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Part A - To be completed by employee Wi — Hilg HIHE

Name of Employer (Policy Owner) 1l 2§ (fRELFEA N) Policy No. & ¥ 5515
Name of Insured Employee Z{# A4 HKID Card No. 7 itk £ {73 7 525 | Certificate No. R Ff 7 515 | Amount of Claim &% | Currency B

(a) Present occupation and exact duties i Ik 2 K fff Bk 155

(b) Date of employment “Z1ig H 1] (c) Date last at active full-time work & 2 L/E H ]
2. Please complete either 2.1 (for accident) or 2.2 (for sickness) wmiH%2.1 (WM 5L 2.2 (W)
2.1 Details of accident &AM& K}
(a) When and where? fillif S filjZ¥5/E > Date H ¥ Time F¢fH am/pm 4/ R4 Place b
(b) How did it occur? &4 g§4: »
(c) What were you doing at the time of accident? & &S EERS » IRIEMZF ?
(d) Which part of body was injured? Describe in detail &l £ B8 52 455 417 Sz 15 90
2.2 Details of sickness i &k
(a) State date of onset % H (b) Diagnosis ik
(c) Symptom Jik
3. (a) Give name and address of all medical practitioners who have attended you for the injury or sickness #iiR {12 1A 52 15 B0 2 8 A 44 il b ik
(b) If confined to hospital, please state 4IZEZE LRt > i 51 M
Name of Hospital &[54 7 Date of Admission APz H 11
4. How long have/will you been/be away from work after disability? Totally Disabled
BEBLAE > IR LAEZ WA 270 » SRR
From Hi To &

Mailing address: Group Administration and Operations, Sun Life Hong Kong Limited, 10/F, Two Harbourfront, 22 Tak Fung Street,
Hung Hom, Kowloon, Hong Kong Eaifiiii: @ 7 i JUAEAL M 1 22 SRIEHE B — 10 M i /K B Rl A BR VA ) AR (R B T BGHD (Incorporated in Bermuda with limited liability 5 SR > A R E EAE

Tel &S - (852) 31832099  Fax f#E : (852) 2302 0173 A member of the Sun Life Financial group of companies 7k B SR 5> —

Sun Life Hong Kong Limited &7k W < il A B A 7]

)
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DECLARATION AND AUTHORIZATION #8532 H

The claimant (I/We) hereby declare, agree and understand, as the case may be, as evidenced by my/our signature(s) hereunder, that:

RUEN RA/ES) BY - FEEVIAD TS TN RERTE) - WAl aiRas B e

1. All the foregoing statements and answers in this application together with those in any required medical examination, questionnaire, amendment or other document signed by me/us in connection with this application
are full, complete and true. |/We also understand that in the event of doubt as to whether a fact is material, it should be disclosed here. Sun Life Hong Kong Limited, including its successors or assigns (collectively
referred to as “the Company”) may be unable to process this application if l/we fail to provide any information required to this application.
BE R L TR AR I BOE SR - DA SR /B 2 T OB ARSS - G ~ el R A SO - S LG - REANSCHE > R G ARER B P ER  A /AR Y kA R R i 7 P I
IR RAE OB TR o A A/ B 55 R REIR BEUL R R IT R 20k » WDEECER K I SRR A AR NSURIN (TESUREZ TAR)] ) RABEILIL I o

2. 1/We fully understand that the Company is not bound by any statement which I/we may have made to any person if not written or printed here.
BN/ BEAF RN RIARZ— BN /B ATE S A T AR B sl P ED (] A S A I 4 o o

3. Personal Information Collection Statement

Personal data (including credit information, claims history and third party personal information) may be collected by the Company from time to time in various forms or processes. They are being collected, used and
disclosed by the Company for the following necessary purposes: (i) processing and evaluating insurance applications and/or any other applications for financial services; (i) administering and providing services in relation
to insurance or financial products; (jii) 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.
The Company may disclose such personal data for 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; (1) 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.
The Company may also use and disclose such personal data in other ways with the consent of the data subjects or 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.
Clients in respect of whom personal data is being collected should understand that it is voluntary for them to provide these information, but failure to provide the requested personal data could mean that the Company
is unable to process their applications or to continue the provision of the required services. Clients have the right to seek access to and request correction of any personal data the Company holds about them by
sending a written request to Group Administration and Operations, Sun Life Hong Kong Limited, 10/F, Two Harbourfront, 22 Tak Fung Street, Hunghom, Kowloon, Hong Kong. The Company may charge a reasonable
fee for the processing of any such requests.
The Company will not use personal data to contact clients with any marketing information.
The Company may from time to time provide its up-to-date Personal Information Collection Statement at its website www.sunlife.com.hk.
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4. |/We further authorized: (a) any doctor, hospital, clinic, insurance company, government office or any organization or person who has any record, knowledge or information of me/the Insured (whether medical or
otherwise) to disclose, release or transfer to the Company or its representative such record, knowledge or information pertinent to this application; and (b) the Company or any of its appointed medical/paramedical
examiners or laboratories to perform necessary medical assessments and tests to evaluate the health status of me/the Insured in relation to this application. This authorization shall bind the successors and assignees
of me/the Insured and shall remain valid notwithstanding death or incapacity. A photostatic copy of this authorization shall be as valid as the original.

AN/ BEFFRAZHE © (F) AT R AN/ Z RN ZRCE iRl (B R 2B~ BB - 201 CRERA R ~ BUMFSFT ~ B N Latue l i 24 Rl SO R % - B s I S5 % - &
TEECER 5 M) Al FE E 2 B /R B LR T T B S RPN MR > LARPAG B R G 2 AN /AR NN L o IARMER AR N/ Z RN Z R AN M2 ENAEHIR ) > MR N/ Z RN
TR S ERAE IR SRR o BUBRHET I IEAS ROY ENA R R A7 2K -

Signature of Witness .5 A %% Signature of Employee i 8% % Authorized Signature with Company Chop #HE A\ %55 J% /s 7l 25 %
Name 4 : Name 4 : Name 4 :

HKID Card No. 7 i 5 {7376 5% - HKID Card No. % 5 {7375 58 - Title A :

Date H#H : Date H# : Date HHj :

In the event that the employee is unable to sign this application, it should be filled up and signed by the Policy Owner/Employer during disability.

AR RS AN B BORT ME R R o AT e AR R AR 2 R KR A -

The furnishing or investigation of this application or other claim forms does not constitute an admission of the Company’s liability and will not be considered as a waiver of any of the
Company’s right.

AR E BRI H A R A A T A A R SRR AR ) AT (] HER 5[] B A A AT o
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Attending Physician Report £ 54 #Hi 4
Part B — To be completed by attending physician Z.#f — 3 Z8/EHEE

1. PARTICULARS OF THE PATIENT 5 A&k}

Name of Patient i A4 I.D.Card No. B {53l Age it

2. Date of accident/onset of sickness = 4M§4: / i H 1

3. a) Describe and locate accurately cause, character and extent of injury of sickness AUl 3245 5% 2 IR IR ~ M- R fe g

b) Describe the present condition  wi§A # FFk I
i) Are the symptoms progressive, stationary or improving? iR AL « FEE B »

ii) Does the disability render the patient totally disabled or partially disabled? 5 & 75 & E 50k A S 255 H A5 5 ?

[ No#& [ Yes /& Please state cause of disability sk B 15785 F

4. When did symptoms first appear? JRAE(THF B U H 2

5. Date of first and latest consultation & X T2 A H #

First Date &K H i Latest Date ##T H ]

6. Describe type of treatment, surgical procedure or operation performed i RUL 1 Z M FE A ~ TiT5 R B ML T i

7. Give details of any history of physical impairments which may have contributed directly or indirectly to the accident or sickness or which may likely to
retard his recovery il 2t A B A\ S 8 58 B3 IR 17 € AT 2 ) H2 BEL A 52465 sl i e R e

8. Is condition due to pregnancy? Lt e 75 g2 5] 5 °

9. a) In your opinion, could the patient resume any work for which he is fitted by nature, training and experience? K T &2 » 5 AL % ] LUF] A H RIS &

Rl T AT TR LA 2

[] No# [ YesJ& Please give date to resume work w2 =#7 T4F H

b) If the patient is continuously totally disabled, how long will such total disability continue? il AR 448 52 2 5558 > MG HEFZ A ?

10. Details of Hospitalization % [ & ¥}
a) Name of Hospital where treatment was received Al 5 b 4 ff

b) Was the patient admitted as an inpatient or was treatment received as an outpatient? 5 A &5 (1 e sl L T 78 P2 3 2 1R 05 2

[Jlnpatient fEft Period of Hospitalization fEBEFEH]  From Hi To & [] Outpatient 1%

| hereby certify that having personally examined the above named patient, the facts as set forth are true and correct A& A\ ZZFEIALL EARIE A2 RV EE K IEE

Signature of attending Physician with Official Chop
Name of attending Physician: TRREEEREE
TR ALY

Qualifications:

Address:
ik

Telephone:

i BB ST Date HE#A:




	fill_24: 
	fill_25: 
	fill_23: 
	fill_27: 
	fill_28: 
	fill_29: 
	fill_26: 
	fill_2: 
	fill_3: 
	fill_4: 
	fill_6: 
	fill_7: 
	fill_8: 
	fill_9: 
	fill_10: 
	fill_11: 
	fill_12: 
	fill_13: 
	fill_14: 
	fill_17: 
	fill_18: 
	undefined: 
	fill_21: 
	fill_22: 
	fill_aa01: 
	PARTICULARS OF THE PATIENT: 
	fill_2_3: 
	fill_3_3: 
	Date of accidentonset of sickness: 
	a Describe and locate accurately cause character and extent of injury of sickness: 
	i Are the symptoms progressive stationary or improving: 
	fill_7_2: 
	fill_8_2: 
	When did symptoms first appear: 
	Date of first and latest consultation: 
	fill_11_2: 
	Describe type of treatment surgical procedure or operation performed: 
	fill_13_2: 
	fill_14_2: 
	Is condition due to pregnancy: 
	fill_16: 
	b If the patient is continuously totally disabled how long will such total disability continue: 
	a Name of Hospital where treatment was received: 
	b Was the patient admitted as an inpatient or was treatment received as an outpatient: 
	fill_20: 
	Name of attending Physician: 
	Qualifications: 
	Address: 
	undefined_2: 
	Telephone: 
	fill_25_2: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off


