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First Policy No :
— (I PRERSR

Second Policy No.:
B tREREDE

HOSPITAL BENEFIT CLAIM FORM EBRRERKBFER (C02)

Name of Insured :

Name of Policy Owner :

SRAMS REBEARE .
g{;af;%i%f%%n?d : O Hospital & Surgical Benefit {EfRE&ERE / O Hospital Income Benefit
Hospital & Surgical Plus {¥fEE %L ER ERBE S
O extra cancer Benefit BABESER O others =4t

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.

BHERFRY AR TEERBERARLRA(ALE)EARRRBHEHEL, CHREBED , AEAREINEABAFILBZEERER, ARMHEBF
BRARAFENRTFEFNERT , ERZREFEA /

BEEZ, REEEMRER
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o) | BANTERER TTRARRDBMHS TESBESBMERS, 2 ols BERRETEFERES.,
PART | : CLAIMANT’S STATEMENT $£—5p : RMARHA

1.  Occupation BR3E :
la. Insured’s Present Occupation: la.
ZRARKRE
1b. Name and Address of Employer: 1b.
EEEBRbUE
2. If hospitalization / surgery was due to accident, please provide: &R EANZ WM/ EZF4 , FFFER :
2a. Date of accident: 2a.
RERRBANEM MM A / DD A ccYyY &
2b. Place and cause of the accident: 2b.
BEARENBIRFE
2c.  Which part(s) of the body was injured: 2c.
M S BN
2d. Had the accident been reported to police? If yes, please attach 2d. On BERE
police report or provide the name of the police station, the file °
number and vehicle number. _ _ O ves aRE Police Station : File No. :
EAREREASE 24, ARAEESEAAAGELE, BERELE EEE
ERRIB R BRI i
Vehicle number :
=L
3. If hospitalization / surgery was due to sickness, please provide: &R 8RB/ EZFH , WHR :
3a. Signs and symptoms: 3a.
RN
3b. Since when have these signs / symptoms first appeared? 3b.
MRERFR/HARH B /
MM A DD H CceYy &
4, Hospitalization / Surgery Details {XBt/F #HTsF1H :
4a. Date of first consultation for this claimed accident / 4a.
sickness or related sickness: / /
HREZN/RERARRBENERZAEH MM A DDH ceyy &
4b. Name and address of the Attending Doctor first consulted 4b.
for this claimed accident / sickness or related condition:
RUREEN/RFERRD ZEES BRI
4c. Regarding the current hospitalization / surgery, please give 4c.
the period of hospitalization / date of surgery, name of the To
hospital and name of the attendlng doctor(s). MM A DD AR ceyy & £ MMA DDA cevy &
ﬁﬁﬁéﬁ/ifﬁ BIHERS/FMEN, BREBRED Name of the hospital B&fr#& %8 Name of the attending doctor ERPEE4EER
4d. Did the Insured take any home leave during the hospital ad. D No fE D Yes & (from B o B
confinement? Py Mm/Dbp/ccyy A/B/F Mm/DDp/ccyy A/R/F
SFRACERPESEERMAER
Reason(s)
REA
[ Request for Return of Original Receipts / Documents Ff 5538 [ IE AU %/ 4F
Signed by Pol\cv Owner X
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5. Past Consultation / Hospitalization Details BRI 2 /1B EEE :

5a. Name and address of Insured’s usual medical attendant: Sa.
SRANREBEEB Rt
5h. Except for this claimed condition, the details of the last Sb. Date of consultation: / /
medical consultation: o R BEH MM A DD B ceyyY #
MREXRENERN , L—XSHRBHFHE
Cause of consultation : Name and address of the doctor :
REZRE BEEEB Rt
Sc. Except for this claimed condition, the details of the last e .
hospitalization: 5c. Date of hospitalization 1Bz B £f:
MRERZEOER/FMA , E—REBRNFE ; / / /
to
MM A DD H CCYY & £ MMA DD H CCYY &
Diagnosis : Doctor and hospital information :
4 BERREEER
6.  Others Hfth :
6. As a result of the hospitalization / surgery, has the Insured 6. D No 4 D Yes 75
apply for compensation from other insurance company / - _
organization? If yes, please give details. Name of company / organization 2\ @& & Policy No./Reference No.{R BB &% 15/ 5 & #iR i
Eﬁkﬁéiﬁ}%}iﬁ_ﬁ/?'ﬁﬁﬂﬂf@ﬁ?ﬁﬂﬂ$E‘§1‘i—ﬁ§ﬂﬂ@
BEr BH , FHARS.

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.

1/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 organisations 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 I/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.
1/We provide the information herein on a voluntary basis. However, I/we understand that failure to provide information as per the Company request may result in the Company being
u|r|1able 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. 1/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.
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Signature of Consultant EERJ%E Signature of Policy Owner REFEAEE Signature of Insured ZFRAKE
(only if age is over 18 & #i8i8 18 5%)

Name and Code of Consultant BERI% A R imaE Name of Policy Owner {REFH AR Name of Insured ZRAKR
Date HEf Policy Owner’s ID No. {REHH A BB BB Insured’s ID No. Z{R A B3RS
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PART Il : ATTENDING PHYSICIAN’S STATEMENT SE—=3Bp : BERE

Note : 1) Please make sure that the report below is duly completed by the Attending Doctor of the Insured before it is submitted to the Claims Department.
2) The Insured/claimant will be responsible for any fee for the completion of this report.

AEE ) UTHREEXTFERTISEREDELEER,
2) ERANREAREBERESTIREFEXINN—NEA.

(1) Name of patient : ID Number :
REMR ORI
(2) Details of hospitalization {¥Bz&%}
Name of hospital : Cause of hospitalization :
BRER NS
Date of admission : / / Date of discharge : / /
AR B MM A DDA covy i B MMEA DDA covy &

(3) Surgical information F#T& %
Date of surgery : / / Name of surgery :

FiirE 8 MME DDA covy = FilEH

Prescribed medicine or other treatment given :

BB ERARA NS RE AR

(4) Chief complaints of the patient relating to this hospitalization/surgery :

REER/EZFRNEERR
(5)  Result of diagnosis : Date of diagnosis : / /
DERR PETEE MM B DD A ccyy &

(6) a) Signs and symptoms presented :

HERAHEER AR

b) Date of the accident occurred or symptom first appeared : / /
BAREAHRRER BB B H MM A DD A covy &

c) Please provide the source of the above information :

BRE L RERN IR

d) If the hospitalization / surgery was due to accident, please describe the cause of the accident:
ERBEAZEMER/EZFN, BREBEAZSENHNER

e) Was there any evidence of a visible bruise or wound at the first consultation? If yes, please provide the details :

REEE-RARDH , EEHRBAEBRERED? 58 , FREHE

(7) a) Date of first consultation for this injury / sickness or related sickness : / /

WEE/RRSBABERBEN ERHD B8 MM A DD B coYyY F

b) Name and address of the doctor who referred the patient to you:

HARERRHOEES R Ribut

(8) To the best of your judgment or knowledge, has the patient ever had the same or similar sickness or symptoms relating thereto?

BIRHERAA , REERRE U EREREREMUNEE?

D No. D Yes.  Please state when and what was it :
N =8

& z FIAMERERERE R

(9)  If you have referred the patient to other doctor(s) during the hospitalization, please provide details:

IMRE R ERAEENES FHAEEE | FRHE

Name of Doctor : Reason of Referral
BEER H#NERER
(10) a) Medical history of the patient :
BEZRE
b) Onset date : / /

BU%BAHR MmA DD H ccyy #

c) Please provide the source of the above information :

B L RERNRIR

Signature of the attending physician / specialist (with chop) :

LA A T T S
TRRAEEFENES

C02 - 04/2020- P.3 of 4




Name of Patient ID Number
WEE B Orsgsins

(11) a) Was the condition a recurrent episode or a chronic disease?

LR RBRBAERERSIBMERRA?

D No. D Yes.  Please state details :
& 2 BRAFEER
Date of first attack :
BRRHAH

b) Was the symptom a secondary condition to other sickness?

M ERHREHEMRRSIE?

D No. D Yes.  Please state details :
& 2 BRAFEER

(12) Is it possible that the treatments / investigations of the patient be managed on an out-patient basis?
BEZAB/RERTIEMDET?

D No, please provide reason(s):
& ERHRA

O Yes, please give reason(s) for this hospitalization:
2 HERMUERER

(13) a) Date of the first consultation for this patient (Not limited to this claimed injury/sickness):

REBRBZ A (TRALREZE/KR)

b) Are you the patient’s usual medical attendant?
BTRAEFERERE

O No, please advise the name(s) of the patient’s usual medical attendant:
T FROUFEREBENMS

D Yes.

=]
Eo

c) Are you a member of the patient’s immediate family or living regularly with the patient?
BTREFECZEBRERERNEFEEEFENWAL?

D No. D Yes, details :

o =, B
(14) Was the sickness caused by or in any way associated with any conditions mentioned below? O No. O Yes.

RIS R A B T 5 2R M 5| B8 T ST AE R AE R & 2

If yes, please tick the appropriate box below : 2 , FE T =AMLV EE

O Influence of drugs or alcohol O Infertility or sterilization O Cosmetic or plastic surgery
SEYYERFE TEREE EBRRERANFI

O Congenital deformities or anomalies O suicide or self-infliction O Hivor Hiv-related conditions, AIDS
KEREBERRE BRREEEE ABRBEDRZESEEBERE. BEH

O Pregnancy, abortion, childbirth, miscarriage, prenatal care, postnatal care, etc. O Dpental care or surgery
"z, Bk, £8. ME, EFRERBES OF R E2E R F i

| hereby certify that | have personally attended the above-named Patient and that all the information provided by me in this form is true and correct to the best of my
knowledge and belief.

AANELEARAGREERET ERHE. REAAFRARE , ERBEFAARENERNIAERE 228 , AREEHR.

Signature of the attending physician / specialist T2 B4L£ %2 Address & Telephone No. it % EE 55 Date A8
Name of the attending physician / specialist =2 EB&4EHE Hospital specialty/Unit/Department BB / By / M
Qualification(s) B¥ &% Hospital / doctor’s name chop BBt / BEZEE
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