&

Lt
4
>0
2t D

HRAFRMARATF Tahoe Life Insurance Company Limited
(ASEM2E MR 28 Incorporated in Bermuda with limited liability)
MAT  FBATWIEFBI11158A Hhkrh 2

Ba154%

Head Office: 15/F, Cityplaza One, 1111 King's Road, Taikoo Shing, Hong Kong
www.tahoelife.com.hk | ZF R # R Customer Service Hotline: (852) 3767 8777

= Hp BZ (& B 35 F& Accident Claim Form

E—I2 (HZRA / REFEAEE) PART | (To be completed by insured/policyowner)

Identity document no.

RELRIR Policy no. SRALZ Fiz Age R )
Name of insured O HERZRE New Claim
. O BER(E Further Claim
5 1SR 18] Gender O 73R8 Pending Claim

O E#t / &% Review / Appeal

REFBAMEER
Contact phone no. of policyowner

REFAEAUSE
Name of policyowner

BRI T A LB KRS
Name & code of licensed
insurance intermediary

BEESRES (2 9Em)
Claim no. (For office use only)

A. FhZEEF15 EMPLOYMENT DETAILS

l.o. 3RE (B FBFESIR ) BUKRBEE
Present Occupation (if more than one, state all) and exact
nature of occupation duties

b. AEIEF T - il REFRES
Name, Address and Phone no. of employer

2. BEEEMEEEFEKR ? Did you report your sick leave to

your present employer?2
025 No
0% Yes

BB Sick leave from

2to

(HDD / MM / EYYYY)

3 a. EBHE Date returned to work

(HDD / BMM / £EYYYY)

b. MK - iR TasEM BN .
If you are still on sick leave, please provide the expected
date of returning to work.

(HDD / BMM / £EYYYY)

.BTEERBREADEMRRAT  HEEANZE - BTEN

Hith B eRERE ?

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

0 &No OF Yes - FiRMAREE please provide details:

REEAT] / #48 Insurance company/ Organization

TREBIRES
Policy No.

RIE®FA
Benefit(s) to claim

&R /KR
Result/ Status

B. =5M:#¥15 ACCIDENT DETAILS

5. 2SN HER - ISR KB Date, Time & Location of accident

SN=E

Date of Accident (EDD / AMM / FEYYYY)

FEE Time FF AM/ TF PM

2k Location

. BSMno e B R ERET 258 - WER

How did the accident happen? Describe activities
engaged if applicable.

7. SEERMIRIEES Part(s) of body injured and type of injury

. BEERZ Did you report to the police?

0 & No
O 5 Yes, £F %% Name of Police Station:

EERIRIE Ref. no.
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C. JAfE¥15 TREATMENT DETAILS

9. IERILRZEMIMZ 2 BEHBERER Al Physicians consulted or Hospitals confined for the injury

e/ ERBEBH(E/B/E) BE / BrEiE i i EPamsk / WAL
Date of consul‘rohon/ Confinement (DD/MM/YYYY) Physician/ Hospital name Address Hospital no./ Patient no.

D. fFRER (REEESHERYTZH D —IE) PAYMENT INSTRUCTION (select either autopay or cheque only)
(AR AFREA R ENREMR - BLUBEESZZEZZ {1 If payment instruction is not specified or information is not clear, HKD cheque will be
issued )

B Eh#ERR By autopay

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

O UTEEzEsRTsNO (M LRI POFER)
Specified HKD bank account below (Bank account proof is attached)

SRATHRES TS B OSRS
Bank no. Branch no. Account no.
BN
ARSI Notes:
(1) SRITEPREAUSNERREHEAGEHEE - (1) Bank account holder name must be the same as

policyowner’'s name.
(2) FRERPEBEANRTRFER MZRBARINBIRITRFFE  (2) Please provide account holder's bank account proof which

AEZRERTTRRSE - shows account holder name and account number.
(3) EEEERNEARESERTRIIBE LIS - (38)  Autopay is only applicable fo banks in Hong Kong and the
payment will be paid in Hong Kong Dollar.
(4) EEBEEERRT) - AN THELUEI T =L AER S EIE - (4) If the autopay is failed, the respective claim payment will

be paid by HKD cheque.

Y Z By cheque (E8AEETZEEE . BLUBEETZETT ¢ If no cheque currency is selected, HKD cheque will be issued)

T=TFEIS

EEB¥ Cheque currency
O &% Hong Kong dollar O RE&# Policy currency

E. FREXHIES| R TARAMLE V' SR NERDESRFERIESAIME :
DOCUMENT CHECKLlST Please puta “V" in the box below to indicate the documents submitted with this claim form :

X sER BINBRERARE SEEERRE
Document Type Medical Reimbursement Benefit Weekly Indemnity Benefit
0 SRARREFBAZBHRBIHEIE N N
Copy of identity document of the insured & policyowner
0 BESFREIHD (BREFAAEER) N N

Claim Form Part | (Completed by the policyowner)

[m] EEI E%uﬁ%(%_ﬁﬂﬂ ( EEX{%AZEEE/EEE )

Claim Form Part Il (Completed by the |nsured s Attending v v
Physician)

0 BRWERKEE (ERPAR) N #
Medical Receipt(s) and Statement(s) of Charges (IEZ Original )

0 ik / HIERIE J J
Copy of Discharge Summary/ Discharge Slip

O B8 / X6 / BRI / MAOHR / WIERRESEIA N N

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

O FERANER ZAEEE - ATRAHE « Litiess - & Heals s N e max IE A
Copy of Admission Note, Discharge Summary, Discharge Certificate, N N
goily Medical Record & Temperatfure Sheet of hospital in Mainland

hina

OB TR R ERNEa A J N
Copy of Sick Leave Cerﬁﬁcofe with clear diagnosis

0 WAR / BEARRSEE u 4
Copy of Physiotherapy / Occupohonol Therapy Report(s)

O BAAMBEREZX-E/ BEAE /BB ARE mal A&~

Copy of X-ray / Phymofherapy/ Occupo'honcul Therapy/ N #
Chiropractic Treatment referral letter by Registered Medical
Practitioner

0 HEftiRlgASSiE 2 BEAEE N #
Copy of Compensation Breakdown from other Insurer/ Party

Y EA X Required Documents # BT B Optional Documents
* K2\ O] L B 1E 1A FINEEE 15 B ERS KGN /) XK

The Company may request for the submission of exfra information/ documents on case by case basis
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{REEIRES Policy no. :

BEAERNUIEZRIR R ER Personal Data Collection And Use

AA [ HOEREAA / HPERBRBEARRAASZAAERNNKEER ( "HRASBEAENURERER, ) -

KA/ HMERREABREARBAERFZRASREERLADT ( "R"ARAF, ) AEBEMUEOSEWERS « FEAFTENTAEAZR
KERAEAN [ B AA / BPOIWRESRENEMEN - JREBERRASEAESRWEZBWERER -

AN/ BFFILEERLEERRASEERRASEAENNEBRERRERAAN/ BRPNEAEZRN - RRASEAEZTRIEZER
EHMRATT RN TE - www.tahoelife.com.hk - Rol[@ZFRKASZRE -

| / 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 fo me / us or my / our policy(ies) or
investments contained in this form or collected, compiled or held by Tahoe Life Insurance Company Limited (the
"Company”) by any means from time o time may be collected and ufilised 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 AA/BMEARERBRRAASEBAERKREEZR (28 "AEEEHENMERBAER , 82 ) HEEEHE 2 BHNMmERMNE
AN/ HPNEAER - MABERWTOHEREREHEMR -
| / 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 & IZH#E Declaration And Authorisation

B -AA/ HMEBRLERE : FAREEHEAA / HMARFES - AR LIREBRENERIE K IERBNERIGRAAAAAE
PE<ERERE -

=i

AN/ BRI (1) EARE - EMAE - B - 20 - RIRAS) - 8817 - BUSRESE S - As A+ - ANESFEED
AKX/ BMZeiEE R/ AEBZLRATEFITZRAA / HMZ 9O RZSERREGRRARRRERLE "RRAAS,
(2) ERASHTAEIEE 2 EENERFT - ORI EPBELAN / RAETAHFZEBEMERAE - FREZAA / B ZRER
o ILEREHAAN / HAZEAARZSBABRNRY ; BEXTHRTRENS - ILRENENN - AEEENFINRAERITER
EN -

KA/ BPIBBRAEAN / HMBEAREIFL LMEE -

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 pracftitioner, 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 to 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.

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

RERBAAZESR RERAZEZ (FEW18mI L) HEBB(B/B/®)
Signature of policyowner Signature of insured (Age 18 or above) Date (DD/MM/YY)
G G

Name Name

SRR RS BB 4IRS

Identity document no. ldentity document no.

BSRAB%

Relationship to the insured
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{REIREEPolicy no. :

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

fmALEZ Name of patient F#e Age |45l Gender

B2 R RS

BESNHEE Date of Accident
Identity document no.

1. a. BRws2HEA Date of first consultation (HDD/BMM/EYYYY)
b. 218[EE Cause of Accident :
c. RS Part(s) of body injured :
d. A& XRESE Any visible wound?
O 8% No
0O BYes - FrEBEAES L7 please tick where it is appropriate
() #5 Bruises
() FEFR Swelling
() #4& Contusion
() Elfg / &5 / B0 Laceration/ abrasion/ wound
() Efth - 555RAA Others, please specify
e. BERZEER Nature and extent of injury

2EAEEMEMR ? Was hospitalization required?

O&No 0O 2Z Yes, HFrom 2 to

(DD /EMM /EEYYYY)

BB &1 Hospital Name :

6. BHNRERTIMERMERSMNE ?
Was such injury due to or aggravated by the following(s)2
O&No O=RYes: BHEBAZBMEE LFISERIREFEE please tick
where it is appropriate and provide details
) BB B FAZEY) alcoholism or drugs abuse
) iB1E / FERMEE E degenerative changes/ congenital anomalies
) B self — inflicted injury
) BEMBE / &% (BB ) pastinjury/ illness (please specify) :

() EBHEFFM cosmetic or plastic surgery

() Bt - 6B others, please specify :

2. 0.i)BEERIFZ;8 H R subsequent consultation date(s) (DDH/MMB/YYE)

7. LURAZIZEM - AR / EBHENTE
Bearing in mind, the declared occupation of this patient, please
indicate the effect of the accident / disablement

Is the patient now, or was he/she at the time of the incident,
suffering from any iliness, disease or infirmity?2

O%ENo OF

HIREARIFTS Yes, please provide details

S\ g g _ Q. BRSNS / EREEBE TENFE Please indicate the effect
ii) sa w15 Treatment details : of his/her daily job activities of the injury/ disablement
. _ _ R b. BT RAEIRRILEHE / FESHAS BELfE ? SBSIRRIREA -
b. FIRERZRBHNZEMES 2 BEaRIEE KER Please state what wo?do youﬁfeel the injuries would/ would not totally
the investigations/treatments administered and results for this prevent the patient from working?
injury.
183 Investigation/;&% Treatments #&R Result HEA Date (HDD /AMM /£EYY)

o ; c. EAREETIEMEN £ FHMETRARARUREELZRA -

O %t Suturing 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.

O X HHEE X-ray

0O Y3257 Physiotherapy 8. BMASWIRAERMELNE . .

Did you refer the patient fo onofher physician/ hospital?

0 =i g O&No O7FA Yes, mietBESEREME il RFFHENTREA
Eifth (FERA) Please provide name & address of the physician /
Others (please specify) hospital and details of referral reason

3. /AR - SNERINEAER - AARRERNCHIRSEAENIER ? 9. WMAGERMILRINOEMEEEKZ?

Had other physicians freated the patient for the same accident?
O&No O7A, BEWS - it KSKZHE Yes, name & address
of the physician and consultation dates

. BRERZEBENHEEZRRE -
Present condition of injury/degree of recovery.

A REHMIRR ZEEEE
Please describe the current range of motion of the injured area

10. BTEERABERKZIESES Are you the patient’s usual physician?

BRI ER1E# E Please describe the progress of recovery

d.EGEHMRRTERE
0’25 No

#E ? Is healing complicated by other factorse

E BIREAERES Yes, please provide details :

O& No 0OZ BELIEOEMEYes, medical records date back to
(EDD/EMM/EYYYY)
2/ERBENE (BE) BEREN

Nome of Attending Physician/
Specialist (with qualifications)

Signature with chop

thilk R EERE

HEHiDate
Address & Phone no.

(HDD /BMM /£EYYYY)
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