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Disability Benefit Claim Form

IR S R Sun Life

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

EAKASMAIRA S (P EFEEMR L 2 BAIREEAE) > A A =
Please submit your original claim application to our advisor or send it to us at the following address: 7]( H i mﬁ
SERHHY RS S IE RS TR AR > Seay 22 DA L

Client Service CentreZZ = il 75 tH 0

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

ik fUBESTHALE S 18 SR B EEM N

Tel 5% (852) 2103 8928 Fax {#E (852) 2103 8938

CONSULTANT'S INFORMATION ERIE0R}
Name % DistrictBranch G571 Code 45 Contact Phone No. It
Claimed Benefit(s): ‘Z & frRiExEH : Case Type: FEEEZEIEH]
[ WPIPB &zl 01 DI 5358 A& (20 ] Others, please specify 3t » 3£ [INew Claim S (K
OFurther Claim FE0Z1E

PART | &—&
1. INSURED’S INFORMATION 2 A 20k}

Policy No.{Ei5fHE Name of Insured Z{# A 2% Age 4Ei | Sex PER

2. DETAILS OF OCCUPATION T{Es1%
a)  Occupation and job duties prior to disability {5551 > ik & T/ERLE

ID / Passport no S{3k/# iE 5k

b)  Name of Employer, Address & Telephone No (g 4% ~ skl & 853
c) Job nature and special machines, tools or equipment used at work (if any) T{EM/8E & FEZE LV FIHSE « TH - S5H0A)

d)  Last working date before disability (DD/MM/YY) {55&RTE% T/ HEH (H/H/4F)

3. DETAILS OF DISABILITY {E5:£1E

(a) Please describe the signs and symptoms &4 il U A

(b) Date of the above signs and symptoms first appeared (DD/MM/YY) & X HEL_FaltfE e BEdk > HEE (H/H 1)

(c) Date of first consultation (DD/MM/YY) & Z:Kz2 HHA (H/H/4E)

(d) Final Diagnosis confirmed by the doctor % 4= i & (i (43287

(e) Name of the doctor / hospital first consulted & K215 AL /B b 2458

(f)  Name of the doctor who made the final diagnosis {E H £ 14227 52 A4 444

(9) Name of usual doctor &% KL HIEE 4 44

(h) Name and address of hospital admitted for this disability At {5 7& A 2 B e 2478 B ik

(i)  Date of Admission and Discharge (DD/MM/YY) A5k e HEH (H/F/I4E)

()  Any concurrent claim filed to our Group Department or other insurers? 754 [5]H [ A< 5] 27 [ A (g ol L Ath b A SR VR E 2

O No & O Yes
If Yes, please provide the policy no. & name of the insurers %17 » 3551 BH (R EE5RHE K o\ 5] 4 78:

(k) Does the Insured/ Policy Owner have any income benefit or compensation from the employer and/or government? If “yes”, please provide the source of income and date of

payment began. 3z {f AJPRER T HE A 75 e 52 (8 £ RSB AR R A2 A0 > SRS ACR B FHa SR 2 HH

()  If the disability is related to an accident, please give the details below. #I{Z R EELZINGR > FHEEHLLL e
i) Date, time and place of incident ZE5i [H HA ~ B[ K i B
ii) How did the incident happen? S 4 Y48 K 5115
iii)) Which part of the body was injured and the extent of injury? {51 B8& 33N F (5542
iv)  Was the incident reported to the police? 754 it /& K I #2452
O No#& O Yes, please submit copy of witness statement / police report 7 - 55IEAT (14 S g4

4. OTHERS HAti#s~

O Please return Certified True Copy of Original Document after processing claim 3% jA T fz a4 4 3R [0 TE A S (AT BRI A
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PERSONAL INFORMATION COLLECTION STATEMENT {E A&k EEEHH

I/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.

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). I/We know I/we can tick the box below if I/we do not consent to receive direct marketing information.

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. I/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.

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

BN EERAREAEEEKAEMARNE (WEFEEMRIIZARIELT) (TR, ) o EUEERTUCEEIMEAIEAZDR R st R AR P R st HA R S HUS)E LT AR ¢ () PERE R i 55 B/

SET A SRR S o (i) E R R (B b R/ s A BRS¢ (i) PEHE - SHERIAEE (R R R EE ~ DRI (ERGEET B (im 2 S I A S # HAYREAR) © (v) ETEFHE (V) A&
POt Rt - trmEGR IR © (vi) BB NS UEE - Dl sUrEeE SatH]  (vil) [R_Eaf BB SR ¢ (viil) SR H B EREA BRI E R » R (%) R @anip] « A8 - g

B B Rk B S PR O 5 (] S A L b S PR BB 2 T P Y 5 BEOR B ARG LB VR R B8~ R T 38 ~ IR EcHA) -
TKEHIR AT (A NSE SRS EOR - A8 N R R B R A RS = T AR IR S ~ R R frb iR A - DUER RS - B0 - H - EHEERGREE R E T E R E I ARSE A NEE - B
FRRIAENEEFZFEE (BER RS » SRR A ERANEEZEN AR - AN EFHEERNEERE RIS RGN - IR Ty PE E55E -
FKHA ] Ry DL EAE o] H B B8 A NI B EAEAE R ¢ () BB ATk LR CRERTERBECEAMI T ) MIREYREIVE =77 » AIERERES - RBEEEA - SRR - B EEE AL - Bmiosiz
(- BEbE ~ RS CSRIRBALERT - FORbEAT] - AN - AT - SEEEMRAR ¢ (b) SRATIREGRAIA ¢ (o) EREERIREARIRERT A ASE PRI RIREL ¢ (d) ATIRBRAE AR SEE A (6) &
TN T (RIB A B R EIETI) EE R R IR R At - SRS R i iria AT 5 () TECRR RS GUERELTI R AT E) L& & (9) B ELRERAN / ZIMEEZEE : (h) H
ORELRFA ANIEE BB TEUR B A IR R AV = TS AL () A TRIBSER ERURIREDRIATAHER 5 () DI o (k) HoAtfrba s vl (esh /2 B30t - SR MBI R EREA B R A HAT A
&) ~ EEA R E R B T B PR SR AT EHE T AR AV AR EE B s M (R R E) () AT RHEREA T (R E S BEE) Al TR E S R B S 3 0 2355 [ BEHRUAD] - EHECERE
BES PTEU R EE 2 B 75 1A A E LR B R A 5 Re(m) HOEBIZOKBOEFFRYH AT AL -
BAE =T EANERNRRE S - FPORBEIERS - RE ARG RES AT - ZE 5 - IBHLIER « RE NS AR SRS Rl - Rt (AR ) SHARTIE =74 ek
REELATE - ANEFHOANESRIE AT IEE R - M e RAERUPTHREAZR » rTEEUk AR N B E AT TEHR I TARNIEE - RAEE AR R R SR IR R B
FABANGEFAENER - AREOKE] IEE AR 2 £ 7S UEALRIATEE 18 SRl B i N Bk B SR A TR A T 5 P IR 08K HE » B Al gl R B [ S 20RO A BB A -
KSR R K R AR Z I A ] @ e SERAEIE A T (s R B R )

. JRTTREPE SIS
DECLARATION AND AUTHORIZATION &8y
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. /IWE 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.I.D.S.) and A.I.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 /Z% 8 BH i [675 F 508 0 (FF) ARHE % FAnRiS REE  DRERN/E
FHF LRGSR R HM S - Sm AR - srleE - ANBEAOMETMRAZEREZERHNE YRR - (2) MANGERERILLHFTFEARN - TENERKIER
ARAE (REFEIMRILZ AREEAT) CUTER TAF] ) )RAEEIIRE R - ANEEERHZELT &R (F) (EMEeEs - Bt 20 RRATE  BUFSFIsEmEAMRE AR /2
PRAZ B AR Z A\ L2, AT SHARER, SREE LM AR - (LDATFRATEZ BEA SR - ATt - HAE N Z RN TATER Z BT K L AN Z RN
HRIL o (P NS T IEA R e\ S B B8 (T BRI (A M R B BV P A ) BB (R IR E TS (e 2 i~ ABISR e D=3 (HIV) Bt ~ RIS (B2 KB EHA
BHEE o IIZRE AN/ Z IR Z R N2 N FEIRTT « IR N2 R \SE T BURIT REE ) » B ARU) » ISR B BLE A HLES20)T -

Signature of Policy Owner {£E ¥ A\ %% X ID / Passport No. Date (DD/MM/YY)
Name (in block letters)  #:4: (k&) B | RS Hi (HIRIE)
Signature of Insured  Z{RAZFHFE X g;ggi&;g#% Date (DD/MM/YY)
Name (in block letters) #:% (K %5) VIR, | RO HEH (H/AIE)

The information you provide will be treated as your latest contact details and applied to all policies under your nam } ; : AN TEER

( ) |

If no update is available, your existing contact number(s) and/or email address(es) (if provided) will be retained. fllCIETIf S8 U » FRAFIIE IS FTT i 63 o 8 25 /ol 705 A0 b k- (0 3 1)
3|

Email Mobile

/TR A S R AT 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). et

BSEICRS - i A  BSICRGIT (e 23 852(TRikE)

POINTS TO NOTE ;& EE1E

1. Please do not sign on blank form 571528 [ 348 F %
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 180 days from the
commencement date of disability [t #A% F HHIRE L HEARZIRAFEE  WZRAAMN 18 5% » AR EREERAEE - WHEREEER 180 RNAEIAE]
3. Please answer ALL the questions on Part | of this claim form (a2 FH 35 2 5 —E i e 88
4. Please check if the following documents which are normally required have been enclosed % ¥ L N Fr—f& T Fs B B KTk
(i) ID card copy of the Policy Owner (if no record in our company before) fRELFHE A 2 S s8RIA (QITE A 8 AN S1FRE)
(ii) Original Receipts if medical reimbursement required EASHFRILE - 407 R (B B es FHT (4
(i) Attending Physician’s Statement (Part Il) completed by the attending doctor ¥ 3% 4 I 2SR HER 45 (55 805)
(iv) Other supporting documents, such as discharge summary, referral letter, sick leave certificate, physiotherapy report, pathological report and laboratory reports etc.
HAMFERSCA: - BN EBraEss - EE - R - PEDERERE © RS R LRSS
5. We reserve the right to ask other supporting documents if deemed necessary. 415 7% » A\ E (kBT ZK IR A2 LA EEAF S22 HEF)
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PART Il — Attending Physician’s Statement (To be completed by the registered medical practitioner at the Claimant’s expense)

FE Ty - SRS (BrriEAEE - R ERE AR

Policy No.

1. Name of Patient jj5 A\ #:44

2. Sex/Age MR | 4

3. 1.D. No. B{HESRHS

4. (a) Are you the patient’s usual doctor?

FT R ARER A ?

ONo & [ Yes, since &, ©H

A EREER I/ G2 R T oke2 B (/A E)

(c) Signs and Symptoms at the consultation

SR IR RUER

MR A I - ERHEEUREBOEIR Z HH (H/AE)

(e) Final Diagnosis
Rtk

(f) Date of Diagnosis (DD/MM/YY)
ZETHE (H/HIF)

(9) Underlying causes leading to such medical condition/injury
TR R E S

(h) Was the patient referred to you by another doctor?

RN A B R R 2

() Did you refer the patient to other doctor or hospital?
R TR A R AT A B AR B Bt 2

O No & [ Yes, Name & Address of the doctor or hospital & -

(b) Date of first consultation to you relating to this medical condition/injury (DD/MM/YY)

(d) Date of Signs and Symptoms first appeared according to the clinical records of the patient (DD/MM/YY)

O No & [ Yes, Name & Address of the referral doctor &2 » S5+ (i /82 4= 4 42 Ky -

AR BB b A R

() If this disability was caused by an accident, please give the details below
ERXREBEFRARING [ - FHIRAELL TR
i) Date of accident (DD/MM/YY) &4 HEH (H/HI4E)
ii) Cause of accident E4MFA
iii) Part of body injured and extent of Injury S &~z {5 > S K Z G2 E

(MMIYY FI)

Date HEH Investigation/ Result 8%/ 55

5. Type of diagnostic procedures, medication, treatment or operation required. (For example, x-ray, suturing, physiotherapy, etc.)
NG B2 2 ER P O ~ BB~ DB (A0 ¢ X - B8 - WEIGIRS)
Medication/ Treatment/ Operation &)/

6. Was the patient admitted into hospital? If “yes” please give details.
WAYGEARE? 0 T2 SRS -

Name of Hospital Bz Hospitalization Period {3 HEH

Investigation / Surgery / Treatment @&/ FHMiEHE

7.  Details of treatment 4> 2E1%:
Dates/Period (DD/MM/YY)
B/ REX(H/ B 1E)
Operation F{iif
Physiotherapy #J5 ;5
Occupational Therapy 2 &
Chemotherapy (L2 6%
Radiotherapy J{i 4%
Others, please give details HAtz 15

OOooooo

Frequency

KB

Progress / Condition

FREEN
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Policy No.

8.  Subsequent consultations date and conditions 72 HHH K B L
Date HHH Conditions / Impairment &%/ & R&HLE Treatment J&¥E % of recovery REEE
9.  (a) What is the occupation and job nature of the patient before disability? J5 A 57 ATHIIE S K TIEMEE B (15E?
(b) Total sick leave period granted for this medical condition/injury J&JUpiEZ 5 S 2 w1
From £ (DD/IMMIYYH/BIZE) to £ (DD/MMIYY H/BI4E)
(©) When was the last consultation date of the patient (DD/MM/YY) 1% Ks2 HIA(H/FI4E)
(d) What was the condition of the patient at the time of last consultation? 35 it i 1% K2 BRI 555
(e) Has the patient reached maximum medical improvement? 3% A & &5 EL 538 8% - 018 EAVIGIR? O No&w O Yes&
(f What is the current degree of Physical Impairment of the patient?yj5 A i iz 1& 5K 205 2 (5 5E 5 By
O Class1%—4% No limitation of functional capacity & capable of heavy work B {55 (1-fa] i /7 5587 T./E
[0 Class2% 4% Some limitation of functional capacity & capable of medium manual work B {5 o 558 11 55 8h{E
O cClass3%=4 Slight limitation of functional capacity & capable of light manual work = B {¢ ZEfE RS 1 258 T
[0 Class 4 &pugk Moderate limitation of functional capacity & capable of clerical/administrative work HAE/EEE 7 T/F
O Class 5 ¢ FH4%% Serious limitation of functional capacity & capable of minimal activity B8] {i (a2 Ehel Sk T1F
(@) What is the current degree of Mental / Nervous Impairment of the patient if applicable? J& A K> 1% K2 22 B iR By
[0 Class14%—4% No limitation, able to function under stress and engage in interpersonal relations
RAAEEIRRE] > BEIE W PR ) R A PERA
[0 Class2 54 Slight limitations, able to function under most stress situations and engage in most interpersonal relations
ORI - REFRERAEN YR 1 R A\ BERA 5
O cClass3%=4 Moderate limitations, able to engage in limited stress situations and limited interpersonal relations
PR - RERRERATRAVEE I B \PERA 5
O Class 4 5rug Marked limitations, unable to engage in stress situations or engage in interpersonal activities
HAEIR - SEEPREE R ) R PR
O Class5% 74 Severe limitations, significant loss of psychological personal and social adjustment
FEERRR - ERCpRER (E AR EH &R
(h) What is the main problem that restricted the patient from resume work? ZE % A KA MRIE TAE 2R EA ?
@ The expected date to resume duty (DD/MM/YY) FEEHE T H (H/H/4E):
10. Please circle the following factors which is associated with the iliness / injury and provide details. R HEBLEZRAE | Z5H BERY THIRZWEF -

Accidental bodily injury / the abuse of drugs or alcohol / AIDS or HIV related illness, 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.

EAN SRR | BRSO [ R RITJRZAE(AIDS) S AL A RS R STk Z ik s (HIV) A RARV A ~ PRI R / 122 THEEE | SIGIT R AR B s/

FEHECRHACEEREL | e R [ BAMEGR | SRR | BITHEE | BT S ieRiasOrs | DLERS ISR RE

Details 315 :

| hereby certify that, having personally examined and treated the above-named patient for the above illness/injury, the facts as give above represent my opinion of his / her condition. 7 A 4]

PR > A AR ROBRRI R A 95 - DR il Ty A N A IR 2 R

) e 7 Name of physician (with stamp)
Signed #: ERB £ CEE):
Qualifications & fE: Address Hfiif:

Date HHf: Telephone Number ZEEESEHE:
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