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FRASRBBR QT Tahoe Life Insurance Company Limited
(AFEIZMZHM2E Incorporated in Bermuda with limited liability)
Bnn] FEKGTHWAEZBE15194E

Head Office: 19/F, 1111 King's Road, Taikoo Shing, Hong Kong
www.tahoelife.com.hk 2 FEFGEE Customer Service Hotline: (852) 3767 8777

B EEEH

i5 ¥+& Accident Claim Form

F—En (BHRFEA / REFKABAEE) PART | (To be completed by insured/policyowner)

Identity document no.

fREEARSR Policy no. SRAUZ Fi Age o )
Name of insured O ERZEE New Claim
O BBER(E Further Claim
BB SE 15l Gender o

O PR ZRE Pending Claim
O E#t / B# Review / Appeal

REFAABESR
Contact phone no. of policyowner

REFAABZ

Name of policyowner

R RIE P T A2 R SRS
Name & code of licensed
insurance intermediary

RSB SRS (am=m)
Claim no. (For office use only)

A. FhZEFF1E EMPLOYMENT DETAILS

la. RE (HAFRBBSIAE ) BA RS
Present Occupation (if more than one, state all) and exact
nature of occupation duties

2. BEMEEPHFERR ? Did you report your sick leave to
your present employer?

8% No
0% Yes
&R Sick leave from

If you are still on sick leave, please provide the expected
date of returning to work.

(HDD 7/ EMM / £EYYYY)

b. AT EEEHE - MU KEFEIRS
Name, Address and Phone no. of employer = to
(HDD 7 EMM 7 FEYYYY)
3a. EB B Date returned to work 4. BTNEERILRSHEEEMRRAS - L BEHE - BFTENL
B BERFRE ?
Did you apply for compensation from other insurers,
Social Welfare Department, Labour Department or
(HDD / AMM / ZYYYY) organizations for the same event?
b. MRS - SR ETEsHE B ER O &No O A Yes - FBRMAMHE please provide details:

RERAT] / #1E Insurance company/ Organization

IREESRAS
Policy No.

RIEHER]

Benefit(s) to claim

R /RN
Result/ Status

B. EA4M:¥15 ACCIDENT DETAILS

5. BIMNEAHER - R AMEL Date, Time & Location of accident |6, BEINMIAISE4? B AERET Z/EE - NEA
How did the accident happen? Describe activities
=INEHR engaged if applicable.
Date of Accident (HDD 7 EMM 7 FEYYYY)
5 Time LF AM/ FF PM
24 Location
7. RS KIEZ Part(s) of body injured and type of injury 8. AEZ Did you report to the police?

O & No
O A Yes, £Z %% Name of Police Station:

&2 4R Ref. no.
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C. ;AE¥15 TREATMENT DETAILS

9. MBEREILR=EMIMZ ZBEHBIRER Al Physicians consulted or Hospitals confined for the injury
w2/ EEBE8M(B/B/F) B4 ) BRaE #h it ERRARSE / AR

Date of consultatlon/ Confinement (DD/MM/YYYY) Physician/ Hospital name Address Hospital no./ Patient no.

D. e~ (REEEZEBHERINZZHP—IE) PAYMENT INSTRUCTION (select either autopay or cheque only)
(ARSI BN LB - GBI ZE T If payment instruction is not specified or information is not clear, HKD cheque will be
issued )

B Eh#EER By autopay

O R\EAATLHREEBERSD ; 3

Current direct debit authorisation bank account in the Company record; or
O UTFEEZEERITSO (M LIRTEORR)

Specified HKD bank account below (Bank account proof is attached)

IRTTSRAS DTS BOSEES
Bank no. Branch no. Account no.
-l
AREIR Notes:
1) SBAESEAE NS ERREREALSHER - (1) Bankaccount holder name must be the same as

policyowner’s name.
(2 BERHERFHAANRTIREER - MZERRSBIRTIESIFA (2) Please provide account holder’s bank account proof which

A B RERTTERSR - shows account holder name and account number.
3) B EEE E AR E BIRTRIIEE LB (] - (3) Autopay is only applicable to banks in Hong Kong and the
payment will be paid in Hong Kong Dollar.
(4) =EEEERRT) - AATBLIE T =S (AR Y R EHIE (4) Ifthe autopay is failed, the respective claim payment will

be paid by HKD cheque.

%= By cheque (BRAEEXEEY - RUBEZFTZT - If no cheque currency is selected, HKD cheque will be issued)

H=THE1E

EE# Cheque currency

[J &% Hong Kong dollar [0 {RE &% Policy currency

E. FREXHIES ERTARAMLE V" SERRNEREESBERERMY
DOCUMENT CHECKLIST please put a “\/” in the box below to indicate the documents submitted with this claim form :

e BINBRERARE SEREERE
Document Type Medical Reimbursement Benefit Weekly Indemnity Benefit

0 SRARREFEAZBHERBEHEE J J
Copy of identity document of the insured & policyowner

0 BEPFRE D (BREFBNER) N N
Claim Form Part | (Completed by the policyowner)

I N = L YNE S LS
Claim Form Part Il (Completed by the insured’s Attending v v
Physician)

0 BRKERKEE (ERAPAR) N #
Medical Receipt(s) and Statement(s) of Charges (IEZ Original )

0 LA / HBAREIA N N
Copy of Discharge Summary/ Discharge Slip

O {8 / x> / BIRHE / BHIR / ARRRHSEE J J
Copy of Laboratory / X-ray/ CT scan/ MRI/ Pathological Report(s)

a “APRACEE - B - = H e B M s ma [E A
Copy of Admlssmn Note, Discharge Summary, Discharge Certificate, N N
Daily Medical Record & Temperature Sheet of hospital in Mainland
China

0 SIAZ BEm <R FamEEIA N J
Copy of Sick Leave Certificate with clear diagnosis

O ¥IEEE / BEAERREEIK # #

Copy of Physiotherapy / Occu patlonal Therapy Report(s)

O AiMBEERE XS /B /| BEAEE  sal A

Copy of X-ray / Physiotherapy/ Occu paﬁonal Therapy/ N #
Chiropractic Treatment referral letter by Registered Medical

Practitioner

O EtRiaAS=S#EB 2 REMER N #

Copy of Compensation Breakdown from other Insurer/ Party

V EAXF Required Documents # M ANISZ A Optional Documents
* K2\ 5] O] 5E BN FIEIE 18 KB LEGI AR /) X

The Company may request for the submission of extra information/ documents on case by case basis
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{REEIRES Policy no. :

EAERUgEZERR R {EM Personal Data Collection And Use

AN/ HPEREAA / HPERBRBEARRASZBAAERNEER ( "HmRASBEAERURERER, ) -

AN/ EMEBRREAEREARBAERERASREERADT ( "R"ARAF, ) AEBEMUEASEWERS « FHEAFTENTAEAZR
KMERAEAN 1 B AA 7/ BPIWRESIRENEMER - JRBRRASEAESNWEEZPBWERER -

AN B EERTEERRASRBERRAASEAASNKNEBRERMNERAN HPNBEAER - TARASEABRUITEZRN
EHMRATTR AT E - www.tahoelife.com.hk - KO[[@ZFRKASZEE -

| / We confirm that | / we have read and understood the Tahoe Life Personal Information Collection Statement (the "Tahoe
Life PICS").

| / We declare and agree that any personal data and other information relating to me / us or my / our policy(ies) or
investments contained in this form or collected, compiled or held by Tahoe Life Insurance Company Limited (the
“Company”) by any means from time to time may be collected and utilised in accordance with the Tahoe Life PICS.
I/We hereby give my / our acknowledgement and agree to the use and transfer of my / our personal data by the
Company in accordance with the Tahoe Life PICS. The latest version of the Tahoe Life PICS is available for download from
the website: www.tahoelife.com.hk, and is made available upon request.

O XRA/BAFCEBERBERARAASZEAZNWEEZER (2B "REREHENMEREBAEZRN ) B9 ) BEEEHE 2 BWMERMR
AN / BRPNEAER - IAFEEWECEEREEREEMR -
| / We do not agree with the use and provision of my / our personal data for direct marketing purposes as set out in the
Tahoe Life PICS (see “Use of Personal Data for Direct Marketing Purposes”) and do not wish to receive any promotional
and direct marketing materials.

E A KB Declaration And Authorisation

B - AN/ RMEBRLER : FREEHAA / HMARFER - FIEALIREBRENRILKFIEBBENERIGRAAAAAE
HBCRENERE -

=i

AN/ BFERIEE (1) TORE - MEE - Bk - 257 RRAS - R - BAREEMEE - AfAL - AMBSEETm
BREKXA / ZMZcinE - R/ ABLBRATERS2BREAA / HME - DURZSERERERRASRBERAT "RAAS,
(@) ERASNEMUEBEZEBENERA - IRMUBESBEAN / RPIETHBZERME RS - FREZAAN / BMZRER
o ILEEHAAN / HAZEEAARRBABENRY ; BEFETHRITR/ENS - IREDNENS - FRESENFNEAALERIGHER
EHA -

KA/ HZMBEREA / HMOBERERFL DHRE -

DECLARATION - I/WE HEREBY DECLARE AND AGREE that all statements and answers to all questions in relation to the above
claims whether or not written by my/our own hand are to the best of my/our knowledge and belief complete and true.

AUTHORISATION

I/WE HEREBY AUTHORISE (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank,
government institution, or other organization, institution, or person, that has any records or knowledge of me/us and who
has attended or may hereafter attend myself/ourselves to disclose such information to Tahoe Life Insurance Company
Limited (“Tahoe Life”); (2) Tahoe Life or any of its appointed medical examiners or laboratories to perform the necessary
medical assessment and tests to evaluate the health status of myself/ourselves in relation to this claim. This authorisation
shall bind my/our successors and assignees and remains valid notwithstanding death or incapacity. A photocopy of this
authorisation shall be as valid as the original.

I/We declare and agree that I/we have the full authority from and consent to make the above authorisations.

REFAARS ZHRAZR (Em18mm L) HB(H/R/%E)
Signhature of policyowner Signature of insured (Age 18 or above) Date (DD/MM/YY)
"= "=

Name Name

BB RS SNBSS

Identity document no. Identity document no.

B RAR %

Relationship to the insured

TL-CL-C001-202106 P.30f4



S BR

B8 (FHXZBLEER - FIRERBEREABTHEIE )
Part Il (To be completed by the Attending Ph

{REIRFEPolicy no. :

ysician at claimant’s expense)

fBALEZ Name of patient F#: Age |45l Gender

SRS SRS
Identity document no.

Z5MH 8 Date of Accident

. BRF52 HE Date of first consultation (HDD/BMM/ZEYYYY)

. 2{8/RA Cause of Accident :

—
. X

]

58RI Part(s) of body injured :

. ERREER Any visible wound?
0O ’8% No
O BYes - FFEBEE N EE L7 please tick where it is appropriate
) #:1& Bruises

) FEAR Swelling

) #4& Contusion

) 5 / #48 / 180 Laceration/ abrasion/ wound

) EAth - FEEREA Others, please specify

K Z2&51ER Nature and extent of injury

(
(
(
(
(
52

e.

EEBREMEMT ? Was hospitalization required?

O&No 0O Z Yes, HFrom £to

(EDD /BMM /5EYYYY)

&P 2% Hospital Name :

. BONEEE N AIERmER A ?
Was such injury due to or aggravated by the following(s)?
O&No 0ORFYes HEBEEMUERLFITHRRIZMFIE please tick
where itis appropriate and provide details

) BXSA SN FZEY) alcoholism or drugs abuse
) iBME / B RMEEdegenerative changes/ congenital anomalies
) B8 self —inflicted injury
) BENER / 55 (

~ A~~~

BT

s=aniR ) pastinjury/ iliness (please specify) :

) EBHERFM cosmetic or plastic surgery
) Hith - FH others, please specify :

Ao ags

a8 AL

2. a.i)lEE Y278 B subsequent consultation date(s) (DDBH/MMB/YYEE)

ii) 7B EFE1E Treatment details :

HIPFRERENSEMES 2 REABER RER Please state
the investigations/treatments administered and results for this
injury.

183 Investigation/;&%& Treatments

#FR Result HEA Date (HDD /BMM /£EYY)

O ##t Suturing

O X ABE X-ray

s

7. LR AZIEMR - B RS / ERHENTE
Bearing in mind, the declared occupation of this patient, please
indicate the effect of the accident / disablement

ERAIEERSN / ERHEBE TIENFE Please indicate the effect

of his/her daily job activities of the injury/ disablement

BATRAERRIERS / LHEATEABELE ? FIRRA -
what way do you feel the injuries would/ would not totally
prevent the patient from working?

EABELFMERMN L - FHEBTRASBAACTREELZIREA -
If an absence from work for more than two weeks is necessary, please
describe in detail why you think the patient could not return to work earlier.

Is the patient now, or was he/she at the time of the incident,
suffering from any iliness, disease or infirmity?

O’8ENo 0O F - FRMBRFS Yes, please provide details

s . 8. BTARHEMBATHEMEE LS ?
IR
O #3257 Physiotherapy Did you refer the patlent to another physician/ hospital?
. O%No OF Yes, BRHBEENBREM \ it RFHENFR
O Hfth (FB5EAR) Please prowde name & address of the physician /
Others (please specify) hospital and details of referral reason
JWARE - ERSMRER  AERRERACHRERAENER? |9 mAZEMIEEIINGEHMESRS?

Had other physicians treated the patient for the same accident?
O&No OF,BEHES - it RKeZ2HE Yes, name & address
of the physician and consultation dates

. REBERZERAREZEE -
Present condition of injury/degree of recovery.

B EEMIRE 2R RE

10. BT E2ERAEEKZMEL? Are you the patient’s usual physician?
O& No 0O 2, BELFOEMEYes, medical records date back to

(HDD/BMM/EEYYYY)

Please describe the current range of motion of the injured area

Rl RIS #E Please describe the progress of recovery

B4y
2

d.EEEMER
0’25 No

F%EE ? Is healing complicated by other factors?
BIRHMAEFHE Yes, please provide details :

ZIERBEUR(BE)
Name of Attending Physician/
Specialist (with qualifications)

BERRELD
Signature with chop

ik R EEE
Address & Phone no.

HHfDate
(HDD /BEMM /EYYYY)
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	保單號碼 Policy no.：________________________
	本人／我們聲明本人／我們有權及同意作出上述授權。
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