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Supplementary Form of Successor Owner Benefit

BERET
1. FEREEZEAM Y% -

A EEZ -
3. EEAHRTENRBESMNER (NA) SSHEESEANRE -
Importantnote:
1. Please put* v * for the appropriate box.

specialist medical report etc. to enable us to assess your application.

2. BEREBRREREARBR—HHERURE M EAREM S X, fliERELMNLRRESWIIPERRR - BRAE  BERS, SNBERSS

2. Please submit this formtogether with the Change of Policyowner application and attach other reports or relevant documents, such as original
hospital bills with breakdown details, discharge summary issued by hospital containing the exact diagnosis, sickleave certificate, medical report,

3. The fee (if any) for this Supplementary Form Part Il willbe borne by the Successor Owner.

E—E5 PART | (HEEHAAEE to be completed by Successor Owner)

A. RERABAEMR Policyownerinformation

1. fREEZRSE Policy Number 2. XX #EZ Name in Chinese

3. |EXE Name in English

5. B4 HEA Date of Birth

4. BH3% / ERBSRES ID Card / Passport Number

6. MRl Sex

H DD B MM £ YYYY
7. #H Diagnosis 8. R2EHM

Date of Diagnosis / Death

B DD B MM FYYYY

B. EAE4%MaLIEEBIEE Cause due to Accident or Non-lliness

1. EHEERE Date of Incident 2. EHEERM Time of Incident

| | | : O £ Am
[0 T4 PM

H DD A MM FYYYY & HR 73 MIN

3. EHEEHEL Place of Incident

4. ERFE (NERSEEE Z2F#E )
Details of Incident (such as detail of the activities engaged)

5. FERAAS S Please State the Part(s) of Body Injured

6. BETMBREHRE ? Is theincident being reported to the police?

O & No
=] B (ARMHFELN RS/ RBERIMNEES / OfAEE - 1058 )

%2/ & District of Police Station

Yes (please provide details and attach copy of the police report/ traffic accident report/ oral statement, if any)
& ZE 4R 5% Case Reference Number

## 15 Details

EESBARE EERBAGER

Signature of Successor Owner

Name of Successor Owner

B (H/B/®)
Date (DDIMMIYYYY)
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E"E9 PART Il (HEZEBEIERE to be completed by attending Physician)

A. RERAA BA)

& Policyowner (Patient) Information

1. % Name

2. B1):E / #HBI%HE ID Card / Passport Number | 3. F#: Age

4. A Sex

5. BN EEmABERZNEE W "

B DD A MM FYYYY

B so R0 B iZ [O]iF Are you the patient’s usual physician? If “Yes”, medical records traceable from

B. EE=ER Medical Information

1LEEEREIRAE SymptomOnset Date

H DD B MM FYYYY

2. BXRKEZHHE First Consultation Date

H DD B MM F YYYY

3. fAf Symptom(s)

4. a. B Diagnosis Date

H DD A MM FYYYY

c. WMABRHEHH
Patient First Being Informed Date

B oD A MM & YyvY
e. ERERZRAIRE ?F

b. 2Ef Diagnosis

d. 11 7% (RIRHELE /  BfRgE)
Informed by (please provide name of physician/hospital)

BIEHF1E Whatw asthe underlying cause of the disease? Please provide details

5. BRMUABERESEMFHE ( BEFil -
Please provide details of treatment and medication (include surgical, radiotherapy, chemotherapy, etc.)

mavas - EES)

HEA Date &7E / 748 Name / Type 1% Details
B DD BMM  ZEYyyy
H DD B MM EYYYY
H DD B MM EYYYY
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Please provide information of the past health history of the patient

B4 / B&FR Physician/ Hospital

6. BIEUEBABENERELEER
HEA Date

| | |

B DD B MM £ YYYY

(EZRK#Z First consultation)

H DD A MM FYYYY

H DD A MM FYYYY

2P / B8P Clinic / Hospital Address

EFESRAS Telephone Number

7. BEREBARERSE - KRESEMEE RAHEE

Please provide information of patient’s family health history, habit on smoking any tobacco products and consumption of alcoholic drink
R
Disease Details

o SEEe
Family Health History

A =E

Diagnosis Date

HDbD B MM
H DD A MM
H DD H MM
O REEEER EmiEsE
Smoking Tobacco Products  Product Type
ERFREISER Emigi
[ Drinking Alcohol Product Type

O MEEERIWARAERHF Nosuchinformation

SAFHRE
Daily Amount

SXFHRR
Daily Amount

3
Cigarette(s)

v
ml

52PN ES
Relationship w ith Patient

SR E
Duration
=
From | | to |
B MM FYYYY B MM FEYYYY
FFERE
Duration
J=2] E)
From | | to |
A MM FYYYY B MM EYYYY

O A ERBEERE  ABRREE

2t e/ BREAFERER / AFMERE X

Note : Please attach copies of histopathology report, endoscopic report, diagnostic / laboratory tests report and/or operating theatre summary
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B4ER Physician Information

BEYs BL  BREEREE
Name of Physician Signature and Official Stamp of Physician/ Hospital
BEREXER 2P/ Blr 2t
Quialification and Specialty Address of Clinic / Hospital
BRI H# (H/R/%F)
Telephone Number Date (DDIMM/YYYY)
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