
 

 

CRITICAL ILLNESS CLAIM FORM   危疾保障賠償申請表 

 

PART I (TO BE COMPLETED BY INSURED / CLAIMANT) 第一部份 (由受保人或申請人填寫) 

 

Name of insured  

受保人姓名 

Policyholder 

保單持有人名稱 

Present occupation/position 

職業 

Policy No. 

保單編號 

Date and place of birth 

出生日期及地點 

I.D Card/ Passport No. 

身分証/護照號碼 

Age  

年歲 

Sex  

性別 

This is a: 

□ New claim 首次索償 

□ Review 重批/覆核 

Contact phone no.  

聯絡電話 

 

Correspondence address 聯絡地址 

 

 

NATURE OF CLAIM AND RELATED DETAILS 賠償性質及有關資料: 

 

1. Name the critical illness you are claiming for  

申請賠償的危疾名稱 

1.  

 

 

2. Date of first consultation 

首次求診日期 (DD 日/MM 月/YYYY 年) 

2. 

 

 

3. Describe the symptoms from date of onset 

詳述病發日起所患之一切病徵 

 

3. 

4. The name, address and contact phone no. of the 

doctor you first consulted for this illness 

首次就此病而求診之醫生姓名，地址及聯絡電話 

4. 

5. How long have you been having these symptoms 

from the date of your first consultation? 

關下在首次求診日起，以上的病徵已存在多久？ 

5. 

6. The name, address and contact phone no. of your 

regular doctor 

閣下慣常求診之醫生姓名，地址及聯絡電話 

6. 



 

 

RECORD OF MEDICAL CONSULTATION / HOSPITALIZATION 過往之求診及住院紀錄: 

7. Please give below the details of any doctor(s) who have been consulted in connection with this illness. 

請提供曾診治此病的其他醫生或專科醫生資料。 

Name  

姓名 

Address  

地址 

Date (DD/MM/YYYY) 

求診日期 

a. 

b 

c.  

8. Please give below the details of any hospitalization in connection with this illness. 

請提供與此病有關之住院記錄 

Name of Hospital  

醫院名稱 

Date of Admission 

入院日期 (DD/MM/YYYY) 

Date of Discharge 

出院日期 (DD/MM/YYYY) 
 

a 

b 

c.  
 

 

GENERAL 其他資料: 

9. Have any of your blood relatives suffered from a similar or related illness? If “yes”, please state. 

直係親屬中有否曾患有相同或有關之危疾？ 如 “有”，請填寫下欄。 

Relationship of Relative  

親屬關係 

Nature of Illness  

危疾類別 

Date Illness Diagnosed 

診斷日期 (DD/MM/YYYY) 

a 

b 

c.  

10. Are there any other illnesses/complaints treated for or suffered by you prior to this critical illness you 

are claiming for?   If so, please give full details. 

閣下在患有是次申請賠償之疾病前是否患有其它疾病？如”有”，請把有關資料詳細填報。 

a. 

b. 

c. 
 

11. Are you insured for similar benefits with any other Company? If “yes”, please state. 

閣下是否在其它公司投保類似危疾保障？如”有”，請填寫下欄。 

Name of Insurer  

投保公司名稱 

Type/ Amount of Benefit 

投保類別/金額 

Policy number  

保單號碼 

a 

b 

c. 
 



 

 

 

DECLARATION AND AUTHORIZATION 聲明及授權 

I/WE UNDERSTAND AND AGREE THAT:  
(1) THE FURNISHING OF THIS FORM OR ANY SUPPLEMENTARY FORMS BY ASIA INSURANCE COMPANY 
LIMITED SHALL NOT CONSTITUTE OR BE CONSIDERED AN ADMISSION BY IT THAT THERE WAS ANY 
INSURANCE IN FORCE ON THE CRITICAL ILLNESS IN QUESTION NOR A WAIVER OF ANY OF ITS RIGHTS OR 
DEFENSES; 
 
(2) THE ANSWERS TO ALL THE ABOVE QUESTIONS ARE COMPLETE, TURE AND ACCURATE AND ARE GIVEN 
TO THE BEST OF MY KNOWLEDGE AND BELIEF; 
 
I/WE AUTHORIZED ANY PHYSICIAN, HOSPITAL, CLINIC OR ANY ORGANIZATION OR PERSON THAT HAS ANY 
RECORDS OR KNOWLEDGE OF THE ILLNESS, INJURY OR MEDICAL HISTORY OF THE INSURED, TO GIVE 
ASIA INSURANCE SUCH INFORMATION. A PHOTOCOPY OF THIS AUTHORIZATION SHALL BE AS VALID AS 
THE ORIGINAL. 

  

本人了解及同意: 

(一) 貴公司發出本表格或任何其他補充表格，並不表示貴公司承認上述危疾保險有效，亦不表示貴公司放棄任何權利或

答辯； 

(二) 上述所有問題的答案均是完整，真實及準確，並且是盡本人所知及所信而作答的； 

 

本人授權任何醫生，醫院，診所或機構或任何人士，凡對上述受保人之疾病，受傷或病歷有資料或紀錄者可將此類資料

或紀錄供給亞洲保險有限公司，本授權書之影印副本同屬有效。 

 

 

 

_____________________________________ 

SIGNATURE OF INSURED/CLAIMANT  

受保人/索償人簽署 

 

NAME 姓名: 

I.D CARD/PASSPORT NO.身份証號碼: 

DATE日期:                                           (DD/MM/YYYY) 

FOR USE OF ASIA INSURANCE 亞洲保險專用 
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