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(B FATRSEEEE FTLife
Hospital and Surgical Claim Form = mimha
R ERFERE TR RERATIAFRIEEREERAT (UTHRE "EERE" ) mAERENRERRREGKFHIHITRE.

By providing this claim 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.

Important Notes: EEEERIA:

For the required documents for claim, please scan the QR code.

BEEEREAAE M, AR S,

Q BXEE Q BXRE
New Claim Further Claim

Z{E%851 Benefit to Claim
Q {EFcEeEEEZ/E Hospital Reimbursement Q {ERIREEZE Hospital Cash

{RESEETS / {RIERIB Policy Number / Benefit Name

1 ( ) 2) ( )

3) ) 4) ( )

(

i WRBEEEEAE, ANESRAERKIERRF.
FTLife will determine the claim sequence if no claim sequence is indicated.
SERIBRERE RIS FFAIER.

FTLife reserves the right for the final claim sequence

BRFIERECHR e- T RAKERHIRE? Q & No QA Yes
Has this claim been applied e-ConNET Cashless Services?

Bi&530 (B ERERET N B FXERI A ERE)
Contact Method (Applicable to Claim Application and Electronic Certified True Copy Application)
AT —ij®— Choose 1 only

O {RIGRERIER4AE (FRIESLATERD

Consultant or Broker (Please fill in the details below)

¥ Name
{RIREERI S ARAT4RSE Consultant or Broker Agent Code

E2%5EHE Phone Number
* P AR (RIS s iS EE MIR R E R REERRENAL

Consultant or Broker filled in above would be regarded as the only authorized person to follow up and handle the claim.

O REFBEA BESLUTER)

Policy Owner (Please fill in the details below)

WEZ Name
EERHBIE Email Address

EEEYSHE Phone Number

AIHEZ VR ERBEEERMR M —HR T AL EERREEE, it NEEBEEEE1239RRENEOKNE 718, E5E: 2866 8898
Please send the completed claim form and supporting documents to our Claims Dept. Address: 7/F, NEO, 123 Hoi Bun Road, Kwun Tong,
Kowloon. Tel. 2866 8898

FTLife Insurance Company Limited
2307 (Incorporated in Bermuda with limited liability)
SEFRBERAE
(REFEEMRIIZBRASR)
P. 17



S—EMp-HERERAER (NZRAKXELE, WBREFEARE) GERIBEZHBAMLE “v" R

Part | - To be completed by the Insured (or Policy owner if insured is under age 18) (Please tick the appropriate box(es))

REfd=HE

Claim Settlement Arrangement
Q ERERRE WZAIREPHE  FEHRERERREHF / EXEAREAE _ANBBFHERRELHR)

Faster Payment Service (If not yet applied, please complete the Request for application / change of Faster
Payment Service Form or scan the QR code on the right to submit the application via mobile app)

Q%%
Cheque(s)

A. ZFRAEAZ# Personal Particulars of the Insured
1. 2RAGE 2. B8 | ERIS 3. iz 1 MR

Name of Insured ID/ Passport No. Age / Sex
4. RIS ERFABSE 5. [BEX&M (EERIRRIAR - FRIFQEE L)

Current occupation and job duties with details Name of Employer (If the employer is different from the one stated in

the application, please state when it was changed)

6. f& it

Address of Employer
B. {¥BR5¥!E Information of Hospitalization

1. BBz | 2 PR Rt 2. Q F322Fif7 Outpatient Surgery
Name and address of Hospital: i 58 (H/8/4F) Surgery Date (DD/MM/YY):

QO {¥[E Hospitalisation
ABtHEA (H/8/4) Admission Date (DD/MM/YY):

B H 88 (H/B/4F) Discharge Date (DD/MM/YY):

3. BER L HE —KAB RN BE6/\E ?

Has the Insured taken any home leave for more than 6 hours a day during the confinement? 0 & No U A Yes
A - BIEARNESHES (B/AE)
If yes, please state the exact date (DD/MM/YY):

C. WMF¥PREEIBSIZ If Hospitalization was due to lliness

1. FRGMAEBERRAT 2 &0k ? 2. B2 ZH - SRAZBBSERWSEEAEZ A ?
What were the symptoms presented before consultation? How long has the Insured been having these symptoms before first
consultation?
3. URREIEIMERKZ (BHIRIF)? 4. BRRS 726 ?
When was the first consultation for these symptoms (DD/MM/YY)? What was the diagnosis?

D. MHERE=IMSIE If Hospitalization was due to Accident

L a ESMEW (H/AME) 2.a BSMNERE
Date of accident (DD/MM/YY): How did the accident happen?
b. BIME A ATHEEIFR | "
Time of accident: b. AEME?
; Did you report this case to police? Q & No Q A Yes
CE JHES N I y
RISE ,H-t d ) mAE - FM EORASIERBEEOAR
Place of accident: ) .
If yes, please attach a photocopy of witness statement or police report
3. RGEBNT ? 4. ZEIRE?
Which parts of the body were injured? What was the extent of the injury?
E. BB RREREEE#H] Details of Consultation and Other Information
1. ERMZEENZEMUIL - 2. BEAPT B LML - 3. BERERRE S K2 2 ML -
Name and address of doctor who first treated Name and address of doctor who referred Name and address of doctors consulted in
you for the injury or the illness. you to hospital. the past for similar condition.
4. B MASRAEMRBASIER ERIRBIEE ?
Did you submit this insurance claims to other insurance company? Q & No Q A Yes
R BB IREESRAS:
Company name: Policy number:

RERF:
Claim sequence:

P. 27
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F. EASHEUTEEERB Personal Information Collection Statement

KA/ FPERBEAN / HMCEHBBRPOEBRRARAS (MUTEHE "EBRER ) ZBEABNKESRR ( "ZEH" ) - XA/ RMEHEE
EENTURBEZEVMLNEIENKRER / A - ®HE / EE / 2 ZTAEAER ( AREGRILRBIUEMHES ) - AN/ Ff
HAEA / HPIDERIFRRSRMPTRER - SAISASR R ANTZER ZENR / AR / HMARHMERIRE - AA / HAEIREEE
A/ BPINEAZER JEEREE / REAZERMMERNE =77, JEHE, REREMRAERNMH PR ENERMFL DT ARE M & BN &S E
FERMFERZERAANETEN - XA / HABOZERNEMRATREBREOBU TH - wwwtlifecomhk - REIEELRT
ENS

I/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. I/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.

G. EFRIZHESE Declaration and Authorization

HRBHERE - AN/ RAERREERCERIMNABRERBEREE  MASTLAMNZSERDEMRR AT / HIBRE -
For reimbursement claim, I/We declare that the claiming medical expenses were actually paid to medical service providers, and will not and have not
claimed at other insurers / institutions for reimbursement.

BN/ HMBE R —BRERERBNABEEE - AN / BEFAMEIRSEEZ S - WEBET -
I/We declare that the above statements and answers made by me/us are true and complete to the best of my knowledge.

AN/ BV RNINENAES T UM AALZRAGENET - (EOEMIEE - Bk - 20 RIRAS) - EtER AL - 908 EER
RtL=RRRARAT - AEAASRRASETRRAES - WEESDABEY - FIERARRRAZEFAREZATERUIEREOR -
KERENTHNAREABBEREN -

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/ BFREELERMFMBERFEND - EXMEREBEUREN BT ZE - BUESURERE -
I/We understand that if there is any inconsistency or ambiguity between the English versions and the Chinese versions of this Hospital and
Surgical Claim Form, the English versions should prevail.

REFBEALR (KB) S1D58 | #IRIEHS
Name of Policy owner (in block letters): ID / Passport No.:
REFBAEE HE (H/IBIF)
Signature of Policy owner: X Date (DD/MM/YY):
S2HRALZ (KB) S1D5E | RIS
Name of Insured (in block letters): ID / Passport No.:
ZHRARE NERBFAARNBDRFMI8H) HE (R/R/F)
Signature of Insured: X Date (DD/MM/YY):
(If different with Policy owner & attained age 18)

RAFAHE (KR) S0 / ERIEHE
Name of Witness (in block letters): ID / Passport No.:
FEEAZES B (H/B/F)
Signature of Witness: X Date (DD/MM/YY):

{RIZEERT / IREIFBAMESE Consultant / Policy owner’s Remarks

LC006201/2307
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BEMp-RRABBHESEERR

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

1. a AU b. B ERRE c. &t 1 %5l
Name of patient ID / Passport No. Age / Sex

d. Bis<

Occupation

2. a. BlraM
Name of Hospital:

b. ABRHER (BIRIEF) :
Admission date (DD/MM/YY):

c HEREH (B/AIF)
Discharge date (DD/MM/YY):

d. BT EIREER2AIE A ? Since when did you first know the patient professionally?
A Since (E DD/ B MM/ YY) i

3. WARRENEZKZAE (H/IRIF) :
First consultation date for this iliness or injury (DD/MM/YY):

4, FEEERERLIRBE (BIRIF) :
Date of symptoms/complaints first appeared (DD/MM/YY):

5. BXRCKERZREERE

The symptoms/complaints at the first consultation date:

6. (a) ERRE  AREAFEREH (WA ) SEMN LA ERREG N HEBRMBEREEEER?
Were the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly
related to the current diagnosis, and were medically necessary and recommended by you?
ERE - B

& Yes

i
=z
S

If No, please give details:
Please answer the following questions if the insured requires hospitalization %5 {f AFZ X -
(b) ZRERFMMENREESETERIA?

Were the medical test(s) and equipment for the procedure available only in hospital?
(c) &ZinE RF Mol E1EFIR2 | HEFMP/OETT?

(d) FE2EVETEE S M N ET?
The surgery could only be performed under general anaesthesia?
WNFGTE BE SRy T 1T, AR ERRRA -
For surgery under Monitored Anaesthesia Care, please specify the reason for hospital stay.

Can the medical test(s) and the procedure be done on an outpatient basis / at day surgery centre?

FEZELIT R

73 No = Yes
a m]
oJBl Can  A0JP/ Cannot
]} m]
73 No = Yes
m] m]

(e) AL ARER R MR B RERIRE
Please indicate the clinical risk(s) and medical reason(s) for hospitalization
0 BREENR ( SHHE )
Current Health Status (Co-morbidity)
EAATERAA -
Please specify:

0 FERReFER
Expected higher risk at operation
s AR
Please specify:

O FAHRsFmEER
Expected higher post-operative risk
FEHAMERR A
Please specify:

a Efth
Others
B AR
Please specify:

H EE2EE2E=E?
Is it a case of emergency?
WE - BAEREE -

If Yes, please specify:

LC006201/2307

P. 417



7. a. BEZE
Final diagnosis:

b. ZEI RS (H/RIF)
Diagnosis date (DD/MM/YY):

c. BERAERZHIE

The underlying reasons leading to such illness or injury:

d. BROER - BARNREE RN ?

In your opinion, what is the prognosis?

e. ZIENER BN EREBIRE?
Is this a chronic illness or recurrent episode?
0 & No
0 2 Yes, iz le LU N E K please give details:
(i) #mBEH (BIFIF)
Onset date (DD/MM/YY):

(i) BkpzBEHR R

Name and address of doctor consulted:

(i) BRZRHE (HIBIF) :
First consultation date (DD/MM/YY):

(v) 2REZHE (HIBIF) :
Last follow up date (DD/MM/YY):

8. Ff
Surgical Procedure
FigEHE (HIBIF)
Operation date (DD/MM/YY)

Procedure name

FiligEZM#A

Surgeon’s name

9. EHE BRI AENER

Details of medical treatment given with progress during hospitalization:

JABIEE 5 5A b
Type of medical treatment Period Progress

10. FE BB LR R AR
Details of laboratory tests performed with result during hospitalization:

(ot ey HEA HER
Name of laboratory tests Date Result

N BARERDBEAGRMEINE? (1E - BRMEEBRRNEHARSE - % No = Yes
Did the patient take any home leave during the confinement period? a ]

If yes, please give details of the date and time.

12. WA BEKE ML B iE T ? % No = Yes
Did other doctor or hospital refer the patient to you? a a
EE - BrRMENBEURBERa Rt
If yes, please provide name & address of referral doctor or hospital.

13. IREEE T 2w A Bt B ER ? 7% No B Yes
Did you refer the patient to other doctor or hospital? Qa Q
EE - BlRMELEN BRI -

If yes, please give the name & address of doctor or hospital.

14. IRE EREIB NI EE N i/ i T E R B L ? % No & Yes

Did you refer the patient to other medical specialist during the hospitalization period? a a

A - AREZENELNE  BERENREA -

If yes, please give the name & qualification of the specialist and explain the referral reason.

LC006201/2307
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15. BEREINAB - BlREMUTER c. 21512 E Extent of injury
Please provide the details if the admission was due to Accident:

%A No 7 Yes
a. BOHE (BH/R/%) : m] a R Bruises
Date of accident (DD/MM/YY): O a JEBE Swelling
b, S9N s R 4538 ? m] a ZI15 / #45 / 51 Laceration / abrasion / wound
Where and how did it happen? m] m] #5 Contusion
ot - m| a B EAM - 5557085 Others, please specify
Place: #HB - Batil - Ifyes, please describe the details.
Kot
Course of Event: d. ZRERZENZEER -

Condition of the injury at last consultation.

16. AR ESNEEHLINEZREE ? Was such illness or injury caused by the following factors?

% No = Yes

m] BREZE (REKAB) Self-inflicted injury (How it happened & underlying cause)

iy (Eiﬁ%’m HER#RZA) Alcoholic abuse (Name of alcohol, quantity & duration of consumption)

B REEY) (B ST - HEMIREZA) Drug abuse (Name & dosage of drug and duration of consumption)
RIS (35% H B Kok#25515) Degenerative changes (Onset date & consultation details)

JoRMERRRE (28R - 389% H 88 R K2 5%18) Congenital anomalies (Diagnosis, onset date & consultation details)
BERE/ R (F‘?IEZ?E’)E {%) Past injury or illness (Cause and consultation details)

KB - B - B2 PRAAE (BRI
Infertility, Sterilizauon Pregnancy, Childbirth or Miscarriage (How it related and details)

aaoaoaaoaoa
aaaoaoaaa

¢
anf

- #BEFIL - If yes, please describe the details.

7. BETH - mALBIA &R AMEN RIS EMERERR? 58 - iRt a0 RTa 7B Kbt -
To the best of your knowledge, has the patient ever been treated for the related conditions, or any other serious disorder? If yes, please
provide the treatment date & name of attending doctor.

18. EffE R

Other remarks

AANZEBBERAANCHERBAN L ZREXNZEBETRERAE - TERRB LERARBERBENBERDIAAMMNEERES

I
| hereby certify that | have personally examined & treated the patient and attended to his illness 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.

ToBLUR (EXER) #E (RHE)

Name of Attending Doctor (with qualification) Signature (with chop)
it R ERE SRS HE (H/R/%)
Address & Phone No. Date (DD/MM/YY)

LC006201/2307
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BFREES (BEKE) SRS \f FTLife
Electronic Certified True Copy AR

Request Form (Medical Receipts)

(REESRHS:

Policy Number:

PIRs T / ABR / B5MEHR (B/B/E):
Date of Outpatient Surgery / Hospital Admission / Accident (DD/MM/YY):

TA / S EREEREERA M DR A Z B ERFET IR BREIRA BB A HE FZER A G A T A . (5TE—)

I / We hereby request FTLife Insurance Company Limited to issue Electronic Certified True Copy for the medical receipts submitted in the
captioned date of claim to the following recipient: (Choose 1 only)

0 RIRAE

Insurer

TRIR AR

Insurer Name:

{REESRHE:
Policy Number:

a FA
Self

Sk

Email Address:

EERESRAS:

Phone Number:

EASENMTEEERR Personal Information Collection Statement

REEE /T IREZEFFMRNETRNNER / SHE - £AK / SiRE / 2ZEOEAER (ARESHEILRENUEMSES )

www.ftlife.com.hk - Rol@EATRE

KN/ BPIEREN / BPIERAERBAEBREBRARAS (LUTEE "SBRER" ) z«m*uu& EB)% ( "RZEEY" ) - AN/ HFIEB
° A
N/ HPIBEEA / RPN ER IR RUPRER - SRIEATEORERANITZERZ BRR / SR / PR HERSRES - KA / FFIHE
wu&HHZK/\/%&FﬁE’] BABROIBEREE / HEAZBRMBERNE =7, JEHE, RIRERIRAE Hﬁﬁﬁﬁﬂmf MR RHEH T AR S T
ERNEEERBCMFERZERMANTIOTEN - AA / HMAPOZBERNETRATREBRBOMU T

I/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. I/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.

REFBEAES (K) BN | ERRIS
Name of Policy owner (in block letters): ID / Passport No.:
REFAAERS HER (H/IRIF)
Signature of Policy owner: X Date (DD/MM/YY):
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