¥4
PRUDENTIAL

PRUChoice Medical Insurance — Claim Form NewClaim %

Follow-up Claim & W

FRER BRE | BRERE — BRERREEHE

(Please “V” the appropriate box) (FEREEZEREL “V" )

Claim Instructions s
1. Completing Claim Form 1. ﬂn-uﬁu*ﬂqﬂli
Part I: To be completed by Policyowner/Claimant —En . ERFRBFREA ZEAES
Part II: To be completed by Attending Physician/ Surgeon (any cost incurred from this Part and the 4 b =18 25 R R
forthcoming medical report fee are to be borne by policyowner/Claimant) B - s%gk%%éfgi@%;ﬁﬁ (HERBRGHA F BETR 1R 2 B AR & 0T B R
*Supplementary information: To be completed by policyowner/Claimant (Please fill in this section if N i
need to claim from Individual Life policies of the same Insured under Prudential Hong Kong Limited) * Eg‘ééﬁﬁgkimﬁ igﬁ%fa?f‘gég (?ﬁﬂ;ﬁ&lﬁtﬂﬂzﬂa BE RARIERE — ZRAERBURE
2. Submitting the claim form 2 HIE SREETR
Submit this claim form with original medical receipt(s) and all supporting documents, certificates, 2. EXEMBER
information and evidence. In case of a claim of Sub-Section 11, the original medical receipt issued by Eug o 2 | ¥
the Registered Chinese Medicine Practitioner is required. In case of a claim of Sub-Section 13, please gi—;‘;gff*Eﬁ ?Egnggiﬁgﬂigggg@%@ﬁiﬂx ﬁ%T%EEﬁﬁg,ﬁE ﬂﬂgé §§FI
submit the original taxi fare receipt which clearly indicates the date and time of travel, and the amount N FHARSL o = oLl ,3
of fare. In all circumstances, a fresh claim form is required for follow-up visits at a later date. BRFIRRER .H&HSZEE’JE’J:‘:EFF]L&EEZK HIRE - EEMERT - WFERAREL  LEER
Claim form must be submitted within 90 days of the expenditure being incurred. Before returning the ﬁﬂ'g?f” i
form, please make sure that all parts have been completed and that you have attached original E-E ﬁ%éﬁﬁ-_iﬁﬁﬁﬁé 0HARE » EREARE  FHRESHHLCIET  ROKH LBE
medical receipt(s) and all supporting documents, certificates, and information. Receipt(s) will not be BIEEA - FIEAER M  REREE - RIEEHBESR B EHEREREERE-
returned unless requested. s
All consultation payment receipts must clearly indicate the consultation date, patient's name, Ejﬁzﬁﬁﬁ’wig%@%%g%ﬂ \ﬁ“’{%%gpﬁgg,ﬁ\ﬁﬁégﬁnggﬁ (ZIHD%E) E%EI
description of charges, diagnosis and operation (if any), together with the signature of Physician/ fggd: / & “% T2 RS MR ﬁ@ P RHVE s A B P B
Surgeon. Prudential General Insurance Hong Kong Limited reserves the right to request for medical BREZEARREFAA | REAXNS  RAVBERADVREBSHEARRBLEREXA 2R
report, to be obtained at the expenses of the Insured/claimant, and further information if information Fl o
on the receipt is insufficient and to appoint an independent medical examiner at its own expenses. ey N e .
Remarks: Please attach copies of histopathology, endoscopic, diagnostic/laboratory tests report, and/ it BEEFEE - RRE - EEER RBRER | RFHEBREREARAF ©
or operating theatre summary. .
No Reimbursement of Claim shall be made for: uﬂu'ﬂlﬂ ! iﬂﬁﬂllﬁ’f!ﬂ#! :
o Claim(s) submitted after 90 days from the date of discharge. o REMRBRERAVBEFER °
« Insufficient of required information. o FIBERTR -
3. Returning the completed claim form to: 3. WERRARCEMBERTE :
Prudential General Insurance Hong Kong Limited - PRUChoice Medical Insurance BRHBEEAT - REEE rEEy ]
PO. Box No. 28162, Gloucester Road Post Office, Hong Kong FBEHITEBREBRS528162%
Tel: (852) 3656 8362 B (852) 3656 8362
Fax: (852) 2977 1266
4. Getting Your Claim Payment B : (852) 29771266
Approved payment will be settled by autopay to the designated bank account of the insured as 4. BHRREKRE

provided in the Application Form, or in cheque should the bank account of the autopay not be
designated.

BMRERNREFESURBERES - ATREPER LREGCRESEA
FQ; SEAEEBERS DRBRERUEUXITANRERAA

PART I - To be completed by Policyowner / Claimant $—#B{3 BRREFHA / REAES

Name of Policyowner / Claimant:

Patient’s Date of Birth (DD/MM/YYYY):

REFBBAN | REALS 2 EHERE (R/AMF)
Name of Patient: Sex: Daytime Contact Tel No.:
HpELA i3] Bl e

Policy No. of Patient:

RDERERE
Date of Claimed Treatment (DD/MM/YYYY): From To Return certified true copy of receipt(s)? D .
REGE A (H/ A/ %) 2] = REE R E AR BRI ? Yes =2

1. If hospitalisation was due to illness ¥ B %% i £ Bz

a.  Describe the symptoms and / or abnormalities which led to the hospitalisation

A EBRRAB AR / AR

b.  Name of doctor first consulted for the illness %52 4 #44

¢ Date of the first consultation (DD/MM/YYYY) #1122 B8 (R /A /4F)

d.  When had these symptoms and / or abnormalities first appeared?

PR B BRI ER B R / SREABAERK ?

e.  Hasthe patient been treated by other doctor(s) for similar or related illness in the past?

WL EED BER— XA RIEN R AL RAR ?

OYes & [ No #& If Yes, please specify 204 * 5&751/#8

Date of Treatment (DD/ MM/ YYYY) S&7 B Hf (/A /4F)

Name & address of the doctor(s) / hospital(s) & 4=/ &5 B 4 8 Rk

3. Have the policyowner / claimant claimed from other insurer(s) / organisation(s) for the same event?

REFFA/ ZRAFTHREEEAEMFRATF / RIS HERE?

If yes, please specify the name of the Insurance Company/ Organisation

A - FEHBRRAR/ HEETE

2. If hospitalisation was due to accident B &M {ERE
a. Whendid it happen? B HMals8s &2

Date (DD/ MM/ YYYY)
B (B/ B/ F)

Time

5

b.  Where and how did it happen? B HMN& 4 b B K 48187

c.  Please specify the Injured areq, type and severity of the injury
FEIIBEINZ G - BRI KBS

d.  Did the patient report to the police? 372 %& B & 3R E?

A copy of the police report to be attached

OYes B ipx mmmzas—1

ONo &

e.  Was there any concurrent / predisposing illness at the time of the accident?

BHMEAR  REAHMBFEZRRE ?

. Other information F A& £}

Policy No. / Membership No.:
REREBET

GI3/FRO008B/PO1 (04/25)



Part II — To be completed by Attending Physician/ Surgeon (For Hospital Claim Only)
B8 AER/ SFEBEERE (REEREMNPR)

Name of Patient HKID/ Birth Certificate No. of Patient
BRERR BDE BRI R
Admission Date (DD/MM/YYYY) Discharge Date (DD/MM/YYYY)
ABRRBH (R/A/F) R B E (R/A/EF)

A. Clinical History R Ef i B4 £%
1. Date on which the patient first consulted you for the hospitalised illness or bodily injury. (DD/MM/YYYY) 2 E& BRGILE RN SR ZE 2 RL A - (B/A/E)

2. Please describe the symptoms and complaints of the patient for this hospitalisation. F&3# it 2 X f 32 & (X 2 HEH R B i ©

3. According to the medical history given by the patient, how long had the patient been experiencing these symptoms before the first consultation? #RIEFh 2 E1ZEMHE - ERDEERARDH - ZFHCHEESRER?

Day(s) B Month(s) B Year(s) %, or since B BA%A
4. What was your clinical diagnosis and when was it made? (DD/MM/YYYY) B T 81 B EED T R M EESL 2 (A/A/ F)

5. How long, in your option, has the patient suffered from these symptom(s)? RIEE THEEER MR EEESE—ADEZH » ZRECHETZA?

B. Hospitalisation History Pz % EEST 8%

Final Diagnosis When was it made (DD/ MM/ YYYY) Date of Operation (DD/ MM/YYYY)
DR R8N (R/ A1) — FWAME/AME)

Operation performed Surgeon's name

Filr &R SBHEEM R

Recommended treatment & the reason for the treatment 213 4 2 BB R RE

Recommended diagnostic tests & the reason for the tests &% ZZ P ERE 2 BB R ER

1. If you have referred other medical practitioner to the patient during the hospitalisation, please provide the following relevant information. BB 2R » M T EMBAEN FHMEEE » FRETHIEEER -
Name of referred medical practitioner B/ B4 £ & Reason of referral #17 R &H Treatment performed J& &8

2. Brief discharge summary (including onset & duration of sign & symptoms/ illness, etiology, types & results of major examination, treatment, complication & follow up plan).

HERBREGEY L ERHER ARNFEREH - BE  RRMERAR AR - SIEERRES)

3. Had the patient confined in Intensive Care Unit? 5 A B & AMEREIAREE 2

From To
O NoXRE O  Yes, please provide information on the right ] / / ES / /
B BRELHMEER DayB MonthA Yearf DayBE  MonthA YearF
4. Has the patient taken any home leave during this hospitalisation? R{EBEEIRE - HAB B BRBINE?
O No & O Yes 4 Please state the date (DD/ MM/ YYYY), time and reason & 5IBE B#3(B/ B/ ) ~ RERRR

Remarks: Please attach copies of histopathology, endoscopic, diagnostic/ laboratory test report, operation theatre summary faf : BERFIEE « RAE - PHHE/ BRES - FHEREELRE

C. Professional Comment H¥&ER
1. Inyour opinion, was the hospitalised illness a recurrent episode or a chronic disease? If so, when would be the first episode? (DD/ MM/ YYYY)

BETER  BRERNARRTRAERERERSMRE ? 02 - MRRAERERS? (B/ B/ F)

2. Has the patient ever had the same or similar symptom(s) before? 55 A LA BT & & B8 R E S B LUHRE?
O No £ OYes B Please state when (DD/ MM/ YYYY) and describe details i&&t88 B 88 (B/ B/ ) RIEMFE

3. Was the condition due to or associated with the following? (circle the appropriate answer) L& R 2B E T HIRBEME? (BEEHSBEER)

accidental bodily injury\ abuse of drugs or alcohol\ AIDS\ HIV related illness\ venereal disease or sexually transmitted disease\ pregnancy, infertility or sterilization\ refractive error\ cosmetic or plastic surgery\ psychiatric or psychological condition \
congenital condition\ hereditary condition\ developmental condition\ self-inflicted injury\ general check up or vaccination\ NONE OF THE ABOVE

BHNHRZE\ BRARYLER\ BXREHRSEEERF) \ BABRZIRSHEZHIV) \ HERALEERRZ KR E2 - FEREE\ ROBXTE\ XERERTFI BHESERRMEEREEER\ LR
R\ EEEER\ BERHRERER ARES\ —REWBERH RO\ UERTER

4. Had the patient been previously treated or hospitalised for this or any other illness? If so, please give brief summary (including onset & duration of signs & symptoms/ illness; etiology; type & results of major examination; treatment, complication
& follow up results) A B % B A& H IRFREMEFEZARRER? ML - FERSH GEIIHARRBE/ RENHERAH - HBE RBRUERER 6%  SIEERRR )

Date (DD/MM/YYYY) Tliness/ Disorder/ Complaint %35/ %3/ HF Details of Treatment / Hospitalisation &7 / {¥PRs¥1E Name of attending Physician or Surgeon/ Hospital = B ERIMIERE R/ BT EHE
B (B/AIF)

(Please use any separate paper with the doctor’s signature on it if more space is needed £ S HIEE - SEFHBELEREFE)

D. Others ¥t
1. Are you the patient’s usual attending Physician or Surgeon? I T 2B B AN R EDEBE/ INRIEEE 2

[0 VYes, please fillin question 2 2 - &EBRIE2
[J  No, does the patient have any other usual/ family attending Physician(s)/ Surgeon(s)? If yes, please give us the name(s). IEARBE R RE/REEDHIIREE 2 MR - FHiREMS -

2. Please fill in the date of consultation and the symptoms and complaints of the patient for each consultation FEEB 217 A » REXDRNBHAK HR

Consultation date (DD/ MM/ YYYY) Symptoms/ Complaints Recommended tests/ treatment
PiRAM (A Al F) Y R EHORE/ A

3. If you are referred by other attending Physician/ Surgeon, please provide the name, contact number and address of Physician/ Surgeon.

MEATHEMEDEE INEEEN - FROUZELE SNBSS - BERET R -

Signature & Chop of attending Physician/ Surgeon or Hospital Stamp Signature & Chop of attending Physician/ Surgeon or Hospital Stamp
EDEE/ INBERERYEDERBRES EDEE/ INBERERYEDERBRES
Name of attending Physician/ Surgeon Date (DD/MM/YYYY)

ERBE/ SRIBENS 2 B (H/B/%E)



PART III £ =17
Declaration and Authorisation = Bf & 2 #E

The statements and particulars given in this application are, to the best of my/ our knowledge and belief, true and complete and that this application shall form the basis
of the contract with Prudential General Insurance Hong Kong Limited.

AN BEEMNTBERN - WRFRERD —EN  DBBETE AN ESLRBALBRFBREAAN ESFERBMBRER AR 2EAFTAONR
R

1/ We hereby authorize Prudential General Insurance Hong Kong Limited to access, obtain and utilize all of my/ our information from any person, company, authority,
enterprise and/ or legal entity for the Company's reference, and/ or processing of this claim and/ or other claims submitted previously and in the future. A photocopy of this
authorisation shall be considered as effective and valid as the original.

AN AR R GEERBARAR AR AERA/ AT BERRABAAN AFRNEAERUMER AR SE R/ SR I RE R/ AR RHIRORE o 1t
REENZHAREREERERS

Personal Information Collection Statement (“PICS”) Ut S B A & X1 287

Prudential General Insurance Hong Kong Limited (referred to as “our” or “we”) takes the privacy and protection of your personal information seriously.
Our Personal Information Collection Statement (“PICS”) outlines how we will collect and use your personal data and with whom we will share it so we
can provide the required products and services and send marketing communications. The PICS is available on our website at
https://www.prudential.com.hk/en/personal-information-collection-statement/.

By completing and progressing with this form, the policyholder/ insured person confirms that they have understood and agreed to the PICS.
Is the policyowner Currently a customer in mainland China?
L] Yes
(If "Yes", please tick below box to agree the following statement. If you disagree with this statement, we may not be able to process your request / application. )
[] By ticking this box, you agree that as an international group company, in order to provide insurance-related products or services, we may need to store and
process your personal information outside of mainland China. Please refer to our Privacy Notice (https://www.prudential.com.hk/en/china-personal-information-
protection-law/) for more information.

[] No

BT AR AR (B [H] ) BEWGETEAEHNTLERRE - HPAHEAE R EBARM T HBAFMAEMERENEAER - ARk
PIRG B R Z E L ER - DR PIEE IR AT M E A ARG I 3 x5 2 8B 15 - IR AA BRI BRI ER M4 &8
https://www.prudential.com.hk/tc/personal-information-collection-statement/index.html ©

HEZWEERZARE  BIRTERA/ RRABRMMEAALR B REEAABRZARHAE o

REFEAREESEEPBEAMES ?
O =
(I [#] - FHEATEEARZ THEER - METRIZATER - BAPIAT 82 MERIEEHIER/BRE )
O DEWRIE RREEE - BRPEABBREEALNR - ARERBIEHAE QSRS - FlEEEERBEANMBIMFHESERENEAGR - E2EM - &
2R MOBEAER  (https://www.prudential.com.hk/tc/china-personal-information-protection-law/)  ©

o &
Signature (Employee/Patient/Parent of patient if patient aged under 18) Financial Consultant’s Name (Please complete in BLOCK LETTERS)
#F (BEE/M2E/HMZENRBURBZETR T/ BEERAE BRERER)
X Financial Consultant’s Division and Code
IR RAR AR R R AR5
Date (DD/MM/YYYY) Mobile Number Office Location
HE (B/R/E) B E IS Nk


https://www.prudential.com.hk/tc/personal-information-collection-statement/index.html

Supplementary Information - Claims Arrangement for Individual Life Policy under Prudential Hong Kong Limited and Individual Health Policy under

Prudential General Insurance Hong Kong

AREH - FEHARARAFEAASRERFRMBFRAFEMEREERHE

Important Notes EE42 R :

Please fill in this section if need to claim from Life policies of the same employee / member under Prudential Hong Kong Limited

IFEULERFFRBRER -RERAERARBERARNEAAASRELETRE @ BESULIHH

Claim Sequence 2 &% B+

. ' ) ) 1 Individual Life Policies -> Employee Benefit Policies il A A SR & -> B8 8GR E

Not applicable to Hospital Cash / Surgical Cash Empl Benef: Individul Life Policies B B2 BEIR ES > EAA R E
FERRERES | S e O Employee Benefits -> Individual Life Policies F 5 E &R & -> HIRE
Benefit(s) to claims [0 Medical Expenses Benefit & & FR{R[E
EEER [0 Hospital Cash / Surgical Cash {£FR 3 & / FHrH &

; B e
Type of Claim O New Claim for Day Surgery%ﬁi?”u R ?E! Fﬂj fﬂq
o [ New Claim for Hospitalisation 732 &% 8 5 — {1fz

pudicoi sl O

Further Claim (Applicable to Pre-Admission and Follow-Up Consultation only) /& 2 & (R Fl AT AT K 1Bt 14 FI2 R IF)

Individual Life Policy Information {8l A A R E&E R

Policy Number Name of Policyowner

RESRES REFHAMSR

Policyowner Contact No.

RERE ABHEEERS

Financial Consultant Code

2B AR AR R

Financial Consultant Contact No.

2B B B AR

Name of Financial Consultant

AR

Life Assured's Residential Address SZ4R A J& (T itk
*Do not need to fill in If not changed
WRAE - AHBAER

Individual Life Policy Settlement Option A ABREEER F AR

Division Code & Branch Office
DRERHE XD T1THLE

By FPS [ Please provide the FPS Identifier or mobile number or email of policyowner’s FPS account
. SBRURERAANBEIRS 02 BB S T R BLEH

(If the transfer limit of FPS is lower than the claims settlement amount, the remaining balance of claims settlement amount will be made by cheque in case of failure to transfer to FPS.

IMREHROBRRFEIER SR - RERDEHHBREENEREROBBEUIRTAZN ©)

Information of FPS Identifier or mobile number or email &R = 0 7 78 5155 o T 4 557 75 5 BB /) & K}

[ To Premium Deposit Account of the policies being claimed
ERFERENREFESA

(Only applicable to inforce policy with premium payment
FUEAR AR FHHMRE 2 RE)

To last claim payout account

EEREEMNERSA

O

By Izirect Credit D To a HKD bank account opened in Hong Kong held by the Policyowner
HEERER EREFBEAREBBRLMNETFA

(Please provide account proof, i.e. copy of bank statement or bankbook bearing the name of account holder and account number. If account proof cannot be provided, the claims
settlement shall be delayed. Not applicable to joint account

BRUEFENR  ARNEEPHEAEALS RIRITRE ZRIT ABESIRITIFREIA - JUREERM - EREIIE ATRERICE - TERRBESO)

Bank No. fR17 45 Branch No. 1T #@ 5% Account No. fR1 TR 5575

By Cheque [ Deliver through Financial Consultant
*R £ IR AP
[ By Ordinary Mail to the Policyowner’s correspondence address in the Company’s record

AFEBHAB T EREFHEARANA R LB

Remark &% : (Only applicable to Individual Life Policy 2 3 FA FAMEL A A BR E)

1. Please select only one of the settlement options for each claim submission. If unspecified or without clear instruction, claims cheque in HKD will be delivered via Financial Consultant.
FREREERFEEEEEXATN  MRAEHAENIER - BE BT B R AR EREE -

2. Policy currency will be paid for direct credit to Premium Deposit Account. All other settlements will be made in HKD and the HKD equivalent is based on the currency exchange rate determined by Prudential on the basis of the
Company’s internal exchange rate.

CHEERERBEME PONERSFREUREEE N - I EMEREDEAAE XN  MEBTSENGARBARANNEE 2EXTHE -

3. Claims payout will be made by cheque and delivered via Financial Consultant in case of failure to tran FPS or to Premium Deposit Account.

IR AN EEYRIERBREREZRITPAIREHEL O - MHEERSEBAXFE AN 2 B2V ERSE -

4. If the bank account provided in this form for claim settlement is non-HKD bank account (e.g. USD account of integrated bank account), the insurance benefit in Hong Kong dollar will be paid to your designated bank account
which may then be converted by your bank from Hong Kong dollar to the currency of your bank account based on the exchange rate as determined by the bank. Prudential takes no responsibility for the exchange rate imposed
by your bank.

WEARBIEEREESEERERTRZFORFELFAMGEFANMETFOD)  UETXNZRBEFESEMA KRB THEEZFO - BRITAURBERERET EXHELFOZEE < R
BTIERERITETNEXNEE HEFMEE -
5. Prudential reserves the right for final decision of the claims settlement option.

TRBUETIRRE S 77 B A MR EHE



Documents Submission Checklist for Individual Life Policy {8 A A B4R 88 T 5 X4 44X 3 (Original documents will NOT be returned [E A8 FIRIR)

Docurment Type Medical Expenses Benefit Hospital Cash / Surgical Cash
AR SBEEARE ERRE / FHRE
laim Form Part I and Part I SRS FAGEHE—RE 5 * *
Copy of Discharge Summary / Discharge Slip H B 48 4%/ HH Bt 4R @1 A% * *
Copy of Laboratory Report / X-Ray Report / CT scan Report / MRI Report / Pathological Report = %
BIEBEZAIA, (MEBRME /XSRS R RIS/ RS RIERBR RS
Copy of Identification Document of Life Assured & Policyowner " s

RERARRERBAZHNEAXMEIA

Copy of Admission Note, Discharge Summary, Discharge Certificate, Daily Medical Record &
Temperature Sheet of hospital in Mainland China % %

hERI R 2 AR - HEVE  REEE SRBBERBRRAIK

Medical Receipt(s) and Statement(s) of Charges BB 5 R Y B B (& FRAALIER) * (Original IEA) * (Copy &%)
Copy of Sick Leave Certificate with clear diagnosis 51/BE 2 1 75 83 2 R R ERE & &I A # #
Copy of Referral Letter by Registered Physician / Hospital =182 4 /22 8 11 {5 Bl A # #
Copy of Settlement Advice from another insurance provider, if any EALREEE 2 IREHRMERIA (0F) # #
Copy of proof for the policyowner's bank account R 8455 A 2 $R178R = & BA IR * (For direct credit to Hong Kong % (For direct credit to Hong Kong
HKD a/c only HKD a/c only
I EEREREESETSO) EEEREREREEITAO)

s Required Document Z <34 # Additional Documentsff il 32 {4

Declaration & Authorization 8 & %

1/ We, the Life Assured/ Policyowner / Claimant, declare that the above information is true and complete to the best of my / our knowledge and belief.

1/ We, the Life Assured/ Policyowner / Claimant, hereby agree and authorise Prudential General Insurance Hong Kong to pass this claim form and all related documents to Prudential Hong Kong Limited.

1/ We, the Life Assured / Policyowner / Claimant, hereby confirm my / our understanding of and agreement to the Personal Information Collection Statement from Prudential Hong Kong Limited (“the Company”).

1/We, the Life Assured / Policyowner / Claimant, authorize on behalf of myself / ourselves and the minor Life Assured (if any) that (1) any doctors, hospitals, clinics, insurance companies, employers, organizations and persons that

have any medical history or records or knowledge of me / us / the minor Life Assured, whom I/ we / the minor Life Assured have attended or may hereafter attend may disclose such information to the Company for the purpose of

assessing and processing the proposal for assurance and claims and providing subsequent services.

To avoid any uncertainty, this authorization shall binding on my / our successors, assignees, executors and administrators and shall remain valid notwithstanding my / our death or incapacity (including but not limited to mental

incapacity). A photocopy of this authorization shall be deemed to be valid as the original; (2) the Company or any of its appointed medical examiners or laboratories may perform the necessary medical assessment and tests to

underwrite and evaluate the health status of myself / ourselves / the minor Life Assured in relation to the proposal for assurance and any claims arising therefrom.

On each policy anniversary, if no claim is made under the plan for the last 36 consecutive months (“Relevant Period"), we will offer a no claim discount or no claim bonus (as the case maybe). If this claim relates to any Relevant Period

under the policy provisions becomes subsequently payable after a no claim discount or no claim bonus (as the case maybe) has been paid. I/we, the Life Assured / Policyowner / Claimant, authorize Prudential to off-set such relevant

discount or bonus paid (if any) from the amount of claim payable.

[Applicable to designated products only] On each policy anniversary, if no claim is made under the plan during the required No Claim Bonus / No Claim Discount (“NCD” / “NCB”) period (length of period depends on products), we

will offer a NCD or NCB (as the case maybe). If this claim relates to any NCB / NCD period under the policy provisions becomes subsequently after a no claim discount or no claim bonus (as the case maybe) has been paid, I/we, the

Life Assured / Policyowner / Claimant, authorize Prudential to off-set such relevant discount or bonus paid (if any) from the amount of claim payable.

RAES  ZRAMRERBEANREA - FUEARKAN/ESIAMNE - A EERGRIERE KT -

KAEE  ZRAREFBEANREBA - EURBLRERBY BERARBIUIZRERFRLAAEBXGZ FRARRER AR

RAES  ZRAREFEANREA  EHERAAN/ESHAELRABRAREERAT (BERF)") ZREBEAERZH -

KANEE  ZRAREFBEANREA  RRENEBEREARRFZZRAMB)ZZEN) EABE B 207 REBARF - EBX  BEIAL  SELIEREFRNEHANZEMAKELZRAZE
BRE - SRS HMENRETERR - (ERATMERERILRREFRREIRBEEREZA - RREASM  ARBEHAA/ZSZEEAN ZEA - BBATAREEEBALEBLHIRS < BMERA/
EERTHMIT AN (REETRMEN LETRED) AREBDARR - ARER ZANBRRA/EREAARBY; 2 EARNSEMAEATIEEZEE  BHEABIMCHRAT - AIRURR R FLAER
BHRERFEARNBE/HARF 2 ZRNETHE 2 BB LA - UBEANBEHRKE 2 ZRAZ B

EESRARERFR - ABREZAEECEA AR ORERZREEHRE - RIBEMBRENNSEREZE@EBRMNE) - ROETRIETNIREREZL@EBERME)R - BRERZER
HRmASAY AR ARBREGHIELTEE - ANEE  RRAREFBEANREA - ZEEERAFNELXNRENSET  HHEHHOBREFTNIEREZEWE) -
[REANETEMAESERERFE  RBEAREREMN/EREREYRN (PHRTERNE) HORAUZREELRE - RSREEREFTNSEREREY RFERME)  ROEEREFHN
HERERE (RFHERME) & HREXNZABHEAEEYEZBRBREGKEHEE - AAEE  RRAREFSBEANZREA  ZEBRERAEXNRENSET  HRCHLNERENNRER
BiEE (h) -

If Life Assured is on or above the age of 18, the form should be signed by him/her. If Life Assured is below the age of 18, the Policyowner should sign on his/her behalf. If Life Assured and Policyowner are not able to sign on the form,

the Claimant should sign on their behalf.

MZERAFEMIS B - FIAZRARE - ZRARMI8 5 - AIRREFEARE - MRRARREFEARERE - VAREAES -

/ /
DayH MonthA YearF Signature of Policyowner / Claimant of Individual Life Policy
BAANBSREREANREAES
/ /
DayB MonthA Year® Signature of Life Assured of Individual Life Policy

BAAABREZEAFES

End
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