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BRAMBEMREHES \]/FTLIfe

Disability Claim Form $|}
IRESRHS RIGEERIEH
Policy Number Consultant Name

R b B P 4 5

Consultant Code

==
B
Telephone No.

D #%RE Waiver of Premium
] 4%ABRH%E%E Payor Disability Benefit
D 18R Disability Protector
RENEFEAFERLETEALRENRAEL TR TEBRBER AR UATEHE "SBRR" ) SHRNIEREXFAERLREGHROEAMRT

By providing this clalm 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.

ERZAFEAAMERERN HREAM -
Please read the Instructions overleaf carefully before you complete this claim form.

F-H0 —BHERA/REFEAES
Part | — To be completed by the Insured / Owners D BRZR({E New Claim D FRZEME Further Claim

A. SRA/REEZEE ABAESR Personal Particulars of the Insured / Owner

1. RRA I REFEALS 2. Hn& | ERIETS 3. FiR /1ERI 4. BEGRS

Name of Insured / Owner ID / Passport No. Age / Sex Telephone No.
5. MMERATARE R ARE 6. MISFRATEE T 2 Mbit

Occupation and work duties immediately before disability Name & address of employer immediately before disability
7. & TEBEN(B/A/EF) 8. ZRA/ REFAAZECEMETIE?

Last working date (DD/MM/YY): Has the Insured / Owner returned to work?

RGBSR U = sieptpeaaT > BEE/A/4F)

Did you report your sick leave to your employer? No, please give the date you expect to return working (DD/MM/YY):

EI EI &  (DDMMYY(E/A/F) to L = s amE/AE)

Yes Yes, please provide the exact date (DD/MM/YY):
DDMMYY (E/R/4) )

B. MMERRBKRESIH, FEE LT E4 (AN E X EE) To be completed only when the Disability was due to ILLNESS (for first claim only)

1. BRI 2 2. Bk 2Bl RIRA | REFEABLSERNREESZA?

Symptoms & complaints for this illness How long has the Insured / Owner been having these symptoms before the first consultation?
3. B BH(B/A/E) 4. BREEMKDEENLS BERE KInIE

First consultation date (DD/MM/YY): Name, telephone number & address of the doctor who first treated you and

further treated for this illness

5 Rz EERBRZE? (B/AIF) 6. BRI RibHr, BERES, MRBEBTAE - FRT
Exact diagnosis date and what was the diagnosis? (DD/MM/YY): Name & address, telephone number of the doctor who admitted you if there was
hospitalization.

C. BB EAEINEIZ, FHEE LT E0 (M E X % {E) To be completed only when the Disability was due to ACCIDENT (for first claim only)

N
o
o
(o))

1. a. BSNAEN(B/AIF) b. BN AENHERH c. BIMNEENIME
Date of accident (DD/MM/YY): Time of accident Place of accident

2. BSMnfalgEA? 3. GRIGMLLZEIEE
How did the accident happen? Part of body injured and extent of the injury

4. Bk BE(B/R/IF) 5. KBRS Kk 6. BERE? Was this case reported to Police?
First consultation date (DD/MM/YY): Name & address of doctor consulted D = No D 5 Yes

WA - A O - ERBERIA
LENERRR

If yes, please attach a copy of witness
statement, police report, Police Station and
Case Ref. no.

FTLife Insurance Company Limited
(Incorporated in Bermuda with limited liability)

EERBERAAF P.1/5
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{REEERAT Policy Number:

D. T®RA/REFEANBIMNEEL S Past medical record of the Insured / Owner

1.a. AEEEFEREE R HE 2 BE# (B/A/4) : Date of symptoms/complaints first appeared (DD/MM/YY):

b. 8RR B 2 R EESEE - The symptoms/complaints at the first consultation date:

2. ZIRA REHBABTEMN HREESFEAEMARAE? Has the Insured / Owner been admitted into a hospital for above symptoms / complaints?
D & No D A Yes st please state

a. ElT%% Name of the hospital:

b. fEBz B B (B/AI%F) £ (B/AIE)
Exact confinement period: From (DD/MM/YY) to (DD/MM/YY)

3. ZRA/REFBEABEGE HREEEEMmEZEMIAE? Has the Insured / Owner ever attended any special treatment for above symptoms / complaints?
&N [ 5 Yes FEatil please state

a. E124E5] Type of treatment:
b. JAE 2L Place of treatment provided:

c. JAERH =] (R/RIE) ES (B/R/I%)
Period of treatment taken: From (DD/MM/YY) to (DD/MM/YY)

4. RN [REFA AR A L REEEE R EAMR RN Gk 2 B AR it
Name & address of all doctors who have ever attended the Insured / Owner for above symptoms / complaints and other illness.

%% Name Hoit Address k2 HEf Consultation date IR+ 1H Disease or condition

E. H4&E$ Other information

1. BEPTESZ /N 2. XBTEMEBATHEZADL 3. RN/ REFAANEEMEFRET

Total working hours per week Percentage of clerical work and manual work Is the Insured / Owner right-handed or left-handed
4. TERFEERNTAIKES - T KBWIA) 5. BIEEATHEABA

Machines / Tools / Equipment used at work (if any) Monthly income immediately before disability:

6. ZRA [ REFHAAGEREEIBTEREMABIRIEEI S E?
Does the Insured / Owner have any other income protection coverage or compensation from employer or Government?

D % No D B Yes, FFIEE A please state as below:

ABRIR FIAREERRIA 2 B BB/ A/F) PR R B EI(B/A/F) BAEMZ2REOE)
Source of income Date of payment began (DD/MM/YY) Date of payment ended (DD/MM/YY) Amount per month (HK$)

7. BEBUILEERARMAA T BEBRE DR EMREARRERE? 0F - FFIBPAT o
Any concurrent claim about this disability with our Group department or other companies? If yes, please give the policy number and the name of the company.
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{REEERAT Policy Number:

F. {8 A&E ¥ UWKEZE BT Personal Information Collection Statement

AN/ BERBAN / BACHERPAOEBRREARAR (UATHE "EBRRE" ) ZEABRKRERSE ("ZBR" ) AN/ BMAEZARRZERAFTAR
2B B AR R/ 35~ R R/IE/D SEMEARR (TRt RRIAEMTES) - RA/RMBAARA / BIABBERILE
IRIBEHATAAR - BAIBEARE A SR RTZERA L BOR / HAAA / HPRHERIRS - AA / RAERRFABARA / ROOEAER oL RE/ L=
RHEBAMBEANE =TT, JUERE, RRERREEHMEMRENEHEL M NS EANERES B L MELNZBAPRAER B & - AN/ 3
A A 2B AR IR A AR @R AL TE - www.ftlife.com.hk - RATAERARRER ©

|/ We confirm that |/ we have read and understood FTLife Insurance Company Limited (“FTLife”)’s Personal Information Collection Statement (“PICS”). |/ 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. |/ We understand that if | / 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. |/ 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.

G. B K Z#Z Declaration and Authorization

AN HVER Lt — R R ERENEER - RAARPPAHAEEAFEZ2E - WRERE -

|/ We declare that the above statements and answers made by me/us are true and complete to the best of my knowledge.

AN/ BIIZEREA MBS B TAERAARZRACENEE - TGS - 8 26 RROF - EMEERAL - FEZEEARHGZBR
ﬁﬁﬁﬂ;&(%‘i o BMERARZRARTH RSN - ILREEDAEN - IARARZRAZEEAREREANGZUUBREENOR - AREEFHNAREIELRS
RZ5 ) -

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 authoriza-
tion shall be as valid as the original.

AN/ BMBAESRRERERFEND  EXRERNE EHEES TR & - EARIRARE -

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

REFHALE (KB) FniE | ETRRS

Name of Policy owner (in block letters) :

REFEARE

Signature of Policy owner IX

ID / Passport No.

HE7 (B/RI4F)
Date (DD/MM/YY) :

ERALES (KB)

Name of Insured (in block letters)

ZRARE RREHEATRRER18H)
Signature of Insured IX
(If different with Policy owner & attained age 18)

F1NEE | ERIRS
ID / Passport No.

HE3 (B/R/4F)
Date (DD/MM/YY) :

FRAEAES (KR)

Name of Witness (in block letters)

RIFAZEE
Signature of Witness IX

1 | ERIRS
ID / Passport No.

B (B/A/%F)
Date (DD/MM/YY) :

ERZEH Instructions

1. BOERFEEE —HONAERERES -
Please answer ALL the questions of Part | and sign.
2. WRFEE OV EHIZPBEABIMEINEHER -

Part Il of this claim form MUST be completed and signed by the doctor who attended the Insured for his injury or illness. The completion of this part is all the

Insured’s own expenses.

3. MAME » ARREEREREEMM - PINARRAE - BARS - IBARRS  xAMESARER -

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. FREZORERBERREMHME IR FADRREDIEE - ik - NEEREEEE 12354 RZNEOKETIE - B5E: 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.

(&)

CEEE BTRERERFRA - LESORBER AR He 2 TR s REREIERARENAL

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.

REEEERI S Consultant’s remarks
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{REEERAT Policy Number:

BN —REABBAIDELER

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

/AL Name of Patient F1neE / EEE5RIE 1D / Passport No. FHe /1ER] Age / Sex H:% Occupation

1l 0G900O0 1T

*

N
o
o
(o)

. a. IREARFRZAILEA(B/A/F)? Since when did you first know the patient professionally (DD/MM/YY)?

b. BAMEENSEM S XA (B/A/4)? When did the patient first consult you for this disability (DD/MM/YY)?

c. FERZFTeERT - &Ik 2 REA{[M? What were the symptoms complained at the first consultation at your clinic or hospital?

d. REBARENER  EECKZRRE - DURREREEZA?
According to the patient, how long has he/she first had these symptoms before the first consultation at your clinic or hospital?
(B/AI5F)RKEFE A A
Since (DD/MM/YY) or for days months years

. a. HEMZEA? Whatis the final diagnosis?

b. 2878 HA(B/A /%)
Diagnosis date (DD/MM/YY):

c. DETEE 4SBT 2 A Rk
Name and address of doctor or hospital who made the above diagnosis:

L RARGEEMEETEN? Was the patient referred to you by other doctor?

7
z
o
Ho
3
w

e miefE T BEMR N BREEmIL?

If yes, please provide name and address of referral doctor/hospital?

I HE(B/AIF)
Date of Referral (DD/MM/YY):

. REEENRAEEMEL? Did you refer the patient to other doctors for management? & No A Yes

EA  ARMEBAE R B ETE R i?
If yes, please provide name and address of doctor/hospital?

. a. {EREEEA(A/A/4) Hospitalization period (DD/MM/YY):

b. Bt Name of hospital confined:

. BABLESXtRBKEMZEKRE? Had the patient been X-rayed or undergone any diagnostic examination?

[ @ No [ & #2615 mT Yes, please give details below:
BHI(B/A/F) Exam Date (DD/MM/YY) %% Investigation #3R Result

. JAE 2518 Details of medical and surgical treatment:

bl HER/ R (B/R/E) PHESIE SR IEAE FIEER
Type Dates/Period (DD/MM/YY) Complication or side-effects Healing condition

D Fili Operation

D Y126 E Physiotherapy

D B358% Occupational Therapy
{LESE Chemotherapy
W5TAE Radiotherapy
Hfth Others

. Hi2 2 B2 BHINF1E Subsequent consultation records and details:

sk BEA(R/A/F) B4 BIiERE 2 R
Consultation date (DD/MM/YY) Name of doctor/hospital Diagnosis Progress

CIRBRAZ BN - 5B BEMNR A EFEERATIENTZE:

According to the patient’s condition during rehabilitation, please assess the effect to the patient’s work capability since commencement of disability:

] et =Bk T2 BiERT Unable to perform ALL tasks of the original duty: ¢ From Zto (B/A/4) (DD/MM/YY)
] et =Ek T2 8RBT Unable to perform PARTS of the original duty: £ From Zto (B/A/4) (DDIMM/YY)
] Fa#t=EMTHE Unable to perform ANY occupation: f From Zto (B/E/4F) (DD/MMIYY)

P. 4/5

LC006501/2006



{REEERAT Policy Number:

10.a. &EZZaBEA(B/A/F) Last consultation date (DD/MM/YY):
b. RERERDH -« 1B 55 2 5FE A2 What was the mental or physical limitation at the last consultation?
c. REZRANBE  BARKRERZE 2BRERA:
Based on your last assessment, please rate the physical impairment in accordance with the patient’s occupation:

D 5 —# Class 1 AIHEE(E(IEE 5B TIE No limitation of functional capacity & capable of heavy work

ZE 4 Class 2 Al =R EEE 4 E T E Some limitation of functional capacity & capable of medium manual work

D E=# Class 3 QA EEZEE N8 T1E Sight limitation of functional capacity & capable of light manual work
D ZV4% Class 4 QB E B TYE Moderate limitation of functional capacity & capable of clerical/administrative work

Z R Class 5 A E TR BB TIE Serious limitation of functional capacity & capable of minimal activity

d. WEER2E, [T H1EI2E A Recovery at last consultation was estimated to be %
e. MARABEIERE LA1ERABER? Has the patient reached maximum medical improvement? D % No D 2 Yes
f. BHRAREMETEZRE? What was the main problem that restricted the patient from resume work?

11.a. #55HAERHE] Details of future treatment plan

b. JBAHTEEIES Prognosis of the patient

c. fET HETEH7E The expected date to resume duty would be on: (B/A/4) (DDIMMIYY)

125 EAEMEARMERBGERE, flin: 5O - FBRE - BRZ G HEERRBS?
Was there any contributory factor that lengthened the disability period, e.g. wound infection, diabetes, re-injury and other underlying disease?

D % No D A wmiREEFE Yes, please state details

13. SRR T A TEZEH? Was such disability caused by the following factors?

% No Z Yes
BHIEE Self-inflicted injury (RE 4T How it happened & underlying cause)
BB Alcoholic abuse (BfEATE - (02 MAEIFZE Name of alcohol, quantity & duration of consumption)
YR Drug abuse (BT - HERRAFE Name & dosage of drug and duration of consumption)
RIL I8 Degenerative changes (3% B 81 SkKZ 718 Onset date & consultation details)
S RMERFE Congenital anomalies (2T - %% B 8 & SkZ 718 Diagnosis, onset date & consultation details)
WX/ Fm Pastinjury oriliness (JRE K&KZ 18 Cause & consultation details)

(] |
DDDDDD

2y
' RRAT

of
bl
=

° If yes, please give details.

14 EE# Other remarks

RAZBUBARACHRE BB AR Dl 2 RESRIEETRE AR, WiR lm ARK MBENBERIAAMANE B REEE
| hereby certify that | have personally examined & treated the patient and attended to his/her iliness or injury, and that the information about his/her current and
past condition as stated above is true to the best of my knowledge and belief.

THBEMR(BEER) BEERHNE)
Name of Attending Doctor (with qualification) Signature (with chop)
ok & B RS BEA(B/AIF)
Address & Phone No. Date (DD/MM/YY)
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