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Coverage Claiming for WP PB Others
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Documents attached Discharge Summary O Medical Report d Sick Leave Certificate Others

with respect to this claim.
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Logdpd 3d a2 dqninde RQAXAHY o el AERY  FHCAFAAERRTFLEHFI 2272 RASFHER -
The issue of this form is in no way an admission of liability. No fee, commission or charge of whatever nature is required to pay to the employees or agents of the company

2. FEETHFEE - RAL Y FEE NP AL FAHBED FHAAGFHE Y o
Please answer ALL the questions in Part I of this claim form. Part II of this claim form MUST be completed and signed by the attending physician. The completion of

Instructions this part is at claimant’s own expenses.
3. F MR A, Gl BB NN L AP R BRA S FRFELEN(FR
Please attach other reports or relevant documents, such as discharge summary issued by hospital containing the exact diagnosis, sick leave certificate, medical report, etc.
to enable us to assess your claim.
4 GFREEEHA ALY FEORF L AR L RE R
Please make sure the signature of claimant on this claim form is in consistent with the one appearing on the policy application form.
F- - RARPEM REAMBMIKRLESR)
PART I - CLAIMANT’S STATEMENT (to be completed by Claimant/Insured)
| O NewClaim 7 =& % i [0 Further Claim £ & % O Review/Appeal &3/ % 1%
-5 5 AL E 2 ¢ 2
Policy No. Name of Insured |in English in Chinese
£ EEAS di4 pgp # / ? p e LAl H -
ID Card No. Date of Birth YY MM DD | Age Sex Male Female
e o TR
Mailing address Contact Tel. No.
FEFEF Employment Details
I, Wl EHZ B n
Name and Address of employer
Contact Tel. No.
dolhd SRR o sl P L & e p
If the employer is different from the one stated in the application, please state when it was changed YY MM DD
1§ BCE 2 B (G A BGEAI)
Occupation & job duties before disability (if more than one, state all)
ALK FERF 2H Complete item 2 if Disability was due to Accident
2 AAEAAN BEEE |0 E P PR Ot g ~= %
Date, Time and Place of accident | Date YY MM DD Time a.m. p.m. Place
b. &b A 5ig?
How did the accident happen?
Gt AR T 4R > 4o )
(attach newspaper clippings, if any)
c. RFIN?
Which part(s) of body injured?
d £ GaER?
What is the extent of the injury?
e. A3 1 4R¥E? O % ®3¥5F o4 HhE S G Bl % 0 o) o ®
Had reported to police? Yes, Police station Police reference number (submit photocopy if any) No
IR FIARBIIR HEFF3IA Complete item 3 if Disability was due to Illness
3. a FHREMRARBE H Rk
Describe the nature of illness and the symptoms
b. wEE X FlA AR F 2 KB & / ? / 2
When did you first consult doctor for the related illness? YY MM DD
c. bE X RZBH o bl R 4T IR? E-: / 9 / p
Since when did you have these symptoms before the first consultation? YY MM DD
BioER Consultation Details
4 R B RpLFAFE SR ACIANED B Y P S
Details of consultation Consultation Date ; . . . .
. . . Reason/Diagnosis Name and Address of doctor (please attach patient card copy if available)
for the illness or injury (YY/MM/DD)
a. B RBoFL
Doctor first consulted
b. ZF &k » i 4
Doctor referred to hospital
c. WAL AN T B AT LR
Doctors consulted in the
past for same or similar or
related condition
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ERER=T Hospitalization Details

5. et fop o G Armﬂ,ﬂr(&/.'i./ﬂ) mrmﬂﬁr(%/ﬂ/ﬂ) R s 5] Fro L fEn B u G B > 404 )
Date of Admission Date of Discharge . . . . . .
. . Reason/Diagnosis Name and Address of hospital (please attach patient card copy if available)
Details of hospital (YY/MM/DD) (YY/MM/DD)
confinement for the
illness or injury
§ s e  Extent of Disability
6. . gidad mPE i
Please describe the current condition of the illness or injury
b. FTir@Byz 2l ic? & ) ? / p
When did you become completely unable to attend to any business or occupation? YY MM DD
C. #ititd BRI B HEI S 0 F Al (v iy BmpP(E/ /D) B /5% 7§ (T2 pEdp
Please state period of absence from work since Onset Date (YY/MM/DD) Reason/Diagnosis Period absent from work
your suffering from the illness or injury
dop= L7 e R AR F? O % £ C Pog# AT
Did you return or expect to return to work? Yes YY MM DD No Reason
€ 3w i b pEEN LY L £ Ty P2 £ C A
Did you file a sick leave certificate with employer? Yes From YY MM DD to YY MM DD No
f. AT 1289 MNE Tiojer (8 F2EREE T2 8) B
Average monthly gross earning in past 12 months before disability (including allowance & bonus, etc.) HKS$
2@ T Other Information
7. BTEEFR- $? R/ARLH B I 2IRG 27 B A 2 A FRREREE? o o i T T 2

Are you claiming/receiving similar benefit for the same event with any other organizations including insurance company, the government, and employer compensation? O ves O No
(If yes, please provide the following information)

i o P/ PR AR W]/ (-5 5/ R (G S YR Bt 2 (A R Bk
Insurance Company/Organization Benefit Type / Policy No. / Group Member No. Benefits Amount Claimed/Received Result/Status
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SO OMEEAR A G OB 2 o s AR~ TR
Declaratlon & Authorization
IT IS UNDERSTOOD AND AGREED:
1 All statements and answers in this application whether or not written b%/ my own hand are complete and true to the best of my knowledge and belief;
2 The mformatlon provided by me/us to Luen Fung Hang Life Limited (hereinafter called “the Company”) is collected to enable the Company to carry on insurance business and may be used for thc]ﬁ)urposc of :
Froccssmg and/or approving applications for products and/or services and additions, alterations, variations, cancellations, renewals, and reinstatements of such products and/or services which may include, without
mitation, insurance, provident fund or scheme, or other financial products or services;
- offering and provndmg products and/or services to me/us from time to time, and admlmstermg, maintaining, managing and operating such products and/or services;
- any claim or investigation, analyzing, processing, assessing, determining or responding of such claims;
- exercising any right of subrogation;
- preventing and/or detecting crimes, fraud and other dishonest behavior; and
may be transferred to the following parties (whether within or outside the Macau Special Administrative Region) for the purposes set out as above :

r,grnp,.r’giir LE LR 4L

reinsurance and claims investigation companies, relevant insurance industry associations and federations, and members of such industry associations and federations;

agents, contractors, business partners, and third party service providers who provide administration, te]ecommumcalmns computer, marketing, and/or other services to the Company and/or any of its affiliated companies

in connection with the operation of business;

- any person to whom the Company is under an obligation to make disclosure under the requirements of any law binding on the Company or under and for the purposes of any guidelines issued by regulatory or other
authorities with which the Company are expected to comply;

any other person under a duty of confidentiality to the Company which has undertaken to keep such information confidential.

®3) I/We understand that I/We have the right to obtain access to and to request correction of any personal information concerning myself/ourselves and/or the Insured Person(s) held by the Company and/or not to use data for

direct marketing purpose. Requests for such access can be made to the Company, address: No. 398 Alameda Dr. Carlos D’ Assumpcao, Edificio CNAC, 4 Andar, Macau.

IT IS UNDERSTOOD AND IRREVOCABY AUTHORIZED:
1) The Company is hereby authorized to obtain access to and/or to verify any data provided by me/us and/or the Insured Person(s) with the information collected by the relevant insurance industry associations and federations,
and members of such industry associations and federations from the insurance industry.
2 any organization, institution, or individual that has any record or knowledge ofmy/our/the Insured’s employment, sick leave records, accident or loss details (of any sorts), health, medical history or any treatment or advice,
that when requested by an authorized representative of the Company may disclose any such information. This authorization shall bind my/our/the Insured’s successors and assigns and remain valid notwithstanding my/our/the
Insured’s death or incapacity in so far as legally possible. A photocopy of this authorization shall be as valid as the original.
) The Company or any of its approved medical examiners or Fborat(mes to perform the necessary medical assessment and tests to underwrite and evaluate my/our/the Insured’s health status in relation to this ay Fpllcauon and
any claim arising therefrom. These tests may include, but are not limited to, tests for cholesterol and related blood llglds diabetes, liver or kidney disorders, acquired immunodeficiency syndrome (AIDS), infection by any

human immunodeficiency virus (HIV), immune disorder or the presence of medications drugs, nicotine or their metabolites.
\ / A | | | |
P (&/2/p) RO A B A RS F AR EAEL &AL R R
Date (YY/MM/DD) ID Card No. of Insured Claimant Name of Insured/Claimant Signature of Claimant/Insured
\ A | | | |
pEp (E/2/p) RIL A/ A L RIMA/RZE AL RIBA/LFEA %
Date (YY/MM/DD) ID Card No. of Agent/Witness Name of Agent/Witness Signature of Agent/Witness
Nonw Claim No. Date Received Captured By | Signature Verified by Checked By Approved By Remarks
R
FOR OFFICE
USE ONLY
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FoRp - FLPEUFLGRY LRI LBFL/EFFLER)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (to be completed by attending physician/surgeon at claimant’s expense)

AL /1w LA
Name of Patient Age / Sex ID Card No.
2. a Rt EAHELE LR BlcE T AMAR A EL p Y
% 2 +32 p 4y Date of first / / Date when symptoms first / /
consultation for the appeared or accident happened
patient’s illness or injury & YYYY ! MM 7 DD #YYYY ! MM # DD

b. B>t = A s 2 % 1 ehi 37 2 #c Chief complaints and symptoms of the patient relating to the illness/injury

C. dFR A BRER, NHF XL oG B L0 P ERG AN O £ Yes O % No

If the disability was due to accident, was there evidence of an external and visible bruise or wound at first visit?
AL A R 2R R T

¥

Please describe which part of the body injured and the cause, character and extent of the injury.

d. Fom A it 0 BT EF BRSSO EIR A RAC? doF o FR N - O £ Yes O % No

According to the patient, has he/she been having same or similar conditions or symptoms before? If yes, please give details.

Linp PE/ o % . . , B /9t 2
Date zfo(ccurreric)e AR 5] KX BER labdali BB s
(YY/MM/DD) Exact Nature/Cause of Attack Test/Treatment received Duration of Disability Name of Physician Attended

e BB T AT B A MEAY F G RS AR R RAR? doF 0 F B e O & Yes O No

In your opinion, has the patient ever had same or similar conditions or symptoms before? If yes, please give details.

f. 2 %7 Diagnosis J& ] Underlying cause of diagnosis F£7 P ¥ Date of diagnosis
/ /
£ YYYY 7 MM p DD
C URAGFREEMAPIN BR R FHRIHRE W ERE Xk BRALFEFT E? O O3F
Has the patient received any surgical procedure, medical treatment, laboratory tests such as cytological, X-ray, pathological or serological studies, etc.? ;is O zo
O

AR FERLERPENIR 2 Aot IR o RE SRS RE?

Has the patient received any special treatment such as physiotherapy, occupational therapy or chemotherapy, etc.? = e
e R BT ARM e & TR (el ik & % (Aot SRR TRRETR ) 3 iR (oke s e B RIR BB A iR A %))
TR TR P SR T o

If yes, please give all relevant information on examinations (e.g. imaging results (MRIs / CTs), functional assessments (e.g. echocardiography / ergospirometry,

etc.), which confirmed the diagnosis or ruled out a differential diagnosis.

EFEp (=P ¥ o , , . ALFAL LT T IR
Drate Pe(rformed) Details of zﬁ:&:gé%iaﬁt;lzgﬁi: ét ’ : frce ’dfni: /Efefljl)t/readin s) Name ;f%;hysiciarn(Attanﬁed ;; " /
(YY/MM/DD) ype, frequency, g Hospital Confined
P.3/6
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h. B ™ & % 4 0lg ¥ ¥ 2 2Are you the patient’s usual physician? O 2 Yes O % No
b d o Gk B A SR
If yes, Please list down the date and details of each visit of the patient to your clinic/ hospital in the order of dates:

Rl (.ﬁ /278) Complaints 4 o T /4 5 Ry (T AZ)
(SO DAl iR Diagnosis Treatment/Physiotherapy (Length of Course)
(YY/MM/DD) "
iLopAEFEEd B FA A2 dof o Fk EEN O & Yes O % No
Was the patient referred to you by other physician? If yes, please give details.
PHRAEE RS MRS E e AR # F A RS R R? O & Yes O %No
Did the patient consult any other physicians or admit in hospital for same or similar conditions or for any serious
disorders?
el R B

If yes, please give details.

FZp Hp/arep #(E//

) s ) . |

L85 Hois ¥4 ER AR 1 1

Consultation Date/ # 8l s FA/FRAELE Bn

Period of Confinement
(YY/MM/DD)

Diagnosis/Treatment Name and Address of other physicians/hospitals

O Class 1
O Class 2
O Class 3
O Class 4

O Class 5

3. a. o X RPFenfR % 3F (5 2K $% ? What is the current condition and prognosis of the patient?

b. B ¥ 7% # {%;% Current state of mobility
O f#fd O &9 erd kL O & 9keich O &®AHRL
Ambulatory Home confined Hospital confined Bed confined

W TR R 2 PR LA
Please give details (the causes, areas of involvement, and whether permanent in nature)

C.Fep A B WM N E KRR FiT H LAA B AT
With the current health condition of the patient, please rate the class of the patient’s physical impairment as follows:

RN E RS F e iE

No limitation of functional capacity; capable of heavy work without restrictions

WS E P B4 & # 1 iF Capable of medium manual activity

P v E iR 44 4 # 1 1% Slightly limitation of functional capacity; capable of light manual work
REEFE L4 Fd v 2 1 iF Moderate limitation of functional capacity; capable of clerical or
administrative work

? v EEeald F e H X2 2 1 0% Serious limitation of functional capacity; incapable of minimal
activity
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¥ 3.c.20 ¥ 0 4k WP 2 (& 5 Please give details for Q3.c.:

d. Feogm A B oA enRE BRI o s A BE G AT A Ra? O < Yes O % No
With the current health condition, does the patient have any cognitive impairment?
Yo oo FELP R AE AT N LR 2 R B RER
If yes, please specify which cognitive functions are impaired, the degree of impairment, and provide objective evidence:
4. a. 5 A BVE 2 Bif Patient’s A mE T E P T £50p ) Date first become
Occupation and Job Duties unable to engage in employment or business
£ YYYY 5 MM 7 DD
b. #Rp A BE > Fdp DA B HE B According to the occupation of the patient, please indicate the effect on the disability:
O #&& e /M4p e 1 ivd - 3F & 8B Inability to perform one or more duty of his/her OWN job
for [0 1x3@"p O3z6®:p [Q6x12@*F [J 12218} [] 18X 24 B R [ 524052
1-3 months 3-6 months 6-12 months 12-18 months 18-24 months > 24 months
O &2 fi7# /4 p e a1 iv? a4 35 B Inability to perform each and every duty of his/her OWN job
for [ 123®"p O3z6®*p O6x12B*R [ 122187 [] 18224 B2 A [ 530242 0
1-3 months 3-6 months 6-12 months 12-18 months 18-24 months >24 months  Permanently
O FHBALET By EHELEBFFEHRT - NTAFER LT TR 0T RE S EA o
Inability to engage in ANY work, occupation or business for which he/she is reasonably suited by education, training or experience
for [] 1%3@5p O326®%7) [J6x12B7A [ 123 18B2p [ I8124%7 7 [] 5247 O 4
1-3 months 3-6 months 6-12 months 12-18 months 18-24 months >24 months  Permanently
O &2KF Eea5;8ena 7 BE & 7% Inability to engage in ANY kind of work, occupation or business
for [ 1z23®7p O3z6®*r Odex12@*pr [ 122 18%2p [J 182242 N [J 5245 0«
1-3 months 3-6 months 6-12months 12-18 months 18-24 months >24 months  Permanently
3#% i 344F Please give reasons:
C. i A ME A P2 BEEH I F £ 54| 2 What are the limitations to the patient’s occupational activities?
d 4o% A 3w EE B /B w1 s B /8L FT EE RS L T O A Yes O % No
If the patient cannot resume his/her past occupation, could he/she engage in any other occupation?
4oV o REEERE /K E R AL F D O < Yes O % No
If yes, what type of job would you suggest him/her to do and from when he/she can perform?
CLM-F003 (202511) P.5/6




e FF ERIGRNERTI B 2 E A FHAFEEE AP - O £ Yes O % No
Is there any planned treatment or rehabilitation plan to the patient? If yes, please give details with dates. o~

o 15 What is the treatment nature? :
] m)@T 14 Curative [0 4% 4+ Palliative
e i &% 4 > FEH & & If the treatment nature is palliative, what is the life expectancy:

Tl A F YT Flick s e ?
Is the condition expected to improve with treatment? O & Yes O % No

F#% i34 Please give reasons:

Sy REd N T AR EAIRY FERL AT MR -
Was the illness or injury caused by or in any way associated with any of the following? Please tick where appropriate and give details.

[ # 7 s & Past injury or illness O i¥i |4z % Degenerative changes 24T Details:
O = 5z DAY &1 O £= a8
Pre-existing physical or mental Congenital deformities or anomalies
defects
Op Rz T8p M O A% ~02 g~ A1mAadgdwk
Self-inflicted injury 32 Childbirth, pregnancy, miscarriage,
O # 4 2 jFp# Alcohol or drugs abortion or prenatal care

O HIV/E %7 B2 B
HIV/AIDS related illness

6. i bz 3 B 2 - # 730 Any further information you consider relevant to this claim

AAFTUEP G LBARIEARERGIENRAZ IS AR AT E ) UIEREAEFRBEIEE 2 2 o
I hereby certify that | have personally examined and treated the patient for the above illness or injury and that the information as stated above is true and complete to the
best of my knowledge and belief.

AYPFL DB LR TR ALFALELEER
Name & Qualification of Attending Physician Signature and Chop of Attending Physician
/ /
pEp(#/Y/P) # xnb Address S
Date (YY/MM/DD) Telephone No.
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