FRABRKRER AT Tahoe Life Insurance Company Limited
(BFEZMZBMR2H Incorporated in Bermuda with limited liability)
BAAE D BBEATHMER2E1111581042

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

{EPREE(E 53R Hospitalization Claim Form

—85 (BAZRRA / REFABAEE) PART I (To be completed by insured/policyowner)

Name of policyowner Contact Phone No. of policyowner

{REELRSE Policy no. SIRABR Fi Age O &% =8 New Claim
Name of insured .
[0 EE =& Further Claim
S B SR TE 45l Gender O &2 % Pending Claim
Identity document no.: O sS4 / B4 Review/Appedl
REFBEAUSE REFBAMEER R R Y AL KRS FEETRES (2=15m)

Name & code of licensed Claim No. (For office use only)

insurance intermediary

SRARE ((SEREESIE ) B KB EPresent occupation of insured
(if more than one, state all) and exact nature of occupational duties

NEFEEZTE KU Name and address of business or
employer

A MMEAEIINZEARR, BIESREIE1IES If Hospitalization was due to an ACCIDENT, please complete questions 1- 3

1. a.BSNEERS -

I=CIN=0-t
Date of accident

5[ At 24 Date, Time & Location of Accident

(HDD / BMM / £EYYYY)
EFAM/ TF AM

[ Time
%5 Location

b. BAMNOIEAES (BRAERET ZES, MEA) How did the accident
happen? (Describe activities engaged if applicable)

RSB RIEE: Part(s) of body injured and type of injury

2a. EBHE Date returned to work

(HDD /BMM /EEYYYY)8,OR
b. JEztEIHE Expected Date of returning to work

(HDD /BMM /EEYYYY)

3. BERE ? Did you report to the police?

0 & No
0 5 Yes, 2F &1 Police Station :

TEZRARE Ref. No.

B. 1ARABR, i5IEERE4ZES If Hospitalization was due to an ILLNESS please complete questions 4 and 5

4. a. FEURSEAR Signs and symptoms

b.F2XREhms, ARG XRER For this episode, when did these
symptoms first appear?
(DDB/MMA/YYYYH)
CBREERAERSN - B TUEBSELIFEABESOther than this
episode, have you had any similar/ related past history?

0 & No 0 7, FRMAERES: Yes, please provide details
2 HE B /BRETE Rt ZETER
Consultation date Name & address

(HDD /BEMM /ZEYY)  of Physician/ Hospital Diagnosis

ZREIRE M2 BEPR & Kt Name and address of
The Physician/ Hosplfol who have treated for this iliness

M2 EE BL /B2 Ktk
Consultation Date Name & address of Physician/ Hospital
(EDD/BMM/EYY)

b. BIRMHEATIEEM 2 284 /EBREH Please provide details of
your usual attending Physician/ Hospital.

BEPr2 A Rtk
Name & address of Physician/Hospital

M4 8
Contact Phone no.

C. kK

i2)A%#15 HOSPITALIZATION AND CONSULTATION DETAILS

6. a. BPEHTE Name of Hospital

b. ABHH Date of Admission
H Bz B Date of Discharge
c. MERTDAESBE (W0EA )

Admission period in Intensive Care Unit (if applicable)
H From £ to (EHDD /BMM /EEYYYY)

d. BTAERERA—BBRIN ?
Have you taken any home leave during the hospital confinement?

0 & No O WA, FIIRSMNE 2 B REE
Yes, please state the date and time of your home leave.

(HDD /EMM /EEYYYY)
(HDD /EMM /EYYYY)

7. BREEZ

accident
B4 28 Rk Name and address of the Physician

B4E N The Physician first consulted for this illness/

sk#2 HEB Consultation date :
(HDD /EMM /EYYYY)

9°

EZ /BN ARZBEER The Physician who referred the
insured to hospital

ENEBEZME AIEName and address of the referral Physician

# 7 B Referral date :

(HDD /BMM /EYYYY)
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D. FEI#iZ2Z&{& CONCURRENT CLAIMS

9. BTN EERBREMREAS / #BREFERE ? Did you apply for compensation from other insurers/ organization for the same event?

O& No 07, FRHABFIE: Yes, please provide details
R AT / #48 Insurance Company/ Organization REESRHE Policy No, RIE$BF Benefit(s) to Claim #R / #R% Result/ Status

E. TRER (REEZEEERIZZEH D —IE) PAYMENT INSTRUCTION (select either autopay or cheque only)
(AR EFPA X ERAREM - B LUBEESTZE T If payment instruction is not specified or information is not clear, HKD cheque will be issued )

B ##5ER By Autopay

O BAAILEEHERSO ; %

Current direct debit authorisation bank account in the company record; or
O UTEEzEsRTENO (M ERITBOER)

Specified HKD bank account below (Bank account proofis attached)

RTINS DITIRME BOSRS
Bank No. Branch No Account No.
HEEREEE RN
pE=t==31= Notes:
(1) $EFEEEAAUZNERRERAEALZHARE - (1) Bank account holder name must be the same as

policyowner's name.
(2)  FEEEFEAANSBTEDSEE  MZAEBLNARTESEE (2) Please provide account holder's bank account proof which
shows account holder name and account number.

AR RIRTTARSE -
(B) BEHEEREEREEERTREIIEELEEES R - (3)  Autopay is only applicable to banks in Hong Kong and the
payment will be paid in Hong Kong Dollar.
(4) ZEEEEAKY  AASELUSMST =LA 7B EHIE - (4)  Ifthe autopay is failed, the respective claim payment will

be paid by HKD cheque.

Y2 By cheque (FRAEEZZEHE . BB ZET(T - If no cheque currency is selected, HKD cheque will be issued)

Y EE#® Cheque currency

[ B#Hong Kong Dollar [ {#&&#Policy Currency

F. FREXHIES| SR TABAML V' ERNERUBERBZRESAXMG
DOCUMENT CHECKLIST Please puta “v" in the box below to indicate the documents submitted with this claim form :

X8R FhRE RIS RIS
Document Type Hospital & Surgical Benefit Hospital Cash Benefit

0 ERRARREFBEAZBMNRASHEIAR e e
Copy of identity document of the insured & policyowner

0 BESFRED (ARESFAAER) N va
Claim Form Part | (Completed by the policyowner)

O RESBERE_ID (ARRAZIZBLER) N e
Claim Form Part Il (Completed by the insured’s Attending Physician)

0 BRUERWES (ZAPME) v v
Hospital Receipt(s) and Statement(s) of Charges (IEA) (Original) (EIA) (Copy)

O HkRAR4s / BETAEIR + va
Copy of Discharge summary/ Discharge slip

O 1bBe / X-2% / B / BAORKR / RIERRESEEIA J va
Copy of Laboratory / X-ray/ CT scan/ MRI/ Pathological Report(s)

0 $EAtERZEEER - ARt - LhEds SHBEBERISERA
Copy of Admission Note, Discharge Summary, Discharge Certificate, + /—
gﬁjly Medical Record & Temperature Sheet of hospital in Mainland

ina

O 4L/ BRENEEIR va va
Copy of Referral letter by Registered Physician /Hospital

0 EftnriaASsi#E s BEMASER va #
Copy of Compensation Breakdown from other insurer/ party

J/ BAX# Required Documents  # FiIIX# Optional Documents
** K2\ G] O] 5 B 1E B FIEI SR 1B KL BE N B /) K

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

BAZENIEZRKER Personal Data Collection And Use

KA/ HOEREAA / HPERBRBARARRAASZBAAERNNKERSR ( "TmRASBEAENWESR, ) -

KA/ HMERREABREARBAERFZRASREARLADT ( "R"ARAF, ) AEBEMUEOSEWERS « FEAFTENTAEAZR
KERAEAN [ B AA / BPOIWRESRENEMER - JREBERRASEAESHWEEZBWERER -

AN/ BFFSILEERLEERRASEERRASEAENNEBRERRERAAN/ BRPNEAEZRN - RRASEAEZTRIEZEHR
EHMRATTR AU TE - www.tahoelife.com.hk - Rol[@ZFRKASZRE -

| / 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 contfained in this form or collected, compiled or held by Tahoe Life Insurance Company Limited (the
"Company”) by any means from time o fime may be collected and ufilised in accordance with the Tahoe Life PICS.
I/We hereby give my / our acknowledgement and agree to the use and tfransfer 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 Z®A/BAEFEEREBEERAZSEAZSHNNEER (26 "RERERHENTERBAZN ) B9 ) BEEEH 2 BMERTRE
AN / RPONEAER - TAFEZEWECUHEEREZFRER -
| / We do not agree with the use and provision of my / our personal data for direct marketfing 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.

EHR K12 Declaration And Authorisation

B - AN/ RMEBRLER : AREEHAAN/HMAREER - AR LIREBBERIL KA BN S RIGEAANAAE
HBeRENERE -

=i

A/ BFERUEE (1) TORE - MEE - Bk - 25 - RRAS - R - BEREEMGEE - AfAL - AMBSEETm
BREXA / BM2ZLHRE R/ ABLBRATERIZREAA / HMAZE - URZEERRERERRASRRBERLAT "RRAAS,
(2) RARASAEDTEBEZBENCERAN - IRUHBEPHFEARAN / HOETHFEZERME AR - FREELEA / BMAZEER

- WEREAN / BFZRFARZRABRORS ; BB SRTRENS - LLBRNEN - ABRENYNEAT ABER
S50 -

KN/ RMEBEREA / HABRREERFL 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 myself/ourselves 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 aftended 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.

REFBAARSR ZHRAZER (ERI8HEIUL) BB (H/RB/%)
Signature of policyowner Signature of insured (Age 18 or above) Date (DD/MM/YY)
e JEE

Name Name

BB RS BN AR 4 SR

Identity document no. Identity document no.

B IR AR R

Relationship fo the insured
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F_H7 (FHEZBEER FRERBREABTEIE )

{REESRES Policy no.

Part Il (To be completed by the Attending Physician at claimant’s expense)

fmAEZ Name of patient Fi#k Age MBI Gender

SNE AR SRS
Identity document no.:

ABtHEE: Admission date

H e HHE: Discharge date

(HDD /BMM /EYYYY)

l.a. MBABSAERUNAESS ?
Had the patient been staying in Intensive Care Unite

O%&No O7%A Yes - H from to

( HDD /BMM /EEYYYY)

1. b. 7 B FIRERE - WABESHEREER ? Had the patient taken any
home leave during the said hospitalization period?

O&No OB VYes, #IHHEE - BEKRE
Please state the date, time and reason

2.0. MBRWEXZI - WMABREE N KZHEH ? Date on which the

patient first consulted you for this illness or injury?
(HDD /BMM JEEYYYY)

b. WA EETCRER - BEAREABALIR ? What were the signs &
symptoms the patient complained at the first consultation?

c. BANBBFERKZAIC HIRFBERBA 2 BE Date of accident OR
signs & symptom:s first appeared before the first consultation?

it Since (HDD /BMM /EEYYYY) 8 OR
BE&FEExisted for Hday(s) HAmonth(s) Fyear(s)

d. EERERERINSIH - FRHEINCE KRG -
If the hospitalization is due to accident, please provide the
accident details and injured areas:

e. BREREREERSIH  ERBAESERERMEER?If the
hospﬁohzohon is due To ||Iness, please state whetheritis a
recurrent condition?2

O &No OR2VYes BRHIZHHA Date of FIRST occurrence

(HDD /EMM /EEYYYY)

B &7 Final diagnosis

b. 518 LR EZENREE
What is/ are the underlying cause(s) for final diagnosis?

c. AR S A2k ? A BESH ?
When was the patient informed of the diagnosis¢ By whom?

d.FiiEm  ETARRBEMIBLEYS
Surgery performed with dates and surgeon’s name

e. IEMEARABRRRRER
Summary of medical treotmenf given and tests performed with
results.

f. BUIERGEAE 8B /MEUR BB R OSFIZRET  FREERRERZIR
° Please provide reason(s) for this hospifolizohon if this type of
freatment/test can be managed on daycare or out-patient basis?

3.0. BT EERABERZNELE?
Are you the patient's usual physician?

O&No 0O2 Yes BELFBEMedical records from

(DD /BMM /EEYYYY)

b. MAREKHEMBLEENTET ?
Was the patient referred to you by another physician?

O & No
O 2Z Yes,

ENBEZTE I Name and address of referral Physician

c. MILREMS - MAZABEMER ZENOEMEEEKZ ?
For this episode, had the patient previously been seen by
other physician(s) for these symptom(s)?

O & No

O% Yes: f£ on (EDD /BMM /EEYYYY)

A by
(B Z R Name and address of Physician)

d. thEE - B TARENBATEMEREL / BEESAE
Did you refer the patient to receive other Specialist’s /
Physician’s treatment during hospitalization?

O & No
O% Yes -

ARHENEEUEZ RENREPlease provide name
of the Specialist / Physician and the referral reason

5. 0. FE#&IER : The prognosis of the condition

0O R#F Good O —#& Fair O &2 Poor
b. BEEEMTIAE ? Any possibility of having a relapse ?
O & No O % Yes

6. MABRERFEERZSEHNEA T FIERARE ? Was the
confinement reason of the patient due to or associated with
the following situations?2

O & No

O 2 Yes - AEASMUES LR RIRHEFEE please tick where

oppropnoTe and provide details

58 /8 FBZEY) alcoholism/drug abuse

BREBNRZIE (B4R) NABREENRZ ERRE Z2ER
AIDS or AIDS related complex disease

MRE A M EBER 2R venereal disease, sexually
fransmitted diseases

SERMAEARSE A HARFE R 2 #RF4E congenital or birth defects
154 - B A% emotional, mental, nervous disorders
1RZ | D% | FE BB pregnancy/childbirth/infertility,
sterilization

2 BB 2B /5EE) engaging in hazardous sport/activity
EA/HERFM cosmetic or plastic surgery

BT ES rehabilitation or convalescence

—ﬁ%ﬁﬁ /8222 General Checkup / monitoring

Hith - 55008 : Others, please specify

EIEIEIEII:I I:II:IEI O I:II:I
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7. a. MABFEAELUTRESE /B ? Did the patient have the following PAST medical history/ habite

O & No
02 BEEEMNEZ LFSRAIRHEF Yes, please tick where appropriate and provide details
O i asthma O O\ cardiac problem O #E/R% diabetes mellitus
O ZBUHF % hepatitis B O SIME hypertension O EMAZY) drug addiction
O gB&EIE drinking habit O REZE smoking habit O REESE unfavorable family history
O BE#ZFM previous operation O Efth - BRABRENS © others, please specify details:

b. FEFMBERZEIL EMRS 2 BEHS - it / BiREHE
By whom was the above PAST medical history first detected? Please provide the name and address of the Physician/Hospital.

c. iRt bR B REZE BB RSB
Please provide first diagnosis date and treatment details of the above PAST medical history

d. bR 2 FE%ZIER Current prognosis of the above past medical history : [ 582 FE1E Fully recovered O &% On treatment

REZEAPRAEE LM PLEASE COMPLETE IF HOSPITALIZATION WAS DUE TO ACCIDENT

8. a. RIFZEER Present condition of injury

b. MAZBZEKEE Patient’s occupation and exact nature of occupational duties

c. RAZBEMR B TIIRLEBEESHATEAELE ? A5IRRE
Bearing in mind the patient’'s occupation, in Whot way do you feel the injuries would /would not fotally prevent the patient from

working? Please specify.

AN/ RMEBERLPFE LFMERZERNEARA / HAFFANKEFAEZSE -
I/ We hereby declare that the information given on this form is frue to the best of my/our knowledge and belief.

EFE Qualification

B4 2 Name of physician

BEPR 278 (W3@A) Hospital name (if applicable) EFEIEAE Phone no.

HEADate (EDD /EMM /EEYYYY)

BaAxEERERk/BEEE Signature & Hospital/Physician chop
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