} Tahoe

FRAFRMERAT Tahoe Life Insurance Company Limited
(ASEEM 28R 28 Incorporated in Bermuda with limited liability)

AT FHATNIE S SEA TR L — 1548
# * A = Head Office: 15/F, Cityplaza One, 1111 King's Road, Taikoo Shing, Hong Keng
* Lk www.tahoelife.com_hk | EP R EE Customer Service Hotline: (852) 3767 8777

EHEERE

Z Accident Claim Form

|dentity document no.

E—In (BHZRA / REFEAEE) PART | (To be completed by insured/policyowner)
{RE#RSR Policy no. SIRAYS FH Age e ]
Name of insured O BXRZEE New Claim
0O BE XM Further Clai
SRR 17 Gender 0 325 & Ponding Cidim

O &3t / B# Review / Appeal

REFBAMBER
Contact phone no. of policyowner

REFBAEH
Name of policyowner

R T AR KSR
Name & code of licensed
insurance intermediary

BE{ESRES (am=m)
Claim no. (For office use only)

A. FA%¥15 EMPLOYMENT DETAILS

l.a. IR (AFRBESR ) BUKEE
Present Occupation (if more than one, state all) and exact
nature of occupation duties

b. AEISEFEEZHE - il X EFERES
Name, Address and Phone no. of employer

2. EERMOEEHR

1R ? Did you report your sick leave to
your present employer?2

8% No
0% Yes
R Sick leave from

Eto

(HDD / BMM / EYYYY)

3a.

(BDD / BMM / £EYYYY)

b. WNEKE - BilRHTEFTEBBH
If you are sfill on sick leave, please provide the expected
date of returning to work.

(HDD / BEMM / FEYYYY)

€18 H 8 Date returned to work 4.

B NEERI A%Tﬂiﬂﬁﬁﬂﬁ BT LEERMNE - Rk

HERRERE

Did you apply for compensation from other insurers,
Social Welfare Department, Labour Department or
organizations for the same event?2

O&No OF Yes - #igt
RIEASE] / ##E Insurance company/ Organization

HABRAFE1E please provide details:

RESRES
Policy No.

REHEA
Benefit(s) to claim

R /R
Result/ Status

B. E5M:#15 ACCIDENT DETAILS

5. RAINEAERE - BRI MEL Date, Time & Location of accident

=INEH

Date of Accident (EDD / BEMM / FEYYYY)

5 Time EF AM/ TF AM

25 Location

. BShnfaEsEe |

BB BRETZES - WEA
How did the ocadenT happen? Describe activities
engaged if applicable.

EMIKASE Part(s) of body injured and type of injury

7. %8

. BERE Did you report to the police?
0% No
O B Yes, £Z &% Name of Police Station:

BRI Ref. no.

TL-CL-C001-202011

P.1of 4



C. JAfE:¥15 TREATMENT DETAILS

9. IERILXRZEMIMZ 2EBEHBRER Al Physicians consulted or Hospitals confined for the injury
M/ FRBB(B/B/E) By ) BhRre 3t FPIRERSE / WALRIE

Date of consultation/ Confinement (DD/MM/YYYY) Physician/ Hospital name Address Hospital no./ Patient no.

D. fFIER (REEESHERYZZH D —IE) PAYMENT INSTRUCTION (select either autopay or cheque only)
(AR AEFRA R ERREM - #GLUBESZESZ T If payment instruction is not specified or information is not clear, HKD cheque will be
issued )

B Eh#E8R By autopay

O BEARSCHEZEBERSD ; 3
Current direct debit authorisation bank account in the Company record; or

O MUTFiErEzEgRTEO (M ERTEOER)
Specified HKD bank account below (Bank account proof is attached)

IRATSRHS DTS B Ok
Bank no. Branch no. Account no.
I N .
AEEIE Notes:
(1) RTRPHAANZNARRERFEALEHER - (1) Bank account holder name must be the same as

policyowner’s name.
(2) HRERPHAANRTRFER  M&ERRIBRITKRFIFA  (2) Please provide account holder's bank account proof which

AE RIRTTARSE - shows account holder name and account number.
(3) B ENEEE A AR E BT RIIEE LIS L T - (3)  Autopay is only applicable to banks in Hong Kong and the
payment will be paid in Hong Kong Dollar.
(4) EEEEEERT - ANTIELLEM Y EL AT ARG B EHIE - (4)  Ifthe autopay is failed, the respective claim payment will

be paid by HKD cheque.

Y Z By cheque (E8FEEXZEH . BB ZEXT ¢ If no cheque currency is selected, HKD cheque will be issued)

FE1E Mk

X EE# Cheque currency
[0 %# Hong Kong dollar [0 fRE & Policy currency

E. FREXXBIEs] R TABAML V' SR RNERDEESRBERESNXY
DOCUMENT CHECKLIST Please put a “\/" in the box below to indicate the documents submitted with this claim form :

STHEEER BINEBRERRE BiEEERE
Document Type Medical Reimbursement Benefit Weekly Indemnity Benefit
0 SEARREFBAZEDHERASGEIZR N N
Copy of identity document of the insured & policyowner
0 BESFRE—HD (BREFANEER) N N

Claim Form Part | (Completed by the policyowner)

[m] El:l Eﬁnﬁl%(%_nlzﬂ ( EEX1$A2IE/EEE )

Claim Form Part Il (Completed by the insured’s Aftending 3 y
Physician)

0 BRUERKEESE (ERABAXR) N #
Medical Receipt(s) and Statement(s) of Charges (IEZ Original )

O LkRa4s / BARE N N
Copy of Discharge Summary/ Discharge Slip

O 1b88 / X-)% / BRI / MORIR / PR & &l A N N

Copy of Loborofory / X-ray/ CT scan/ MRI/ Pathological Report(s)

5~ NRACHE - Dlnders - m2H ealle B8 N pem e [E AN
Copy of Adm|55|on Note, Discharge Summary, Discharge Certificate, N N
Daily Medical Record & Temperature Sheet of hospital in Mainland
China

O3B BRR o hFaRE A Ny Ny
Copy of Sick Leave Certfificate with clear diagnosis

0 WAk BEARRESEA u u
Copy of Phymotheropy / Occupational Therapy Report(s)

0O AEMBEEREZX L/ HEAE/ AEaREN Eal A
Copy of X-ray / Physiotherapy/ Occupohonol Therapy/ N #
Chiropractic Treatment referral letter by Registered Medical
Practitioner

0 HithfRER AT #E 2 BERER . .
Copy of Compensation Breakdown from other Insurer/ Party

Y EA X Required Documents # BT & Opfional Documents

* K2\ 5] 0] g B E A FIE S 18 ESK B FESN A / X1
The Company may request for the submission of extra information/ documents on case by case basis

TL-CL-C001-202011 P.20of 4



{REEIRES Policy no. :

BEAERNUIEZRIR K ER Personal Data Collection And Use

AA [ HPEREAA / HPERBRBEARRAASZBAAERNEER ( "HmRASBEAERUREER, ) -

KA/ EMERREAEREARBAERERASREBRADT ( "T"ARAF ) AEBEMUEASEWERS « FHEAFTENTAEAZR
KMERAEAN [ B AA / BPIWRESIRENEMER - JRBERRASEAESNWEEZPBWERER -

AN/ HPESLERTEERRIASRBERRAASAASNKNEBRERAMNERAAN/ HPNBEAER - TARASEABRUITEZRN
EHMRATTRU TR TE - www.tahoelife.com.hk - KEo[[@ZFRKASZERE -

| / We confirm that | / we have read and understood the Tahoe Life Personal Information Collection Statement (the "Tahoe
Life PICS").

| / We declare and agree that any personal data and other information relating to me / us or my / our policy(ies) or
investments contfained in this form or collected, compiled or held by Tahoe Life Insurance Company Limited (the
"Company”) by any means from time to fime may be collected and utilised in accordance with the Tahoe Life PICS.
I[/We hereby give my / our acknowledgement and agree to the use and transfer of my / our personal data by the
Company in accordance with the Tahoe Life PICS. The latest version of the Tahoe Life PICS is available for download from
the website: www.tahoelife.com.hk, and is made available upon request.

O &XA/BOAFAAERBERASEAERNNEESR (2E "AEZREHBENMERBAEZRN 2 ) SEEEH 2 BMERNIRE
MAN / BPANEAER  TAHZEEWETHEEREEEHEN -
| / We do not agree with the use and provision of my / our personal data for direct marketing purposes as set out in the
Tahoe Life PICS (see “Use of Personal Data for Direct Marketing Purposes”) and do not wish to receive any promotional
and direct marketing materials.

E A K IZH# Declaration And Authorisation

B - AN/ RMEBRLER : FAREEHAA / HMARFER - FIEALIIREBRENRIEKFIERBENERIRAAAAAE
HBCRENERE -

=i

AN/ BFERIEE (1) TORE - MEE - Bk - 257 RRAS - R - BAREEMEE - AfAL - ABSEETm
BREKXA / ZMZcinE - R/ ABLBRATERS2BREAA / HME - DURZSERERERRASRBERAT "RAAS,
(2) ERASHEMEEE 2 BENCERFT - CIFALEERFEERA / RIVETHRFZEETE AN - EREEARA / HAZEZER
o ILEEHAAN / HAZEEAARRBABENRY ; BEFETHRITR/ENS - IREDNENS - FRESENFNEAALERIGHER
EHA -

KA/ HZMBEREA / HMOBERERFL DHRE -

DECLARATION - I/WE HEREBY DECLARE AND AGREE that all statements and answers to all questions in relation to the above
claims whether or not written by my/our own hand are to the best of my/our knowledge and belief complete and true.

AUTHORISATION

I/WE HEREBY AUTHORISE (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank,
government institution, or other organization, institution, or person, that has any records or knowledge of me/us and who
has attended or may hereafter attend myself/ourselves to disclose such information to Tahoe Life Insurance Company
Limited (“Tahoe Life"); (2) Tahoe Life or any of its appointed medical examiners or laboratories fo perform the necessary
medical assessment and tests to evaluate the health status of myself/ourselves in relation to this claim. This authorisation
shall bind my/our successors and assignees and remains valid notwithstanding death or incapacity. A photocopy of this
authorisation shall be as valid as the original.

|/We declare and agree that |/we have the full authority from and consent to make the above authorisations.

REFBAEZ SRAZES (FEmI8mI L) HEB(H/RB/%)
Signature of policyowner Signature of insured (Age 18 or above) Date (DD/MM/YY)
e e

Name Name

SRR BERBSCFSRS

Identity document no. Identity document no.

SR AR

Relationship fo the insured
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{REIKFEPolicy no. :

E_En FHEXZBLEER - FIREARREABITHIE )
Part Il (To be completed by the Attending Physician at claimant’s expense)

fmAEZ Name of patient F#5 Age | 1R Gender |B 1RSSR | Z9NHER Date of Accident
Identity document no.

1. a. BRFEZ HE Date of first consultation (HDD/BMM/EEYYYY) 5. EEEREMR ? Was hospitalization required?
e . O&No 0O = Yes, H From Fto
b. 2BREE Cause of Accident : (EDD /BMM /EYYYY)
BRI <7 5 : .
c. Z{EERAI Part(s) of body injured : Bl &7 Hospital Name :

6. BONRERTIERMERSME ?
Was such injury due to or aggravated by the following(s)2
d. BEFRESE Any visible wound? O&No 0ORYes AEAZBMUER LIISKAREFEE please fick
03875 No where it is appropriate and provide details
) BB =B FZEY) alcoholism or drugs abuse
) iB1E / LR R Edegenerative changes/ congenital anomalies
) B self — inflicted injury
) BERNBE / &R (FERA ) pastinjury/ iliness (please specify) :

O BYes - FEBEAIEE L7 please tick where it is appropriate
() 5 Bruises
) KRR Swelling
) #48 Contusion
) 25 / #1& / 50 Laceration/ abrasion/ wound

) it - EREE Others, please specify () EBRELFM cosmetic or plastic surgery
e

(
(
(
(
e. BRRZEERN Nature and extent of injury () Efth - 555 others, please specify :

2. 0.i) B RI7278 B A subsequent consultation date(s) (DDB/MMB/YYEE) |7. LIS A It - SEibE / SRS E RS2
Bearing in mind, the declared occupation of this patient, please
indicate the effect of the accident / disablement

S S i Q. FEFMIERS / EREEHE TIEMNFE Please indicate the effect
ij) 555+ 17 Treatment details : of his/her daily job activities of the injury/ disablement

b. P RTERBIERE / FAEIRATE AL ? HIIREREA -

b. BIRRSRBINZEMEZ 2 BEARIEE RER Please state what way do you feel the injuries would/ would not totally
the investigations/treatments administered and results for this prevent the patient from working?
injury.

188 Investigation/;8%& Treatments #5%R Result HEA Date (HDD /AMM /£EYY)

c. EABELIEMEML L - FHAB TRA/RALCTREELZRA -
If an absence from work for more than two weeks is necessary, please
describe in detail why you think the patient could not return to work earlier.

0O #&&t Suturing

O X ABE X-ray

s . 8. B TAEENRATHEMEEER ?

0O #3858 % Ph th
YPEIA# Physiotherapy Did you refer the pohen‘r to another physician/ hospital?
Y O&No 0OFVYes FRHBENERSHE it RFHENRRA

0O Hith (FEEEER) Please prowde name & address of the physician /
Others (please specify) hospital and details of referral reason

3. MARE - SNERINEER - ARRAERICHRSEAEIER ? 9. WMAGEmMILEIINCEMEEEKZ?

Is the patient now, or was he/she at the time of the incident, Had other physicians treated the patient for the same accident?
suffering from any iliness, disease or infirmity?2 OFNo OB BAWS - i Bsk2OH Yes, name & address
O8ABNo O7 - BRUEBBEFE Yes, please provide details of the physician and consultation dates

4. o. BERBRZERSREZREE -

= ~ 13 10. B FERERABEKZHIELE? Are you the patient’s usual physiciang
Present condition of injury/degree of recovery.

O&No 0O BELIROEWMEYes, medical records date back to

(EDD/BMM/ZEYYYY)
b. FHAZGHIRE 2 REEE
Please describe the current range of motion of the injured area
c.F M EE#E Please describe the progress of recovery 2/ ENBERS (EE) B REL
Nome of Aftending Physician/ Signature with chop
Specidalist (with qualifications)
d.ﬁéﬁﬁﬂﬁ%ﬁﬁﬁﬁﬁfﬁ ?Is healing complicated by other factorse
0’25 No - FBIRE AR Yes, please provide details :
ik R & H#ADate
Address & Phone no. (EDD /BMM /EEYYYY)
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	保單號碼 Policy no.：________________________
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