Metlife

ﬁ%?@%ﬁ
Accident Claim Form

Please complete and return this form with the supporting documents (see “Claims Document Checklist” on page 2) to MetLife Limited at Level 20, Cityplaza 3, 14
Taikoo Wan Road, Taikoo Shing, Hong Kong

TS AR I PR PR (PLEYT P TR (R A ) RN R 14 BN B 33 2048 *ﬁl‘ﬁ R LR -
PART I gl— Sﬁmﬁ (To be completed by Insured / Claimant i~ * F5 3 * 3 Hr)

A. INSURED INFORMATION Rl * Z¥f]

Policy No ]HEJ‘H?}% Name of Insured il * i & ID Card No =} {7} F&5#7i Age iy Tel No Tﬁa?ﬁ?ﬁ
Sex &R
Correspondence Address jij7*#*i~ [ New Claim f}ﬁ?ﬁ'i‘éﬁ'

[ Further Claim F % 3

Present Occupation %% Name & Address of employer &= 75 ik
[] Reply Document [ﬂl?ﬁ«if iF

[[] Review / Appeal Fi/fily

B. DETAILS OF ACCIDENT &12H

Date, time and place of accident 9t F 1] ~ [l 2 95 Part of body injured and type of injury a"ff;,;gz[]xfwng,
| | | |
From [l MM/DD/YY F[/p1/# [ AM T Place i*’aré‘#,

] PM T

How did the accident happen i 9t i %

Did the Insured admit into a hospital for this accident E] VHERL RO B
O No 127
O Yes r]

From I MM/DD/YY %]/} 1/5 To = MM/DD/YY |/ 1/ Name of hospital [k #7

Was the accident reported to the Police * JF\,ﬁi}‘—,&t'ﬁ‘ﬁl N
[0 No 13?]
O Yes ‘EJ Please provide name of police station, reference number and copy of police report / statement

TR A 78 - SRR PR A

Consultation details % gl If Consultation Date (MM/DD/YY) Name and address of doctor / hospital
WEZ LU (PIEE) Bt Rl £ Bl

(@) The doctor / hospital first consulted for this injury
(AR TN - 3T TaC | I | |

(b) Other doctor / hospital seen for this injury
BB R I YR | I | |

Did you submit a claim for any Social Welfare compensation for this accident O No 127
DI R (R O Yes, please give details ¢| » Gt #(f]

Are you making any other insurance claim regarding this accident

e N 15PN iR R R T

o 2 r
O Yes r] Please provide ﬁﬁ?ﬁﬁ
name of insurance company policy number(s)
s - il “r o
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Metlife

CLAIMS DOCUMENT CHECKLIST (¥ {F2H43R
(To facilitate our assessment of your claims, please complete and provide the following basic documents to us.)

() 2 BRI R Rk ¥ I gt ff <)

Claimed Benefit FfE I

Basic Document Required ﬁliﬁ?ﬁj‘ﬁ' 53 Accident Medical Expense Benefit
BRI
v

Fully completed Accident Claim Form Part | #i9f # (#4537~ #{7

Fully completed Accident Claim Form Part Il i 7%%{?%?}“51 His v
Original Receipts F/fi" 5 13484 ' v
Policyowner’s ID Copy ¥R * ‘w/}iﬂﬁ v
Compensation Breakdown from Other Insurer [ (L& fl Fgﬁ R ES v (if applicable 71" )
Police Report / Police Statement #%3 /[ 1{l{5% v (if applicable J[if* )

Doctor’s referral letter % Jf/HiE /7 (5 v (if applicable 715" )

Note: (i) Supplementary documents 7 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 el > % 2T FRAIRIRET B2 I3

REQUEST FOR RETURN OF ORIGINAL DOCUMENTS &nlT~% ¥ ff

If you want to get back the original documents submitted, please put a tick beside the corresponding box(es) below:
TS SR T I R T

[]  Original receipts %@*ﬁwaw%—q +

[[] Compensation Breakdown from Other Insurer & {4 {l[id - FJL'/ Eﬁfgﬁf‘ﬂ[bﬂ

[]  Original doctor’s referral letter & z‘fﬂ!f:ﬂt‘sliﬁ fﬁ

[J Others (please specify) I (*(ﬁ?fﬂ'ﬂ)

DECLARATION AND AUTHORIZATION EBEE % §SH#

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

I understand and agree that any personal data collected or held by MetLife Limited (“the Company”) (whether contained in this claim form or otherwise) may be (i) used
or stored, (i) 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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+ ~ IR fhswamz:{fﬁ(?u; )l (i)iﬁl” O s » (AR Fpu&iiiiwﬁ‘h‘)’f:' ?J:‘ﬁ”ﬂl'f"mﬁ VEIE ORI

@%ifwgm‘r Fos2 IR LY (2 Wfd AT I AR A T O ff/ Ziaf i Y] r;ja ”Mﬂ%‘ s )
ket ik A ’ﬂ‘méﬂ‘v?ym ;gr Mbaﬂm i e *z“ " Mlll)ﬁw Sl B S 1 S

ﬂnm 1%” iy S P - 0ot 1 ﬂfé?u@f mrmwwa«:zf g - J/w

&SP R L Ela‘fﬁfrcg Y O F VR > T E R B« L I R £ BRI -

£ CRIMETE IS P A - S (KR i - SR P S L ST SO (R e H;HF%‘W I il - AR
STy Wu‘fblﬁ‘lllfﬁ"ﬁ“‘ H‘@j’bﬂ ”f?é‘f“"k“:‘ BT ST e R R SR B o PR IORE £ 5 T s

Signature of Claimant i » &% * Signature of Insured < fjl * FE

Claimant Name & ID Card No  [#i * % &)1 £} [ EiS *Insured Name & ID Card no *'fi)l * I £, W Sy By RIPEE

Date (MM/DDIYY) FACE]/F 1/5) "Date (MM/DD/ YY) FACEI/F 1/ )

Relationship with insured == () * 7 #not required if insured is the claimant i< fl * il EB s o A R T I

ENQUIRIES #i#
For enquiries, please call our Customer Services Hotline on 8101 3818 during office hours, from Monday to Friday, 9:00am to 5:30pm and Saturday 9:00am to
1:00pm (except public holidays)

Wt ERAT o FECBERHRC]  BE- FRET bR T IS VRS BT EET T - FORBERG) - FRE RN 81013818 -
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Metlife

LV E N IES PR H
E:Ialm Form — ,&ttendlng Physician Statement

Accident
PART Il B, SF_FB []j (To be completed by attending physician at the Claimant's expense 1= ZF % HH - 448 [k ~ 3 )
Policy No. Name of Patient ID Card No. Age & Sex
L H15FR T SPPIRYER TR
1. Diagnosis of the condition Z# 6. Was healing complicated *EJF\,E! PR YRR
O No F\[ O Yes, please state why ?J ) ﬁ%j{i{ﬂ U
2. (a) Chief complaints of the patient at your first consultation 7. Was the condition a secondary condition to some other illness/injury
S R TR 2 RO R AL N Pt/ E |
ONo K [ Yes, please give details f> Shif{H QE[F’
| [[RE i
lliness/ Symptom Onset First Consultation ~ Name & Address of
(b) Were the complaints caused by an accident [*fif jL* i 9f g Injury FIoR R 1 AR AL Doctor / Hospital
[J No 4 TSR/ (MM/DDIYY Z]/E1/5) (MM/DD/YY EIJE1/F) B IRk €6 Bk

] VYes, please provide details how and where the accident happened

Rl GO 98 2 RS IR

(c) Date of accident 9t 1t

| | | | MMIDDIYY *[/f 15

3. (a) Date of your first consultation for this condition T]ﬁ'?ﬁ,if\[{lgtj 8. (a) Is the patient referred by another doctor ‘EJ7I L Pyt gl
| | | | O No F‘, [ Yes, please give details f. fﬁ‘}&ﬁﬂ f
MM/DD/YY E|/f1/= Treatment Dates ;21 F‘ ezl Name & Address of Doctor / Hospital
(MM/DDIYY [/ 1/%) It IR £

(b) Any external & visible evidence of injury at your first consultation
FEEIE mﬂﬁ IR B
] No f[ [] Yes, please specify frf}iuﬂ f

(c) Part of body injury 5|§Fﬁ[uj
(b) Has the patient ever had the same or similar conditions or symptoms
relating thereto ﬂﬁj MIIEET A

= EI I ot
O No F‘, Yes please give details F| ﬁf}ﬁﬁi f
(d) Type of injury < X[l
Treatment Dates —E};iF’\,k (k=] Name & Address of Doctor / Hospital
(MM/DD/YY _F]/[ /=) [ ok BRI € K B
(e) Present condition of injury fﬂﬂﬁ {55
4. Any referral / administration of treatment (e.g. physiotherapy / examination / 9. Was the conditions* caused by or contributed to by the following
surgical procedure) u%”ﬁﬁ"rﬂ?\,[ﬂ N FJ|P RS R
W"/‘ T IR RQIPEERR | fih 1 =) (@) under influence of alcohol / drugs / intoxicants / (] YesiL [ No
D NO h L Yes, please specify | » i 7] narcotics / sedatives / substance abuse
_— ) . R 1 BEP | TREER] / WT‘/??'J / @"'?F’*’?’i“l /
Treatment/Examination/Procedure Date (MM/DD/YY) Results (if applicable) P Ty
i 1l EUCE /RN A IR ) (b) intentionally self-inflicted injury / attempted [ Yesl [ No 1
suicide ZEFIZS{EH / ,PF'['I%E
(c) mental iliness/psy hiatric / psychological [J Yeskl [ Nop

disorder f&Hfe / Kt / ;_ﬁj:,;»ﬁ,].
(d) pregnancy / childbirth / miscarriage / abortion / [ Yesfl [ NOFT

complication .
5. (a) Hospitalization Period (if applicable) =[5t | (IR " ) eSS R S TR S
(e) rest cures / sanatorium / convalescence / [] Yesf. [ Nop
| | | | | | | | rehabilitation fEEsE 1 i | R R [
From [li MM/DD/YY £[/fi/F  To % MM/DD/YY F|/f 1/ (f) cosmetic / plastic / elective surgery [ YesiL [ Nop
Wk | R P R
(b) Period of Home Leave during hospitalization* {* IHE'LIFJHTJF%IEWHH[ 1> @ Al S”’”Y related !Ilnes§ [] Yesil [] NOF}
z;i;ﬂ IR RS T ﬁjﬁd;'/ TUFJ
| | | | | | | | (h) dental treatment or surgery 7 gk(:l‘if"&gﬁ}f e [] Yesfl [ No}
From [ MM/DD/YY F|/fI/F  To % MM/DD/YY Z]/[1/:F natural teeth involved =% /7 #i( 7 %4557 ) [] YesfL [] Nol‘
| hereby certify that | have personally examined and treated the patient in connection to the above condition and that the answers given above are all true to the best of
my knowledge and belief. 74 * =i ﬁ THG JFJ ki | ,i;t’ghley,ﬁfﬁk b;H@ il s rq_;cprﬁ—l I ﬁpﬁy& i est Hﬁgﬁ
Name of Physician &4 it ¢, Signature Hospital Stamp &%= %
Qualification ?‘rﬁ? Date [!#]
Address Pyi- Tel No Fﬂfﬁfi'

*: Please delete as appropriate ﬁff 08 (P o= 1)
Note: In case of inconsistency between the Chinese and English version, the English version shall prevail J[If[1< 454 fiu[*] Fﬁéﬁ?g‘\vdfﬁ%j: OISR I R TR S A
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