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CRITICAL ILLNESS / MEDICAL CLAIM FORM
ek / BRI RE AR

THIS FORM IS ISSUED WITHOUT ADMISSION OF LIABILITY, Completed Claim Form together with all the supporting medical reports and documents
should be forwarded to us within one calendar month following the cacurrence of an event likely to give rise to a claim, Otherwise, it may prejudice your
claim under the Policy.  SEILEFIH, SRAMHFHGEETREALT RN T fei 2 MEREAVSF R R — 8 A PR AR — U B
BRSPS EA A TR, THTAEH BURIIRE -

Part 1 - To be completed by the Insured/Claimant #-—5% - EHEZHRNEE/ER

Name of the Insured: Policy No:
FRALER PREES
Name of the Claimant: : ID Card No:
ES PN R
Telephone No: Date of Birth:
E=T Hid: B
Address Hifik:

Details of Your Claim Z{EHEH
Date, Time and Place of the accident:
BoEEA R - ] B ES

Full description of the accident/event J# 7 5l fat:

Declaration and Authorization B3R g

I declare that to the best of my knowledge and belief the above statement and particulars contained are in all respects true and complete and are made

without reservation of any kind. 7% AZSITHFUIA A REIELL L AT Tl RATT % T2 S 7y I8 50 4 FRE AR R % R R TR AT -

I herehy authorize any hospitals, physicians, or other person who has attended or examined me, to furnish to China Merchants Insurance Co Ltd or its
authorized representative, any and all information with respect to any iilness or injury, medical history, consultation, prescriptions or treatment, and copies
of all hospital ér medical records. A Photostat copy of this authorization shall be considered as effective and valid as the original

A A TEEHE IR « SR A AR - SRS AL, MR RA A S BN BT R S RS bR R R R TIR
DFREAREA - HEHEEC BEREIEABRES -

Signature of the Insured: Date:
ZRNEE 187

(Please turn over FHTETH)



Note &
Please ask your attending physician to complete Part 2 of this Form.

SRR BN ESBEEE AR 8 -

Any persons from whom the Company has collected information as aforesaid shall have the right of access to and to request
correction of any personal information concerning themselves held by the Company. A request for such access may be
made to the Data Protection Officer of the Company of 18" Floor, China Merchants Tower, Shun Tak Centre, 168-200
Connaught Road Central, Hong Kong.

PR I ER A A AR R SR E S A A B i B R B AR - (MRS A TSR Bk, AR AECH
EHERE TR, Hihlk B e 5558 168-200 SREEh JEmRAE 18 1 -

Part 2 - To be completed by the Attending Physician 51} - fiE2E4EIaE

Name of Patient 5# k45 HK ID No. B{3arssE

Diagnosis and Treatment 25 5 Cause and Pathology 5 EipE

The first consultation date for this condition B K3 HHA How long the Patient had been experiencing the symptoms
prior to this first consultation? TEEZCRESH, WEARE 7o
BEA?

In your opinion, how long the symptoms had existed prior to{In your opinion, how long the illness would have been in
the first consultation? Have you informed the Patient? ##{ Rf|existence before the symptoms surfaced? fRiE B THER,
TR, ZUABEEICREMLEE T #7 E&EAEHE? IR SR FET B2

Was the Patient referred to you by another doctor? If yes,(Had the Patient been treated for the same or similar
please state the name of the doctor. #E E&HE—HE 4 ?|condition before? If yes, please give details FFHLIFEER
WEF, AR Tt SR FRIE M R IPEH, SRAES

Have you referred the Patient to another specialist? If yes,[Had the Patient been operated for the condition? If yes,
please state the name of the specialist. B FEEHYEHEMER please give details JFHETAMETARITFANGHE? NHFH, S
—HREREE? WA, SRS EEE

I hereby declare that I am the Attending Physician of the above-named Patient and that the answers given by me as above
are full, complete and true to the best of my knowledge. ZAAZEFILERH, AAT) EMEEMEDSSS; D EFE—UISRIEA AR
AIEMERE, WRSEEAG -

Date HH{ Attending Physician’s Signature & Official Stamp T2 4%mp




