[ OneDegree

Critical lliness Insured Claim Form

Rk BERERERFRERERS

PART | - To be completed by Insured /Claimant £—283 (SEAHBEFEAES)

Policy No.
TREBSRES

Name of Insured HKID Card No.
ZIRASE B

Email Address Contact Phone No.
BB B

Address
Hhik

General Information —f§E& ¥}

1. lliness / critical illness

BRSBTS
2. Describe symptoms of the illness 5% LSRRI

) D Month Y
3. Date of symptoms first occurred 2y onth A ear

REERLREAHN

. . . Day H Month A Year &
4. Date of first consultation/ first surgery date

BRRZ B BRFEH

5. Please provide full and exact details of the final diagnosis. 512 FPRIA S BRI RAREES ©

Day H Month B Year
6. Date of final diagnosis

= B3

Record of Medical Consultation / Hospitalization i{¥ 2 R:2 R {£Br40i%
7. Please give below the details of any doctor(s) who have been consulted in connection with this illness. FEigft G2 a RN E B E=R
BaEn o

Name(s) Address(es) and Phone Consultation Date(s)

B4t Bt E s K2 B ER
Day H Month B Year
Day H Month B Year
Day H Month B Year
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8. Details of hospitals or institutions which you have consulted and received medical treatment from in connection with the illness:

ARttt

Bz AT |
Name of Hospital (s) Confinement period(s) 1£Bx H A
Pl From H To &
Day B Month A Year £ Day H Month B Year
Day B Month A Year £ Day H Month B Year
Day B Month A Year £ Day H Month B Year

8. The name, address and contact phone no. of your regular doctor. Bl FIBE K2 2 B4AEME « il REHAREEE o

Name Contact Phone No Address
"H B ik

9. If critical illness you are claiming is resulted from an accident, please provide: Y1 RE FTRIEMERZHEHRSIHER » FHiRd ©

Date
HHA

Day H Month A Year £

Time

5 i

Hour Bf Minute 9

Location (Address)
G (k)

How did the accident happen?
EESHENAEEN

Injured body parts and severity:
REN SIS UMBERE

Other Information EfthE&#}

10. Have you ever had the same or similar illness before? B i {E & & S I RS EE AR ?

O No &

=%

O Yes 2

If “yes”, please state: ¥ “&” > H5IBA :

Name of Illness

Name & address of doctors/hospitals

Consultation Date(s)

Details of treatment

BRETE B4 /BEraE Ke2 HER EUIEIE
DayH MonthA Year &
DayH MonthA Year &
DayH MonthA Year &
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11. Have any of your immediate family members suffered from a similar or related illness? B T EBHAZAHRE S BILKF R B HNER ?

O No &

I=EJ

If “yes”, please state: 41 “&" >

O Yes 2

Relationship of Relative

HERAG

IR ¢

Nature of Iliness

BwERR

12. Have you ever had any other illness in the last five years? B T8 A F ST B H itk ?

O No &

=%

If “yes”, please state: 41 “2

O Yes 2

>

FB5IER ¢

Name of Iliness | Name & address of doctors/hospitals Consultation Date(s) Details of treatment
BRETE BA/BREE Ke2 HER PEIER

Day H Month A Year £

Day H Month A Year £

Day H Month A Year £

13. Please provide the bank account information registered under the policyholder’'s name and submit together with a copy of bank card or

bank statement. SEiR A REFA ABRMENIRITA OB RERRIAMNIRITRGE (BFEF

Bank Name

IR1TRME

Branch Code (3 dig
D1THRSE (318D

Bank Account Number

IRITAR A SRES

its only)

4+

=]

B) /BRIRITREIE -

Bank Account Holder’'s Name

IRITERPRAAGS
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Authorisation and Declaration $2# K205

| / We declare that all information given is accurate and true to the best of my knowledge.
BN/ HMBAEN BIINREFFETNE—RBEEZAMAKMEEEREE -

I/ We hereby irrevocably authorize:

A BPIEA AT R

e any organization, institution, or individual, that has any record or knowledge of the Insured's employment, sick leave records, accident or
loss details (of any sorts), health, medical history or any treatment or advice, to disclose any such information when requested to do so by
an authorized representative of OneDegree Hong Kong Limited (“the Company”). This authorization shall bind the Insured's successors and
assigns and remain valid notwithstanding the Insured's death or incapacity in so far as legally possible. A scanned copy or photocopy of this
authorization shall be as valid as the original.

EEMESEEZRAZLE « WRACHE - BINSHRK(ERIER) 25518 ~ BERN « MESERIARIGEALERBRAHFZRAL B ZHE
1 ~ A8 AL ~ @ OneDegree Hong Kong Limited ( TE2AF) ) )BRAMER » AMERMRASETIRKES » WREEDAFEE AR
MRMAZEENERATGRIERENR o WREEZ FARBIEEBEN

e any registered medical practitioner appointed by the Company to perform medical assessments and tests to evaluate the Insured's health
status in relation to this claim.

EAREAEEENFME LB RAETAREZBEME ARG » THZRAZBERETEZ ARG > MURIEAREERE o
I/We confirm that I/We have read the Personal Information Collection Statement which is made available at

https://odhk.blob.core.windows.net/common/Personal-Information-Collection-Statement.pdf and agreed to OneDegree Hong Kong Limited's

collection and use of personal information.
BA/AANERCEESAEMEAERKEBR 5 > URBREABNEREREAELR - OneDegree Hong Kong Limited Z B A B RUER

BEs¥EY https://odhk.blob.core.windows.net/common/Personal-Information-Collection-Statement.pdf ©

Day H Month A Year £
Signature of Policyholder {RE#FH A% Date signed Z5E HHA
Name of Policyholder {REB1F5 A& HKID Card No. &8 5 755555 Relationship with the Insured E253{% A AYRA (%
Day H Month A Year £
Signature of Insured 1R A Date signed & HHA

This declaration and authorization must be signed by the insured. If the insured is physically or mentally unfit to sign, the insured’s immediate
family or his/her authorized legal representative can sign on his/her behalf.

IWEAREEENERRRARE » B2 RASRUBEHRERELZEE > UHEEREE/ S EREARE -

Please complete the following information if the signature is not given by the insured.
EEEZEIFZRA > FER TNIIER !

Full Name 5 HKID Card Number &8 5 55555 Relationship with the Insured 1R A FORBE{%
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