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Sun Life Hong Kong Limited (Incorporated in Bermuda with limited liability)

EAKHASMAIRA S (P EFEMR I 2 AREEAE) > A I =
Please submit your original claim application to our advisor or send it to us at the following address: 7]( H i& mﬁ
SRR I A AL T IV RARS - sUBE ZE DU s

Client Service Centre& F g % 9.0

Address: G/F, Cheung Kei Center Tower B, 18 Hung Luen Road, Hung Hom, Kowloon

Mkl L BEATRAT S 18 ety B BEH T

Tel F:E (852) 2103 8928 Fax {HE (852) 2103 8938

CONSULTANT’S INFORMATION BRIk

Name %% District/Branch [&i/531T Code 4R35k Contact Phone No. 488 sE
Claimed Benefit(s): Z g {pfEiEm - Case Type: JEEEZEIER]
[ H&S fEBe e 1 HI (i AL [ Others, please specify £l » 3319 [INew Claim Fo3(i
OFurther Claim F (g

PART | 55—25(3
1. INSURED’S INFORMATION S A 25k}

Policy No. {8557 HE Name of Insured 3z (% A\ #:%4 Age it | Sex M ID / Passport no 5 {733E/E 17551
Present occupation and job duties FFHF k3£ 57 k75 Name and address of business or employer /A &5k {& 3= %% K Htdl

2. DETAILS OF HOSPITALIZATION / OUTPATIENT SURGERY {5 / #fFF92 FrattE

(a) Name and address of hospital B 445 K il

(b) Date of Admission and Discharge (DD/MM/YY) AR Hibe B (H/H/4E)
Date of Out-patient Surgery (DD/MM/YY) #E77F9z2 Fiig HER (H/H/I4F)

(c) Please describe the signs and symptoms 544l 5 SER

(d) Date of the above signs and symptoms first appeared (DD/MM/YY) & HER_E Ui Rk > HER (H/H 14)

(e) Date of first consultation (DD/MM/YY) & Z:kz2 HiH (H/H/42)

(f)  Name of the doctor / hospital first consulted & K2R SR 4 /B[54

(g9) Name of other doctors who were consulted &>k 3211 Hith 5& 4= 4k 4

(h)  Name of usual doctor 18 K28 4= 444

(i) Any concurrent claim filed to our Group Department or other insurers? 7545 ] i (61 4/ &) 7 (B 54 g i ol HoAth (e A TR R E 2

O No# [ Yes
If Yes, please provide the policy no. & name of the insurers #4175 » 5% 1/BH {5 B 950 K 4\ 5] %478:

()  If the hospitalization or out-patient surgery is related to an accident, please give the details below. Z1{E[EEH#EI T2 FlrELE /MR - SFHRHELLNEER
i) Date, time and place of incident ZEif [H HA ~ B[ KB

ii) How did the incident happen? ZEifr&s 4 458 K E
iiy  Which part of the body was injured and the extent of injury? {5 {75 BaE i K (5842

iv)  Was the incident reported to the police? 75 & it & R MU ?
O No# O Yes, please submit copy of witness statement / police report 7 » 5iEAS ({4 B2 L FIA

3. PAYMENT INSTRUCTION X 5=#E=

(a) [ Credit to existing premium collection account [ g 2 RIS A SR B 2 IR
For payment amount below HK$30,000 only and Account Holder must be the Policy Owner F[E3&%E 30,000 1\ RAYRE(E 2 = 1A AVE BB FHEA
(b) Faster Payment System*# " i@ t1: | (Please select one of the following 3% L T H of—I5)
*Your FPS account must also be registered under the policy owner "8 | (9 FaE Mmoo BB BIRERA A
#Not applicable to SunHealth Medical Essential, SunHealth Medical Premier, WeHealth Preferred & WeHealth Prestige 3 F 1> 7k BRSO EERROR ~ 7k B O EERRLR ~
Tk B PRI B O R ok AR L R B T O
O Pay to premium autopay bank account PEZKZE H BiiEHIELE = O
O Email &E:
[ Mobile number F-#5%#%: (Country Code E157{t5%) Telephone No ZEEEHERE ( )
[ FPS identifier " gl | 50550

(c) By Cheques7 2% [ Via Consultant 4&¢gaR#%zz [ Mail to Client's correspondence address B #2827 22 % F il st ik
4. OTHERS HAis~

O Please return Certified True Copy of Original Document after processing claim %A T fz a4 4 R [ TE A S T S EIA
5. REMARK HEE&:
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PERSONAL INFORMATION COLLECTION STATEMENT {& SIS SRR EH

1/We understand and consent that, any personal data collected by Sun Life Hong Kong Limited (Incorporated in Bermuda with limited liability) (“Sun Life”) (whether collected in this form or otherwise)
may be used by Sun Life for the following purposes: (i) processing and evaluating insurance applications and/or any other applications for financial services; (ii) administering and providing services in
relation to insurance or financial products; (iii) processing, investigating and settling insurance claims and detecting and preventing fraud (whether or not relating to the policy issued by the Company) ;
(iv) conducting customer surveys; (v) researching and designing financial, insurance or pensions products for clients’ use; (vi) selecting and participating in reward, loyalty or privileges program and
related service; (vii) contacting clients for the above purposes; (viii) purposes which are directly related to the above purposes; and (ix) complying with applicable laws, regulation or court order or
obligation or requirement under an agreement, or other commitment, between Sun Life or any entity within the Sun Life Group and the regulator or government in any jurisdiction (in relation to money
laundering, terrorist financing and tax evasion or otherwise) to which Sun Life and its related companies are subject to (of Hong Kong or any other countries); Sun Life may also use my/our contact
details, demographic information and policy details to contact me/us with marketing information regarding Sun Life and third party pensions, financial and insurance products, including by phone calls,
mail, email, SMS or any type of electronic message. Sun Life may not use my/our data for direct marketing unless Sun Life have received my/our consent (which includes an indication of no objection).
1/We know l/we can tick the box below if I/we do not consent to receive direct marketing information.

T

Sun Life may disclose my/our personal data for any of the above purposes: (a) to third parties who provide services in Hong Kong or elsewhere which assist the Company to carry out the above purposes,
including claims investigators, insurance adjusters, medical advisors, health care professionals, medical service providers, hospitals, emergency assistance service providers, reinsurers, accountants,
solicitors and professional financial advisors; (b) to banks for payment purposes; (c) to insurance brokers who are representing the policy owners or clients directly or indirectly; (d) to the Company’s
insurance agents and MPF intermediaries; (e) to the Company’s related companies (as defined in the Companies Ordinance) including pensions services provider, financial services companies and
insurance companies; (f) to the Hong Kong Federation of Insurers (or any similar association of insurance companies) and its members; (g) to the policy owner / employers of an insured employee under
a group product; (h) to any third party service provider appointed by the policy owner who provides administrative services for the policy owner; (i) to organisations that consolidate claims and underwriting
information for the insurance industry; (j) to fraud prevention organisations; (k) to other insurance companies (whether directly or through fraud prevention organisations or other persons named in this
paragraph), the police and databases or registers (and their operators) used by the insurance industry to analyse and check information provided against existing information; (I) to any person to whom
the Company or its related companies (inside or outside Hong Kong) are under an obligation to make disclosure under the requirements of any law, regulation or court order binding on or applying to or
to which the Company or its related companies (inside or outside Hong Kong) are subject to, or under and for the purposes of any guidelines issued by regulatory or other authorities with which the
Company or its related companies (inside or outside Hong Kong) are expected to comply and (m) as otherwise required or permitted by law. If third party personal information is supplied to the Company
by the clients, clients’ service providers, claimants or applicants for services, such clients, service providers, claimants or applicants must inform these third parties about this personal information
collection statement before they collect their information and supply it to the Company. For group clients, these information may include but not limited to information belonging to the clients’ employees,
the group members, the insureds and/or their representatives or dependents.l/We understand that it is voluntary for me/us to supply the information, but failure to provide the requested personal data
may mean Sun Life is unable to process my/our application or continue to provide services to me/us. I/We have the right to seek access to and request correction of any personal data Sun Life holds
about me/us by sending a written request to The Manager, Client Service Centre, Sun Life Hong Kong Limited, G/F, Tower B, Cheung Kei Center, 18 Hung Luen Road, Hunghom, Kowloon, Hong Kong.
Sun Life may charge a reasonable fee for the processing of any such requests.

"Sun Life Group" means Sun Life together with its subsidiaries, subsidiary undertakings and associated companies (whether direct or indirect) from time to time.

[JPlease tick here to reject receiving marketing information from Sun Life.

BN EEPERFEEESKPASRAIRAT (REREEMRL 2 AIREEAT) (T ) ATLUREH R ERE AR R st F s i s s e H A AR IS M E LU AR ¢ (1) PRER R THAli e B/
SRAEATEA SRR S T ¢ (i) E RGO BLORER B/ o ambE SRR ¢ (i) R ~ BTSSR R E 2 ~ DR DRI EEET R (s R G B A SIS MIREAR) © (v) ETEFHRE () BE
PR RESGT R~ RRBCRIREES © (vi) IS R 20 - BB SRR SatE ¢ (vil) (R Rl BBl SIS ¢ (vill) 81 Rk B VEREARIMEM AL B 6y ¢ R (ix) REsFEREnE] - AR - EES
LBk B B BH S B P ] B e B o i e e B P AR BT 2 A R P T OSSR B A s CFLAHRAR SR 88 ~ Ry T 880k - AbfReiHAh) -
KR AT A N B SR BAE AR AR A SUKB R =70 RS - SRR R E R AN > DRSS - B - BE - A EME T EEEIARSANEE - R
IHFEIARNEFEZFE (EEERARE)  SRUKARERANEEZ B EZ AR - AN | EFHOERNEERFEEEZI SRR > W TYITTEAEES5E « KT R DL AT HAHEE
RNEFIEAERT (a) BB AR AR CRERESBECEMMTT) MEIRSAE =07 - BERERHEE - (REEEA - B - SR AL - Bmisitats - Bt - Racarmstt
JERS ~ FEORBRATE] ~ EaTHD - (AT - FHEMHVER () STESENR (o) BB ARRERA ASE SIRRLL © (d) AFIRIRBAEARSRBEET AN © () ARIRIBHEAS (RIFAEIFRE]
ST EFERIREIRFSRAE - SRIRISHRAE R HAMIRR AT () TRRECER & EUEMEDIIRE A THE)EG 5 (9) BRERIIRERAA | ZIMER ZRE © (h) hfREETA N E IR TR
MRFS4E R A =T IR HLIER ¢ () RO REERETIRIRERIAESR, () PIERES: © (k) M iREA S ERRE B - SUREBIHERESEAR R PR R EMA L) - BRAIREERIAE
HIA Fre (A EDRHE LT AR BRI EUR B eGSO (R E) ¢ (1) A5 RHEBEA ] (R AT IS ) B TR E & R B R 3 L 155 B RUAD « AR BUAIER S Fré R Bt E 2 FEi
REEAEH AV EM AL Fo(m) SOABISDREUESTHEMA £ - FAIB=J7EAERURHE R - B R AR IER - REASFF ARG AE > ZEP ~ IS OER - REASHE ALFTEEE
EEERLAT - I (EAEEICEEREE) SRIARNE =7 CERHRIE A - HREEEE S - BLEERTUERERRNENE SRS - BERE ~ ZIRAF/EEARIR B EAGE -
BNEFEHARNEFREEAFRIE AR - A0S REEREPTREAZR - TSk PAMAREA NS FHFREUR MR TANEE - ANEFAEERREREEKIRFAERBAN
HEEANFR > ARER ] IEEY AR 258 AR AIEE 18 9RO B Bt N K B SRATR AT & P IREs o LA o kB TR R (% SRR S EREE T -

TKHASRET AR B R A B A E] ~ WA A ] (R R AR ) -
I 27 [ R e ok B 3 LHAV S R - SR 07 AL B 3055% -

DECLARATION AND AUTHORIZATION E57 B i1

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 questionnaire or other document submitted by
me/us in connection with this claim are full, complete and true. (b) Sun Life Hong Kong Limited (Incorporated in Bermuda with limited liability) (the “Company”) may be unable to process this claim
if I/we fail to provide any information related to this claim. 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 knowledge or information of me/ the Insured to disclose, release or transfer to the Company any such record, knowledge
or information. (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 sexually transmitted disease, HIV
infection, Acquired Immune Deficiency Syndrome (A.l.D.S.) and A.l.D.S. related complex (A.R.C.). This authorization shall irrevocably bind the successors and assignees of me/the Insured and remains
valid notwithstanding death or incapacity. A photostatic copy of this authorization shall be as valid as the original. 7% A /&% 50 K G T 50&8 0 (FF) AREHE &% LAyt &% » DUREAR AN/
TEEHBZ AR ERM G EEA NEHAM S - HBEER - ek - ANBEHOMEE EM RSN EEEHEEHIHER - () MENTERERUIEFHTRERN  THECERKH
SHERAT (REREIMBILZARREAT) CATHE "AE ) REEEMH IR ERG - AN GFERFRET &« (F) EFEfEs - B - 207 AT BRSSP SErE R A AR
RNZRANZENE 2 N2t mATSHARERE, SR ERARER - (Q)ATSATIEZ BEA SRR - AL H - HAE N Z IR TR Z BTl N DL A A2 (7
NZIERHRIL o (P BN/ R M S B2 (T BRI R VB S BT A R - BB EAR PR E (IS M A B~ NI IR =3 (HIV) B ~ RR IR IERZ I (B20) ke
EREREE - IR RN ZRAZERAS0ZE JEATRREST - MARMER VAR - AR ENABLEAR R F ST -

Signature of Policy Owner {8 T A %% X ID / Passport No. Date (DD/MM/YY)
Name (in block letters)  #:4; (k&) BndE | RS =i (B R/4E)
Signature of Insured  Z{RAZEE X g;?gji‘;gg% Date (DD/MM/YY)
Name (in block letters) #4; (k%) HVIRL T BRI H# (H/A/4E)

The information you provide will be treated as your latest contact details and applied to all policies under your name. %57 3 55 FA) 2 HRHIRF 45 031 B8 i 4t & > 25 F B 4848 R B P f BiLo

Email ’ Mobile [ ( ) ’
T B 3 T2

If no update is available, your existing contact number(s) and/or email address(es) (if provided) will be retained. 4TI 5 HT > FRAMIG i FH 8 Pt 4% 7 il S/ FE TR b 31k (40 28 A ) ©
Please provide at least 1 mobile number and include the country code for each number, else it will be defaulted to 852 (Hong Kong). & Hifitiee/b—flEl FHRSERS » i o ol Heits 8 4%
FRIRWE > 42 - BRI g e #852(F ) o

POINTS TO NOTE 3+ & =15

1. Please do not sign on blank form 35/77){E2% (434 552
2. This form has to be signed by both the Policy Owner and the Insured. If the Insured is under age 18, then by the Policy Owner only. This form must be returned to the Company within 90 days
from the date of discharge. ttFAGTHEHZ IR AKIRE EHEAZE - W20r KW 18 5% » HIAFRHIRE LAFES - WRREBERI-RARE A E
3. Please answer ALL the questions on Part | of this claim form %[5 H 55 2 55— S () Y P T RE
4. Please check if the following documents which are normally required have been enclosed 5% ¥ LA N ET— /&P ds S 2 B &K E M E
(i) ID card copy of the Policy Owner (if no record in our company before) {5 T A 2 BRI (UL A G A AN S1FERE)
(ii) Original Receipts if medical reimbursement required [FZARBEFRUTIE - W12 (E B& e I E
(i) Attending Physician’s Statement (Part Il) completed by the attending doctor [ 22884 I AV — i (BB s)
(iv) Other supporting documents, such as Referral Letter, Discharge Summary, Sick Leave Certificate, Medical Certificate, Laboratory Report etc.
HAZERA S - GIOEAME - Hbedess - RAR - SRS - (LiamEE
5. We reserve the right to ask other supporting documents if deemed necessary. 15T » A\ &) B B R IEAZ HASFEH S {4 2 #EF]
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PART Il — Attending Physician’s Statement (To be completed by the registered medical practitioner at the Claimant’s expense)
EE - BERS (R FIRRARREAL)

Policy No.
1.  Name of Patient 55 A #: 4 2. Sex/Age ML | s 3. 1.D. No. {35k 4. Occupation Hk2g
5. Confinement Date (DD/MM/YY) (%% HHA (H/H/4) 6. Name and address of Hospital B&[57E il K bl
Out-patient Surgery Date (DD/MM/YY) 922 HHA (H/H/E)
7. (a) Areyou the patient’s usual doctor?
BT REWAEEELE?
ONo & [ Yes, since &, H (MM/YY H/4E)
(b) Date of first consultation to you relating to this illness / injury (DD/MM/YY)
A E TR R ZIE AR T K2 B (H/RAF)
(c) Signs and Symptoms at the consultation
SKESHF Z IR BB AEIR
(d) Date of Signs and Symptoms first appeared according to the clinical records of the patient (DD/MM/YY)
TR N IR - BB 2 B (H/ /)
(e) Final Diagnosis
IR
(f) Date of Diagnosis (DD/MM/YY)
SZET A (H/A/E)
(9) Underlying causes leading to such iliness
TR R HEGELRE
(h) Was the patient referred to you by another doctor?
NS H A LA FRE T 2
ONo & [ Yes, Name & Address of the referral doctor &2 » E5HR (L /B2 4= 4 47 Ky il
(i) Did you refer the patient to other doctor or hospital?
R T S a2 N FLA B8 A BB B ?
O No & [ Yes, Name & Address of the doctor or hospital & » 55 LB 2f BB 42 7% K Hhhl
() If this hospitalization / treatment was caused by an accident, please give the details below
ERREBNERREING 2 - FREELL TR
i) Date of accident (DD/MM/YY) E4NHHH (H/B/4E)
iy  Cause of accident Z/FA
i)  Part of body injured and extent of Injury 5 faz{5 > Hifr K Z{EF2
8. Details of laboratory tests or investigations performed with results during confinement {3 BARS 1 THA L R Mg R 4
Date HHH Test / Investigation {LER/KTE Result &8
9. Details of treatments given during the confinement {:fzHARI48 P GIEEERS
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10. (a) Surgical procedure(s) performed
SERZ Tl 44T

(b) Date of Operation (DD/MM/YY)
FilaHI (H/AE)

(c) Name of Surgeon

HETT Tl B AR A

11. If you have referred the patient to other specialist during this hospitalization, please provide his /her name and the referral reason.

WOR N M FESL (LRI R R A T HA SR B AR - SR A R 2 RIA

12. (a) Has the patient taken any home leave during this hospitalization? If “yes”, please state the date, duration and reason.

BERAAEEREIART - MEBESEIND 2 40 T - SEYIBIE - IR R

(b)Please give the reason(s) why the hospital setting is required if the patient can be managed on out-patient basis.
RN ZEZEATEP T2 LR TR Z R A

13. (a) In your opinion, was the hospitalized illness a recurrent episode / chronic illness / related to previous diagnosis
If “yes”, please provide date of first episode and details.

BT R  BEREFEZ R S E S/ RIR (BB ECE BR 2 20 T S5t E RS R R AR

(b) Has the patient ever been treated or hospitalized for the same symptoms / iliness before? If “yes”, please state details including (i) onset date, (ii) type of
investigations / treatments / surgery(ies) received (iii) Name of Doctor / Hospital consulted (iv) last conditions

A LRTA &SR REGE RN 2 40 T | - S neia s () 75 i (i) G2 el iaRy il (i) SKee 2 BA/BRAN (v)RER

(c) Please circle the following factors which is associated with the illness / injury and provide details. 5FEH ELEIORIE [ ZEA RN T YR ZA L -

Accidental bodily injury / the abuse of drugs or alcohol / AIDS or HIV related iliness, venereal or sexually transmitted disease / pregnancy, infertility or sterilization/ refractive
error / cosmetic or plastic surgery / mental or nervous disorder / congenital condition / hereditary condition / developmental condition / self-inflicted injury / general check-up
or vaccination / none of the above.

EINFHEIE | RSB0 [ R IEZE(AIDS) S AfR e Ik = i (HIVYARARI PR - MERsE el A [ 1822 - N EEEEE | IR St | e
Miﬂ/iaiﬁm“«faéﬁufﬁiﬁﬁr I BEEVELRR | S E MR [ BI8EG 1 BT S MeieiRE0L S | DLERTY IR S

Details 515 :

| hereby certify that, having personally examined and treated the above-named patient for the above illness/injury, the facts as given above represent my opinion of his/her

condition. AALEIEH » A NRERCAHRILHA G - DL EZ ATy A AR A EFIRR Z B R

. . Name of physician (with stamp)
Signed &% ER R 7 (EED):
Qualifications &J: Address ik

Date HHj: Telephone Number &35 5ETHE:
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