Mg,

)"1‘

Group Disability / Dismemberment o Sun
 Claim Form Life Fmancial
MR / MRARFEK PN KA & Rk
Part A~ To be completed by employee I} - iR 2385

Name of Employer (Policy Owner) Jgx %18 (Rlfra N Policy No. 1REEBtis

Name of Insured Employee Z{F A4 Certificate No. {FiZ5tE Amount of Claim {#45 Currency

1. (a) Present occupation and exact duties IHAFRRE B HERIRKS

(b) Date of employment 3Z{& H A

(c) Date last at active full-time work 7% 2T /EH#8

2. Please complete either 2.1 (for accident) or 2.2 (for sickness) IHHLE 2.1 (AIEEAL) B 2.2 GUIZEH)

2.1 Details of accident 4%kt
(a) When and where? {ai§R(MER4? DateBHH __ TimeBsMi_ am/pm L4/F4 Place Hi%
(b) How did it occur? B4 AT S84
(c) What were you doing at the time of accident? %/ 88405 + fR{EAE?

(d) Which part of body was injured? Describe in detail 3¢l 852807 R i

2.2 Details of sickness Z/R&E!
(a) State date of onset FHR HHA
(b) Diagnosis JHAE
(c) Symptom fEHR

3. (a) Give name and address of all medical practitioners who have attended you for the injury or sickness Rt IA S EIR 2 B4 T8 R tuht

(b) If confined to hospital, please state #NZEZE 3Rk » 355180

Name of Hospital &%476
Date of Admission Az H#A

4. How long have/will you been/be away from work after disability? Totally Disabled
IR » R TEELIE R a4 2B
From H To &

DECLARATION AND AUTHORIZATION BRHA 5 80

The claimant 5IMIQ€ hereby declare, agree and understand, as the case may bo as evidenced by my/our signature(s) hereunder, that:
RIBA (FANES) B89 [E]EELHH SIS (BTAMSUAPTE ) BIERIHH MR BTN ©

1. Al th In this claim form together with those in any required medical or other igned by me/us in connection with this ciaim application are full, complete and
true. /We also understand lha( in the event of doubt as to whether a fact is material, it should be disclosed here. Sun Life Hong Kong Limited (Includlna its sucousom or assigns, the Company) may be unable to process this claim application
if IIwe fall to provide any information r ulred to this lépllcatlon
CEREIR I AT RV R X » L T2 TR IRER - RI4B - RESCIF B3B3  SOMICRIERAL « FRAHSERE « SEMRASORH IO IRENR LR « R A/ESIE R TR DR TRMNEERRA TR AEL B - WA
AEGRRERB LIRS ‘Iﬂ&!’%*%ﬁﬂﬂm’\ﬁl (ERRARKIA  DF) RACEE IR -

2, IWe 1u||$ understand that the Company is not bound smemem which |/we max:havo made to ar¥ person if not written or printed here.
ENE %Q%El"ﬁlTﬁ—mFN BYAE !J:!ﬁ&ﬁlﬂﬁlllﬁlﬂ':ﬁ)\ TELETRPEFTA
3. The held by or on behalf of the ( hereln or and after the date of this Application) may be
held, used, disclosed relaased and transferred tha Company to the &amn and fol £urpous mentioned in the Personal Information Collection Statement
Bi"ﬂﬁﬁﬁﬁ&ﬁat)&lﬁﬁﬂﬂtﬁuﬂl * RAMREAR T RKEARS » 248 (2‘!!! SRS R AR « IR/ RAS ) A - R ammn&%ﬁmsww (TATORHRAREA) chi REIAIR
Any personal information co oct or 0ld by or on behalf of the ( in this may be held, used, and e C to companles or organizations
with the C third parties that the (fompcny may conslder necessary or advlsablo Including lhoso oarrying on financlal servi {within or outside of Hong Kong, Inciudln
reinsurance and claims lrwast! aﬂon comy nles professional and industry for the of processing this Appllcauon nnd tding insurance services, other financial produc's

services and other services that may be of interest to me/us, direct marketing, data mutcnlng, carrying out regumory functions and oommunlonﬂnu wm\ molua for such purposes and all other directly related purposes. The Company is hereby
authorized to obiain access to and/or to veﬂi{ any of my/our data with the information collected from the insurance Industry by any association, federation or similar organization of insurance companles. IWe understand that the [nformation
ifwe give is on a voluntary basis. However, fa Iuro to supply information m-¥ result In the Comhruny belng unable to process my/our application. in accordance with the terms of the Personal Data (FP;vlcy) Ordinance, the Company has the mbrg
1o charge a reasonable fee for the processing of any data access request. IAWe have the right to obtaln access to and to request of any p g me/us held by the Company. Request for such access can
made in wriﬂng and addressed to: uatomer Sewlco Centre, 8/F, Sun Life Tower, The Gateway, 15 Canton Road, Kowloon.

(B AT
Eﬂ’&ﬂl&%ﬁzﬁﬁ(ﬂhﬂt*ﬂlﬂﬁlﬁﬂﬂi#ﬂhﬁ&ﬂﬁmm)Zﬁmlﬂkiﬁm&’ﬂfﬂ"ﬂﬁﬁ L3N mn&nmmwuzm ammmw\mmmexzmm # » SRS MBS - ﬂnmmmummn
ERE, %‘fllllAHJ l#! * A RIS GRS ) » DU IR S AN R SR B SLt A L R IR ISAT IR R RS  EARHEIK - RS ﬁlﬁ'ﬁ‘ﬂﬂl‘cﬁﬂﬂtﬁmmﬂdﬁi)\lﬁﬁ R A BRI IR - AAEEEL
Mﬂ’z} B B /R I T ﬁﬁz"ﬂé‘é‘ﬂﬁhﬂ&ﬁMZ’\mﬁi‘mM%‘ NEEETRE « BA E‘*%EIKNEQW!MZINQIEI f&f*ﬁﬂ BESB R IR WA R R 52 ﬁumunm
mam \mﬁmmmnﬁw!w&mAmlm FNBEEAMEREERE EATRERNENFEHEARR - HIII!SRWM.E%K!E#M?L!II!XI15!)!3&!%1!*!5&&70!GKM*WQWHNL‘HJZF%&*‘U'

4. 1/We further authorized: (a) nny doctor, hospital, clinic, office or any organization or person who has any record, knowledge or Information of me/the insured medical or to discl release or

transfer to the c:;mpnnz or its repratema © such record, knowledge or [nformation pertinent to this Application; and (b) the Company or any of Its appointed medicalparamedical examiners or laboratories to perform necessary medical

the he“ag:\ :‘sa\'/:?I 3@#':1:“!’:1;'0(1 in relation to this A This shall bind the and assignees of me/the Insured and shall remain valid notwithstanding death or incapacity. A

$)\/§$Hﬁ§ﬂ (EF) EW&’E&M*N&%)\Z i - ﬂﬂﬂl?ﬁ SREHIRE) CHAE Wb - DR - UG AT - BUFSEPY - SR A LR RAIOHIA A FIRMACRII - BB IL B - BERRE : B (Z) AERATN
BZHEMRARRCRFTET L Z BB R » DRI R AR EARNNS - (R ENEAREAZRRKARZBMAGTR  WRENBRANGRRERIEDROAES - HEESNEEREENERRES -

Date Hif§ Witness RBA Signature of Employee RE %% Signature of Employer/Policy Owner {RX:/{REREARE

in the event that the employee is unable to sign the form, it should be filled up and signed by the Policy Owner/Employer during disability. iR RESATHERRLL NS » THBERBARERS -

The furnlshlnq or investigation of this or other claim forms does not constitute an admission of the Company's liabllity and will not be considered as a waiver of any of the Company's right. 2/ E {5 (56 (6 e S95-88 B BRI
HIREITIRE o WARTREL AR R R E R FTIE

Customer Service Centre RO Sun Life Hong Kong Limited 45k 81 & A RA &
8/F, Sun Life Tower, The Gateway, 15 Canton Road, Kowloon, Hong Kong 7 # JLHE I 1 SPEHE B MK B S MKISM A member of the Sun Life Financial group of companies 7 575 R 3 W /% & 2 —
Tel (852) 31832099  Fax (852) 23020173 WG (852)3183.2099 N (852)23020173



~ Attending Physician Report B4 #i&

" Part B - To be completed by attending physician Z.&f— 3284 N5

1.

PARTICULARS OF THE PATIENT &% A%kt
Name of Patient §# Ak:% .D.Card No.  Er{iyseitis Age G

2. Date of accident/onset of sickness B/ %4 / FHREH

3. a) Describe and locate accurately cause, character and extent of injury of sickness FFCR2HRIER R « BB RERE

b) Describe the present condition FHHCIEIREFIRIT
i) Are the symptoms progressive, stationary or improving? SERBELRAL « BT

ii) Does the disability render the patient totally disabled or partially disabled? #3577 & MBUH A St 2 S HEH?

O No & [ Yes & Please state cause of disability 2#a:HAE K

When did symptoms first appear? i AR & K352

Date of first and latest consultation &HREEITZHHEHE

First Date HKEH Latest Date B FI

Describe type of treatment, surgical procedure or operation performed EHRURE ARG « NS BRNBIEMN

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 ZHFFEULE R A B TR R T @ T B B B I8 2 R R S e

Is condition due to pregnancy? _ftIEiR R EEEEZRE B0 ’

a) In your opinion, could the patient resume any work for which he is fitted by nature, training and experience? MBI TR + 7 AR S ET LR 6%
RERR AT BT TR

[0 No & [ Yes & Please give date to resume work S§#RALEEST T/ H

b) If the patient is continuously totally disabled, how long will such total disability continue? 1% A S22 1858 » HBBEHEIEE R

10. Details of Hospitalization B8z %ekt

a) Name of Hospital where treatment was received A {:Bki £

b) Was the patient admitted as an inpatient or was treatment received as an outpatient? % AR EBAEREE B EMTR B2 10m)
[ Inpatient {£Bz Period of Hospitalization {:BR: From B To £ ] Outpatient 92

Telephone:

|55 Er Date H#A:

I hereby certify that having personally examined the above named patient, the facts as set forth are true and correct < A Z5Z B4R A2 ROB T BB B IERE

Signature of attending Physician with Official Chop

Name of attending Physician: FRBREEBRER
EREENY

Qualifications:

RE

Address:
Mk




