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If there is more than one claimant, all may complete and sign on the same claim form or each claimant may complete a separate claim form.
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The issue of this form is in no way an admission of liability by the Company. No fee, commission or charge of whatever nature is required to pay
to the employees or agents of the Company with respect to this claim.
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Please answer ALL the questions in Part I of this claim form. If required, Part Il of this claim form MUST be completed and signed by the
attending physician. The completion of this part is at claimant’s own expenses.
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Please attach relevant documents to prove the death of the deceased, the identity card of the deceased and the claimant, the relationship between
the deceased and the claimant such as official death certificate, cremation certificate, ID card, birth certificate, marriage certificate, etc. to enable
us to assess your claim.
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If the deceased died of accident, reports relating to the circumstances and the cause of death such as police report, coroner’s report, newspaper
clippings, if any, etc. are also required.
HE Y E AR BRI FF o PR AA R A SR @ o

Where “own estate” is stated as beneficiary, the Executor or Administrator must complete and sign this form, and Letter of Administration or
equivalent document is required.
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If the beneficiary is a minor or a person lacking capacity, the guardian must complete and sign this form, and Guardianship Paper or equivalent
document is required.
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Complete item 2 if Death was due to Accident
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How did the accident happen?
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d. =

§AEA?

What is the extent of the injury?
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Have reported to police?
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Complete item 3 if Death was due to llIness
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Describe the nature and the symptoms of the
deceased’s last illness
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When did the deceased first consult physician for
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Declaration & Authorization
IT IS UNDERSTOOD AND AGREED
1 All statements and answers in this form whether or not written by my/our own hand are complete and true to the best of my/our knowledge and belief;
'I;]he informali?n provided by me/us of the deceased named herein 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
the purpose of :
- processing 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
imitation, insurance, provident fund or scheme, or other financial products or services;
- any claim or investigation, analyzing, processing, assessing, determining or responding of such claims;
- exercising any right of subrogation; i .
- 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 :
- reinsurance and claims investigation companies, relevant insurance industry associations and federations, and members of such industry associations and federations;
- agents, professional advisors, contractors, business partners, and third party service providers who provide administration, telecommunications, computer, marketing, legal, medical 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 anly 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 (including but not limited to FATCA and the IGA); L
- any other person under a duty of confidentiality to the Company which has undertaken to keep such information confidential. .
3) 1/We understand that 1/We have the right to obtain access to and to request correction of any personal information concerning myself/ourselves and/or the deceased named herein held by the Company. If necessary, requests
can be made to the Company, address: No. 398 Alameda Dr. Carlos d’Assumpgéo, Edificio CNAC, 4.°Andar, Macau.
IT IS UNDERSTOOD AND IRREVOCABY AUTHORIZED: ) ) ) ) . ) ) o .
(1)  The Company is hereby authorized to obtain access to and/or to verify any data provided by me/us and/or the deceased with the information collected by the relevant insurance industry associations and federations, and
members of such industry associations and federations from the insurance industry in so far as legally possible.
) any organization, institution, or individual that has any record or knowledge of my/our/the deceased’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 in so far as legally possible. This authorization shall bind my/our/the Insured’s successors and assignees 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.
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