
Part l - To be completed by the insured

Personal Particulars

Name of Insured

Credit Card Account No.

Date of Birth

Correspondence Address

Policy Registered Address

Name of Current Employer

Address of Current Employer

Eng

Dread Disease Claim Form

Chin

HK Identity Card No. of insured

Daytime Contact Telephone No. / Pager

Policy No. 

Age                           Sex           M / F

Ref:                                  (for office use)

Position Held

Tel No.

Details of Disability

1.

Type of disability you are suffering from. If disability is caused by injury, please specify date, time, place and details of the accident. 

2.

Signs and symptoms you are suffering from and please give an approximate commencement date when such symptoms are being aware of:

3.

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

Name of Physician Name and Address of Hospital / Clinic Date of Consultation / Confinement

Declaration & Authorization

Other

Do you have other insurance coverage? If so, please specify:

 

Name of Insurer Type of Cover / Sum  Insured or Benefits Level Policy Effective Date

(  Not necessaery if it is same as above)

25th Floor, Shui On Centre, No. 6-8 Harbour Road, Wanchai, Hong KongACE Insurance Limited
6 - 8 2 5

ace insurance

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

Name of Insured / Policyholder (in block)

Date Signed

ACE

In accordance with the provisions of the Personal Data (Privacy) Ordinance of Hong Kong, by signing below, I consent that the personal information collected 
or held by the Company, whether contained in this application or otherwise obtained, is provided and may be disclosed to individuals or organisations within 
or outside Hong Kong for the purposes set out in ACE's Personal Information Collection Statement



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

    

Full name of Patient HK Identity Card No. Age Sex

1.

About the medical conditions. Please state:

a.

 Exact final diagnosis

/

Signature of Physician Hospital / Physician Stamp

Physician Name in Block Date Signed

Clinic Address of Physician

b.  ( )

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

c.

What is the prognosis? According to your professional opinion, does the disability pose any life threatening signs or does it result in any permanent / irreversible loss of 

function? 

2.

About the medical history. Please state:

a.

When did the first consultation take place for the related signs and symptoms? 

b.

What sign(s) and  symptom(s) was being aware of at the onset of the disability? 

C.

According to the patient, for how long had such symptom(s) persisted before the first consultation?

3.

Please indicate if the disability is associated with the followings:

4.

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

Congenital disease

Self-inflicted injuries or suicide  while sane or insane

Under the influence of drugs or alcohol

AIDS

d.

Please list in below all medical consultations, hospital confinement, surgical procedure and course of medical therapy relating to the disability.

 

Date / Period Type of medical treatment Details
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