Metlife

J=d i‘k‘f‘éﬁ‘%’fﬁ
Death Claim Form

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 Claimant (/i * 1)

A. INSURED INFORMATION Rl * Z¥f]

Policy No ]HEJ‘H?}% Name of Insured il * i & ID Card No E'yf}}%%ﬁﬁ

Age 55 Date of Birth ‘112 [1#H

Sex [EHl

Correspondence Address at Death i~ Tel No Zist 5 HH

Last Occupation % [ji| % Name, Address & Tel no. of last employer “* fji|fid= £ - #Hilﬂv'?ﬁﬁ

o=y
B. DETAILS OF DEATH —j/ﬁ(??[‘ﬁ

Date of death (MM/DD/YY) EJ/W?E Y (Rl Place of Death %=t fuj[‘;f'#f Cause of Death j=tf /R«

DEATH DUE TO ILLNESS W’F{%{Eyﬁ? DEATH DUE TO ACCIDENT F<Ei 9t Ej;ﬁ%f
1. Describe the symptoms F:;_Jﬁ % 1. Date, time and place of accident #i9f [ 1# - Eﬁﬂﬂwfﬂiﬁg,‘
| | |
MM/DD/YY F|/[1/=+ [JAM =T [JPM T Place f"jﬁ}'r
2. (a) When did the symptoms first appear B E,;J- Pz 2. How did the accident happen 9t 5 % A3

| | | | MM/IDD/YY ]/ 15

(b) Consultation history for the illness t!i)t?’;gﬁﬁf”?f‘[ﬁ

Consultation Dates Name & Address of Doctor / Patient No.
(MM/DD/YY) Hospital
AL QNS [ 2 [P £ - it M sk | 3. Was the accident reported to the Police # 7‘39‘51’ EIHBE
H—A

O No 127
O Yes 7|, Please provide name of police station and reference number

HEHER T £ 2 RS

Please provide copy of police report / statement

TR B AT

C. OTHER INFORMATION X p4%¥f]

1. Has there been or will there be a death inquest ;gg] =

3. Are you making any other insurance claim regarding this incident

H UL P fpl e IR L T e e

N

[JNo A 0 127F
] Yes,FpIease provide us a copy of the death inquest report OYes 7|, Please provide Sﬁaﬂ
&L ﬁ?ﬂ%’ﬁ ?ﬁ“ﬁlﬁﬁiﬁéﬁ name of |nsurance company policy number(s)
s 2 7l £ W BRI

2. Has there been or will there be any autopsy L* SIRERY, ﬁl’LwﬂF}! I|E328

[ONo A
[] Yes, please provide us a copy of the autopsy report

B S R

4. Name and details of all doctors hospitals or institutions where the insured was treated during the 5 years preceding death

ETH S T R - BRI €7 R

Consultation Dates(MM/DD/YY) ,ﬁz‘;{‘,t VHACE] /1A Name & Address of Doctor / Hospital f# % /fA[ £~ B4 lliness/Injury T%—Z"ﬁ Patient No. ‘Jﬁ * a“f[}EFF
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Metlife

D. CLAIMANT INFORMATION {8 * vf

Chinese Name of Claimant {#i * f[1< £ ¢ English Name of Claimant #{if * . ¥ % ¢ ID Card No =} {5} E5HHE Tel No }i;/ﬁérq&{"ﬁ,
Correspondence Address 3]\t Relationship with Insured

Claimant Capacity Zf#f * £){55
[] Beneficiary 2 * [] Policyowner {p i1 7| * [ ] Others(please specify) *! 1(gfizE])

CLAIMS DOCUMENT CHECKLIST Z{#¥ {g=HR
(To facilitate our assessment of your claims, please complete and provide the following basic documents to us.)

(' 2RISR PORiRS » Ghks MiRe )™ VRS R - )

) ; Claimed Benefit Ffif (&
Basic Document Required ﬁl‘#ﬁ?‘?ﬁ' % Life Benefit 2D
Fully completed Death Claim Form Part | =t (#4557 #1(5 v
Fully completed Death Claim Form Part Il j=d ";{gi‘éﬁ%}ﬁéﬁji‘ﬁ[ﬁ[}} v
Original / Certified true copy of Death Certificate -t =2 =4 /fJ #§i1 % v
Original / Certified true copy of Insured’s ID ~Jfl * ym‘Ji"I ISR \4
Original / Certified true copy of beneficiary’s ID 03§ * }VJ‘TI ISR R \4
Original / Certified true copy of relationship proof of beneficiary & Insured T2 * 220 fjl ~ | i 7 115”L ISR E v
Original Policy fp$117# v
Address proof of beneficiary T * {= V] 4
Death Inquest Report J=fR4ef) ‘ v (if applicable 7[k"'])
Autopsy Report 2 i’ 4, ' v (i applicable Ji5f"T)
Police report / statement yF,/[ I AT v (if applicable 7[15§" )

Note: (i) Supplementary documents / information may be further required from you or other related parties for claims assessment.
(i) Company reserves the right to request for original documents if the company deemed necessary.
tm<n¢,mwﬁ#W&wmﬂww ?*4$W¥ﬂWﬁmﬂrt¥#$WVB
() Ie et > % 2T FRAIRIRET B2 1%

DECLARATION AND AUTHORIZATION EBEE W §S

| 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) is provided and 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 and 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 or the deceased’s data with the information collected by the
federation from the insurance industry.

| 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 or the deceased 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.

£ id*i*ﬂ}‘%ﬂ’Jv‘i?’ﬁ:i@%’rﬁfﬁfrFﬁiﬁ AR i S ARIpIE e .

£ PFJf”v[p?'u\rM?F H.[’H@r R pJ(?J, pJ) IO ’(ll)ﬂa%ﬁfﬁﬁ’*( Tu-ﬂ:ﬁmu N I'(I'H?i ISR R A S g-H i ey
P kL A I WA g 151 |”1L_¢F'-’r7w$)r YR Vl‘ ¥ r“lfTﬁ/ﬁ‘fJ Pl pr@Bﬁ@ w%&mgﬁ*w fmgwﬂ”gj; il qrﬁ v “45\/%‘*;’. 0]
h&%i WS (iR e ‘ £| %{H—$[ f/ﬁﬁif,‘b#ﬁ%ﬂ H’i'E[Tif, l} SR ﬁl (RIS V[ o R :Im’ ﬁ&(m)ﬁm“‘“{ .f\Ji [‘f;tﬁ.vﬂ‘
¥ P F = 1R ﬁT”g‘{ 1*lﬁ§pm ,Lp%“»ﬂm PIZIRE o =9t o I st ggrﬂb/p»m«ggw;@ﬁ L jéﬁ gﬁv[

IR L T R @‘M'ﬁllﬁfﬁldﬂ?s IRl Ejffi PO BV ekl > p&H ( (7 BLARReh BRI o 120 il e ARV £ [ g BRI s m | -

toERIEE RS BB R Lﬂjﬁ) IpHp L SR RO TIPS IS R
R 1) (e R S %@j; PO 1T A wﬂmw»uumﬁwmnf\qiroHy@j'wvwm?wrfm s -

Signature of Claimant i » &% Name of Claimant Zf{if * 7% £,
Claimant ID Card No  #fiff ~ 137010 Date (MM/DD/YY) [ I#¥(5[/F1/5)
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)

PR GRS ERP] > B 2R bR T IS M TR - B BERY) > PR PR 2109 1000
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Death Claim Form — Attending Physician Statement

—_— 7z,
PART Il B, :‘F'ﬂ-g [}} (To be completed by attending physician at the Claimant's expense 1= Z % HHy - 442 [k ~ 3 ()
Name of Deceased ID Card No. Date of Birth Age & Sex
F=HIE G VYRR SREN F R

Date of Death (MM/DD/YY) fyﬁ'fk’ﬁfj (EI/EV=F)

Place of Death %=t f&gﬁ Cause of Death 5-d R[4

MEDICAL INFORMATION Eaerkl

1. (a) Was the death caused by an accident 3=t ‘ELW}&F‘, A E =g

[J No A
[] VYes, ;’JIease provide details how and where the accident happened
FL> ﬁ%’ By

(b) Date of accident &9t | ]

| MM/DD/YY E|jpiE

5. Was the cause of death secondary to a recurrent or chronic condition

SRR 2 A P

0 No F} [ Yes, please give details f.. ??Eqﬂ :Ft
lliness/ Symptom Onset First Consultation Name & Address of
Injury it B 1 PRI Doctor / Hospital
Miﬂﬁlfﬁﬂi (MM/DD/YY E]/[1/5F) (MM/DD/YY E[/[1/=) BB R €7 Bah

2. (a) Signs and symptoms related to the cause of death
T B IR S B

(b) Date of symptoms first appeared 1% EGHE 11

| MM/DDIYY [/t

6. Were there any precipitating factors (e.g. habits, occupation, residence),
direct or indirect, which may have contributed to or hastened the death of the

deceased
IR U R I /R

[l REN m?r

O F\lo A

O Yes, please give details of the conditions and indicate the duration of each
condition kL - SrF?E{ﬂ Pﬂib}ﬁnyﬂ JE{?&:

=~y

3. When and by whom was the cause of death first diagnosed
I R R R S U

First Consultation Date (MM/DD/YY) Name & Address of Doctor / Hospital
EIRE P CIEYE) 5 TR e P

7. Did the deceased use alcohol or narcotics =¥t £ F,‘@m Ig‘fﬁ]‘/%
[J No ‘7,
[[] Yes, please state how they contributed to the fatal cause

o RS

4. (a) Date of the your first consultation for this condition
FITFRERL TR R 1

(b) Was the deceased referred to you by another doctor / hospital
: A PR R /7
O'No Ij\’

| MM/DDIYY E[/f1/E

O Yes, please give details fI.» ﬁ%ﬁrﬁ{ﬂ [‘EEFI

Consultation Date 3% [ 11
(MM/DD/YY _FJ/[1/=)

Name & Address of Doctor / Hospital
A IR P

8. Patient’s past medical history, if any JFJ *

O R T e

lliness/ Consultation Date Name & Address of
Injury A Doctor / Hospital
T/ R (MM/DDIYY Z]/F1/3) B ok [ ¢ W B

| hereby certify that | have personally examined and treated the Deceased and that the answers given above are all true to the best of my knowledge and belief.

BRI SE RS 2 P “’Tiﬂ"’w PR R ,i’fﬂr@‘*ﬂ it o
Name of Physician % It ¢ Signature 5% Hospital Stamp A= Fi
Qualification ?»TF‘, Date [I#j
Address Pyl Tel No rjtrf%ﬂ
Note: In case of inconsistency between the Chinese and English version, the English version shall prevail 7t lld/ AR PP FL‘”?‘ dﬂﬁ?]: | | (2] f‘:{l‘jgidﬂﬁip R

MetLife Limited XZEASRBERAT
Metropolitan Life Insurance Company of Hong Kong Limited =& AZHEASRBREEERLT

Level 20, Cityplaza 3, 14 Taikoo Wan Road, Taikoo Shing, Hong Kong & A SiA B8 1458 A iR 0 3HI2012

MLHK-CLM-DTH-CF-032008




