ERRERER STARR

CRITICAL ILLNESS CLAIM FORM

YIRFAE MR R 24 H WA 2 - DA s 78 &kL  Ifthe space is not enough or no applicable field available, please supplement information by attachment.

PRERFA AR Z R AE R POLICYHOLDER AND INSURED PERSON INFORMATION

FRERSENE Policy number FREEFFA A4 4% Name of Policyholder
2% A\ 444 Name of Insured Person B8 N4 (AR 22 £ A) Name of claimant (if not Insured Person) Bz {3 A\ 1% Relationship to Insured Person
ZHE N B4y EESEHE Claimant HKID number 4% B h Contact phone number FEHEFH L E-mail address

iEERHEE Correspondence address

ZREFER F4:4H TYPES OF CLAIMS AND AMOUNT

D ERER AN FERES MR A R D BB B RE
Critical Illness Cancer Surgical Treatment Dietary or Nutrition Therapy

Z{E 4:%H Claim Amount:

&% CLAIM DETAILS

R RRIMNETL > HEFHLU R - If the claim is due to accident, please specify the below:-

AN I > B RS B2 B Date, time and place of accident

BA/NEAEERS Circumstances of accident

E Ky 2 (55 i Nature of injury and affected part of body %28 Z W E Final diagnosis

AR 2 Did you report the accident to the police ?

|:| 7 (GEMT FEJ7545) Yes (Please provide Police Report) D % No

WZEE R FEREEL > S55EH040 R - If the claim is due to sickness, please specify the below:-

B X H IR IR H H Date of symptom first appeared B KoKE HHEH Date of first consultation G BEA4FE Critical illness
DD MM YYYY DD MM YYYY
H H E H A E

s pRERYA > % (# Brief description of the symptoms from the date of onset

BT i S AR R s P T A S 2 G 2 AISE: > 55579t - Have you ever suffered from or received treatment for similar or related sickness? If yes, please give full
details.

H & E b R BRI > B ? BidA 2 5(# Have any of your blood relative(s) suffered from similar or related sickness? If yes, please give details.

D I Yes (E55E#L40 R Please specify below) |:| 7 No

HIE R % Relationship of Relative & B4R Nature of Illness 28 H #f Diagnosed Date




26 K fEFia¥ S DETAILS OF MEDICAL CONSULTATION / HOSPITALIZATION

SERE AL LR S oK 22 515 Details of any doctor(s) who have been consulted in connection with this or related illness / injury

>K#2 HHH Consultation Date(s) B 4= 24 Doctor’s Name(s) Hihk Address(es)

SHPE LR IR EUG T (£ E 2 5F1% Details of any hospitalization in connection with this or related illness / injury

B2l % Name of Hospital AJEHHH Date of Admission HilE HHA Date of Discharge

AT

MR NE R K22 2 B A 44 - Rk R Hf4& B8 EE Details of the name, address and contact no. of the Insured’s regular doctor

HAth (R 2 E OTHER INSURANCE OR COMPENSATION

BN RS EM A TR ELERE 2 Are you insured for similar benefits with any other company? l:‘ % No |:| 2 Yes (355 FUL41 T Please specify below)
{REg ] 2 %45% Name of Insurer FREESREAE Policy number {R:[EIE H Benefit {48 Sum insured

Y752 SETTLEMENT METHOD

Al R DL N H o — TG

Please select one of the following settlement method

O

$R1THEIE Bank Transfer
B ECERTT 4% Name of the Bank

$R{TH7A% Bank Code

$R47 P 15965 Account No.

$R{T7 P O A 44F% Full Name of Account Holder

J&ie 722 Hong Kong Dollar Cheque
i EZ RN E R R E T L -

Mail to the Insured Person/eligible claimant’s correspondence address

BEHA Ko #%1# DECLARATION AND AUTHORIZATION

RREEHBNGEILEY] - SR TTARIFTE - ARER EATEE L R Sl - PO/ LS SRR & S PR B - F/FMALE Starr International Insurance (Asia) Ltd
(“SUA™) s HFREAEERI(REY - [ FHE0ARE SIIA P (R AT A BT E NS T STA AR AR E AR - PRI R 5 R S R - RIS
IRELEPAMIGRSS © FARTIII A M RAEFR VR ERFTRAVER - SIA 1 i s A B AR R - FU/RMEIRARE R STA AR FRESUEAER - ARIEYHEEATEEN SIA #YEERRACH - i
HERSE B 18 SR B 19 42 1901 & -

AN SUA SCHAHEA B - Bt - 2257 ~ (R T - BURTHE R EA RHAALE - SREIR/AR e
B B 2 AR NG Z LR > HEI AL A R AR -

The undersigned hereby declares that to the best of my/our knowledge and belief, the above statement and particulars are fully and truly made. I/'We agree that if any fraudulent means or devices are used in
connection with obtaining any benefit under the Policy, the Policy shall be void against me/us. I/'We agree that any of my/our personal information collected or held by Starr International Insurance (Asia) Ltd.
(“SITA”) or its authorized representatives is provided and be held, used and disclosed by SIIA to individuals/organization associated with SITA or any selected third party for the purpose of processing the claims
herein, providing data matching and to communicate with me/us for such purposes. The undersigned understand that SIIA may be able to process the claims herein if I/we fail to provide any information
requested in this Claim Form. The undersigned further understand that I/we have the right to obtain access and to request correction of my personal information held by SITA. Such request can be made to SITA’s
Operations Services Manager at Suite 1901, 19/F Central Plaza, 18 Harbour Road, Wanchai, Hong Kong.

I/We hereby irrevocably authorize SIIA or its authorize representative to obtain my/our medical records from my/our treating physicians, hospitals, clinics, insurance companies, government agencies or other
relevant organizations in relation to the accident or claim. This authorization is valid even I/we am/are deceased. My/our next of kin is also bound by this authorization. The original or copy of this authorization
has the same effects.

=

SHNRRE BRI L« IR/ BB Heeekme )] - ISR A AR

Z{R N/ E N % E Signature of Insured Person/claimant (REFFE AEE (FEATH  EARERERE) [ # Date

Signature of Policyholder (with company chop, applicable to group policy)




iR RS L (RHEZREHR)
CRITICAL ILLNESS MEDICAL REPORT (TO BE COMPLETED BY ATTENDING PHYSICIANS)

B A K] Patient Information

% A Jtk %4 Name of patient 14 H HH Date of Birth TG ()5 e IESERE HKID/Passport No.

BAYNBEREERE Details of Accident/Illness

B N EGZ IR NEE K28 427 Are you the patient’s usual physician? OFYes OFRENo

T SEIRMAEARIEESS o If yes, please provide details:
JEZ2 HHRH Period of Consultation

WA B RSB A E BT ? 412 » Btk 524 7 4+ Was the patient referred to you by another physician ? If yes, please advise the name of referral
doctor.

H¢{%526 Final Diagnosis 2 H H] Diagnosis Date

SHEFULR AR Please describe the signs and symptoms

H K2 HIY Date of first consultation ZEEE R R EUH H Date of occurrence of injury or first
DD MM YYYY symptom
H H s DD MM YYYY
H A i

R 5 A DAPE S 75 HER E e s DA ) 41 o SR H B ENS © To the best of your knowledge, has the patient ever had the same or
similar condition(s) or symptom(s)? If yes, please state the dates and conditions/symptom.

ERENE S HEAMEEERER ? 4% - B ALEFS - Was the condition caused by any underlying disease? If yes, please specify.

BB NS GG |2k A (BIEE S RaRAE TR W12 - FHHEALEESS - Will the current condition(s) or symptom(s) result in any permanent disability or irreversible loss
of function? If yes, please advise details.

Y LS ARE - S EE S R SRS AT 2 B 9rEh o If the current condition or symptom relates to burn injury, please advise (a) degree of burnt and (b)
estimated % of burnt body surface.

RS H TG B 55 B Is the diagnosis due to or associated with any of the following?

(a) e KMESEE Congenital anomalies O /& Yes O A& No
(b) fRJIEEIE Refractive error or correction of eyesight [0 & Yes O K& No
(c) #E{EMEEENR Heredity condition O & Yes O A& No
(d) FEFIEI Tl Cosmetic or plastic surgery O /& Yes O &4Z No
(e) [ZE531 Pregnancy or childbirth [0/ Yes O “~2& No
) FemFHEEREES N 2 BFEEGDE 1T Self-inflicted injuries or suicide while sane or insane O & Yes O & No
(9) JEKEEEEY)R/ 2 Drugs or alcohol O & Yes O K& No
(h) FEEEGCERR Mental or nervous disorders O & Yes O F7& No

R K2 ~ (FRE R Ti5 2 5815 - Details of medical consultations, hospital confinement and operation

Date / Treatment period Treatment Details

H i / Jafr i vyl




WL BEE ~ [RACE - RO - FHIEE I TARIERSS - Please complete the below respective sections if the final diagnosis is Cancer, Carcinoma-In-
Situ, Stroke or Heart Attack.

Cancer J&JiE / Carcinoma-In-Situ [R ALz
1. BRIFRE R ERE > JF &1 B What were the symptoms? And what was the origin of the tumor?

2. HERERW—FEE GRS, TR, 52 BRI SGEEREEZE) ? What is the TNM staging of the tumour (i.e. Carcinoma-in-situ, Pre-

malignant tumour, Completely localized or Distant metastasis etc.)?

3. WAEZH AR SEFEHLEERS - What is the nature of treatment? Please provide the details.

4. AEETURRES T AVF - SERR VA RIS (RIAIREAR S AT F Y, AETTHIRE T B MRS K 45 55 ) Was a biopsy of the tumour performed? If yes,
please provide the details (i.e. biopsy date, biopsy performed by and the result etc.)

Stroke HJ&|

I BRPEE S ER K A IRERE? S5¥k - Is there any permanent neurological functional impairment? Please provide details.

2. FEpul R AR HES A R T B 45 5. - Please advise the tests was found to confirm the diagnosis and the test results.

3. RSB TYIE R EREARHE? Is the condition due to or associated with any of the following?

(2)  JEEMERSERn Transicnt Ischemic Attacks (TIA) O /& Yes [ R & No
(b) FHES B - B3R ~ ARV SRR S B R 5 [0 72 Yes O /& No
Brain damage due to an Accident, infection, vasculitis, inflammatory disease or migraine
(c)  FZZEHRELAYIMAS B2 Disorders of the blood vessels affecting the eye [ & Yes O & No
(d)  AIREZLAYHL M2 Ischemic disorders of the vestibular system; and [0 =& Yes O A5& No
(e)  FEISFAG B RAVIEER S 1 E Asymptomatic silent stroke found on imaging O & Yes O F&& No
Heart Attacks .0 0%

1. EREMEEGZE I ERA S CBIEZE? Is the current episode a new definite acute myocardial infarction? [J 2 Yes OF & No
2. ZRANZIRERA S AR EAR S FE? What were the symptoms and any history of typical chest pain?

©

3. EZHINE XL ERE S S E 25312 Any abnormal findings for the first electrocardiogram (ECG) done after the onset of the disorder?

4. DHBZEGEEIS? 45 » BHALEERE - Is there any elevation of cardiac enzymes levels? If so, please provide the details.

5. AEREIRERE IR S MR 2 i B2 55 O BEFE? Is there any death of a portion of the heart muscle as a result of inadequate blood supply due
to coronary artery disease?

B2li/z2 il Address of hospital/clinic

B2l5¢/z2 e st Phone number of hospital/clinic Byt H HH Date of medial report
DD MM YYYY
H A £
F 22544k 4 Name of attending physician/specialist FRABLNES HHH Date
Signature and stamp of

attending physician/specialist

DD MM YYYY

STARR

INSURANCE COMPANIES
Starr International Insurance (Asia) Limited

TS S 18 SR PIREES 19 £ 1901 = Suite 1901, 19/F, Central Plaza, 18 Harbour Road, Wanchai, Hong Kong
ZE 4R Claim Hotline: (852) 3765 5577 {8, Fax : (852) 3765 5501 &%} E-Mail: asia.ahclaim@starrcompanies.com




	Policy number: 
	Name of Policyholder: 
	Critical Illness: Off
	Cancer Surgical Treatment: Off
	Dietary or Nutrition Therapy: Off
	Claim Amount: 
	Jg Nature of injury and affected part of body: 
	Final diagnosis: 
	f f j o Yes Please provide Police Report: Off
	No: Off
	eCritical illness: 
	1 Brief description of the symptoms from the date: 
	Yes ji1T Please specify below: Off
	No-0: Off
	Textfield-0: 
	Textfield-1: 
	Textfield-2: 
	Name of Insured Person: 
	J fiQ x ANameofclaimantifnotInsuredPerson: 
	1fr Relationship to Insured Person: 
	1 5j Claimant HKID number: 
	Contact phone number: 
	Qthfj Email address: 
	bfjL Correspondence address: 
	5F 9  Date time and place of accident: 
	Circumstances of accident: 
	Textfield-3: 
	Textfield-4: 
	Textfield-5: 
	Textfield-6: 
	Textfield-7: 
	Textfield-8: 
	Textfield-9: 
	Textfield-10: 
	Textfield-11: 
	OTHER INSURANCE OR COMPENSATION: Off
	Name of Insurer: 
	Policy number-0: 
	Benefit: 
	Sum insured: 
	Bank Transfer: Off
	Name of the Bank: 
	X17 Bank Code: 
	JF q Account No: 
	f7F qtly Full Name of Account Holder: 
	Hong Kong Dollar Cheque: Off
	Signature of Insured Personclaimant: 
	Jf Name of patient: 
	I H Date of Birth: 
	f598 HKIDPassport No: 
	a Yes: Off
	8 No: Off
	Final Diagnosis: 
	H Diagnosis Date: 
	jJ Please describe the signs and symptoms: 
	TT 7 Q  jLI Y J TLJ jiSt jta   T H   To the best o: 
	RadioButton: Off
	RadioButton-0: Off
	RadioButton-1: Off
	RadioButton-2: Off
	ChkBox: Off
	fm: Off
	ChkBox-0: Off
	fm-0: Off
	ChkBox-1: Off
	fm-1: Off
	ChkBox-2: Off
	fm-2: Off
	R2ZGymDetails e medical consultations n N confinem: 
	RadioButton-3: Off
	RadioButton-4: Off
	RadioButton-5: Off
	RadioButton-6: Off
	RadioButton-7: Off
	Is the current episode a new definite acute myocar: Off
	t1f EAddressofhospitalclinic: 
	Phone number of hospitalclinic: 
	f Name of attending physicianspecialist: 
	Text1: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 


