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XThe Insurance Claim Application Form consists of 4 pages. Please complete all sections on page 1&2. (RI@EHEFEXHHET4E  F 12 BF2HES -
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Insurance Claim Application
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XIn accordance with amendments to the Insurance Act, terminology in claim-related documents has been adjusted. The rights under policies effective before these changes are not affected by the ter-

minology adjustments. BEC&RIEVAELE - EIEAMHAERE

EEREENREZ RS AT BERHELE -

XTo speed up the processing of your application, please fully complete this application. For information on required documents and instructions for completion, please refer page 3. RIRFIRRE - KB

EE R

BIRAR - BRAEEMT -

SHRHREA - WEEESE 3 B -

XThe English version is provided for reference only.The Chinese version shall prevail in case of any discrepancies between the English and Chinese versions - X fRAEHS%E - MEARE P RAEET =

= SHXRBE -
Identification
Name Nurrlber
BNEFHR
Information BHNAS Date of Birth VYY) MM) B (DD)E
of the B (Yvy) (MM)
Insured Policyholder Unit
EHA (Name of the Institu- oGroup Department % Ff Years 4%
tion/College) Insurance Policy Class D4k
EREM = b i Student Number 55 :
(RERREZHE)
[IMedical % [ICancer Treatment JEfE B Critical lliness/Specific Critical lllness & A/45E E A % (15)5% LI Premium Waiver A% {3 &
[Various Benefits %1820 [1Pre-death Needs 4815k [1Death Benefit S#1# 1+ [Total Disability 522 %#E[Partial Disability &8
548 IReceipt Balance Payment Certificate Ui§ 2= 55441 3578 |:|Lump Sum Disability Care Assistance Insurance Payment (Calcu-
Claim ltems | lated with Discount Rate as per Policy Term) X ERBHERRE—RAN(RERERNES ISR ZEE) LLong-Term Care Benefit
- E#REAN UContinuing Claim #&i&#  [lOther it
BEBIEE L1 do not agree to apply for a claim under the group insurance policy this time (If you have a group insurance policy with the Company and this option
is not selected, it will be considered as your consent to apply for this policy. Based on our policy services, the Company will inform your policyholder unit
about this claim application). ZRAEERFEGREZERE (WAKNALTEERRE - BHERIEREAKEERBIIRE - BRRERE - AATEH
AR ZIBIFBAN B AN 2 EREM - )
Details of . Liliness #7% Job Medical [INational
Type of Incidents ClAccident E4h Description Treatment Health Insurance
the BHESE XIf it is an accident, please complete the fol- TERA Status RIR
T lowing B =5 - BEELTEAL Wi [ISelf-paid B &
Date an_d Time of WYW)E  (MM)E (DD)E Date of / / A.cadent
=HRE Incident Hour 5 Minute % Report (YYYY)E (MM)B Site
ELd=ELISD! HEAH (DD)H S Hith2h
Responsible Telephone
Responsible Unit Branch /& | Police NunF\)ber
BRIREE AL Police Station ikttiFfT . Officer e
BEEE =
Please provide a detailed description of the cause and circumstances of the incident below: (>'< If there are any police reports or police documents or
media coverage, please provide clippings or relevant information.) BHRER&BIER - FHefit D (XEARESRE SRR RERERERE
AR BT R AARER - )
[Delivered by the service staff of the submitting department FRZ: B IR A S8R
[IMailed to the insured contact address on this application BZEH# A 2 AR EBEZ R4 th i1t
[IMailed to another specified address B EMigE M :
O By check XIf this box is not checked or specified, the details will be sent to the Insured contact most recent address (residence) on file with the
= company. IR ZETIAS - SIS N B B 2 M (R FT) B 2%
Delivery Method for Claim Payment Detalls R A IR R T2 J‘i_ﬁ
[ISent with the check iz =&
[CINo need to send(lf this box is not checked, the details will be sent with the check)BEZ % (MR TE - BHEX
7K_J'L)
[ITo the Previous Claim Account FE3X Z AT ZRIBEEIES
[To the Beneficiary's Account B E =3 AIES
[To the Legal Representative or Guardian’ s Account B EAERIB AT EEA ZIES
Xt is advisable to use bank transfer to speed up the payment process. BIIEA TS - BHERINERAR
Payment Account Name F|nanct|iaCI”I1nst|tu Branch Account Number
VA=P-% > g
Method~ J=E= SR ETE DITRHE PRSE
AN
Delivery Method for Claim Payment Details 32EE 4 TARAIRZT XA
[IContact address provided on the application form ZZxea 55 248 i1t
[INo need to send. A%
XNote: If this box is not checked or specified, the details will be sent to the Insured contact most recent address (residence) on file with the company. IR ZEHIETR - KB
BF NS Z Bt (& E 2
L1.If the beneficiary of the medical insurance is a minor and the payment amount is NT$200,000 or less, the payment can be remitted to the account of the legal representative or
guardian (who must be the policyholder) Fiit'a &% & ¢ S A S E X2 B H 2 20 F ~(2)P > WEBRHIFLALALERL (DS RFAAL) 20 -
2. If the beneficiary of the medical insurance is the same as the policyholder and is a minor, and the payment amount is NT$200,000 or less, the payment can be remitted to the
account of the legal representative or guardian (relationship proof document must be attached). #F % %% £ & ¢ #& 4 - Lo del A $E L 2B H 25030 20 § ~(F)p > WiE
BRADE AT ST A (M AEM Y 2) 2162
3.If the payment method complies with the abovementioned payment method 1 or 2, it will be considered as payment has been made by the Company to the beneficiary. Howev-
er, if this leads to any loss or damage to the Company, the beneficiary and payee agree to be jointly responsible for reimbursing the insurance amount without dispute. # & & it |
BL2LBHAN RS AP HEF AL RFNRI AP LI LFA R R EAF AT ER G L F o BEB K-
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Notice of Personal Data Protection Obligations for Life Insurance SR ¥EETEAERUREEENBB AR ¢

Farglory Life Insurance Inc. (hereinafter referred to as  “the Company” ) is providing the following information in accordance with Articles Article 6, Paragraph 2; Article 8, Paragraph 1; and Article 9, Paragraph 1 of the Personal Data Protec-
tion Act. We kindly ask that you review this information thoroughly : & ABHRIREERHBRAS(FEAR ) RBEAABZRNREL (UTHERERE ) FAKEIE  F/\BRE-BERBNGE-BHE - © ARENTIEE . §:F Al

1

Signature of the Signatory (The Insured/Beneficiary)31Z A BI#HRBA /2= A) 5

Purpose of Collection: The collected data will be used for the following reasonable and related purposes: Personal Insurance(001), Marketing (including joint marketing with financial holding companies) (040), Collection, Processing,
and Utilization as required by financial services regulations and financial supervision needs (059), Handling of Financial Disputes (060), Financial Supervision, Management, and Inspection (061), Collection, Processing, and Utilization
of Personal Data by non-governmental entities in accordance with legal obligations (063), Insurance Regulation (066), Contracts, Similar Agreements, or Other Legal Matters (069), Emergency Assistance for citizens traveling abroad
(085), Consumer  and Client Management and Services (090), Consumer Protection (091), Accounting and Related Services (129), Online Shopping and Other E-Commerce Services (148), Auxiliary and Logistical Support Manage-
ment (150), Investigation, Statistics and Research Analysis (157), Other Financial Management Activities (177), Other Business Activities in accordance with business registration purposes or organizational regulations (181). —+ %&£
Z B8 AZRER(001) - 7 #7)(040) - SRBBEREORERENEERE  IAZEERERAF(059) MFHEEEL(060) SMEE  ERERE061)  FABBBIKEZEEBMETEAAGTN 2 RERERFIH063) -
fREREZIE(066) ~ 2247 « F () %’3 iﬁﬁﬂ&éﬁﬁ %E75(069) - HRSMNEA 2 EREN(085) - HEE - EFEERERHE(090) - HEERE(09]) - FEHEMRIRKE(129) - AEEEYM REME T EEMRE(148) - WA LB IREIR(150) - #BE - fatHH
ROM(157) - At SRERHKHB(177) - At EESGRERSCENIAMBRMEZXB(18)SHEMEZHEEN -
Categories of Collected Personal Data: 1. Identification Data: (1) Personal Identification: Such as name, job title, address, phone number, email address, Internet Protocol (IP) address, and any other data that can identify the individu-
al. (2) Financial Identification: Such as bank account numbers and names, credit card or debit card numbers, etc. (3) Government Data Identification: Such as personal identification number, business identification number, disability
certificate number, license number, passport number, etc. 2. Characteristics Data: (1) Personal Description: Such as age, gender, date of birth, etc. (2) Physical Description: Such as height, weight, etc. (3) Habits: Such as smoking,
drinking, etc. 3. Family Situation: Such as marital status, details of family members, etc. 4. Social Situation: Such as the value of movable or immovable property owned or held, details of accidents or other incidents, etc. 5. Educa-
tion, Examination, Technical, or Other Professional Information: Such as school records, etc. 6. Employment Situation: Such as current employment status, etc. 7. Financial Details: Such as income, earnings, assets and investments, li-
abilities and expenses, foreign exchange transaction records, credit notes, insurance details, etc. 8. Health and Other Information: Such as medical reports, treatment and diagnosis records, test results, disability certificate infor-
mation, etc. 9. Other Details: Such as information related to policy applications or contract documents.— - BEZEAZEREER] : (—)@BIER : LYEEAAE - WS - BE - 4 - BF  SFIEMN - @RERHE(P)REMERI oI HHE
HERAAES - 2MEMEE | ESREIRE 2 RBRNS - GAFARRFZRBS - 3SBRERDZIREE | IS2ER—EN - A—8% - SOEEFMRE - SRNHE - ERNEHS - O)RER  LEAMD | MEEK - 45 - HEFR
B - 258501 M85  BES - 388 MHE - BES - O)RERN  MEEAR  XERSZHE6SE - (WHEER  IAMAEEEMEFN ZBENFBHEZBES  BOINAEMEHRERBELS - (Q)HE - B - HiTNEMEE
WBRLHS - (NRERET  MRTZIEELS - (OMBAE MR - S - EEERE - ARETH  SMNERSLKR - BEER - RIRMAHS - ((VERERM | MRS  AREZELCHE - RBAR - SOERFMERENS - ()
HiFMERESHEMEBDABARNENS -
Sources of Personal Data: 1. Policyholder 2. Legal representatives or assistants of the parties involved 3. Medical institutions 4. Third Parties involved in joint marketing, mutual use of client data, cooperative promotions, or other
related activities with the Company, or third parties entrusted by the Company in its various business operations = * fEAZER ZKiF : (—)ZRA(D)EBAZTEERIEA - BIA(S)SEBEGRAH(N)ES-AHKRTHE  ROEREFERN -
BIFEESRG  ARAATZEEBAMETERZE=A -
Utilization Period, Recipients, Regions, and Methods of Personal Data:1. Period: The duration necessary for the execution of business operations and as required by laws and regulations. 2. Recipients: Head office (or branch office) of
the Company, the Life Insurance Association of the Republic of China, the Non-Life Insurance Association of the Republic of China, the Taiwan Insurance Institute, the Taiwan Insurance Guaranty Fund, the Financial Ombudsman In-
stitution, the Joint Credit Information Center, the National Credit Card Center of R.O.C,, Institute of Financial Law and Crime Prevention, the Taiwan Clearing House, the Financial Information Service Co., Ltd., outsourced service pro-
viders, companies with whom the Company has business dealings (such as reinsurance companies, financial institutions, insurance brokers and agents), and authorities or financial regulatory agencies with investigative rights. 3. Re-
gions: The regions where the abovementioned recipients are located. 4. Methods: Utilization methods in accordance with legal regulations./d - fAAZRFIFEHR - &2 & - 5 (—)HBH  ARTEBUERKESREN R
ZHE - (D)% : 2D)AT) - PERBEABRBEXRERAE - PERBEEVRBEXEARAE - MEAIARBRBEXRBRPL - MEZARRZEES - MEIZASRBETHDO EAERBEREPL  MEEAMSERRPL - M
EEASRUASIBIRRMGI PO - QEEERMAT - MRENAT)  EBERIMERE - BANTAEBERZAT (W BREE - SRHE - RENAS) ) OAAHEHKEISREIREN - OME | BRNSMEZE - ()5R  GRES
REZFBAN -
In accordance with Article 3 of the Personal Data Protection Act, you have the following rights regarding your personal data held by the Company:1. Rights you may be exercised: (1) Request to access, review, or obtain copies of
your personal data. (2) Request for supplementation or correction of your personal data. (3) Request to halt the collection, processing, or use of your personal data and to have your data deleted. 2. Methods of exercising your rights:
You can exercise these rights by submitting a written request via email, fax, or electronic documents, by visiting any of the Company’ s service centre, or by calling our toll-free customer service hotline at 0800-083-083.%1 + & {E#E
EBEZFRE - ARMAADRESR ZEABRSITEZEN RSN (7)€%ﬁ$"ﬁﬁ@2%‘ﬂ 1 LAKRASEN  BRRENFEREEERE - 2AFQEBRBANELE - 3QAREBRELRE - BENMBRBEKRME - (O)TE#ENZ
A BIRBLUBEESEFEHMG  BH  BFXH)  AXFLTERBE DL - NEBREER SR EH4R(0800-083-083)17 E#F -
Consequences of failing to provide personal data: If you do not provide the required personal data, the Company may experience delays or be unable to carry out necessary evaluation and processing procedures. As a result, the
Company may be unable to offer coverage, delay or unable to provide you with the relevant services or benefits./< + Sl R REEABRAIEERZZFE | SlRERERMEMEABENE - XAATSUEEENBRETLEZEZRER
fE% - EILoIREm S fR B ARE ARERERBEAN -
Consent for collection, processing, and use of medical records, health care and examination data: The undersigned (hereinafter referred to as “I" ) consent to the Company collecting, pro-
cessing, and using my medical records, healthcare, and health examination data within the scope of the purposes disclosed. This consent is in accordance with the Personal Data Protection
Act and the relevant provisions of Article 177-1, Paragraph 2 of the Insurance Act (including the transfer of such data to affiliated reinsurers for reinsurance underwriting or claims processing).
RE - BEREFERESEABNES  BERIBAESSEE Y AEEA (UTEHEAA )R JBQIARFESHNBREZENEERN  SRBEARMREEIRAREZE Bt HthRz—$REE
PWESHRMESREZEEA (WA TAEBERZBRIBATDMEFSRBZRIEREY ) BE  EERIARAZRE  BEREEERBEBEARR -
Consent and Acknowledgment: 1. The insured/beneficiary agrees that the Company has the right to collect, process, and use the personal data within the scope specified by the Personal
Data Protection Act. 2. | consent to appointing the “document handler/insurance agent or broker/service staffs” to handle the claims process on my behalf and agree that the Company
may send claim-related documents/information to me through the appointed representative. 3. For claims of death or total disability benefits, if the insurance policy is not submitted as re-
quired by the policy terms, it will be considered lost, and the beneficiary acknowledges that the policy is void and does not need to be reissued. 4. In the case of a death benefit claim, to verify
the accuracy of the attached autopsy report (or death certificate), | (the beneficiary) consent to the Company comparing the provided data with the death notification system data from rele-
vantagencies BIARIEEE | LERBA/ZBABRRE BATMAAZBAER - R TEAEMREEL MREZEER - ARESE BERABZEN  2AABEEE "2GEES/RIRCEASR
RISRN/RBE , NRRIPERPFSE - UEE BAERPFEAXE/ENHARZEABNTAA - JBHFSH/TEAERRBE - KEFRERBMRBEMARIEME - BREEKX - BEA
BIRARREFERARE - 4ABRPESHAN  RERATEESFMRMARREEREETCRAZT)NTZERYE  AAEZANERERAFHAIRENEAMBEMNZTTE §E§ﬁ§§ﬂ)§ﬁtb
ESl

(For medical insurance benefits, the beneficiary must be the insured. BB RIBERHZARBBHALRAN)
Signature of Legal Representative/Guardian/ASS|stant EERBEA/BEEN/EHEIAZES :

(To be completed if the beneficiary is a minor or a person under guardianship or assistance declaration)
(BRBEARKRBEFEALREERZHHEESZATER )

BEERRIREEERINEREMANE

Mobile Phone 1TE1E:%: Contact Phone Bf4& & 25:( )
* The Company will notify the claim progress via SMS. Please ensure that the mobile BRERIA Nz
phone number is clear and accurate to facilitate the receipt of relevant notifications. - X 2\ Gl lE (R BT BATIEFSEE - | serureeeeneenenes .

L ENBERTEEZ IG5 ZERE - YA EWAEREMRE

Address: [1Same as “the latest address (residence) of the insured on file with the company”

(This option is not applicable for travel accident insurance applicants. Please provide the full address) i i
[F FEMABEFEATIREN 2t (EFF) . (PBRITEFLBERNERARIEDE - FB50FEMI)
County Township Village Road Section Alley Number e —— i
ooooo
City District Neighborhood Street Number
o@yahoo.com.tw o@hotmail.com oc@gmail.com
E-mail: o@fglife.comtw oOther@
Date of  application & & H #: (YYYY) (MM) (DD)
( XIf the date is not filled, the date of application will be considered as the date on which the Company acknowledges the application. EXES - DA ATREERRHER )

H R H 2% K= .
glegaTacffLJtrﬁé Service Staff/Trustee BR#AE/ZFEA Registration Number SHETHE submitting Department/Code/ é?(;\;\]lnllsr]tgitrgl:c/:SSIStant/
oy 55 | D et R Signature or Seal of the Insurance p .
BEB/BBAEER: Department Acknowledgement Seal 7

] & AT
Broker or Agent 4 EEL/HHE/IRAE - HHAT) B/ AR SIS

E-mail: Mobile phone 7&1E5
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List of documents required for insurance claims applications H"mmmH‘l"l”||H“|||||||H"|
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(v: Applicable to both individual and group insurance ©: Applicable to individual insurance only A: Applicable to group insurance only %: Applicable to student insurance)
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Insurance Claim Application
Form
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©|©
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Diagnosis Certificate

Barthwell Index, Clinical
dementia Rating Scale, or
other professional
assessment scales

Summary of medical records
related to long-term care
status

\
<<
&
\
©| © 0|6
©| © 0|6

Original copy of major illness
or injury certificate issued by @
the National Health Insurance

Original receipts and expenses v
statement

X-rays (or disk) v

Birth Certificate and
Household Registration @
Transcript

Death Certificate v v v

Household Registration
Transcript of The Deceased v v v v

Beneficiary's Identification v
(such as a copy of the
identification card or v v v v v v v v v v v v v @ v v v
household registration
transcript)

Legal Heir Declaration and v v
Consent Form

<
<
<
<
<
<
A
<
<
<
A
<
©
A
A
<

Relevant test or pathology v
report

<
<
\
<

Proof of foreign currency

deposit account @ © @ ©

(for foreign currency policies)

Insurance Claim Application
Form for Hospitalization
Comfort Benefit under the ©
Kiangsu Medical Health
Insurance (designated use)

Diagnosis Certificate and
medical record issued by
hospitals at or above "Re-
gional Hospital” level @

(applicable for Bayan Kang
Major lliness and Injury Annual
Term Health Insurance)

Hospitalization certification
(such as hospitalization
diagnosis certificate, bedside @
card with personal information,
or image of patient wristband)

Proof of occupational accident

and Labor Insurance benefit A A A A A A A

receipt copy

Proof of student’ s registrant-
tion record (with official school
seals and responsible staff’ s * * *

seal)

Insurance Policy @ @ @ @ @ © © @ ©

® Important Notes

1. For all insurance benefit claims, in addition to submitting the required documents listed above, the claim
documentation must comply with the terms stipulated in the policy. If additional documents are needed for
claim review, the responsiblé staff will provide further notification.

2. Documents issued abroad must be notarized and authenticated according to relevant Ie'glal regulations be-
fore they can be used. For further details, please refer to the Bureau of Consular Affairs, Ministry of Foreign
Affairs website (www.boca.gov.tw).

3. If the cause of death is listed as "Under Autopsy Examination” , please provide the "Autopsy Report” ora
"Postmortem Examination Certificate” that states the confirmed cause of death.

EIR/ABHFEEHLIE 11310



4. When claiming accident medical insurance or disability benefits due toa “fracture” , please provide X—raKs
to confirm the |n%ured area and the degree of the fracture (complete, incomplete, or crack) in addition to the
medical certificate.

5. When claiming accidental death or total disability, please submit “proof of accidental injury” (such as a
police report)To expedite the claims process.

6. To facilitate the claims investigation process, the responsible staff may request for additional documents such
as the “"Authorization for Inquiry and Declaration Statement” and the “National Health Insurance Insurer
Data Application Form” from relevant agencies (hospitals). If the signatory is the legal representative, guard-
ian, or assistant of the insured /deceased beneficiary, please also provide proof of relationship (such asa copy
of the household registration or a court ruling).

7. Iftheinsured applzin for total disability benefits has been declared under guardianship and the declaration
has not been revoked; a court ruling onthe declaration of guardianship or assistance must be provided.

8. Please provide the cancer pathology slides or related examination reports when claiming benefits related to

“cancer” (such as major illness, cancer treatment, cancer-related death, or premium waiver).

9. For cesarean section benefits due to medical reasons, no medical records are required for regional hospital
Ie\éel or hnger. However, obstetrics and gynecology clinics must submit photocopies of medical records or
abor record.

10. Beneficiary identity documents refer to the beneficiary’ s household registration transcript or a photocopy
of both sides of the beneficiary’ s identification card.(If the beneficiaryis designated as an heir at law, in
addition to a photocopy of thé identification card, the full household régistration transcript and an “Heir
Declaration and Consent Form” must be submitted to confirm the number of beneficiaries and the distribu-
tion of the benefit amount.)

11. Applicants for “Disability Support Benefit (Total Disabilityl)”_ must submit documents, such as a household
registration transcript, to'prove the insured is alive when claiming benefits each year. When the beneficiary
applies for Disability Support Benefit (Total Disability), the ComoFany may conduct a medical checkup of the
insured and, with the beneficiary’ s consent, review the insured’ s’medical records if necessary. All costs will
be covered by the Company, however, this will not extend the time frame in which the Company is obligated
to pay benefits according to the policy terms.

12. If a claim is filed by someone other than the insured, a letter of authorization must be provided.

13. According to the National Health Insurance Act and the Regulations Governing the Withholding and Pay-
ment of Supplemental Insurance Premiums :

13.1 Interest accrued from delayed payment of insurance benefits, which results from the insurer’ s failure to
pay within 15 days, is considered interest income under the Income Tax Act and is subject to supplemental
Insurance premium withholding.

13.2 If the interest from late payments reaches NT$20,000 or more in one payment, the Company will deduct
the supplemental insurance premium as required by regulations.

14. If the insured’ s death benefit involves policies like high-risk, elderly, single premium, short-term,
debt-financed, large-sum, or intensive policies, or if the insurance payoufis the same as or less than the pre-
miums paid, and there’ s an attempt to avoid estate taxes, the tax authorities may still enforce tax rules based
on the actual situation.

15. When the insured passes away, becomes totally disabled, or the total insurance amount reaches its limit, or
the main policy is terminated due to a non-death-related insurance event, if you do not wish to continue
the rider insurance, you can contact FarGlory Life Insurance’ s Policyholder Service Department to termi-
nate the rider insurance.

XFor those who submit their Insurance Claim Application Form by mail, kindly send them to
the head office or the following branch office.

XTaipei Head office : 27th Floor, No. 1, Songgao Road, Phone : 02-2758-3099

Xinyi District, Taipei City 11073, Claims Department Fax: 02-8789-2484
XTaichung Branch Office : No. 635, Section 2, Taiwan Phone : 04-2329-5550 Fax :
Boulevard, Xitun District, Taichung City 40759, Claims 04-2329-1060

Section

*Kaohsiung Branch Office : 1st Floor, No. 112, Sanduo 4th  Phone : 07-330-9523 Fax :
Road, Lingya District, Kaohsiung City 80247, Claims Sec- 07-535-4066
tion

® Toll-Free Customer Service Phone : 0800-083-083
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