First Policy No.:

YFLife BiEfRiE
AR
Second Policy No.:
I— B OREARSE I

ACCIDENT BENEFIT CLAIM FORM BAMET {REREHFHE (C01)

Name of Insured : ID Card No. of Insured :
ZRALES - ZIRAB SRS
O First claim peor oz O Further Claim ez

The issue of this form is in no way constitute an admission of liability. During the claim process, no fee, commission or charge of whatever nature shall be paid to
the employees or Consultants of YF Life Insurance International Ltd (“the Company”). All parts must be completed before we will process the claim. In the event
of the claim involving any payment to be made by the Company, the Policy Owner / Insured / Assignee must provide valid documentation proofs (such as identity
document and address proof) to the satisfaction of the Company for the Company to conduct due diligence pursuant to the Anti-Money Laundering and
Counter-Terrorist Financing (Financial Institutions) Ordinance, Cap.615.
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PART | : CLAIMANT’S STATEMENT ZE—I5 : RE AEHH

Questions [t Answers 2
1a. Date and time of the accident? la.
4RI H A R R / / AM/PM
MM H DD H CCYY 4 Time A% TS

1b. Where and how did it happen?

S A TSN H B B 1b. Place of the Accident &4 & 4h HiEE -

Details of the Accident 4k 4% K 5617
1c. Which part(s) of body is injured? 1c.
TBREINEEZ IR NG 2 B REL?

1d. Had the accident been reported to police? If yes, please attach 1d. D No a7 iRes
police report or provide the name of police station, the file =

number and vehicle number. D Yes 4% Police Station : File No. :
UEREREINRE? BHF - HiREBREAIAEEAE - EBX SN T R ZEYERE

SyeHS B RS -

Vehicle number :

LIRSS
2a. Occupation and exact duties of the Insured at the time of the 2a.
accident?
NEREINE AR N e R E?
2b. Name and address of the company or employer of the Insured 2b.
at the time of the accident?
PEREIMNEER 2R AZ A ISR T4 K athl?
2c. When did the Insured cease working after the accident? 2c.
PEREINE AR ZORABRFAEILTE? / / [ not ceased working
MM H DD H CCYY & REEIETAE
2d. When did the Insured resume to work after the accident? 2d.
PRERESNEEE  ZIRAHFRRIETE? / / O not yet(Please give reason)
MM H DD H CCYY 4 RKIE (FFELELIA)
2e. To what extend had the injury prevented the Insured from 2e.

resuming to work if he/she is still ceasing work?
EZ RN ARREWIE TAE  SER AR IR TIEH R

3. Name and address of all doctors who the Insured had received 3. Consultation Date 24 HHH Name of Doctor %&/4:#:%,  Address of Doctor B fith|-
treatments.

MG Z RN ZFTA B AR A Rt -

4. Did the Insured file a claim for Employee’s Compensation or 4 O wno e
other compensation for the accident? ~
e i B Ay 22 L\ VE A R S D 2
ZIRNA EREXEIMZ G R B E s AR E? O ves 5 (Please provide copy of the claim documents 23227 1E1A)

5. As a resu!t of the acciglent, has the Insured appligd for 5. D No 1474 D Yes %
compensation from other insurance company / organization? If
yes, please give details. Name of company / organization 4\ 5] f# Policy No. / Reference No.{f BE 5 i /2 4Rk
RN G REE RS2 5 1 H At O B 2 ] FR B A R B A R 1 2
FH o GEEEAEREA -

[ request for Return of Original Receipts / Documents B 3% 38 1] T AU /<0

Signed by Policy Owner X
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PERSONAL INFORMATION COLLECTION STATEMENT

I/We understand and agree my/our personal information (including a record of my/our image or voice by whatever means and my/our health information) collected by or held by YF Life
Insurance International Ltd (“the Company”) may be used for the purposes of: (1) approving, evaluating or processing my/our insurance application/policy service request; (2)
administering, maintaining or reinsuring my/our policies; (3) adjudicating my/our claims, or conducting any investigation or analysis of my/our claims; (4) data matching; (5) investigation
or prevention of crime; or (6) fulfilling legal or regulatory requirements. I/We understand and agree that failure to provide any information requested by the Company may result in the
Company not being able to process my/our insurance application/policy service request.

I/We understand and agree my/our personal information collected by or held by the Company may be transferred or disclosed by the Company to any of the following persons (whether
within or outside Hong Kong) for the purposes as specified above or to governmental/regulatory bodies (whether within or outside Hong Kong) for them to carry out their
governmental/regulatory functions: (1) YF Life group companies and their associated/affiliated companies; (2) financial institutions, insurance companies, intermediaries and reinsurers;
(3) claims investigation companies or any companies/persons necessary for claims assessment/investigation; (4) industry associations/federations and their members; (5)
governmental/regulatory bodies and law enforcement agencies; (6) crime prevention organizations and their members/participants; and (7) service providers and selected persons which
are under a duty of confidentiality to the Company.

I/We understand that I/we have the right to access to, and to correct, any of my/our personal information held by the Company by writing to the Personal Data Protection Officer of the
Company. (Address : 27/F, YF Life Tower, 33 Lockhart Road, Wanchai, Hong Kong (applicable to policies issued in Hong Kong) or Avenida Doutor Mario Soares No. 320, Finance and IT
Center of Macau, 8 Andar A, Macau (applicable to policies issued in Macau)). The Company may charge a reasonable fee for the processing of such request.

DECLARATION

1/We, the undersigned, hereby declare that all information deposed hereinabove, whether they are written by me/us or not, is true and complete to the best of my/our knowledge and
belief and |/we have not withheld any material information connected with this claim. I/We also have read and understood the Personal Information Collection Statement stated above.
I/We provide the information herein on a voluntary basis. However, |/we understand that failure to provide information as per the Company request may result in the Company being
unable to process with this claim. This claim form and all other documents submitted to the Company for this claim shall be the property of the Company, and will be non-returnable
under all circumstances.

If there is any subsequent change to the information provided, I/we undertake to notify the Company as soon as possible.

I/We hereby agree and authorize the Company, according to the Insurance (Levy) Regulation, to deduct (1) corresponding levy on unpaid premium (if any); and (2) outstanding levy of the
policy(ies) (if any) from the claim payment of the policy(ies) payable to me/us. The levy will be remitted to the Insurance Authority by the Company. (Applicable to policy issued in Hong
Kong)

AUTHORIZATION

1/We hereby on behalf of myself/ourselves irrevocably authorize (1) any individual or organization (including but not limited to my/our employer, registered medical practitioner, hospital,
clinic, insurance company, bank, police, governmental department, public or private institution) that has any record, statement, information of mine/us (whether medical or otherwise) to
release, disclose or transfer all the information to the Company or its representatives for the purposes of assessing and processing any insurance claim. (2) The Company or any of its
appointed medical examiners or laboratories to perform the necessary medical assessment and/or tests to evaluate my/our health status in related to this claim. I/We hereby
acknowledge that (1) this authorization shall be binding on my/our successors and assignees and remain valid and subsisting notwithstanding my/our death or incapacity for whatever
reasons; (2) A photocopy of this authorization shall be as valid as its original. I/We hereby grant my/our consent to the Company to collect, use and transfer the above health information
in accordance with the Personal Information Collection Statement.

BAREIWERH

EA/EMAAAREEEERREBRARAE(BLR ) TREFFERAN/BMANEAENBEEAXANEE BERERRAMNEN TRSHARTIER (1) #&,
FEREESA/BRFZBRTEEE/ REBERR ; (2) REAN/BAZRSRRTH. SERBRBOES ; (3) FEEA/RMRE  SRTA/ KMz REETHERS
jﬁ%x%ﬁ%fﬁ“&%%%ﬁiﬁﬁ s R(6) FEZEREHER, FA/BRFHOARBELSERUBLFAMENEALESR , B8, EATASTHEEEERA/RMZRFERE
3 HRM o

EAN/BEMBAREZERARWERIED AR N RRBS/EERB(TRESEBNBTHBBR AN TEA— 5 (TREFTERBNEENEEMB N ARERFEE
REAN/BRFAWEAER : (1) BEERBEERSARREBABIERLE ; (2) SHEE, REBLE, PNARBREBLE ; 3) BEASLRMIEGETIRREZLFR/
Elz)\:t;;;) IEAB/BERERES ; (g& BUFFERPI SRS E MBI LA © (6) BILFARREGE/BHE & (7) RELRNAGREHBANBREREERIMAL,
ANEMAABSA/BAEREHNEREMRAZARNSERRAA/RANEAER. NEEE, AA/RMATESATANENREIFRUBHAS R, YUEAARNEX (M
it FEABFRRE B REBEREAE 27 E (BAREEERNRE) URMERTATELAEK 320 HRMAMERO 8 EAE (HAREMERNRE), RELARAER
B, BEARTRESRREEER.

1]

AANEMA, THEEE  EHEH FRRES &R THETHAN/EMNTR  BAA/BASHRAREEHBETREY SREN, SZA/RMARLAEREIRERH
EAEEEN. AA/EMSTERARPEA ERNEASHRERR, AA/BMNCLERNENTIBAR, SREABREARNEREHEN  AA/RMNADSERENF
THEENRHE, KRERFER —AMXHEERRENAREENABLANNE, EEAERTEFTEEBRE,

EXN/BAPMMBEERNEREEMNERE  AA/BARKRRENELANEENER,

AN/BAELESERBERN AR (REBEEB)RH]) RIFFAA/BRAZEESEPNRRE (1) RAREWHBHABEA) ; & (2) BXNWABWEA), YEEL
AEBEENERBREEER. ( REAREAEERZRE)

ol g )

AN/ BRARBEQL) EARGAN/BROASEMLE, #5E EHTHESHESEMC ATIRBQEATRASA/RMANET, SMEE. B, 2 REBLR, R17,
=, BFEF, AARMERE) OB A RREARREY, BRERERXIEAETIZRERRBRERFETENER, 2) BARNTARBAREENEBSASRLBFTTR
HREEAA/BMNSETEEECBERTERAS  UEEAA/BANRER L. ZA/RMBRES (1) WREEHAN/BMAIBAARZIBEALENRD , BIEEA/HE
PR RETRED(FREMRRA) , KRESNAERIRERD; (2) AREEZEFREAEETRSH N, AA/BMAZLEEENTTE EAZRBERER, HRER
&, ERAREBLAERAAN/RARRSENER.
Signature of Consultant BERI%2 Signature of Policy Owner RERFE AR Signature of Insured SRAFE
(only if age is over 18 #& FHHiBiB 18 BX)
Name and Code of Consultant BRI A R imaE Name of Policy Owner RREHEAHS Name of Insured ZR AR
Date HEj Policy Owner’s ID No. REHE A BB HRE Insured’s ID No. SR A B3 RIE

To be completed by Consultant F B EiEH

a) After the injury of the Insured, did you visit him/her? If yes, please
describe the condition of the Insured'’s injury.
TRAZER BTEEESIRA? BF , FRUSHBSRANREMRR
k&%,

b

Did the Insured resume to work when the claim form was completed? If
yes, please give the date of resumption of work?
FRANERFFERREECREALEHEEREIH? 52, BIHREIHER
A,

CONSULTANT’S DECLARATION : | declare that the above statements and answers given are true and comp_lete to the best of my knowledge.
BREER . AABLKEBRALR—UFRARMEER , REAFMAMEYAZSEZ 2, YRESEH.

Signature of Consultant BERI%E Date HHA
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PART Il : ATTENDING PHYSICIAN’S STATEMENT & =% : BEHE

REMS F SRR
Patient’s Name : Age : ID Card No. :

NOTE X% : No claim will be admitted unless the report below is duly completed by the medical attendant of the Patient. YF Life Insurance International Ltd will
not be responsible for any fee for the completion of this report.

FRELVFAAFREZEIDBEER. BERBEBERAATEARERLEBEZEA.

Questions Answers %
1a. First date of consultation of the patient’s record? la.
BIRmP B /
MM A DD A ccyy #
1b. First date of consultation of the claimed illness/disorder? 1b.
ASRELEEBTERARD BE? / /
MM A DD H CCeYY #
2. When did the accident happen? J&&ZESMUBFEE? 2.
/ /
MM A DD A ccyy #
3. Which part of the body get injured? F5%I88HE & ZE I, 3.
4. Describe the cause and the extent of injury? 4.

BRUBNCBREBAREES.

5. Was there any evidence of a visible bruise or wound at 5

patient’s first visit? If yes, please provide details. |:| N O ils £ .
FEE_RRDE  EREREPRAGO? B  BIREBNE. No & Yes B Detalls HAR

6. What is the current condition of the injury? Please state 6.
complications, if any. )
RERREZMME? BEHETMHRE , FHH.

7. What type(s) of treatment have been given? 7. Date BH Details of Treatment SARESEAE
(e.g. Suturing, Physiotherapy or Dressing, etc.)

REQEIM LR (FlmEst, MELARENTERSE)

8. As a result of the injury, has the patient taken the following 8.
test(s)? If yes, please give details. o No & Yes & Date HEf Result of Test(s) &R
RUIRBA , FEFDEZUT 2R FFMEZIH:
a. X-rays X EXBRE O O
b. MRI/CTscan/others EiHHEE / BHREHE / it O O
c. Surgery HARIFM O O
d. Hospitalization SEBAE O | AR HiFe B 28
Admitted on Discharge on
9a. After the accident, please provide the period of which : 9a. (MM/DD/CCYY) to (MM/DD/CCYY)
BoRER  FREM (A/B/F) (A/B/F)
The patient is unable to perform each and every duty of his/her Reason EHE
own occupation (as stated on page 1)
FEREIRBHEAGBEE LR zMEREZRS .
9b. The patient is unable to perform one or more major duties of %b. (M('\g/fgﬁg;'v) to (M"(Aé')/'{u/ig;)
his/her own occupation
FERIRBHAGBE —ERSEFTERECRKE .
10. Was there any factors which may have contributed to the 10.
i | hen th i f disability? If |
gf\feld;;gﬁsd/or engthen the period of disability ves, please Past injury or illness BEEERKER D No & D Yes =&
EEREEREMERLRZAR/RERMEERB? ER . 5F | selfinflicted injury BES® O & Oves 2
S5
R Alcohol or drugs intoxication ERREYE Ono & Oves 2
Degenerative changes B HRE Ono & Oves 2
Congenital anomalies SRR Ono & Oves 2
Chronic disease S RIE O & Oves 2
Others : Hith . O & Oves 2
If any of the above is “Yes”, please give details.
mEREM—ER "R, FEHFHE
11. When will the patient be expected to resume duty? 11.
A& AR AR E T2

12. Give name and address of other doctor(s) who have treated the 12.
patient for the same injury.

BREREBN , FREHGEEARENEESE Ritit,

| hereby certify that | have personally examined and treated the patient for the above injuries and that the facts as stated above represent my opinion of her/his
condition respective to the above injuries.

FARBAFACE LRFERA LFRIEEHRERAE , M ERZEFRHENERNGAFTARLBEA L SBIEERMRERZER.

Signature of Medical Attendant (with chop) 2 BEEEREE Hospital Specialty/Unit/Department BBR=ERl / BEfy / B9
Name of Medical Attendant/Qualification(s) =X BEHEE /| EEERK Date HHA
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