CHUBB

CLAIMFORM i E

Agent’s / intermediary’s name fTSREE{Y / IRIEA BB /

Agent’s / intermediary’s contact phone no. IRI§ A BBHEEFE
Agent’s / intermediary’s code FR¥ A B X5

Claim Type B BZEH 5T H © oDeath Claim 35T
A. INSURED’S PARTICULARS #% {-Fir \ & Kl

Policy no. fREESEHS | Insured’s name IRBE AR |passport no. R IRIE Date of birth tHE B H#l | Sex Bl | Age &F s | Tel. no. EFEHREE
DDH MMA YYYY £
( ) / /

B. OTHER INSURANCE COVERAGE HAth {5 & )

Does the insured have any other insurance policy covering this case? # {5 A M35 A5 JoA 58 4B A 712 3 Of
If “Yes”, please complete below particulars. #74, s rfAIIHE UL N &k

Name of insurer {RIGAE L -

C. ACCIDENT PARTICULARS &/ il

1. When (date and time) did the accident occur? 1. ( / / ) : ) o AM EF
BEABHBERR? = A & B 5 o PM T

2. Where did the accident occur? Eifith 2 ? 2.

3. How did the accident occur? (Please describe in  details) 3.

BEABRRE ? (FBFER)

D. TREATMENTPARTICULARS /4 5 1%

Details of hospital confined or physicians consulted for this injury 58 5% #H 52 BB SR B A HHEERA 2B 2

Name of physician(s) &/or hospital(s) Address(es) Date of consultation(s) &/or period of confinement

BLrgE  BRE® i Hb M2/ ER A

F.DECLARATIONZ: 1

Personal data Protection Notification that appears on application, authorization form, claim and the requested document for policy information update and change service.

Personal data Protection Notification :

Considering confidentiality of the collection of your personal data, in respect to the paragraph one of Article 8 of Personal data Protection Act (the “Act”), CHUBB Life Taiwan shall clearly inform
you following issues:

1. Purpose of collection;

(001) Life insurance

(181) Other business items registered in the business certification or in the article in corporation.
2. Classification of personal data;

Medical history, Medical report, any record from governmental authorities, other information detailed in the relevant applications.
3. Source of personal data;

e Policy owner
* Insured’s legal representative
* Hospital, clinic, government or judicial bodies
e The Company’ s appointed third party agents, contractors and advisors.
4. Period, areas, parties and way of the use of personal data;
Within time period of specific purpose
The location of the parties indicated in the column of “Parties of using the personal data”
Parties of using the personal data :

The Insurance Company, The Life Insurance Association of the Republic of China (LIA-ROC), The Non-Life Insurance Association of the R.0.C, Taiwan Insurance Institute, Taiwan Insurance
Guaranty Fund, Financial Ombudsman Institution, Joint Credit Information Center, National Credit Card Center of R.0.C, Insurance Anti-Fraud Institute (IAFI), The Taiwan Payments Clearing
System Development Foundation, the Taiwan Clearing House (TCH), Financial Information Service Co., LTD, The service provider engaged with the Insurance Company, The Reinsurance Company
with the Insurance Company, The Insurance Agent or Broker with the Insurance Company, The institutions in relation to relevant business (such as bank and hospital), legally investigation
authority or financial supervisory authority, claims investigators, medical advisors.

Compliance with personal data protection relevant regulations.

The rights and methods you may exercise in terms of Article 3 of the Act;

You may inquire and request for a review or make duplications of your personal data

You may request to supplement or correct your personal data

You may request ACE Life Taiwan to discontinue the collection

You may request ACE Life Taiwan to discontinue processing or using your personal data

You are in the position to decide whether providing personal related information and classification. However, ACE Life Taiwan may not be able to provide you relevant services or better
services if ACE Life Taiwan may not process necessary operation requirement due to the lack of your personal data and classification.
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X, RERAABARBESAR
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G. AUTHORIZATION #%

| hereby irrevocably authorize or authorize on behalf of the Insured (if different) (i) any employer, doctor, hospital, clinic, insurance company, government office or any organizations or persons
who have any records, information (whether medical or otherwise) of me or the Insured (if different) to disclose, release or transfer to ACE Life Insurance Company Ltd. “the Company” or
its representative such information pertinent to this claim; (ii) the Company or any of its appointed medical/para-medical examiners or laboratories to perform the necessary medical
assessment and tests to evaluate my or the Insured (if different) health status in relation to this claim. This authorization shall bind my and the Insured’s successors and assignees and

remain valid notwithstanding my or the Insured’s death or incapacity in so far as legally possible. A photocopy of this Authorization shall be valid as the original.

FASBRRARBWMERRE) () FAEE, BE, BR. DM RERLF, BUTHM  IEAREBRAL , NEFRA/BMRBA (NFE ) HEFLE, B8, TEXFTERRELTR
BRRRKRER, BRAIBX , AUERZNERRENSE ; () BENIRABLAZENER/ BHBERSSNRRA  RAMERNSE  ETEETEINR , URERA/BREBA
(WETRE ) WRERL. & RREBEA/MRBANBEARZRRASEORD , EERA/BRRA (NETE ) RERBATRAEIRDAGY. ZIREENZOREETRERR
EHBA.

agent/ intermediary in full

Information of claimant

THHEEN | REABKS TN
agent/ intermediary/ intermediary’s code Signature of beneficiary Date Address
THEN | RBASEE / RBEASZEIN ZHRARE B At

Information of account ZHEARFER | account name B & SWIFT CODE $R4TfXH | Account no. $R{THRER

Important Note F%H 5554 & 9100

In order to speed up your claim application, please attach the below documents together with this application form. Should anE extra information or document be required for
your claim processing, we will notify you or your Insurance Consultant. Meanwhile please tick against the Required Documents submitted with this application form.

REREE REANERRE  FHLEREERUTXHER, NFEEAERI S BAIKSHELNE TRETHERER, FRAERLRERZNERHM AR X
o

Claims Document Checklist BEX#2E%K

Document Type X # % 5| Death Claim JET# &

1 Claim Form BB ESFHREEE

1 Death Certificate 4 {R B A & % 3% B

v
1 Certificate of beneficiary (passport no. or other certificate) 2 A & 9 B R (B RBBERHEMEFH) v
1 Beneficiary’s account name & number %7 25 A IR & v

Note: We reserve the right to request for the submission of the optional documents if necessary. A2\ EHR B ERBF SR XM I 4F 2 #F,
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