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2. The claimant may be required to provide further information and documents at the claimant's own
expenses if the Company considers it necessary to assess whether the claim is payable under the policy.

3. Ensure to pay sufficient postage to avoid undeliverable mail. 3

4. [ ] Please "v" this box to select to receive certified true copy of receipts after claim processing. Please
note that original receipt will not be returned.

5. Submit claim documents to Group Administration and Operations, Sun Life Hong Kong 5. %
Limited, 10/F, Two Harbourfront, 22 Tak Fung Street, Hung Hom, Kowloon, Hong Kong. )

1. Submit the below documents within 90 days from the date of discharge from Hospital / clinic surgery. 1. FERHBE [ PR TMiE 90 H NAERZ LIRS F ©
¢ Signed and completed claim form o T OB B E
¢ Original receipt or certified true copy of receipt and settlement advice from other insurer . Jl:ziiuﬁl@f'&%ﬁ’]v%m']z&& P ) B8 s (o T
¢ For medical package charges, please include breakdown of the charges . ﬁu%&%gﬁﬁwﬁ SEER AL EIE H PR 4
* Discharge slip if confined in government hospital o U ASEEIFER 5 1 LEZ 2 HH [ 4
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Part A - To be completed by Patient ' — i AJHES

1. Name of Employer (Policy Owner) f& £4%8 (RERA N)

Policy No. {RE5EHE

2. Name of Employee g 8#:44 Age fFli | HK.I.D. Card No. of the Employee (Must be Completed)
(R B2 &5 038 505 (/R
3. Name of Patient (If other than Employee) 5§ A#:4% GIJERER) AgeEli; | Relationship to Employee Fi{g B {4
[ ] self A&\ [ ] Spouse BifE [ ] children 7%
4. Was the hospitalization/surgery a result of an accident? ER{ART / FAlif2 @ R —SREIM 13 ? [ ]Yes [ INo
Date of Accident FAMHHA  Time FERE Place 25 Brief description £ /%
5. Have you had any prior treatment for this or related conditions? [4 T 275 % &8 [K A it mi%Ziam? [ | Yesi2 [ INo &

Treatment Date (DD/MM/YY) H (H/H /4F) Name of Doctor(s) 4444

Contact No. 48 & &5

[[JYesH [ INo %A

If “yes”, please provide Name of Insurance Company and Policy No.

AL SRR

6. Have you ever made or are you going to make any other insurance claim(s) resulting from this treatment? [& N7 7 it It 2074 5 5 48 st & P o

HoAth (st £ 2
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DECLARATION AND AUTHORIZATION
The claimant (I/We) hereby declare, agree and understand, as the case may be, as evidenced by my/our signature(s) hereunder, that:

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. I/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 I/we fail to
provide any information required to this application.

2. 1/We %Jlrl]y understand that the Company is not bound by any statement which I/we may have made to any person if not written or

rinted here.

3. |IgERSONAL 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 apFllcatlons 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) selectlng and participating in reward, loyalty or ﬁrlwleges
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
Eurposes including claims investigators, insurance adjusters, medical advisors, health care professionals, medical service providers,

ospitals, 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 mtermedlarles (e) to the Com é)anys related companles (as defined in the Companies Ordinance)
including pensions services provider, financial services companies and insurance companies; (f) to the Hon% 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

%roup 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; (l) to any person to whom the Company or its related companies (inside or outside
Hong Kong) are under an obligation to make disclosure un: er 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 [Jrowders 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 s%\ Eﬂ 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

rovision of the rei ulreg services. Clients have the right to seek access to and request correction of any personal data the Company

olds 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 may from time to time provide its up-to-date Personal Information Collection Statement at its
website www.sunlife.com.hk. The Company may also use contact details, basic personal data and policy details to contact clients with
marketing information regard|n§ the Company and third party pensions, financial and insurance products, including by phone calls,
mail, email, SMS or any type of electronic message. The Company may not so use clients’ data unless the Company has received
clients’ consents.

. I/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 rel:resentatlve 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 shg | 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.

. I/We agree to pay to the Company for any non-eligible expense(s) or expense(s) which exceed the benefit coverage of the policy which
is/are paid to the medical service providers by the Company on behalf of me/us.
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Date H#f :

** In the event of the Patient whose age is less than 18, this part should be signed by the Employee. The claim will be denied if signature is missing.

RN ZEE T/ URLLT » I EARREES BV #EE - FISGHdEC.

Mailing address: Group Administration and Operations, Sun Life Hong Kong Limited, T0/F, Two Harbourfront, 22 Tak Fung Street,
Hung Hom, Kowloon, Hong Kong FZFiiil : F i SUARAL M TE S 15 22 SSRGS — % 10 BB K I SR A TR A
Tel®3 ¢ (852) 31832099  Fax {#H : (852) 23020173
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Sun Life Hong Kong Limited &7k W<l /7 B2 7]
(Incorporated in Bermuda with limited liability /74 F 225tz 2 AR EHEA R )
A member of the Sun Life Financial group of companies 7KH7 & RIS p 52—
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Please download the latest version at Sun Life website
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Part B - To be completed by the attending physician at the claimant’s own expenses & — 384 B > BB BN R\ BRI

(1) PARTICULARS OF THE PATIENT Ji A &kt
Name of Patient % A4 H.K.I.D.Card No. 7 & {77 3% Ji S Age 1Eil5

(2) DETAILS OF HOSPITALIZATION {E:Bitl#

Name of Hospital 5[5¢44 %

Date of Admission A H Date of Discharge 5t H
Level of Hospital Ward 7 55 45 fll [ Private AR 5 [] Semi-private % 5 [] Ward &% 5 [] Clinic Surgery P92 Ffi
Name of Operation F-ii ¢4 % Date of Operation TF-/if H }#

(3) DIAGNOSIS AND MEDICAL HISTORY #2 i B et #%
a) Symptoms / complaints of the patient relating to this hospitalization / surgery / investigation J% Attt 2Bt / Fi / KrERAT BRI / 3257

b) Date of the accident or when symptoms first appeared & X HBUHAEESMEA HIA

c) Date on which the patient first consulted you for this condition or related illness 5% A\ & 20k # F#A

d) In your opinion, was the patient hospitalized as a result of recurrent episode or a chronic illness or related to a previous complaint / diagnosis.

AR TR R AR AT R R 7 R 48 3 1 BAG EBR FT 5 | SO B DU B T3 | B A o L] Yesi2 L] No#

If “yes”, please provide date of the first episode and details & &) » F5TRAEE Z0EHm H I R -

e) When did you refer the patient for hospitalization? P& R/ A ARz H 2

f) Final Diagnosis &t
g) Was the condition due to or associated with the following? (Please tick the appropriate boxes) FLJFE & FHIIE AR 2 GHEEME A& /7H8)

[] Accidental bodily injury & 4h & 8857 {5 [] Influence of drugs or alcohol %% &4y al i % 5 2%

[] General check-up —f & # i #5 [[] Correction of eye sight i 715G 1E

[] Congenital Conditions J& KM%k /| B4 [[] Cosmetic or plastic surgery 352 sl F1li

[ ] Dental and oral surgery T BHAZ K 1AM F il [] Infertility, sterilization or contraception & » 4 & st %

[] Vaccination FEF# 1 [] Pregnancy %% (date of commencement of pregnancy %% H }{i

"] Mental or nervous disorder /CF# B % #5255 [] AIDS, venereal disease, sexually transmitted disease Z# » M 14 HE il 4%
[] Self-inflicted injury E#fiE [] NONE OF THE ABOVE M 4R /2

h) Brief discharge summary (including treatments, investigation procedures, results, and/or any complications and follow up plan).

R - QR R URIGREE > WD ENE - &0 OFE0E R R ) -

i) Please provide reason(s) for hospitalization if this type of cases can be managed on day case / outpatient basis. 414 MU ZE AT LR PT84 > S54R EE A A BT BRE ©

j) If the patient has consulted other physician during this hospitalization, please provide the following details: 155 A\ £ /2 ML ERE S A HANER AL &5 o B2 LU SEan &kt

Name of physician consulted %444 Reason F i

What treatment had the physician performed? IthB 4 $2 {5 (5 vA w5t &1 2
k) Was the patient referred by another physician? J& A2 75 F H: At 5325 #8112 [] Yes 2 [] No &

If “yes”, please provide the Name and Address of the referring doctor: % T2 » #54@ St /M B A A F sk

) Are you the patient’s usual physician? fR/Z 7 A K R4 2 [] Yes 2 [] No &
m) Has the patient taken any home leave during this hospitalization? J A A 75 i3 {3 b HH 1 Bk i B2 e 2 []YesH [] No &H

If “yes”, please state the date, time and reason for home leave # I > #hafall M BB it E HH ~ BERERRA

I hereby certify that all information given above is accurate and true to the best of my knowledge 4 N\ FFILs8 IR A A T4 » Bt &R R BER M B o
Name of Physician #2844 : Signature of Physician with Official Chop

1

ERRERBRER

Tl

Qualifications &/ :

Address Hil: :

Telephone 4% &5 Date HHf :
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