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Name Code District/Branch Contact Phone No
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To be completed by the Insured/Claimant and must be returned to the Company within 90 days from the date of discharge. gi;l—;ifj;ﬁ/}ef;!;.‘?gk?e&cizllﬁ?[}I_Aszglzf;-ng*&_ TEEIA -
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Policy No. Name of Insured Age/Sex 1.D. Number
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APPLICABLE TO HOSPITALIZATION DUE TO ACCIDENT (Kt ARz APPLICABLE TO HOSPITALIZATION DUE TO ILLNESS Kji A Bz F
1. When and where did the accident occur? 5. Please describe the signs & symptoms.
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Date Time am/pm
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Place
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2. How did it occur? Please describe it in detail. 6. Duration of these symptoms prior to the first consultation.
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3. Did the Insured/claimant report to the Police? If yes, please advise the name 7. Details of consultations: ate Full Name and Address of Doctor/Hospital
and address of the police station and their reference number or attach a copy of Einz o Hi BE AR/ A4 Bt
the police report (@)  The doctor who was first consulted @
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(b) The doctor who referred the (b)
Insured to hospital
4. (a) Which part of the body was injured? PR AR
AN S AL (c) All other doctors who were ©
consulted for the illness
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(b) Type of Injury? (d)  The doctor that the Insured would
BT normally consult for general @
illnesses
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8. Please state the time & date of the admission & discharge of the Date / Fro Date / To
hospitalization. Hl / H %
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CLAIMS PAYMENT INSTRUCTION ( Please put a “ ¥ “ in one of the options to settle claim payment)
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O 1. Cheque to Client via Consultant O 2. Cheque Mail to Client’s correspondence address O 3. Auto-credit (Allow for payment amount below HK$30,000 only. Please
ST AR HHEERE AR A AN ST EE R A B A P A instruct with account information in 3a or 3b below)
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NOTE fiijit
If no opt tlon or more than one option is selected, or auto-credit selected without providing accoun( information below, the claim payment will be settled by cheque and sent via consultant.
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Auto-credit Account Information E Bi#siRIR 54k

O 3a. Auto-credit to current account number which is being used O 3b. Auto-credit to owner’s OTHER account number (Must attach copy of Bank Book with Account Holder
for premium payment (The account holder must be the policyowner) Name and Account No., endorsed as a certified true copy by the policyowner with original signature)
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NOTE fifiif: :

If the acrgount holder is not the policyowner or the required documents are not submitted, the claim payment will be settled by cheque and sent via consultant.
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DECLARATION AND AUTHORIZATION EHH K, 54
I/WE HEREBY DECLARE AND AGREE that: (a) all the foregoing statements and answers in this claim form together with those in any required medical examination, questionnaire, amendment or other
document signed by me/us in connection with thls claim are full, complete and true. I/we also understand that in the event of doubt as to whether a fact is material, it should be disclosed here. (b) Sun Life
Hong Kong Limited (the “Company”) may be unable to process this claim if I/we fail to provide any information related to this application. (c) the Company is not bound by any statement which l/we may
have made to any person if not written or stated here. (d? all the information we provide for this claim and all other relevant forms or documents is provided to enable the Company to carry on insurance
business and may be used for the purgose of any insurance Froduct or any additions, alterations, variations, cancellation, renewal or reinstatement of them; any scope of insurance coverage, claim
processing and analysis of it AND may be transferred to any related company or any other company carrying on insurance or reinsurance related business or claims investigator or other service provider
providing services relevant to insurance business or any selected party as the Company may consider necessary.
I/WE HEREBY FURTHER DECLARE AND AGREE that | am/We are the account holder(s) of the account number provided and I/ We understand that Sun Life Hong Kong Limited has no liability for any
loss resulting from a wrong account number provided.
I/'WE FURTHER AUTHORIZE that: (a) any licensed physician, medical practitioner, hospital, clinic or medically related facility, institution, insurance company, government, private office or person that has
any record or knowled dge or information of me or my health to disclose, release or transfer to Sun Life Hong Kong Limited any such record knowledge or in ormation relating to this claim. (b) the Company
or any of its appointed medical/paramedical examiner or laboratory to perform necessary medical assessment and tests to evaluate the health status of me/the Insured in relation to this application. (c) |
specifically authorize the disclosure of all information about communicable diseases and infections, including but not limited to any sexuallx transmitted disease, HIV infection, Acquired Immune Deficiency
Syndrome (A.1.D.S.) and A.1.D.S. related complex (A.R.C.). This authorization shall irrevocably bind the successors and assignees of me/the Insured and remains valid notW|thstand|ng death or incapacity.

A photostatlc copy of this authorization shall be as valid as the original.
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Signature, Name and ID No. of Owner/Claimant (if other than Insured) Signature of Insured Witness Date (dd/mml/yyyy)
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In the event that the Insured is physically incapacitated and prevented from signing, PART | may be signed by a close relative or other representative authorized by the Insured.
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In accordance with the terms of the Personal Data (Privacy) Ordinance, the Company has the right to charge a reasonable fee for the processing of any data access request. You have the right to obtain access to and to request correction of any
personal information concerning yourself held by the Company. Request for such access can be made in writing and addressed to the Company’s Customer Service Centre.
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Customer Service Centre % F RS 0 Sun Life Hong Kong Limited 7 ¥ 7k ¥ 4 il £ FR A 7]
8/E Sun Life Tower, The Gateway, 15 Canton Road, Kowloon, Hong Kong 7 ¥ JL E J& 54 15 9% v J8 K [ 7k B 4 il K Mg 4 (Incorporated in Bermuda J# F %€ 2 5t fit 457 )
Tel (852)2103 8928  Fax (852) 2103 8938 TERE (852) 21038928  HIL (852) 2103 8938 A member of the Sun Life Financial group of companies 7k ] 4 i 4 [ i 8 2 —
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