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ace insurance Dread Disease Claim Form

E—MO-EHNEAXRAER
Part | - To be completed by the insured

BAEH Personal Particulars Ref____(foroffice use)
SARALEA ES Fx REFH

Name of Insured Eng Chin Policy No.

ERFRPRE ZRAEBZHERS Fip fezl] B &
Credit Card Account No. HK Identity Card No. of insured Age Sex M/F
HAEH A AREEERE ETHERS

Date of Birth Daytime Contact Telephone No. / Pager

B

Correspondence Address

fREZ BRI

Policy Registered Address
(4ngE Faismaibk#R (R B AR FEHEES  Not necessaery if it is same as above)

REREEEE (& B 1
Name of Current Employer Position Held
REEE ML ATEEE
Address of Current Employer Tel No.

fAIEE Details of Disability
1. PRBRRERE - R RTIABSIREG AR EEBRH - KAE - EHRER -

Type ofdisability you aresuffering from. Ifdisability is causedby injury, pleasespecify date, time, place and detailsof the accident.

2. B EEREAKITATGF I8 BT LA Eok -
Signs and symptomsyou are sufferingfrom and pleasegive an approximate commencement date whensuch symptoms arebeing aware of:

3. BIEFFMEHRILBTRDNA B ELENERTEE -
Please state allmedical doctors consultedfor the disabilityin chronological order.

EAMA AR Y5 ks K/ MERE B #
Name of Physician Name and Addressof Hospital /Clinic Date of Consultation/ Confinement
H {i Other

BIEEERARNEMRREATR? 0B HFaElA
Do you haveother insurance coverage? If so, please specify:

ARATEE REHER RRE REAKA B
Name of Insurer Type of Cover / Sum Insured or Benefits Level Policy Effective Date

B RIF#EE Declaration & Authorization

REEHE (EAER (L) GO 2RE  AALETEEE  ZRRARATRKRENFENHNABES N EMBLESHEAER - THARACE(E
ABERWEESR PR Rz BRMRHE - YA AZSENRESENINZ BEALEERE -
In accordance with the provisions of the Personal Data (Privacy) Ordinance of Hong Kong, by signing below, | consent that the personal information colle

or held by the Company, whether contained in this application or otherwise obtained, is provided and may be disclosed to individuals or organisations witl
or outside Hong Kong for the purposes set out in ACE's Personal Information Collection Statement

ZRA/REFBAREE NZRARM185R) #E04

Signature of Insured / Policyholder (if insured is below 18 years old) Date Signed

ZRN/REFBEALAL(FULEER)

Name of Insured / Policyholder (in block)

Cted
n

=

ACE Insurance Limited 25th Floor, Shui On Centre, No. 6-8 Harbour Road, hchai, Hong Kong
FERE A MRS & B B ¥ B B E 6-8 % I R P L 25 48




EMR—HBREERRACEIDELER - MEERBRRABTI -

Part I - To be completed by the insured attending physician at the Insured's cost

B A BBESNERS Fir 4 5l
Full name of Patient HK Identity CardNo. Age Sex

1 FRULTEBERRER :
About the medical conditions. Please state:
REDE

Exact final diagnosis

=2

HARE EERERE BRERELYEN LM REER)

Stage / degree/ severity ofthe disability andextent of area/ organ affected

o

BRRZEERER - BAORKBERENA P BACEDEESALKREREE - SUEKEMAKA M 2B EHERA ?
What is the prognosis? According toyour professional opinion, does the disability pose any life threatening signs ordoes it resultin any permanent/ irreversible loss of
function?

2. FRUELUTEBREER :
About the medicalhistory. Please state:

WA F IR BB B 2 mBR P ?

When did thefirst consultation take place for therelated signs and symptoms?

b R BB ERLEZHAR ?

What sign(s) and symptom(s) was beingaware of atthe onset ofthe disability?

CEMABRM » ERBEHEBET ZATERRE?

According to the patient, for howlong had suchsymptom(s) persisted beforethe first consultation?

o

CBRTEIEBASRILFRMRD - ERNEEFH AR ABRHRFE?

Please list inbelow all medicalconsultations, hospital confinement, surgical procedure andcourse of medical therapy relating tothe disability.

ERE | TEREER B3
Date / Period Type of medical treatment Details

3. MILWETFIBERAER - FHEHA :

Please indicate ifthe disability isassociated with thefollowings:

[ &RMERR [(XERREYTE

Congenital disease Under the influence of drugs oralcohol
O AmaEMSERES T 2BREENBARTA CJBREEDRZH

Self-inflicted injuries orsuicide while saneor insane AIDS

4. FEMELAMAERBLLLRZDE  HEIRBRERNA

Please attach copiesof diagnostic /pathological / laboratory reportsrelating to thedisability.

BAEE BhusE =g

Signature of Physician Hospital / Physician Stamp
EE ZERH

Physician Name inBlock Date Signed

it

Clinic Address of Physician
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