FRABRBRAEMBDT Tahoe Life Insurance Company Limited
(EHEEEM 2 AR 2 8 Incorporated in Bermuda with limited liability)

WATE  BBATAREEVNMBRASHEAL—E161E
Head Office: 15/F, Cityplaza One, 1111 King's Road, Taikoo Shing, Hong Kong
www.tahoelife.com.hk | P REEE Customer Service Hotline: (852) 3767 8777

e RIERS(EERS

Critical lliness Claim Form
E—En (BHZRA/REFBAEE) Partl(To be completed by insured/policyowner)

REMRIRE SIRAER FHe
Policy no. Name of insured Age

BDEE AR SRS 451

Identity document no. Gender
SRARE / BE 1%?%%)\1&% RERFBABIEER i
Insured’s present occupation/job nature  |Name of policyowner Contact phone no. of policyowner
FRRARIRP T AL B R SR ES O BERZE{E New Claim fEESRTS (AEIEH)
Name & cp?e of Igensed O FBEZEE Further Claim Claim no. (For office use only)
Insurance infermeaiary O E#t/ BZ Review / Appeal

BHEREZEE/ BEER/ BN / BINERFRIE

Name of critical/major illness/ special benefit/additional iliness benefit to claim
1. EREE/BEEREASIIMNEY - BFEZRE 10. £ 1d.

If critical/major illness was due to an ACCIDENT, please complete questions 1a. to 1d.

a. BANEAHE - IREIRIME b. ESMEHA
Date, time & location of accident How did the accident happen?
BNEHA
Date of accident (DDH/MMA/YYYYE)
iEME Time EFAM/THFPM
3 Location
c. REHWURIESE d. BERE?
Part(s) of body injured and type of injury Did you report to the police?
O = No

O % . z=2#& Yes, name of police station :

=S
Case reference. no.

2. EBfEE/BREEREEREY  FOZBE2a. E b,
If critical/major illness was due to ILLNESS, please complete questions 2 a. & 2 b.

a. PR Signs and symptoms b. ARFEIIREREIR ? Since when have these symptoms first
appeared? (HDD/AMM/EYYYY)

3. 28R {EFREF1E Consultation /Hospitalization details
a. BERXRBMIRE / BK251E Details of FIRST consultations for this or related illness/injury

Kez BHB B ) EE N EAEY / BIRaE M
Consultation date - . L Name & address of referral
(EDD/BMM/EYYYY) Physician/Hospifal Diagnosis physician/hospital

b. FBREZZALR /GHRHEMBEZR Please provide details of any physician(s) who have been consulted in connection with this iliness/injury

Kez BHB B ) EE N EAEY / BRaE M
Consultation date S . L Name & address of referral
(EDD/EMM/EYYYY) Physician/Hospital Diagnosis physician/nospital
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c. FIRMHIRE / BBABZERKEE Please provide details of hospitalizations in connection with this iliness/ injury.

2l
Diagnosis

BhraiE ABTHER Date of admission HBEEH Date of discharge
Name of hospital (EDD/EMM/EEYYYY) (EDD/BEMM/EEYYYY)

4. Hith=1] Other Information

a. BTMEEXRZZEEER Details of your USUAL physician

BAEHSZ Name of physician it R EEFETREE Address & tel no. Bt Since (H DD/H MM/ YYYY)

b. ETEREERPEB/EZRE / BEAISEBEEMER ? NE - FREFMAER -

Are there any other illnesses/complaints tfreated for or suffered by you prior to this major/critical illness you are claiming for? If yes, please provide

details.
O = Nno O 5. #BWT Yes, details as follows:
RS TE EEI=ES] 2Redt / BiRaiE AL

PRIEEOIRER SRR

Treated by (name & address of Treatment/Test received

physician/hospital)

Date of diagnosis
(H DD/B MM/ YYYY)

lliness

c. BTEAEEMATIRFREMUBERE ? N5 - BREHEFE -

Are you insured for similar benefits with any other company? If yes, please provide details.

IREESRAE
Policy number

RIREEH
Amount of benefit

RIRASIETE RARER
Name of insurer Type of benefit

5. (IRIER (REEERHERNZEHT—IE) Payment Instruction (select either autopay or cheque only)
(AR BE RN T AR HERNABMW - BLUBEESZEL T If no payment instruction is specified or information is not clear, HKD
cheque will be issued )

B EhEEER By autopay

O BEAATLRrEEERE ; 5 .
Current direct debit authorisation bank account in the company record; or

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

RITIRAS DITIRAS POk
Bank no. Branch no. Account no.
HEEREEEREEEEEEEEN
AREIR Notes:

Bank account holder name must be the same as
policyowner's name (however, if according to the
policy provision, the benefit is payable to the insured,
the bank account holder name must then be
consistent with the name of the insured).

IRTRPHAAUBLARRERBAURAR (BERE
RERR - AEBERNTIRANG - RITRPHAAY
BUARAZRABEZ—R) -

(1) (1)

(2) FRMHIESFHAAMNIRTIREER - MZFEPAEINBIRITE (2) Please provide account holder's bank account proof
FHEABAERKRTIRR - which shows account holder name and account
number.
B) BEHEEIRBAREERTREREGLUEESM - (3) Autopay is only applicable to banks in Hong Kong and
the payment will be paid in Hong Kong dollar.
(4) ZEEHEERARI ARSI BFLUBEBSZEZNBEZEER  (4) If the autopay is failed, the respective claim payment

18 -

will be paid by HKD cheque.

¥ % By cheque (&%

EEYZEEY . BLUBEZTERM if no cheque currency is selected, HKD cheque will be issued)

b3

=

EE® Cheque currency
O&# Hong Kong dollar

O REEMPolicy currency
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{REESRHS Policy no. :

6. FRENHES| BRTABANL "VIRRRERMBERBERERMNXXH :
DOCUMENT CHECKLIST Please put a “V” in the box below to indicate the documents submitted with this claim form :

BERERESRER (Ib8BiE3R ) Critical liness Claim Form Part | (this application form)

BN RENGESNABFNNEERERERE_ID

Critical lliness Claim Form Part Il for your claimed critical ilness or performed surgery
REBBARSRAZEMNFEBEXARIZA Copy of identification proof of the policyowner and insured

RIBBERIRE Histopathological report

E5 ~ BBRK - X-)¢ - BEISRW A AREERS Laboratory, ultrasonogram, x-Ray and/or MRI report (s)

HBRAR4S / DB RZEFLR 2 BIRALRBE Hospital discharge summary/Sick leave certificate with diagnosis
BEZE2FEAK Copy of patient card of consulted physician(s)

REFBAZRTREZPEIAR (RITEENIRITEES ) - MEBRAIARTRSHFAALZ LRTIRS (MERBEER
BNFIETR)

Copy of the policyowner's bank account proof (such as bankbook, bank statement, etc.) which shows name of the
account holder and account number (if autopay is selected as payment instruction)

OonO

Oooooono

* K2\ B O] GE B 1 ME FIME 15 70 KBS BRI B ) K
*The Company may request for the submission of extra information/ documents on case by case basis

7. RISEEER ( "RER. ) WEIIEE Collection of Levy by the Insurance Authority (“IA")

H2018F 181 Hit - RGEEER ( "RER. ) BRB (RIEEKA) (F4E) T (R (BE ) R & (RgE (EHE)
2)  BRRBRATIOREFFEANNRESE REBNBEZREFSEXOREFEANRREARY  MEREFEALEER
ENREHEZERGRE—RAANGRRASRBERAST ( "HRAS, ) - ISRANEZEIEARLEHEZHNER OB AREFZ
FHE"nttp://www.ia.org.hk/tc/levy" 381 B AN B I https://www.tahoelife.com.hk/tl/doc/Levy_TC.pdf" - REFTE AR
BRAAIBNEE  REBIOEMN&KRSES5,000TTHER - TUERSEFENINHEE -

Starting from 1 January 2018, the Insurance Authority (“IA") starts to collect a levy on insurance premium from policy
owners through insurance companies in accordance with the Insurance (Levy) Regulation and the Insurance (Levy)
Order under the Insurance Ordinance (Cap. 41). The levy collected by the IA will be calculated at the applicable rate
on the policy level. The policy owner is required to pay to Tahoe Life Insurance Company Limited (“Tahoe Life”) the
prescribed levy along with the premium. For further information on levy collection arrangement, please visit IAwebpage
“http://www.ia.org.hk/en/levy"” or our company website “https://www.tahoelife.com.hk/tl/doc/Levy_EN.pdf". As stated
in the law, if a policy owner does not pay the levy as required, the IA may impose on the policy owner a penalty of up
to HKD5,000, and may recover the outstanding levy as a civil debt due to the IA.

EASESEEEB R £/ Personal Data Collection And Use

KA/ HAERAA /| BACHERBEERASZSZEAETRKESRE ( "RRAASEASHIEZR, ) -

KA /| BOBBEERAREARBMERNGARAAZSRBERAS ( "HRARAAF. ) AEMUEQREREMS - FHAFENEABAE
BEBRAAN / BRIAA / HAWFREFREVEMER  IRBERASBAAERNEEBWERFER -

AN/ BEFRFLERRLEERRAASRERRAASEAASHNESHEEFERREBAA/ BANBAZR - BRASZSEABRNWERERR
MEFRAT R TEILTE  www.tahoelife.com.hk + RalaHRAASER °

| / 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 contained in this form or collected, compiled or held by Tahoe Life Insurance Company Limited (the
“"Company”) by any means from time to time 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 tfransfer 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/ HEARBREBERAASEAERKERR (268 "HEREHENMERBEAEZR ) 82 ) SEEREHZBNMERME
HAA / RANEAER - TAFERWEEEREREHEMN -
| / 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.
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{REESRHS Policy no. :

EIPMRIERE Declaration and Authorisation

B - AN/ HMEBRIEE
() AREEEFA / HMOREER - AL LINREBHNRLKFIBBBEN SRR AAMMNKAEEBTERERE ;
(2) £t T WEEASRFRERE  BREZAS

=i

KA/ HELEE (1) EOEE - FEMAmE - 8 - 20 - RERASE -~ R1T - BUTHEBSIEMEE - EsA L - NAESRFAEE
MBRAAAN / HAZCEE - K/ ABLRNTERT2BRAN / HMAE - HUBZSERRERERRASRRBRAT ( "Z=AA
£.). 2 RRASHAEOTEIEEZBENERAT - URMLBEPEERA / RMETHBEZERME G  (FREZAAN /&
PIZ BRI - IIREH AN / HAZEEARZBABBRNRT ; AMEETHBITRENR - IREDEN - XRESHORIR
BIEAIERENS -

AN/ RMEBREA / HABRREEIEL DM RE -

Declaration - |/WE HEREBY DECLARE AND AGREE that:

(1) all statements and answers to all questions in relation to the above claims whether or not written by myself/ourselves
are to the best of my/our knowledge and belief complete and frue;

(2) The contents under the above section of “Collection of Premium Levy on Individual Life Insurance Policy™.

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; (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 orincapacity. A photocopy of this authorisation shall be as valid as the original.
|/We declare and agree that I/we have the full authority from and consent to make the above authorisations.

REFBAES SZHRAZES (Fm18mIU L) HE Date(HDD/BMM/EYYYY)
Signature of Policyowner Signature of insured (age 18 or above)

#%# Name %# Name

B BIAS RS %19}%%5%3(1#%}%6%

Identity document no. Identity document no.
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