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Disability Claim Form

Metlife

Please complete and return this form with the supporting documents (see “Claims Document Checklist” on page 2) to Metropolitan Life Insurance Company of Hong
Kong Limited at Level 20, Cityplaza 3, 14 Taikoo Wan Road, Taikoo Shing, Hong Kong
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PART I gl— Sﬁmﬁ (To be completed by Insured / Claimant i~ * F5 3 * 3 Hr)

A. INSURED INFORMATION %[ * 5%

Policy No ]HEJ‘H?}% Name of Insured il * i & ID Card No £} {5y5k]i Age iy Tel No Tﬁa?ﬁ?ﬁ
Sex_ [

Correspondence Address jij7*#*i~

[J New Claim i+l

[J Further Claim F 5 3l
W
[] Review / Appeal £1%/%t)

[[] Reply Document [fi'7

B. DETAILS OF DISABILITY %&%‘I?

Hospitalization Period for this disability [« TLJ{ i | 1A

From [l MM/DD/YY F|/f1/=# To = MM/DD/YY E|/f1/=

Name of Hospital i £/#i

Are you making any other insurance claim regarding this disability
PRI B 2 FITRALA oo e
o 14?
[ Yes EJ Please provide :F‘}Eqﬁ
name of i |nsurance company

Wb il ¢ BB BHETE

policy number(s)

Consultation details #ik% gl If

(@) The doctor / hospital first consulted for this disability
FIre SRt P 2 (TR

(b) The doctor / hospital which referred the Insured to hospital

HRL TR B AT R

(c) Other doctor / hospital seen for this disability
BT RALY P IR

(d) Usual doctor / hospital for general illnesses

fEt s AR PR TR

1. Describe the symptoms f?ff_ﬁf%r

Consultation Date (MM/DD/YY)

HiEZ U] (P T [T £ e bl

Name and address of doctor / hospital

1. Date, time and place of accident #i9f |18 - H?fréﬂbﬂﬂﬁ

DISABILITY DUE TO ILLNESS 3 (PR RY) DISABILITY DUE TO ACCIDENT &% (FJE %)

MM/DD/YY E|/F1/= JAM =T [ PM™*T

Place f"jﬁﬁ

2. When did the symptoms first appear '

pudc e i Fiweigl

| MM/IDDIYY |1/

2. How did the accident happen i 9} 3% %

il

3. Was the condition a recurrent episode or a chronic disease
AL B S Iy
ONo A4
O Yes £, Date of first attack | | |

P 1 MM/DD/YY *]/[ T/

Disease details

SRR

3. Part of body injured and type of injury = [F? [ib % (51

4, Was the accident reported to the Police 7‘3&5&’ R
O No &% |
O Yes 7|, Please provide name of police station and reference number

THEHER T £ 2 R

Please provide copy of police report / statement
R G ) AT
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Metlife

C. EMPLOYMENT PARTICULARS ¥ E¥g]

Employment before Disability Fv4gjij.V #i=# 11 O Full-time =% O Part-time 4T%

Occupation (if more than one, please state all) and exact nature of
occupational duties fl'?‘sj?ﬁi.r’j W

Name and Address of business or employer
JOIES R EE P

ke
mh

Any sick leave certificate(s) with your employer O No

: | OYes 7 O No 127 O Yes 7]
| PR S

Date of last worked (MM/DD/YY)
T )

Date returned to work / expected date of return (MM/DD/YY)
TR (Ep1 ) SEFHE T P (F]/EYE)

CLAIMS DOCUMENT CHECKLIST Zf#i¥ {$2¥%*

(To facilitate our assessment of your claims, please complete and provide the following basic documents to us.)

() 2 USRS ™ Pk Mg RS W™ VA TR - )
: i Claimed Benefit Zf#f [plE

Basic Document Required ﬁl‘#ﬁ’f‘?ﬁ' F Waiver of Premium / Payor Benefit / Total & Permanent Disability
AR | (IR B | R 2 KRR
v

Fully completed Disability Claim Form Part | 58743k fli A5 87— #5157

Fully completed Disability Claim Form Part Il &% ﬁi’f?%ﬁ;'ﬁiiﬁ v
Original / Certified True Copy of Sick Leave Certificate 9ﬁ|[i‘£;lgL F'F =R R v
Policyowner’s ID Copy {R15#| * S/ BiFFT# v
Police Report / Police Statement %*}Sﬁy” A% v (if applicable [i"'])

Note: (i) Supplementary documents / information may be further required from you or other related parties for claims assessment.
(ii) Company reserves the right to request for original documents if the company deemed necessary.
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REQUEST FOR RETURN OF ORIGINAL DOCUMENTS #{nulT=4¢ ¥ %

If you want to get back the original documents submitted, please put a tick beside the corresponding box(es) below:
I g»kmww e e A ﬁf*“ f PR FLET v B
O riginal sick leave cemflcates J}f [@ﬁ‘ffjg‘iT

[] Others (please specify) [”1(?“% FE)

DECLARATION AND AUTHORIZATION EBfE % 2l

| hereby declare that the above information given on this claim application form is true and complete to the best of my knowledge.

| understand and agree that any personal data collected or held by Metropolitan Life Insurance Company of Hong Kong Limited (“the Company”) (whether contained in
this claim form or otherwise) may be (i) used or stored, (ii) disclosed or transferred (whether within or outside Hong Kong) by the Company to its affiliated companies,
reinsurance and claims investigation company, industry association / federation, any members of the federation or any individuals / organizations associated with the
Company or any third party to (i) process the claim; (ii) provide all services related to this claim or to promote other financial products and services, direct marketing, and
data matching, and to communicate with me for such purposes; or (iii) enable the federation to carry out its regulatory functions or such other functions that may be
assigned to the federation from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the federation. Moreover, the
Company is hereby authorized to obtain access to and / or to verify any of my data with the information collected by the federation from the insurance industry.

I understand that | have the right to obtain access to and to request correction of any personal information held by the Company or be given reasons for any refusal of
access. | also understand that a reasonable fee may be charged by the Company for process of any access.

| hereby irrevocably authorize any employer, doctor, hospital, clinic, insurance company, government office or any organization, or persons who have any records,
knowledge or information (whether medical or otherwise) of me to disclose, release or transfer to the Company or its representative such information pertinent to this
claim. The authorization shall bind my successors and assignees and remain valid notwithstanding my death or incapacity in so far as legally possible. A photocopy
of this authorization shall be as valid as original.
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Signature of Claimant i » &% * Signature of Insured <ofjl * FE

Claimant Name & ID Card No  Z#f * @?&Eﬂ}ﬁg‘%ﬁ #Insured Name & ID Card no & ~ it ‘{,Efyf}}ﬁ%ﬁlﬁ

Date (MM/DD/YY) [I#(E]/F1/E) "Date (MM/DD/ YY) [ IH(E[/[ /)

Relationship with insured ==-Z il * ﬁfdlu #not required if insured is the claimant f[i-5fl * ﬂ IERES R BN P e
ENQUIRIES

For enquiries, please call our Customer Services Hotline on 2199 1000 during office hours, from Monday to Friday, 9:00am to 5:30pm and Saturday 9:00am to
1:00pm (except public holidays)
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