE FAERMIRMR ? Has the patient reached maximum medical improvement? AZNoOd AYesO
7. BEEMREEREGERRE ? flan SRR - R - BARGSEMRE ?
Was there any contributory factor that lengthened the disability period,
e.g. wound infection, diabetes, re-injury and other underlying disease? EZNoO HYesOd
B8 0 sl ¢ If yes, please state the details as below:
RE A i B/
Onset date Diagnosis Name of doctor/hospital
8. Efthske? AEARGHIE ¢
Subsequent consultation dates & details:
ke BER (R/R/F) R
Consultation date (DD/MM/YY) Progress
9. MARGEEAMEENEREN ?
Was the patient referred by other doctor or hospital? A NoO Z Yes O
B BiRtEN EE MR BRETE NI o If yes, please provide name & address of referral doctor or hospital.
10. MMEEENZHATEMEE £ B 2
Did you refer the patlent to other doctor or hospital? A Nod A Yes O
Bh - AIRMEANER AT R - If yes, please give name & address of doctor or hospital.

M. WRERLEHATEZEEZEE ? Was such injury caused by the following factors?
£ Yes % No
] ) BEEE (RRE M4 E) Self-inflicted injury (How it happened & underlying cause)
d a AR X208 F 52 (ER/28 2T - HERRR/RRZA)

Drug abuse and Alcohol abuse (Name & dosage of drug/alcohol, quantity and duration of consumption)

a a RACMEEEE (359 B 3 &Sk FF18) Degenerative changes (Onset date & consultation details)

] a BEZEE (REKSKZ18) Past injury or illness (Cause and details of consultation)

] ) TEAETR (5% B HA K Sk #F18) Phychiatric condition (date of onset & details of consultation)

a a B iR EL A 1% AIDS and/or other sexually transmitted diseases (date of onset & details of consultation)
EH &t Ifyes, please give details:

12. HhE# Other remarks

RARUERARACHB BUBAR L 2 RERREETRE AR - WHER LlE ARR BENERTIRARANE S

| hereby certify that | have personally examined & treated the patient and attended to his iliness or injury, and that the information about his current

and past condition as stated above is true to the best of my knowledge and belief .

REZF

FROBEME (BXER) #HE (RHE)
Name of Attending Doctor(with qualification) Signature (with chop)
- K EER S BH (B/R/F)

Address & Phone No. Date (DD/MM/YY)
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