PRUChoice MediExtra Medical Insurance — Claim Form

GRAES [REH| BERESE — BRFRBRRERF

(Please “” the appropriate box) (FERBEEZ=RREL “V" )

Claim Instructions T~
1.

Completing Claim Form
Part I: To be completed by Policyowner/Claimant

Part IT: To be completed by Attending Physician/ Surgeon (any cost incurred from this Part and the forthcoming
medical report fee are to be borne by policyowner/Claimant)

*Supplementary information: To be completed by policyowner/Claimant (Please fill in this section if need to
claim from Individual Life policies of the same Insured under Prudential Hong Kong Limited)

Submitting the claim form

Note: This policy is deemed as secondary insurance. Please claim against Group/Personal Medical Insurance of
the Insured Person firstly before submitting this claim. This policy only covers the amount of eligible medical
expenses not reimbursable by Group/Medical Medical Insurance.

Please submit this claim form with original medical receipt(s), certified true copy of receipts (if original kept by
other insurer) and claims statement advice of the first claim from Group/Personal Medical Insurance, and all
supporting documents, certificates, information and evidence. In all circumstances, a fresh claim form is
required for follow-up visits at a later date.

Claim form must be submitted within 90 days of the expenditure being incurred. Before returning the form,
please make sure that all parts have been completed and that you have attached original medical receipt(s)
and all supporting documents, certificates, and information. Receipt(s) will not be returned unless requested.

All consultation payment receipts must clearly indicate the consultation date, patient's name, description of
charges, diagnosis and operation (if any), together with the signature of Physician/ Surgeon. Prudential General
Insurance Hong Kong Limited reserves the right to request for medical report, to be obtained at the expenses
of the Insured/claimant, and further information if information on the receipt is insufficient and to appoint an
independent medical examiner at its own expenses.

Remarks: Please attach copies of histopathology, endoscopic, diagnostic/laboratory

tests report, and/ or operating theatre summary.

No Reimbursement of Claim shall be made for:

o Claim(s) submitted after 90 days from the date of discharge.

« Insufficient of required information.

Returning the completed claim form to:

Prudential General Insurance Hong Kong Limited — PRUChoice MediExtra Medical Insurance
PO. Box No. 28162, Gloucester Road Post Office, Hong Kong

Tel: (852) 3656 8362 Fax: (852) 2977 1266

Getting Your Claim Payment

Approved payment will be settled by autopay to the designated bank account of the insured as provided in the
Application Form, or in cheque should the bank account of the autopay not be designated.

Y

New Claim #iiE |l
Follow-up Claim & W

PRUDENTIAL
R ¥R B

ﬂﬂ.ﬂﬁlﬂ%ﬂﬁﬂ!i
—&  FHREREA/ REAER -
% i ZEEEI SEEE | SRIEEEE - (LBHRERETRREREI 2 ERRENMER
FAHR ih‘ﬁ‘k/?ﬁAﬁﬁiﬁ
* WREND  AHRERAA  REAER (HDETEBIEPEF AR RIEE —ZRAER
HRBERDANEAASRELTRE - BFEBLBD)

EXRMBHEE

ERBIE  WRETIHMBIRI - HEAAQRRERMEA - XALAZRANER / BAABRERR
RIBHRE - AMRERARBAESERMLANEE / EABRRRIESEHNERER -
FERAREREREREAEEEL KERIAYE (WEARSERERMRIBAT) kA
HE / EABERREARENRELSEBAE MEARXA  #E - ERREBE-HX
Bl - EEMERT  MFERARED  LEEBHNREREER -
REFFRLAEXNEARIOBARME - EREIRRE  FRESBHLSEAZ - REKW
EEFERIEAR - AR BERER #QEE*%EIJE'R BRIEHEESTERE -

FEDRBIELERRZSIADR AN O ENE - WEER - DERFHEE (NEA)
BREDERE | MNBLEE « MEHEHTL - REURERD A RERERE SR
BHER  BERE2EARRESAA | REAXN  RAMBERIDVREBNERER
BB RERA IR

Bt | FERIEES - AR - DELR / RRBER / AF I EREXEIARA

WREBLTHR  REEEETEHNE

o RIEHFRHR B0 EIER °

cFIEERTE -

MR ARZREPHRTME :

REMEERAT - REHERE [RKE)]
EBELITEHREBEI=#281625%

BHE 1 (852) 36568362  fHE : (852) 29771266

R 3R IR

BRZRNREREEUAEDEREN  ATRAFERLIRHCREFBALD  NEHE
HEBEEF OREBAFRUNUZRATREFAA

PART I - To be completed by Policyowner / Claimant £—&8{7 HREBEA / FEAER

Name of Policyowner / Claimant:

Patient’s Date of Birth (DD/MM/YYYY):

REFEN/ REALER pELER (B/R/F)
Name of Patient: Sex: Daytime Contact Tel No.:
MEs TR H RS ES
Policy No. of Patient:
BMPLERERE
Date of Claimed Treatment (DD/MM/YYYY): From To Return certified true copy of receipt(s)? D B
REHEAN (R A/F) & = REEREMUIERERIAR ° Yes =
[
1. If hospitalisation was due to illness & B &7 B 2. If hospitalisation was due to accident % B &b (B
p | p
a.  Describe the symptoms and / or abnormalities which led to the hospitalisation a. When did it happen? & 5Ma] i &5 A2
P BUR R ABREDEUE, | SN |
Date (DD/ MM/ YYYY) Time
| B (B/ Rl ) iS5G
| b.  Where and how did it happen? & 903 4 bth B4 &2 45367
b.  Name of doctor first consulted for the illness )52 4 #4& |
c.  Date of the first consultation (DD/MM/YYYY) #12 B #8 (B /5 /4) |
| c. Please specify the Injured areq, type and severity of the injury
| HIREINZ G - HRIRES
d.  When had these symptoms and / or abnormalities first appeared?
KR BRI B | ST 7 |
e. Has the patient been treated by other doctor(s) for similar or related illness in the past? | d.  Did the patient report to the police? Ft:2 & A & i Z?
B2EEDLRR AR RIEMEEME KD RAL ? |
A copy of the police report to be attached .
O Yes & [ No £ If Yes, please specify 2075 + #&7%1/fH | OYes® BIRRABEREA ) HNo&
Date of Treatment (DD/ MM/ YYYY) S47 £ (R/ A/4F) | e Wa;‘ %;e; (;ny concl;geﬁn?/ pre%il;;f;l;;{\!ness at the time of the accident?
BN B REAEME iR ?
Name & address of the doctor(s) / hospital(s) % 4/ %857 4 18 K sl | ® EE R s
| f.  Other information £ ft2 &}
- Y

. Please specify the breakdown of settlement claims statement for the same event from Group/Personal Medical insurance of other insurer(s) / organisation (s) as below.

IR MR AT / EmaERE  EABRFRELERELOERZTERENT -

Name of Insurance Company / Organization Benefit Type
REDR)/ HiEETE PREFARR]
Policy No. / Membership No. Benefits Amount Claimed / Received Result / Status
1%375'/ s‘\%%*f RS R 2 REBE R IRR

Please tick where it is appropriate to confirm the declaration as below lf policyowner/claimant cunnot prowde certlﬁed true copy of receipts and claims statement advice.

MEAREEERFANERBREEELNE  FEEENVES LR ARIUTESR

O  Policyowner/claimant is not covered by a Group or Personal Medical insurance currently and did not submit this claim from other Group/Personal Medical insurance for the same event.

REFEA/ REARBERAIRNEMERREABRRE  PRERLEARAEEIBEABRRRIRERME -

Reason of not being covered by any Group/Personal Medical Policy:

REZRAMEMEREABRRRORE :

GI3/FRO0068B/POT (04/25)



Part IT - To be completed by Attending Physician/ Surgeon (For Hospital Claim Only)
BB AER/SFEEERE (RHERERPR)

Name of Patient HKID/ Birth Certificate No. of Patient

BREHR DE B DRI/ RN
Admission Date (DD/MM/YYYY) Discharge Date (DD/MM/YYYY)
ABEE (R/R/F) ez A (H/A /)

A. Clinical History RS Ef 7% EE 2 8%
1. Date on which the patient first consulted you for the hospitalised illness or bodily injury. (DD/MM/YYYY) 2 & BRIt R FSR S EZEZRL M - (H/B/F)

2. Please describe the symptoms and complaints of the patient for this hospitalisation. #& i #lL2 R B 52 & (Bt Z % B 3R ©

3. According to the medical history given by the patient, how long had the patient been experiencing these symptoms before the first consultation? R IEF 2 EIZHAERE » ERDE B ARDH » ZFHBCEESZRER?
Day(s) B Month(s) B Year(s) &, or since BLH BgR

4. What was your clinical diagnosis and when was it made? (DD/MM/YYYY) BT & {5 L B B i RIEM@EEL 2 (B/B/ &)

5. How long, in your option, has the patient suffered from these symptom(s)? IRIEE THWEXZT R » D BEEEZE —RDEZA  WFECHHTZR?

B. Hospitalisation History {B%#% B 42 5%

Final Diagnosis When was it made (DD/ MM/ YYYY) Date of Operation (DD/ MM/YYYY)

DETER AR (B B/ F) -  FWERHME/AME

Operation performed Surgeon’s name

FiliBHE SIEHER LR

Recommended treatment & the reason for the treatment 2122 A% 2 BB R AR

Recommended diagnostic tests & the reason for the tests 2 S DB E 2 FBRRRE

1. If you have referred other medical practitioner to the patient during the hospitalisation, please provide the following relevant information. R{EBREARE - A T E#BABN FHMEE - FRETHEREER -
Name of referred medical practitioner /8§ 4 14 % Reason of referral E4 RE Treatment performed A &1

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

HEEBREGES HARBRR RENHEER S BE - RBUERER BE - SIEERBRES)

3. Had the patient confined in Intensive Care Unit? 5 AB & AMERIEEEE ?

From To
O NoRE O  Yes, please provide information on the right z:] / / z / /
B AREAHFMEER DayH MonthB Yearf DayH MonthB Yearf
4. Has the patient taken any home leave during this hospitalisation? FA{EBE AR » A BB ERINE?
O No & O Yes & Please state the date (DD/ MM/ YYYY), time and reason & 5IB8 BE#8(H/ B/ F) -~ BRIRRE

Remarks: Please attach copies of histopathology, endoscopic, diagnostic/ laboratory test report, operation theatre summary &t : HERFELS + AR © DHIRE/ RBRE - FHEHRBRIERE -

C. Professional Comment B¥&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)

BRETER  RAERNEBERSAEREFERIGIMRE ? IR - ANAEXFERS? (B/ A/ F)

2. Has the patient ever had the same or similar symptom(s) before? 355 A LA A1 S & 28 R s B LUHH?
O No & OVYes B Please state when (DD/ MM/ YYYY) and describe details i&&t83 B 8 (B/ B/ F) RIGMEEE

3. Was the condition due to or associated with the following? (circle the appropriate answer) EiliE R 2B E T HIREFREK? GEEHABER)
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

BHHEZE\ BEABRYDER\ BRRRNRZEEER) \ BEABRZIRZFEFHIV) \ HEREAEEBRRIRRE B2 FERLE\ RABATE\ ZERREFIN BHEEERROBRHERER\ XM
R B BAEHRRERR. éﬁ@%\ —REERERHRES\ LE2TER

4. Had the patient been previously treated or hospitalised for this or any other iliness? If so, please give brief summary (including onset & duration of signs & symptoms/ iliness; etiology; type & results of major examination; treatment, complication

& follow up results) FHAB A B A EIRFERHAARFEZLARNER? ML - FRHAP FEIHERFH RENFERAY  FE RBEERER A% - HRERRE )

Date (DD/MM/YYYY) Tliness/ Disorder/ Complaint %35/ k#/ #3k Details of Treatment / Hospitalisation SA#& / {EBT %15 Name of attending Physician or Surgeon/ Hospital £ B8 s AN B 5/ BEfR B 18
BE (B/AIF)

(Please use any separate paper with the doctor’s signature on it if more space is needed %% 3 BiEE - SETHBEEENE)

D. Others Hf1
1. Are you the patient’s usual attending Physman orSurgeon? I T REBANRMEDBEE/ HRIBEE ?

[ VYes, please fill in question 2 2 + FEHBEIE2
[0 No, does the patient have any other usual/ family attending Physician(s)/ Surgeon(s)? If yes, please give us the name(s). JEA R BB R HI/REEDHIIREE 2 2 - FHRESS -

2. Please fill in the date of consultation and the symptoms and complaints of the patient for each consultation 53E B 218 B » REXDRNBHR BF

Consultation date (DD/ MM/ YYYY) Symptoms/ Complaints Recommended tests/ treatment
PEAH (R AIF) B/ B BENRE/ AR

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

MET HEMEDERE SIBBREEN  FREZEE SINBESE - BETERMY

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

ERBE HRBENS 2 BE (A/AIE)



PART III 5 =7
Declaration and Authorisation = B % 1% #&

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.

MAN BEEMNTHERN  WRFRERN —IEH  DBRETE AN/ BELRBIAMRBRIEAN EFRRBIBRER AR ZEAFIAOE
15 o

I/ 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 ARABEERBA BERAFAERA/ AR ERRRAAAA/ RROTAEBAMER AR SE R/ SRR L RE K/ KAR RAERORE - bt
RESHZHAEERAGREN -

Personal Information Collection Statement (“PICS”) W& 8 A & & B

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?
] 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. )
L] 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

RBGRARAR (B [HM] ) BEHEETEAEHNTLR RRE - HPIREAE USRI T RS MAMEMEREHEAER - AR
PG EE R T E L ER - UERMEENREMFENERMREL R TI52HEE - WEEAERZRAAERMAAEM &6
https://www.prudential.com.hk/tc/personal-information-collection-statement/index.html °

EZWEERRARE  IRFZRA/ RRABZMMAEHALR SR EBAEHERHHAR -

REFHANBECREREFEAMER ?
O =
(TR - FERATRENRE TR o (ST RENANER - B EEIR I8~ G )
O DEIE - ZRRERE - BIERBEBREEAR - ARERBEFERIRE - R EXEFERMEIMFRIEECHEAAGR - ELEM - 3
2 FIRBEFLERE  (https://www.prudential.com.hk/tc/china-personal-information-protection-law/)  °

oa
Signature (Employee/Patient/Parent of patient if patient aged under 18) Financial Consultant’s Name (Please complete in BLOCK LETTERS)
#E (BEMDEMZENXBNRBEZE TR+ /\BR) BEEREE (BRERER)
X Financial Consultant’s Division and Code
B A EA R AR B B A e
Date (DD/MM/YYYY) Mobile Number Office Location
HE (A/R/4E) TRENE RIS WAHE


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

ARERH - REFRARAFEAASRERRRMESR L FEEERERR

Important Notes EE127R :
Please fill in this section if need to claim from Life policies of the same employee / member under Prudential Hong Kong Limited

BB R BRERER —ZRATRARBERRAAGEAABSRELTRE - FABULIHH

Claim Sequence &% JIEF

. ’ ) , O Individual Life Policies -> Employee Benefit Policies {& A A FHRE -> EESEE FE{REE
Not applicable to Hospital Cash / Surgical Cash Ermol Benefits -> Individual Life Policies [EIBE 52 FHR.28 » A A A ZHRE
FEERERES  EHES O Employee Benefits -> Individual Life Policies [#4& 5& FF {R & -> FRE
Benefit(s) to claims O Medical Expenses Benefit %8 /5% £ F (R [
BEEER O Hospital Cash / Surgical Cash {EBE 38 & / FHTIR S
) O New Claim for Day Surgery#73E % 81 % — AR F 1l
Type of Claim . NN
P~ O New Claim for Hospitalisation3f 12 B2 H 55 — (£
RetEsE . o , N .
" O Further Claim (Applicable to Pre-Admission and Follow-Up Consultation only) & 2 &% (R 5 F iAME B A B2 BT 14 PI2AR IE)
Individual Life Policy Information A ASREER
Policy Number Name of Policyowner Policyowner Contact No.
IREEGRTS REFHFHALSR REFE ABHR B EIRDE
Name of Financial Consultant Financial Consultant Contact No. Financial Consultant Code
BHEMSE BRI B AR B EARRS
Life Assured's Residential Address 524 A JE {E bt Division Code & Branch Office
*Do not need to fill in If not changed DRI R AITIHEL
MEEEN - FHAER

Individual Life Policy Settlement Option A ABREEEX AR

By FPS D Please provide the FPS Identifier or mobile number or email of policyowner’s FPS account
— IR IR ANBBRE 0 2 #RIB % FRRERES

(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.

INREHEROBRRBENIEF S - RERNEHBIRERAIEFSENBREGUXIRT AN )

Information of FPS Identifier or mobile number or email EEEUER = M 7 58 5185 s F SR A5 S EH A &R

D To Premium Deposit Account of the policies being claimed
ERRRENREFESO
(Only applicable to inforce policy with premium payment
REARERLFHRE 2RE)
D To last claim payout account
EL-REREMNERFA
By Direct Credit O To aHKD bank account opened in Hong Kong held by the Policyowner
HERERTR EREFEAREBFLNETTF A
(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

(BRUEFEY  ARHERPHBEAMRRRITRR ZRITABELRITFREIAR « REURM - BB A T RRIEE - TNERREES0)

Bank No. SR17#7 5% Branch No. 174w 5% Account No. fRTRR = 5775
| | | | | | | | | | | |
By Cheque [ Deliver through Financial Consultant
R IO B R

D By Ordinary Mail to the Policyowner’s correspondence address in the Company’s record

AT AB T EREFAARAAR D EA@A

Remark £t : (Only applicable to Individual Life Policy 2 i FA HA 8l A A B4R 88)

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.
FERGRERRFRERERIN TR - IARFEAREMIET - BB ZETXEBIAEMERSE -

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.

KERSRZREFE PONEESEMUREEE N - AEEMEBENERBUELSA  MEABTSESSTAMRRARNBEE ZEXHTH -

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.
MERFESEARERNEEBRAERBEEREZRITEFOASREREL O - HEEESBERUR AN R BRI EHEEE -

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.

IEARBIEEEERSRERERERZPOREETLAWGAFPARNNETFD) WAL ZREBIEHESEHA KRB TEEZFPO - BRITURBIREEEF  EXFESFOZER - R
BTERERTEENERNEE HEREFE -
5. Prudential reserves the right for final decision of the claims settlement option.

RBUEIRIE SN 77 AR RIS HVRERE ©



Documents Submission Checklist for Individual Life Policy {8l A A SR EE T & X - #4% 3% (Original documents will NOT be returned IEZ< 28 F3R38)

Document Type Medical Expenses Benefit Hospital Cash / Surgical Cash
XS] ERBARE ERRS TR

laim Form Part T and Part 11 IR B B 5 — R E 5 * *
Copy of Discharge Summary / Discharge Slip 5Bt 4845/ HBr 4L 8l 2 * *
Copy of Laboratory Report / X-Ray Report / CT scan Report / MRI Report / Pathological Report % %
FIERE 2 BIA, LR E/X- KRS/ BB RBE M IR E RBRBRERSE
Copy of Identification Document of Life Assured & Policyowner % s
ZRARREFBEAZFHBAXEIA
Copy of Admission Note, Discharge Summary, Discharge Certificate, Daily Medical Record &
Temperature Sheet of hospital in Mainland China % %

PR N 2 AR - bV RRER  SRBRERERREAN

Medical Receipt(s) and Statement(s) of Charges & F U5 K W B B8 (2 FHRAAAR)

% (Original IE7ZX)

s (Copy 8I7)

Copy of Sick Leave Certificate with clear diagnosis 51| BA 22 i & B 2 7R R -8 A & &I A # #
Copy of Referral Letter by Registered Physician / Hospital 7 fff &8 4 /B&Fr 831715 &I 48 # #
Copy of Settlement Advice from another insurance provider, if any BRI E 2 IBESRAMERIAR (04E) # #

Copy of proof for the policyowner's bank account R B 454 A 2 $R1T iR F & A EIA

>k (For direct credit to Hong Kong
HKD a/c only

sk (For direct credit to Hong Kong

HKD a/c only

MERERERETEETL,O) IEREREREEEETL,O)

% Required Document Z=A U # Additional DocumentsPi N3 14

Declaration & Authorization 2 85 % %

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.

KANEE  ZRARERBENREA - FUEARANBESAAAE - A LERG R IEREN N -

ANES  ZTRANREFEANREA - EURELRERAI AR DI IRRERFR LA BB R FRBRBERAF -

KANEE  ZRAMREFEANREA  EUREIANEBEALLRBRAREERIE (BERF)") ZWEBAERER -

RAEE  RRAREFRBEANRBA - KREANESREAREZZRAGNE)ZREN) EABE B 20 RBRAA - BE  BEIAL  BELKIEEFSNEMANETSMAKFZZRAZE

BRE - KBS EMERBRETERR  (ERHERERNRREFRRERRARREZA - RLEFRR  AREZHANBS ZHEEA - ZEA - BBATALEETEABAEBHIRS « BMEARA/

EFERTREITREN (BIEETRMIES LETRES) - ARBENAEBRN « AREE 2B SRR BERIERAREYN: 2) ERARLEMHERREE2BL - BIEABR(CRAT - ATSLIRR B F LR
ERRERBERAES/MARFZZRAEITHE 2 BETE S - UERAANBES/BAKFZZRAZ BB -

EBEREFAFH  REEZEEECEACARSHE  RERZREEHRE - RAOBRABEREFTNLBERERL@EBERME) « BROENERETNRERERE@RBERNE) % - HRERZEH
HR A R BREREGIIELEE - AA/ES  ZRAMREFEANREA - ZREEAFEINRENSED - HREBHOBREFT NS EREREWA) -
[REANECERESEARERFR  AZEAMERETH/EREREHHN (HMHARFERME) RERZREENRE  HAGRURERENNKERERE RFERTE) - BOEEREFH
SERERY (RTEAME) % HRERZEBHRABEYHRZBREREGRIELEE - AAN/EBES  XRAMREFEANREA - ZERERAELNRENSED - HREBELHERETNNER

BRE (WE) -

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.

MZRAFEMI8 5% AIARRARE - RRAKRN18 5% - AIBHREFSHARE - MERARREFSAAREREE  WARBARE -

/ /

DayH MonthA Year& Signature of Policyowner / Claimant of Individual Life Policy

BAAABREFBEANREAES

DayH MonthA Yeard Signature of Life Assured of Individual Life Policy

BAAABREZRAZER

End
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