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At Chubb, our aim is to process your claim efficiently. With this in mind, we have developed an easy-to-

use online claims submission portal - Chubb Claim Centre.
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Visit Chubb Claim Centre and
fill in the details
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Claim result would be provided
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Receive Confirmation SMS or Email
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Please submit your claim via the Chubb Claim Centre:
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Before sending in this form, please read below Important Information

AR ERFE R TE REEERRA:

1.Please complete this form by the Policyholder.
HRRERFAAER-

2.If there is not enough space, please attach an additional page.

MERMUER R FERITH EERER

3.Additional documents may be required and to be forwarded upon request of Chubb Insurance Hong Kong Limited.

MERE RERBEBERATDREREHERII X Fo

Part I - To be completed by the Policyholder
E—EMY — BRFAREFEAES

Personal Particulars B A 4§}

Name of Insured Person SR A2 :

N s O (R B

(Eng)

HKID Card No. of Insured Person SR A &8 B 195 550E:

Date of Birth 4 H#A:

DDH MMA YY £

Policy No. {RESSEHS:

LD L]
Gender %51 Occupation Fi2:

I I o O O o

Correspondence Address i@sflihit:

N
N O

Email Address EEgithiit":

Name of Current Employer IR{E{BE & 78: Position Held &8 i

N T T B A

Address of Current Employer ZR{E{@F ithiit: Office Tel No. ‘A B BE55HE:

e O A B
N T

Local Bank Account Details Zs3#th$R{TER B &}

Account Holder’s Name R 5155 A5 (Must be the Policyholder #/54/R&#5%5A): | Bank Name $R{T2#:

Mobile Phone No. Fig EEIRHE*:

Bank Code $R1T55RE: Account Number BR B 5E55:

N T O B B

Please note that this local bank transfer will only be facilitated to the local bank HKD account if all the information above has been accurately
provided and the settlement amount is lower than HKD100,000. Otherwise, we will proceed with the claim settlement by delivering a cheque to
the correspondence address provided. This information request should not be construed as an admission of our liability.

B it FrERM BRI ERR M URBES TR DN BE+BaR AR5 §EREAMIRITBISRA B AATR U R REL T
FEAPMR 2 @AM IR E R W AR A QB ADBER E-

* Correspondence may be sent to this email address and / or mobile phone no. AT K G LULEIthIE R, / HFIZBEFIBIEH R RR

# Please mark "X" in the appropriate box. 51 # & 218 Pyt “X” 1of4



. Please provide details of the type of disability you are suffering from. If the disability was caused by injury, please specify date, time, place and
details of the accident which caused the injury: ELFT 25K 2 258 - WNRR T R RIS IE AL > sR R SNEE A B A ~ FRE ) ~ 3t B R EE AL

HHEF MM% am/pm

. What symptom(s) are you suffering from, and please give an approximate commencement date of when you first became aware of such

symptom(s) : FA R 2 et > it Bl A E (AT AR B TR s BE TR I S5 o

. Please state all medical doctors consulted for the disability in chronological order:

ARt & iR EIRTIRES HIFT R B £ K iR

Name of Physician Name & Address of Hospital / Clinic Date of Consultation / Confirmation

BAME: Bl / s2PR B mE Rtk K2 [ 1EFe B HA:

Declaration & Authorization B BARiZE

1/ We declare that to the best of my knowledge and belief the above statements and particulars contained are in all respects true and complete and are made without reservation of
any kind. I hereby authorize any physician, medical practitioner, hospital or clinic by whom or where I have been observed or treated to give full particulars about my health to Chubb
Insurance Hong Kong Limited. A photocopy of this authorization shall be considered as effective and valid as the original.

1/ We further hereby declare and agree, that the personal information collected or held by Chubb Insurance Hong Kong Limited, whether contained in this claim form or otherwise
obtained, may be used by Chubb Insurance Hong Kong Limited or disclosed to any individual or organization such as legal firms, accountants, actuaries, loss adjudicators and claims
investigators, doctors and other medical service provider within or outside Hong Kong SAR and as more particularly set out in the Chubb Privacy Information Collection Statement for
the following purposes: (1) to assess and process this application, (2) to provide insurance and customers services, (3) to conduct insurance claims or analysis. I / We understand that if
1/ We do not provide such consent, or revoke my / our consent, Chubb Insurance Hong Kong Limited may not be able to process or assess my / our claim. A copy of the Chubb Privacy
Information Collection Statement can be found at www.chubb.com/hk.

Any persons from whom Chubb Insurance Hong Kong Limited has collected information as aforesaid shall have the right of access to and to request correction of any personal
information concerning themselves held by Chubb Insurance Hong Kong Limited. A request for such access may be made to the Personal Data Privacy Officer of Chubb Insurance
Hong Kong Limited at 39/F, One Taikoo Place, 979 King's Road, Quarry Bay, Hong Kong.

KA [ ELEEIERAAAEEN LFTHARZ ERKRAFISEZEMNER2ERLBEEANENZRE - AALRIMGEEAELAZRE - BBAS  BIRRiEMAMAANREZ it
FRERBREBBRAR  LEESZRIETBEEXN

N | BETELBARRASHZERREBARABPMRERFAENEAEL FROaEERARBIUAMS BN IR R ERBREBHRABDERNSEEBEIITRRIZEANN
BINAEAI A LIRS BINEEMEFFT Gt A B FEA  ABAREBS B BERHMBEERBFREERAMEHNZEWEBAEREBEZ AL RIEBIREELUTAR | (1) sTZILE
B3R (2) RIERBRELRE > ) RERBNRERBMZOMN KA/ ELBEANEN /| EEFREHHEILER  RERBEBERABDNRKRERERTIZEA / EEZRHE - ZEWER
ANBRIBBAY 842 # ¥ www.chubb.com/hk

iEd ERERNEMNALERERKERERZERBEBERADMFAERMMANERAEAEL - EAMREAESHERAELZER JORERBEBERATDNZMEABLARE
fHIRH > b A BB SRR IE TR R L —EE39E o

Signature of Insured Person Z{R A HE: Name of Insured Person R A3
(in BLOCK CAPITALS s5LUEHSE )

HKID Card No. of Insured Person 1R A &8 515 555 H5:

Date Signed %2 H#A: / /
DDH MMA YY#H
Signature of Policyholder fREE}FA AEE: Name of Policyholder fREFFH AHH:
(in BLOCK CAPITALS :E U EEER)
HKID Card No. of Policyholder {RE#FE A FHE B D E5RE:
Date Signed %2 H#A: / /

DDH MMA YY&

Dread Disease Claim Form, Hong Kong SAR. fBi&{RIEZRERIE, FEHFHI{THEE. Published 10/2019.

©2018 Chubb. Coverages underwritten by one or more subsidiary companies. Not all coverages available in all jurisdictions. Chubb® and its respective logos, and
Chubb.Insured.™ are protected trademarks of Chubb.
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Part II - Attending Physician Statement (to be completed by the Insured Person’s attending doctor at the Insured Person’s cost)

ZEMR — ESBERS (LRERRFRAZESBEER MEAAHRRARR)

Patient’s Particulars & A 2§}

Name #52: HKID Card No. &8 515 55 5%HE: Gender £3!:
OMB/0OF%

Details of Disability 714 @tk

1. Please state patient’s medical condition:

SRl Eittm A Z R E R

a. Exact final diagnosis:
REVE:

b. Stage / degree / severity of the disability and extent of area / organ affected:

TRIBPEER | RERE RSB Z ML/ 825 / Hae:

c. What is the prognosis? According to your professional opinion, does the disability pose any life threatening signs or is there or will there
be any permanent / irreversible loss of function?

BenhzERXER BSRBRERENE? RAZEREEEILRERE | EMKAEZ SREtEAERK?

2. Please state patient’s medical history:

SRl Eitm A ZREE R

a. At the first consultation of the above disability, what symptom(s) did the patient present?

RERZEIERE AR BBLERA?

b. When did the first consultation take place for such symptom(s)? c. How long have such symptom(s) persisted before the first
o A\ (eI B YA RE w82 ? consultation?
LFRERE T ZAT BRKEE?

d. Was the patient referred to you by another physician? If yes, please advise the name and address of that physician.

RARTHEMBEENFEUR? M2 > sARHEESZ Rithhto

e. Please list below all medical consultations, hospital confinements, surgical procedures and courses of medical therapy relating to the disability:
I TEYHEABRULRRMKR » ERSEERF AR B A B FE:

Date / Period B / HARS Type of medical treatment FE585K1EH Details 5%/5
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3. According to your professional opinion, is the disability a recurrent episode, chronic disease or related to a previous complaint /
diagnosis? If yes, please provide the date of the first episode, details of previous complaint, diagnosis and treatments.

BRmZEERR IR R AEE M FReE M EIR 52 BT AR 212 sA iR B RE R A AR U EN 2 K0 R Be

4. Please indicate if the disability is associated with any of the following:

LRI TR ER B R - 55 5ERA:

O Congenital disease [ Under the influence of drugs or alcohol
FTRMEHR REES R E

O Self-inflicted injuries or suicide while sane or insane [J Acquired Immune Deficiency Syndrome (AIDS)
TmERSERES T ZBRIBBEHBERITA BREBNRZRH

5. Please attach copies of diagnostic / pathological / laboratory reports relating to the disability.

At EFTARRIbRZ 08 / REE / (iR S a4

Signature FE

Signature of Physician: B4 % E: Hospital / Physician Stamp: B&B5 / B4 ZE:

Date Signed: 3& HEf: / /
DDH MMA YY#

Physician Name: B4 #3: Clinic Address of Physician: s¥z2 #i3iE:
(in BLOCK CAPITALS 5 [FH#5 2 %)

Chubb. Insured.’

4 0of 4



