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CRITICAL ILLNESS & TOTAL DISABILITY BENEFIT CLAIM FORM
BERNMERRERERFE (C04)

Name of Insured : ID Card No. :
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The issue of this form is in no way constitute an admission of liability. No fee, commission or charge of whatever nature is required to pay to the employees or
Consultants of YF Life Insurance International Ltd (“the Company”) with respect to this claim. 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 55—y : R AEEH

Questions fif§ Answers &
1. Type of claimed benefits (Please tick the appropriate box) : D Critical Iliness Benefit &% 25 52975 {1 D Comprehensive Cancer Benefit i 4= [ {-f&

BRI (F 5 CE )
RIRIAT (51 A O My Health Benefit = H#ppmeiiz L1 LADY Health Benefit T #RAgfEEE | ks

D Update JR Health Benefit 57 & {iHE (R D Other Hfff :
O 7otal & permanent Disability 5¢4 K7k A (SR
O waiver of Premium / Payor’s Benefit EA G LREe /S N (R

2. If this claim is due to accident, please provide the following
information:
ERRREEBINES - FHELUTER -
a. When did the accident happen?
RIS H B R R

2a.

b. How did it happen? 2b.
BRSNS AE?

c. Which part(s) of body injured? 2c.
ZEEA?

d. Which police station had the case been reported to and what was 2d.

the police reference number?

WG B LT AEERE

3. If this claim is due to illness, please provide the following:
ERRREEEREE - FEHZUNER ¢
a. What were the symptoms presented? 3a.

ARFEEER?

b. How long had the symptoms been appeared? 3b.
FHREECRE S

c. Give the details of the attending doctor that you first consulted 3c. Date HI{f Name and Address 44 & ik
for this illness.
B B B -
4. When did you become completely unable to engage in any business or 4.
occupation due to the illness / disability?

Rl AT BRI 2R/ R T 58 2R RE MR

5. Have you been wholly confining to bed at home or in hospital since 5.
the disability? Please name the daily activity(ies) you can perform.
H TR E B (57R1% BT 2MEER T S BBERIR B 551
BN H T 2SS

6. Give the name(s) of all attending doctor who treated you for similar or 6. Name and Address First Consultation Date Cause Follow up Card No.
related illness. A Rtk K2 Hi JE A o RERTR

34 IR U2 55/ B TR i 2 A B A

7. If you have been treated in hospital, please give details. 7. Name of Hospital Admitted on Discharge on Diagnosis Ward/Ref. No.
W G e a8 SEYIBHARE K - LA UNCA=E ] Hile H A R TR GRIR

8. Have you ever suffered from the same or similar or related symptom? 8. Onset Date Exact Cause of Loss Period absent from work Doctor attended and address
Please give details of each episode of attack. A% H A {5 1L TAF Z B3 TR Rtk

R DA ¥ 5 S8 A R AR (Bl A R e

UL KB -

9. Has your mother, father or any brother or sister suffered from 9.
diabetes, heart disease, stroke or cancer? Please give date and full
particulars.

FITZ S0 ~ Lepelbikel - A BRI ~ Lol ~ Rk
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Questions Answers &

10a. Do you smoke? 10a.
BTREREAML?

10b. If you are/had been smoker, please answer the following 10b.
questions :

METR/ERAREAL , FEEUTHE :
i.  When did you start smoking?
B T AR B AR R AR ?

ii. What type (e.g. cigarettes, cigars, etc.) and how many do / ii.
did you smoke per day?
EEEERBRREHE?

iii. If you have ceased smoking, when did you last smoke? iii.
What was the reason of ceased smoking?

EBTEFLERE , ARELERE? RZERH?

11. Have you ever been or are you at present insured by some 11.
other insurance company(ies)? Please give details.

BTEETRARREMRIBAT? BIIAEHEEN,

12a. What is your occupation (including any part-time employment) 12a.
and duty involved prior to disablement / accident?

BTRER/ENANCBERBEQERBZIH).

12b. In relation to your current loss, are you entitled to receive any 12b.
form of group insurance benefit granted by your employer?
Please give details.

REREX , BTETESEIRHERRBEHE? FHR,

12c. Please give name and address of your employer. If you were 12c.
self-employed, please tell us your company’s name and usual
place of business.
ET%H%EI%#@&MM?&DEEE  EREMTAREBREET
3t 2o

13. When did you return to work and in what profession? To what 13.
extent had the loss been prevented you from returning to
work if you are still ceasing work.

ATIREIF B RBEAMME T HREREIE, BFRE
TREIEZRHA.

PERSONAL INFORMATION COLLECTION STATEMENT

1/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. |/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.

1/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. |/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 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, |/we undertake to notify the Company as soon as possible.

1/ 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.

BAR B R

AAN/BMAAARAEEBREEABRERAR(ELR)MRERFEEA/RANBEALZ@EETAXANEG, BERERRARNERNTHESHARTIEN : (1) #tk, FTEREE
AN/ B2 RRITERF/REBRBEER ; 2) REAA/RAZRERMTH, HERBRBOERE ; 3) FTRAA/RARE  AREA/RAZRELTRER DT ; (4) EREH ; 5) &
RIRBIEFRAT ; Si(6) HEERRERER, AAN/BMBPAREAEXARUELAMENBEALER , B BLAAMTREREERN/BAZRRBFIRAA/RMAZRERHRS.

AN/ BMAAOREERARATREAERN LRBNRRBA/EERB(TRESAIBNATERBEMANATEA -5 (FRESELBNEBRERMELABRERSETEREA/ RN
BAER : (1) BEREEEMREE N A REBEBREBLR ; 2) SRS, REBAE, FNARBREAF ; (3) BEAENARMEEHIRREZLARR/RAL; 4) TEAG/HER
HRE ; (5) BUFRMISEEMBANHLEE ; 6) BHLFEBRASE/B8E ; Rk (7) RELARNARFHIANRBERMAERAMWAL,
AANBABHEEA/BEMNERERNEREAARLRAFEEAERAN/BRANEAER. WEEE  AA/BMATEELANENFETCRHABER, YUEAARXNEX (I - FEBF
ﬁﬁ.iﬁ BHEBRBAE 27 BEAREBERORE) RRAHKIAGELRERE 320 HRAMEHO 8 B A BEANRMERNRE) RELRERE ELRATHESUNAEER

#A
AAN/BM OTHEEE  BEUBALRARE — &N, TRETHAAN/BRAFR , RAA/BASMRANRBENBEEY AREH, AA/BRMAMLREFFLRBHIMNEZER,
AA/BMUSFEMRERA D RN BEABRKERR, AA/BMACLRHNENIBER. EREREELARERERER  ZA/BZMARESERELATHREELRME. WRERF
ER—VAMXHEEIGRARREGRARATANME. EEAELTHTEEFERR.
BRANBAMRENERBEAEXRR , FA/BRMNBRABRBAELAEHENER,
AN/ BMELRERFZERNAR (REREBBR)A) REAFAA/BAZBESBPNRRE 1) REREVERAR(WER) ; & 2) MXNHAEWER) , XHELFEEREL
ERBEEER. ( AEAREBERIRE)
B
AAN/BARBEQ) TAREAN/BRASEARE, #A, ERTEHRRETESENZALREBEBFETRARA/RMAGEE, SMEE, B, 2/, REBLR., BT, BR, BF
EBFY, AHFREMB)ARLTIAARER, BEIEIEMETIRREERBRAEFFFHENEN., 2) BARAREAHELFEENEEA B RCRAT TR REH RN /BMSE
TEREZBRIERAR , UBLAA/BANRER L. RAA/RMAREE (1) WREEHAA/BAZBEAARZSBEAREGORS , IEAA/RMETRETREN(TREMRH) ,
LREEMRERRERS; 2) AREEZEFREFLEREH . FA/BMAELRERLTATE "EAENKERR, WREKRE. CARERLAETRAA/RMARESENER.,

Signature of Consultant EERI% 2 Signature of Policy Owner REHEAESE Signature of Insured SRAEE
(only if age is over 18 % FHpEIR 18 5%)

Name and Code of Consultant BRI & Riwmk Name of Policy Owner REFHE AR Name of Insured ZR AR
Date AHA Policy Owner’s ID No. {REFHE A F 1 RRE Insured’s ID No. SR A B ERE
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PART Il : ATTENDING PHYSICIAN’S STATEMENT E£=%3 : BEHE

WERS FH#: SO
Patient’s Name : Age : ID Card No. :

NOTE & : 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.

FHEELVARRECIDBLEER., BERBEBERAATEREERLRECEA,

Questions & Answers &

1. How long have you known the patient? If you know this |1.
patient prior to the consultation of the claimed illness / injury,
how did you know this patient?

MTRFEERRS A ZH T UFELRRE/SEMRBEER, B
EZTEE: 4 SN

2. Was the patient referred to you by another doctor? If yes, N =
please give us his / her name and address. 2. Do L ves =
FERTHAMBEEESNFAT? W2 , FRUERBENEERib

3a. When did you first attend that patient for the claimed illness / | 3a.
injury?

B TRAARERRARRERE/ZEERERESE?

3b. What were the complaints and symptoms presented? How |3b.
severe was the condition? How frequent was the attack?
EIREEZEMR? BRERE? REMER?

3c. How long has the patient been experienced such symptoms | 3c.
prior to first consultation? How did you know this information?
RERRDHE , MENERBES X BTORASEERER?

3d. How long do you think the symptoms has lasted prior to the |3d.
first consultation to you? Did you inform the patient of your
opinion?

BTRALERRBERRDATEEFBES A BEREATZER
HEHRE? WE , AR

4. Had any laboratory test such as cytological studies, x-ray, [4. Date Performed Details of Procedure Results of the test(s
electrocardiography (ECG), cardiac enzyme levels (CK-MB / wEAH B RERR
Troponin | / Troponin T / AccuTnl), pathology or serological
studies been performed? Please give details and provide us
with a set of the results if available.

RESTESZLRRE  NERRE. X Xz, LEERE. O
Bﬁﬁiﬂ’\JkaF_(c_K-MB / Troponin | / Troponin T / AccuTnl), RERE
RIERER? FFMAIARRHAEBRSE FALA.

5. Please list down the date and details of each visit of the |5. Date Symptom Diagnosis Treatment / Physiotherapy and Length of Course
patient to your clinic / hospital in the order of dates. 5] e i EE | PERERBERER
FBHIIFEBERDH BHAREFE.

6.  Please list down all hospitalization record(s) of the patient. 6. Admitted on Discharged on Diagnosis Treatment Name of Hospital
B HFEMAERLE. INCAE BT B 41 A BRER

7. Are there any plan for chemotherapy, radiotherapy or surgical |7.
operation? Please provide the details. o L
RECHARTILRE / BRAR /| Tl BREE, No& Yes®  Date A Details 15

a. Chemotherapy 43 O O
b. Radiotherapy R | |
c. Surgical operation FAir O O

Signature of the attending physician / specialist (with chop) :
TRRAEBRES
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Patient's Name ID Card No.
JREYES Sk

8a. Has the patient previously suffered from same or similar ga. No & Oves =
disorders? ’ =

REBERBBEHERIALIHERR?

8b. If yes, please give the date and details of each disorder. 8b. Date of occurrence  Exact Nature / Test / Treatment Duration Doctor Attended
R  AREBBRFRRBEER. WA Cause of Attack Received of Disability FPEE
B R A BEERY

8c.  If not, do you consider that the disability caused by any other | g.
disease or disorder? If yes, please provide name of the ’
disease or disorder and how it relates to this illness /
disorder.

(If available, please provide the date and the details when
the patient was aware of such pre-existing illness or
disorder).

FRE , BTRERA/RREGED KRR B EMRE/EEERA
By B2, FRURKF/EEBRZEBRFIAZE R MM
BREFER. (FRUFESABREZBHREFR)

9a. What was your final diagnosis? Please also give the date of
diagnosis. ) 5 1% B
BT zHE2EAMA? ZE B Bl

Date of Diagnosis : / /

4=k MM A DD A covy &

9a. Final Diagnosis :

9b. Was the diagnosis made before the patient first consulted to
- h - . 9b.
you (as mentioned in Question 3a)? If yes, please give
details.
PHAMRERERIAEAMTREEY BEHEHZERP? &
2, FRMFE.

10a. Please provide the period of Total Disability of the patient | 10a.
(i.e., prevented the patient from engaging in any occupation,
or performing any work for remuneration or profit). From / / To / /
iﬁf&ﬁ%z%ﬁﬁﬁﬂ%?ﬁ (ERERERBEEATERMNNE | vv A DD H ccyy & £ wMm™m A DD H ccyy #
T ).

10b. Please provide the period of Partial Disability of the patient | 10b.
(i.e., prevented the patient from engaging in one or more
major duties pertaining to his / her own occupation). From / To /
i?%ﬁ;ﬁgi%ﬂﬁ@iﬁﬂ%%ﬁ (EREBERBLGHEAN-HR (g wvv A DD B coyy & E MM A DD A covy £
BXERSH),

10c. Would you expect that the patient remain in the same 10c
disability condition as above which continuously requires :
medical treatment? Please give reason.
BTREARRAER MR LRERER  YEREEIBRDHG?
FEHHRR.

10d. For how long would the patient remain in the above [10d.
condition? Please let us know the rehabilitation plan to the
patient.
ERZERNEFEZ R FHARBTFREREERZE,

11a. When did you see the patient recently? 11a.
BT RIEA RN REE?

11b. What was the condition of the patient? 11b.
B & MR m e

12. Did you have any other information to supplement the |[12.
above? If yes, please give us in details.
BATEAHMERER? &8 , B,

13. Please give the name and address of other doctors who have [ 13.
treated the patient.
BRUTHIARILFE ZBESE Rt

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

FAREARAGRIART LRRE  REAAFMANE , LRNERIREEZ 25, WRERH.

Signature of Medical Attendant (with chop) E2BA%ERES Hospital Specialty / Unit / Department BR=ER / Bz / M
Name of Medical Attendant/Qualification(s) X BEME /| EEEK Date HHR
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