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Please read the following instructions before completing this claim form:- 7Ei%8 R E FHES AT - S5 T 9 $2EEAH

1. To avoid return of claim due to incomplete information, please answer all questions. F G KR ARG RIRE S » 5 RISHTERE -

2. If you need us to return the original receipts after processing, please state your request on the top of this form with your signature. Please note that those claims receipts will not be
returned after 3 months from the submission date. AIETFEAN TR FEFLRREIBHRIEA - FHRIHFER EGFINGAESTEE - FER - RRECER HREE =1F
A& > AN EREAR RIS R S -

3. If a surgical procedure or operation has been performed during the hospitalization, Part II must be completed by the surgeon. If no surgical procedure or operation is involved, Part II
must be completed by the attending doctor. ZHEFHFE(EREIMI RS Ha ToMFFAMT - 28 S0 VEHBE RIS - QTR ToMVERRAT - S8 SR TR e B A s -

4. All receipts and bills from the doctor, surgeon and hospital must be the original, and must be submitted together with this claim form within 90 days of the date discharged from
hospital. Otherwise claim will be declined FFRFFTAMEZLREA: - SMEHRE A R BEBEIR B RO L TEAS » SlFI RS RAE M BE R LT RN AT « 75 HISRE 3R AN 5

Name of Employer : Policy No. :
R4 PREAGENG

Part I - To be completed by the Insured Member [tZ3{5 FHAZEREGEIESS  (If the Insured Member is a child under 18 years of age, please fill in and sign this form by the Employee concerned. )
FiZ PR EUR R 5P 2 AT\ o RS SR i B R BUR RO

la. Name of Employee {g 224 :

b. ID Card No./Certificate No. : DaEe of Employment : MM DD YY
By 38 e/ 3 2R S ZIEHM H H s

c. Residential Address {4k :

2a. Name of Patient (if other than Employee) ji##t4 (CEEIMREE)

o SELF
b. Relationship with Employee %% Eilfg SRS :

3a. Did the patient receive treatment for the same sickness by another doctor? J5# ¥ 75 Rl RIS TERESZ HoAth B8 4 2 iR 2 D ;%es D T;TEO

b. If yes, please give details. A2 AR 2165 - HTRHLGELREINER -

Date Hi: Name of the Doctor B&4:#:4 :

Address of the Doctor B4 il

4. As aresult of this hospitalization, will the Insured claim or recelve any form of compensation from other insurance companies? If yes, please give details.

ERAERE - [ R & 75 RS S Sz At R (RE R 2 35 Rl -

D No D Yes Name of Insurance Company : Policy No. :
PREGZN T4 A EREE5RRS

Declaration and Authorization % WIS $Z2HE

I declare that I am the insured member of the above mentioned policy and all the information supplied by me on this form is complete and true to the best of my knowledge and belief. I also declare that I have read and
understood the Personal Information Collection Statement stated below. I authorize any medical attendant, hospital, clinic, insurance company or other organization, institution or person, who has any records or
knowledge of me or my health to divulge to YF Life Insurance International Ltd. ("YF Life") any information required for the purpose of evaluating the claims application. A photocopy of this authorization shall be
as valid as the original. I also confirm that the claims information regarding myself may be released to my Employer or related parties from YF Life. I also declare that there is no change to my record provided by the
Employer upon my enrollment, and if there are any changes to my record, I shall forthwith provide documentary proofs of such changes satisfactory to YF Life, and I authorize YF Life to obtain from and verify my
personal information with my Employer for the purpose of conducting due dlllgence under the relevant laws and regulations.

BUBWIA N T I PREE 2 32 PR » A A TR R 745 DAL e 2. SHfEdEL o AR N JREE] LBﬂ.-H&'*)iI:I'FﬂﬂMAHHH&I%%HE A8 N ZEFZHERE A S A\ G AT ] 0Bk GE VG B8~ BEE

P~ GRBE ] B T G M RTDURPTRIEOR 2 (6 T SO0 R BE AT A 7] EOBEAIE")  TERZRIHRG 2 o BLIHES 2 HIASBLIE AR AT 2007 o 78 N [l 5 5 i Kﬁ(‘J’ﬁﬂU\Zf@IJﬁE
RN AU B N 2 ZREEORE © 5 AR I ph g 074 X8 sl IR T B (A B R A H’J%H#vﬁﬁﬁﬁﬁﬁg L1 %Hﬁﬁﬁiﬂﬂl 2 N S0 1 A B O BRSO o Y B P B SR o g W
SO o AS AT A rﬁﬁ%ﬁﬁ(ﬁﬂilxzfgj:?ﬂl&?ﬁ‘ﬂi}\E’JﬂﬁI}\’éfH TE R T H BB B U0 e A7 i 2 2 -

Personal Information Collection S t flfl A\ BRI

Your personal information (including a record of your image or voice by whatever means and your health information) collected by or held by YF Life Insurance International Ltd. (“YF Life) may be used for the purposes
of: (1) approving, evaluating or processing your insurance application / policy service request; (2) administering, maintaining or reinsuring your policies; (3) adjudicating your claims, or conducting any investigation or
analysis of your claims; (4) data matching; (5) investigation or prevention of crime; or (6) fulfilling legal or regulatory requirements. Please note that failure to provide any information requested by YF Life may result in
YF Life not being able to process your insurance application / policy service request. Your personal information collected by or held by YF Life may be transferred or disclosed by YF Life to any of the following persons
(whether within or outside Hong Kong) for the purposes as specified above or to governmental / regulatory bodies (whether within or outside Hong Kong) for them to carry out their governmental / regulatory functions:
(1) YF Life group companies and their associated / affiliated companies; (2) financial institutions, insurance companies, intermediaries and reinsurers; (3) claims investigation companies or any companies / persons
necessary for claims 1t / investigation; (4) industry associations / federations and their members; (5) governmental / regulatory bodies and law enforcement agencies; (6) crime prevention organisations and their
members/participants ; and (7) service providers and selected persons which are under a duty of confidentiality to YF Life. You have the right to access to, and to correct, any of your personal information held by YF Life
by writing to our Employee Benefits Personal Data Protection Officer. (Address: 27/F, YF Life Tower, 33 Lockhart Road, Wanchai, Hong Kong). YF Life may charge a reasonable fee for the processing of such request.
EOBLR BB AW CRAS TEERBR L ) OB S s A I R 8 ZORH AR M R0 18~ 35 e S AT B Y OB W RE SR TS ROT Y < (1) #UBE ~ SR KRB R o Be PR BIGs / Of
BB EER 5 (2) BRI N Z REEBEBTIB ~ FRATEHHERBRIIRRS 5 (3) RERIA R > sORR N Z REDEITIH AT 5 (4) ZORBE 5 (5) FlsBiILIETT 5 2R (6) FF iR G BIBOR o GHER > [BIFL
ZAPE I PR RS IS ZORE > 1 > S0 R ASREVE LR 2 BEOR P elaRIR] R 2 CRELGESLINORS o 50 PREG v HE 20 B Lt I sGRIBON / BEATHERY  CRGRAE Aot BT HBBS i g DU
A — 07 CASGRAER WSS ) RS sOZ 52 ph A2 O A S sl A SR PRI R TR A 08 = (1) S5 R PR I 5 2wl R LRI ORTBR 23 ) 5 (2) <k ~ PRBRZS W) ~ v AR fRBR A W] 5 (3) WG A
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Signature of Patient (18 years of age or over) Signature of Employee Date: (MM /DD /YY)
W E IR\ e H 37 H#  (H/H/8
PART II (overleaf) must be completed by the Patient's Surgeon or Attending Doctor. 55 ¥4y (EH) WHE B IHHRA ZIVEHE L L BRI R -

YF Life Insurance International Ltd. EB{ERBEEHRATR

Hong Kong Head Office 27/F, YF Life Tower, 33 Lockhart Road, Wanchai, Hong Kong R A A v A VRS T 33 B A IR MR 27 EmailFE#; : ebinfo@yflife.com
Customer Service Suite 1211, Tower 6, The Gateway, 9 Canton Road, Tsimshatsui, Hong Kong B EMRRS 7 SV 9 BRI 6 /% 12 1 1211 % EB Enquiry System {ig £ & fl| & 5] A4

Macau Branch Office Avenida Doutor Mario Soares No. 320, Finance and IT Center of Macau, 8 Andar A, Macau ™43 23 w] & I i Rl 8 H oK % 320 BRI M & o0 8 T‘% AlE www.yflife.com/EBweb/
EB0202/2004/1



Part II - To be completed by the Surgeon or Attending Doctor 5177 FH4 &4 s HERS BE A4 B 5T

Name of Patient : Age : Admission date from : to
B FHR [EaEARE: sl Edl

NOTE: No claim will be admitted unless the form below is duly completed by a registered medical practitioner. YF Life Insurance International Ltd. will
not be responsible for any fee required for the completion of this report or any follow up cost thereafter.

AR L EHEENZ BRI - HIRERIEIE N T2 - Ah - AN EIRI SR RIS RS 22 B -

c. Was the condition a recurrent episode or a chronic disease? If YES, when

la. Please give chief complaint for this hospitalization. was the date of first attack?
RPRBLE BRI - B R TS K TSRS 2 A - AR .2 FO) -

[ No#w || Yes 2, it wasasgge

b. Please provide the diagnosis for this hospitalization. The date of first attack was on

Eﬁﬁﬁt%?k{ﬂ%?z‘ ° %E?Kﬁ% H Eq)f%
7. Was the condition caused by or in any way associated with the conditions
c. Describe the type of treatment/surgical procedure given to the patient. mentioned below?
A I /MR - I 75 F DL 005 | Bl Rt 2

a. the influence of drugs or alcohol intake? #if ~ Xy
. AIDS, venereal disease or sexually transmitted disease?
TRRGIETTRZIE ~ MW
c. infertility or sterilization? ANEBHiE
2. When were the symptoms first presented before the first consultation d. cosmetic or plastic surgery? &I Fili
or when did the accident happen? e. mental or nervous disorder? i BifRe 2 EL
SER BRI ATRE R © QRS REsh - e 2 f. congenital deformities or anomalies? 5K MW B 5
g.
h.

=

suicide, insanity or self-infliction? [ - FH7EE %

MM H DD H YY & . .
correction of eye sight? il /745G 1F

aooooo odg
o o o o o o o 2

3a. When was the first consultation for this treatment/sickness?

HREZZHHY | 8. If the treatment is due to pregnancy, please give the date of conception.
ARAFREUTIRGRE - ez H 2
MM H DD H YY &
b. Has the patient received continuous treatment related to this sickness since then? MM oD vy
P2 75 RV R SR B A B Sz e 2 H o i

4. If hospitalization was due to accident, please state how occurred. Ja. ;tbaggfgglézi}gégir:?f ;E;g(iwa“y necessary?
Did the patient report to police? AP SAL R Laolil -

LB RIS - AR E BT - R A TR 2 [INo# [l Yes 2. please give details 22

Sa. Was the patient referred to you by another doctor? If YES, please give

name and address of the doctor(s). b. For the average patient, what is the usual duration of hospitalization for
o R AT ? A FEBAOBE RV B - this sickness?
[ INo#w | |Yesi — B E IR A TR A 2

c. Is it possible to provide this treatment/investigation(s) on an outpatient

. . basis?
b. Do you know whether this patient has been treated by other doctor(s) for the s A S
=D HA A2 ?
same diseases/disorders? If YES, please give name/address of the doctor(s). SEHEE [ AT T
TR AR SRR A FL 78 2 A © S HRRBE 4 Rt « [ INo# [l Yes 2, please give details g##fil

|_No'/c'f |_Yes-5';~

10. Did any complications arise during hospitalization?
A B 25 L S 2

6a. How long have you known this patient? How do you know this patient? [TNo#&w | Yes &, please give details Ffzilk
P& IA IR R BRI & 2

b. Have you treated the above patient for this or a related sickness before? 11. Did the patient have home leave during hospitalization?
P R S AV R SrHIRH i e e 2 ) R aae @ P A EBE RS M R R ©
[ No#w || Yes 2, please give details z53fil [ INow [l Yes s, please give date(s) itk F1 1

This report is a matter of importance to the Insured, please complete and return it without delay. Thank you very much.
L R R I R A 2 A 2 I DL SR A8 - S - Signature & Stamp
BEEE & HE

Name and Qualifications of Surgeon/Attending Doctor :

TR A B AR
Date : MM DD YY
. . . i A H &
YF Life Insurance International Ltd. ZEB{RBEREEHRAS
Hong Kong Head Office 27/F, YF Life Tower, 33 Lockhart Road, Wanchai, Hong Kong Fr B AU ) 7 R (7B v 33 B R b R 27 1 Email & ] : ebinfo@yflife.com
Customer Service Suite 1211, Tower 6, The Gateway, 9 Canton Road, Tsimshatsui, Hong Kong % PRRS T HEdVD I B S 9 SRR 6 12 #1211 52 EB Enquiry System [ 5 15 fl| &2 245 :

Macau Branch Office Avenida Doutor Mario Soares No. 320, Finance and IT Center of Macau, 8 Andar A, Macau #5323 Hl "9k 0 FI W - S5 15 320 SR I ol 8 #2 A www.yflife.com/EBweb/
EB0202/2004/1
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