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Important notes EEE1E

1. Please fill the circle in full for appropriate place.
EREENUEEWER -

2. Please delete where inappropriate.
AHENERE -

3. Please fill in correct policy number.

FBIE L IEMEZ fREESRAS -

4, PIease fill in the full name as shown on HKID card/identification document.

BEREEENRE/EORAXHLENES -

Private and confidential A\ A RIRZ X4

5. Please make sure that the signature of the life insured/policyholder is consistent with that in the policy application form.

ARAERE ERRAREFSEAZRZARERFEZRR N -

6. To be completed by the claimant. If the claimant is mentally or physically unable to complete this form, it should be completed by the family

member or legal representative who has assumed responsibility for the claimant’s affairs.

IR RRAREBAER - MIRREARBHNSEHEM AEESIRE - YR CAERBEMESEZZEINIRERSRGEAREAE -

Name of licensed Contact no. of licensed
insurance intermediary insurance intermediary
FRRERP T AGR BRI AR
Section AZf : Personal information & A E i}

Policy no.

REBIEHS

O Mr. 5E4 O Mrs. K&K O Ms. Z=+  Name of claimant {8 A&

HKID card no./Passport no.
BES RIS/ ERR

DayH MonthH  Yearf

Date of birth D D D D D D D D Nationality
HERS E7ES

O Mr. F54 O Mrs. KK O Ms. Z+  Name of claimant RIEA#%Z

HKID card no./Passport no.
FESMERIG/ERRE

DayH MonthH  YearfF

Date of birth D D D D D D D D Nationality
HAHE B %5

Claimant’s residential address

REAEL

Claimant’s correspondence address (if different from residential address)

RIEAZBAMIE (MEEIAE )

Claimant’s relationship with the life insured

REARAZRAREZ

Claimant’s contact no.

RIEABARIRN

Claimant’'s email address

REASIMIE

Bl il |
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Private and confidential A\ A R{RZ X%

Section BB : Medical history B/ 40 &%

1. What illnesses are you currently (or have you been) suffering from? B NIR7E ( B ) BEMRERE ?

2. What symptoms do you currently have? B IR 7E 2% Z AEAR 20T ?

3. Were these due to an accident? If “Yes”, please give details. ILfREREHEBINSI ?E "2, - FiRHEFE -

4. When did you first consult your doctor in connection with the above symptoms? B T A i LB AR 55 — R a2 ?

5. When did you first receive the treatment? B T RO ERBEEZ LK ?

6. What treatment are you receiving? B N EESEEAE ?

7. Has there been any improvement or deterioration in your condition? B N ZfFIEE G XEZHEAE ?

8. Have you suffered from this, or any similar condition, before? & T MBI A & £ 4B B BB IE ?

9. If“Yes”, please give details (including dates and whom you consulted) % "B, - BIEHFE (SFERPRZLEE) -

10. Do you require constant supervision? & T 25 F LB EE ?

Section C & : Claim details REEZFE15
1. From what date are you claiming benefit? B~ 2 ZEEHE H A ?

2. What type of care is currently being claimed for (e.g. nursing facilities at home, home assistant, etc)?
BN 2 RBEWEEALSHIEEE (FAIUNRELREE  REEESE) ?

3. If you are living in a residential/nursing care facility, please state the name and address, and the date of entry.
= BTREEEREEES  FIHEEESZEHE it RAEHE -

4. If you are living in your own home, please state the name and address of the carer who is supplying services and from what date.

= BTERRP  #HIILRBEENSTE i RRARREZ A -

5. Please state the name and address of the general practitioner who holds your medical records (if you have consulted another doctor or specialist
concerning your current condition, please also state his/her name and address).
FILRTE BTITERCHMNBEMERMI - (B BTRREZSERERL SRS —BLEREREL - FILEEZ R - )
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Section D & : Details of disability 5 3a ik &R}

1. Bathing ;%588
Are you able, without assistance, to do the following:
BT EEEELEBN TETHSEUTIES :
Bath? JAGLAEE ?
Shower? #iA ?
If “No”, please state why and to what extent of assistance you need?

= 'Ey  BHIBRREKR BTNAHEERE -

Private and confidential A\ A R{RZ X%

<
fD @

OO

OO

2. Dressing E1X
Are you able, without assistance, to dress and undress yourself fully?
BTEEEEREHY M2 FRKAR ?
If “No”, please state why and to what extent of assistance you need?

= TEy  BEmBE BN SEREE RATFREE -

O

O

3. Toileting #NH]
Can you go to the toilet without assistance?
BT E2EEE AW MR ?
If “No”, what is the reason for your restriction and to what extent of assistance you need?
= "EL - BIBRREARPAERNTE

4. Continence X/MEHEM Bl &E
Do you have full control of bladder and bowel movements?
B TEEA R NESIEOH R - /NME?
If “No”, please give details of the problem and any underlying cause.

AL BRPMERENFAERERE -

5. Mobility #E1552
Are you able to get in and out of a bed or chair unaided?
BTN EEA RN LB ME N ERSEF 5% ?
If “No”, what is the reason and to what extent of assistance you need?
& &L EnRREERAENT -

6. Feeding &
Are you able to take nourishment without help?
BT EEEELAH N ER?
If “No”, please give details of the underlying problem and the extent of help needed.
= TE, - BIPBIRENFAERRENHE -

Section E &l : Other insurances Eft{F &

Do you hold any other long term care insurances against disability?
BT EEHEAHEM TIFELERE ) ECIARE?

If “Yes”, please provide the following details in respect of each policy.
= T2, BIRENHRENERDT

Name of insurer

(G NSIE=T

&
(2]

Ow

O mz

Policy no.
TREESENS

Benefit per week
BEZREWR

DayH MonthB  YearfE

Effective date/Reinstatement date, if any D D D D D D D D
THNHBBEREER - 0B
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Private and confidential A\ A R{RZ X%

Section F & : Payment details {5 5515

The claim payment shall be credited to the bank account in the name of the policyholder or life insured in accordance with the terms of your policy,
please provide relevant bank account details. However this is subject to the bank’s arrangement.
BRZBIREERERIFAZREFBEAIZRALZ T ZIRITRE - ARHARRTEN - A0 - IbRBLBEGIIRITLH NET -

Our request of any information or documents under this section shall not be construed as an admission of liability under your policy. We reserve all
our rights for assessing your claim subject to terms and conditions of your policy.

FHERTANER B TZRESEMVEL - HMORBRE BT ZRESREENOERN -

Bank name O The Hongkong and Shanghai Banking Corporation Limited Standard Chartered Bank
RITEE ELRTT BT ERTT
O Bank of China (Hong Kong) O Hang Seng Bank

PEIERTT (FE) BERTT

O Others please specify

A 5IRA
Name of account holder
IREFAALR
Ba/vlku no. Brg_nuch no. Acco:mt no.
Bank account no. ERITIRES DITIREE FBOSkRE
RITIRP RS || || [ N R N N
Note &

1. To prevent any unnecessary delay, please make sure the bank account number and account holder name are correct.

BRERPRBARFFAEALRER - LR A EZIER -

2. If the claim payment is remitted to a third party as a result of your provision of incorrect bank account number and/or account holder name, we
shall not be liable to make any further payment regardless of whether the claim payment can be recovered.
MREARBZBITIRE R R/ARSPHFAARBALRE - MERRPHERFEREREE=-_FZRITIRE - MHEBEBNESENE - RARE
MEEBZIZER -

Section G : Required documents P& 34

1. Completed original claim form
HER 7 REPHRIER

2. Original or certified true copy of proof of identity (i.e. identity cards and/or passport) of the life insured and claimant(s) (If not provided previously) *
SZRARREAZSHRBPLEAFIZERR (SMHEHER ) (WHRARER) *

3. Original or certified true copy proof of residential address of policyholder/assignee/payee (if applicable) *
REFBN/ ZBAMRAZEUBAHERSZERAR (@A) *
* Certified true copies must be certified by our Life Claims Department or by any authorized persons approved by Zurich Assurance Ltd/Zurich Life
Insurance (Hong Kong) Limited (“Company” or “we”).

BRERAFENRBAGREAS/HRIEASRER( &8 VARAT("Hif, IEREE MR 2 EALHHE -
Note &%
We reserve the right to seek further documentation or information which we consider necessary for processing your claim.
MEFE  HMAFREBEND BITRRE—SXHIENDUEERE -

Upon submission of the required documents, your claim will be processed by our Life Claims Department. Should you have any questions, please
call our Life Claims Hotline at +852 2535 3502 or visit https://www.zurich.com.hk/en/customer-services/contact-us/e-form/life-claims.

B IHNREPHREGHIEEL (ASEK ) BIE - BEEEH - SREHMAVIEAEEAR +852 2535 3502 L AIE https://www.zurich.com.hk/zh-hk/
customer-services/contact-us/e-form/life-claims -
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Private and confidential A\ A R{RZ X%

Section HEB : Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”)
BREBAER (FAFE ) &6 ( "FABIRAL ) NEREH

This Notice sets out the privacy policy of each of Zurich Assurance Ltd/Zurich Life Insurance (Hong Kong) Limited (each a “Company”) in
respect of their respective customers. The rights and obligations of each Company under this Notice are several and not joint, whereby no Company
shall be liable for any act or omission of another Company.

B HEFREAS HREASRE (F8) ARAT (UNMARE "A23 ., ) AHESBHEEFPHNAMEEEK - SRSRMABAPRS ZEFMN
EERBUMIFESH  BUEATRAREMATNZITIRAAMERRAE -

The personal information of customers (including policyholders, insured persons, beneficiaries, premium payors, trustees, policy assignees and
claimants) collected or held by the Company from time to time, which also includes data collected or generated in the ordinary course of the
Company’s business and the continuation of relationship with the customer (such as claim information and medical history received from third
parties), may be used by the Company and/or a company within its group (“Zurich Insurance Group”) for the purposes necessary in providing
services to the customers (otherwise the Company is unable to provide services to customers who fail to provide the required information).
BAAAEABNERFANER (BEREFAA - ZRA - ZaA - RENIRA - BGFEA - REZZARREAN ) BAER - EPTEFEEATH
BEBBREPUAMFEAZPNBAGRMIESELENER (AINRE=FRINREERNNHBE ) - HuHARS R/AEFBER ( "#RHERIE
&8, ) ANATERFESEEFEHRBEMAENAR (SRAQATIREEDRERUMBERNE PRMERE ) -

Please read carefully the details of the Company’s privacy policy which is made available on our website at E . E
www.zurich.com.hk/pics or by scanning the QR code. You may also contact our Customer Care Center at

+852 2968 2383 or insurance intermediaries for enquires.

AAT ZFhRBBERE S www.zurich.com.hk/pics (O] EiB1FH QRIS - BTN E +852 2968 2383 AR I EF RIS
B IRIE R T AER - E

Consent for marketing purposes - Voluntary:
MistERRZEE - BREY :
Certain personal information of policyholders and insured persons collected or held by the Company (which also includes data collected or generated
in the ordinary course of the Company’s business and the continuation of relationship with the customer), in particular, names, contact information,
age, gender, identity document reference, marital status, financial background, demographic data, transaction pattern and behavior, policy
information, claim information, and medical history may be used by the Company, only upon having such policyholders’ or insured persons’
consent or indication of no objection, for providing marketing materials and conducting direct marketing activities in relation to insurance and/or
financial products and services of the Zurich Insurance Group and/or other financial services providers, and/or other related services of business
partners, with whom the Company maintains business referral or other arrangements (such as reward, loyalty, co-branding or privileges programs
and related services and products, services and products offered by the Company’s business or co-branding partners, donations or contributions for
charitable and/or non-profit making purposes). For the avoidance of doubt, the latest instruction (for example, consent or indication of no objection, or
request for opt-out) received from a customer shall override any previous instruction given to the Company in this regard in relation to all personal
information of the customer collected or held by the Company from time to time.

HAQATWNESFENRESBARZRANELB/AER (HPTEEEAATH %%%%LEEPLX&W%F&%%JEE’J BGESEENER ) -
EJzEtZSE% w,.uﬁﬂ fEﬁ“ 2zl %ﬁﬁﬁﬁi#ﬁﬂ EIRAROR ~ BEER - AORFEE  RSEXANTH - REER - REERKE Féiaﬁ'-

i 2 YR ARTERESHRERBRER R/ NERQTDEFEBSIBRGRNEMEZHE 2 Hihs
mEHEW FEFﬁEﬁ1¥ﬂxA7i/‘E%m§fuu7iHEi‘“ ROREMEES B ARRE  BRTSEESN RETEETSREE - (BINERE - B
B SfFmasiBEE IR AERBENER  BALTBESFEBRHASFREBHRHUNRBNER  EREBESR/AFENBENBEE
M) RREFRE  RAATABWESEBNREEREAER  KARATSHEUREFWIINENER (ANRERRRARENET - SRER
HEX) -

The Company may provide (and may receive money or property in return for providing) certain personal information, in particular, name, contact
information, age, gender and policy information of a policyholder and an insured person, only upon having such policyholder’s and insured
person’s written consent, to be used by the following parties, within or outside of Hong Kong, for their own and/or the Company’s marketing
purposes set out above:

: EEEE  AQATHFIUMUNALASR/ARAATNTSERERR DU TREBEANTIRIMIATRHEELEAE
ﬂ ( ﬂzﬂ u@ %f%‘%ﬁm%—{ﬂ%@ﬁ ) - BRIEHE - BRER - File - MRl - ﬁ%%EJ\E&EAE’M?E Sl . DMHER/FR
(1) companies within the Zurich Insurance Group;
BRUERBEBRE LT ;
(2) other banking/financial institutions, commercial or charitable organizations with whom the Company maintains business referral or other
arrangements;
RN ERES I BRGEHEMZ BN EMIRT /e BENESAES
(3) third party reward, loyalty, co-branding or privileges program providers;
E-FHRE - RHER  SIEmESIBEFERMEE
(4) third party marketing service providers and insurance intermediaries.

F=HmEkERFERBRERRFREPIA -

I/We understand that I/we can withdraw any consent provided for marketing purposes anytime by notice to the Company.

RA/HMBAUBEREN SATURLEEUMTESREREMGETZERE -
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Private and confidential A\ A R{RZ X%

Section | &l : Declaration for data protection f& A &R FE 2 HH

I/We confirm that |/we, agree to the use or transfer of my/our personal data for the purposes as set out above.

AN/ RMEIEA/BRARE SQSFERFAE=FRHEAA/RMANEAERE LITRR -

I/We declare that proper consent from the life insured or policyholder (if different from the claimant) has been obtained before the personal data is
provided to Zurich Assurance Ltd and/or Zurich Life Insurance (Hong Kong) Limited.

AA/BEFRRBRHSEATREFBA (NEREALRE ) WEAENTHREASR/AHREASZRE (B5E) BRASINESESZRATRER
BAZEXEE -

Section J Z : Levy on premium R EHE

1. Levy collected by the Insurance Authority has been imposed on relevant policy at the applicable rate. Therefore, the policyholder is required to
pay the prescribed levy along with the premium/contribution. For further information, please visit www.zurich.com.hk/ia-levy.
RBEXEEREAEBREZREBNBBRWEIRBEE - At - REFBAREBMNRE MHE - BRAKGNEE - EZEHRREABER
#5828 www.zurich.com.hk/ia-levy °

2. For particular product(s) which require the deduction of unpaid premium(s) when benefit claims is applied, I/we hereby agree that the Company
shall deduct all of the unpaid premium(s) and correspondence levy(ies) (if any) from the claim payment. I/We also understand and agree that the
policyholders’ information may be provided to the Insurance Authority if the levy is overdue.
BRAERFREBESENRAGAPREMRENENER A/ BMELAE S2QRKREHESERHRMERDRSMORE RIERE
ZREBEHE (WMEA)  c AARMABRAZEREFRAEAGAPNREBHE - ERFESRARBEEEBREREFAANER -

Section K&} : Authorization 1=

1. 1/We hereby request payment of all benefits in accordance with the policy and I/we warrant that | am/we are legally and beneficially entitled to
such sum.

AANRMIRH CAMREELIEEDRE - REPARAARABSZERZEZNREZMARM -

2. I/We hereby authorize any hospitals, physicians, medical practitioners, insurance companies, employers or organizations that have any records
or knowledge of the life insured , the holder of HKID card/Passport no. to
disclose to the Company or its authorized representatives any and all the information with respect to his/her health, medical history, disease,
hospitalization, advice, treatment, investigatory result, employment records or any other policies details and claim records, etc.

FA/RMELEETTER  BREXAL  RIREE RIRAT - BEAEBENFAZREA - EEBMR
RIS BERZAL - Ola BATNEREARKEERt/MNER - &  #FERR BEZRE -

fmik - ABRECER - B2AEE BB REAR - ERETSSEMREENRBERES -

3. 1/We also agree that the Company may use the copy(ies) of my/our identification document(s) and the life insured’s identification document for
claim purposes.
KARETEE ERTERRA/RMZENEBRXGEI AN RRAZ B D RBBXHEIALFE LSRR -

4. Afaxed or photographic copy of any section of this claim statement shall be as valid as the original.

IERBERESEZFINATBAY

Full name HKID card/Passport no.
e BEGMNEERRE

DayH MonthA  Yearf:
Signature Date signed D D D D D D D D
=2 ==08

PLEASE DO NOT SIGN ON BLANK FORM. IR ZEBAREEE -

In the event of any discrepancies or inconsistencies between the English and Chinese versions of this form, the English version shall prevail.

YIRS Z PR A B DRI A R - BZESURBE -
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Private and confidential A\ A R{RZ X%

Section L: Attending physician statement (Long term care claim)

No claims can be admitted unless the form below is completed, at the expense of the life insured, by a duly qualified and registered medical

practitioner.

IRV ARGERREMEEEY - IREAESRABN  BALERE -

Claim assessment is based on the claimant’s ability to perform any 4 or more of the following activities of daily living (ADL):

Bathing —  the ability to wash or shower unaided

Dressing —  the ability to dress and undress unaided

Toileting —  the ability to use the lavatory unaided

Continence - voluntary control of bowel and bladder

Mobility —  the ability to move in and out of a bed or chair unaided
Feeding —  the ability to consume food and drink unaided

1. How long have you been the claimant’s medical attendant and for what period do you hold records?

2. Please give the date you last saw the patient and the reason for attendance.

3. a. Please provide details of any illnesses (physical or mental) or accidents as a result of which the life insured required treatment or advice in

the last five years.

Date Nature of illness/accident Treatment

Duration of treatment

b. Have any of the above left any sequelae? If so, please provide details.

4. Given the ADL definitions stated above, please confirm which of the following the life insured is able/unable to undertake:

a. Bathing
Is the life insured able, without assistance, to do the following:
Wash?
Shower?
If not, please provide reason(s) and specify how much assistance is required.

OO0
OO0

b. Dressing
Is the life insured able, without assistance, to dress him/herself fully?
If not, please provide reason(s) and specify how much assistance is required.

c. Toileting
Is the life insured able to go to the toilet without assistance?
If not, what is the reason for the life insured’s disability and specify how much assistance is required.

d. Continence
Does the life insured have full control of bladder and bowel movements?
If not, please provide details and cause(s).
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e. Mobility Yes No
Is the life insured able to get in and out of a bed or chair without assistance? O O
If not, please provide reason and specify how much assistance is required.

f. Feeding
Is the life insured able to consume (but not prepare) food and drink without assistance? O O
If not, please provide details of the problem and specify the amount of assistance require.

Medical information
For any of the above mentioned activities to which you have answered “No”, please answer the following questions:
a. Please specify the underlying cause and commencement date of disability.

b. When was you first time you see the life insured in connection with his/her current symptoms or disability?

c. Are you aware of any previous medical history which is likely to be associated with the present disability?

d. In your opinion, will there be any deterioration or improvement in the life insured’s disability?

a. Please provide details of the current treatment and any other treatment given in the past for the same or similar disabilities.

b. Please provide details of any hospitals, consultants, other doctors or carers whom the claimant has attended in respect of this disability.

c. Please provide details of any tests or investigations undertaken, including cognitive or similar tests, together with the results (including
relevant dates in connection with this disability).

a. Please specify the date of commencement of medical treatment and the name of individual who recommended this.

b. Has there been any change in the level of medical treatment provided to the life insured during the claim period? If so, please provide details
(including relevant medical treatment dates).

c. Please provide details of the level of medical treatment currently required and/the name of the individual who recommended this (including
relevant medical treatment dates).

d. Is the required level of medical treatment being provided to the life insured?
If so, please provide details.
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Private and confidential A\ A R{RZ X%

8. Are there any factors, or anything in the life insured’s medical history, which may affect our assessment of the claim?
If so, please provide details.

The personal information collected from the physician in this form will be used by the Company for administration, verification and record purposes in
respect of the subject matter of this form. The Company will not be able to process the request in the form, if the physician fails to provide the
personal information as requested. For personal data access or change requests, please write to our Personal Data Privacy Officer, 26/F, One Island
East, 18 Westlands Road, Island East, Hong Kong.

Name of physician (with stamp) Signed
Day Month Year

patesane || L LI

Qualification

Address Contact no.

PLEASE DO NOT SIGN ON BLANK FORM.

Zurich Assurance Ltd (a company incorporated in England and Wales with limited liability)

Zurich Life Insurance (Hong Kong) Limited (a company incorporated in Hong Kong with limited liability)
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong

Tel: +852 2968 2383 Website: www.zurich.com.hk

BT AS ( RERBBEAEMEAEMMRII ZARAT)) Z U Rl C H ®
=

BRI ASRE ( FE) BRAT ( REBIMMIIZBRAT)
EEEERERKISTHBERDI25-2618
E5E 1 +852 2968 2383 #&Ht : www.zurich.com.hk ﬁé‘* ?.lg ﬁ
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