Consultant name
Code AA

District e — ZURICH®

Telephone no.
R BRI
Private & Confidential fA AR R & X # J

Accident Insurance Claim Form (Part I)

Policy number Name of Life insured
REIRI ZRABSE
HKID number Age Sex Contact phone number
BB HERE £ ] AR ER
This is a New claim O Further claim
HFEEREIMG BRREE BERE
Benefits to claim Q Dismemberment / Permanent disability Q Temporary disability income / Indemnity
REESER -1 Y YR ErFek TIERED
Medical expense Daily Hospital Cash
O BEEA O BHAKRRE

Mailing address
B4R st

() GBML“v” % MATREKII)

Employment particulars 5% 515

-

1. Present occupation (if more than one, state all) and 1.
exact nature of occupational duties
BE (HEFRE - F59) BLRBE
2. Name address and telephone number of present employer 2.
REEE B - it R EFEIRS
3. Are you self-employed ? 3. Yes No
BTREBEE? O = Q =
4. Any official income proof? 4, O Yes Q No
(i.e. Pay-slip, bank statement, IR tax return or employment letter /contract etc.) B i3
BAREXAASRH?
(Mi2E -~ RITFRE - BHEREAEN)
5. Did you file a medical leave certificate to your employer ? 5. Yes No
EEMEZERFRERE? O =) O i
6. State average monthly income (during the 12 months prior to injury) 6.
BINEERN2ME B 2 FHBA
7. Details of any income continuing whilst disabled 7. Amount H%K_$ per month BA#E
ZEREFHEMYA - FIIBHAEH BxL
period from to A
\_ /
Accident particulars S5 sEE
8. Date and time of accident 8. Date(dd/mmlyy) am/pm
BRIz HERERD BEA(R/A/E) EFITF
9. Where and how did it happen ? 9.
BEMBRLR?
10. Part of body injured and type of injury 10.
FEBARES
= /

Treatment particulars & E:E1E

11. Details of hospitals confined or physicians consulted for the injury (Please attach discharge note).
FIHERRBNZEMHRD 2 BERER EEXHRFREE)

Name of physician(s) and / or hospital(s) Address(es) Date of consulation(s) and /
%E/glﬁ%fﬁ it or period of confinement(s)
#Me21EBr B A
a.
o I I |

C.
12. State the Life Insured’s usual doctor’s name and address.

FIHEZRAEERD 2B EEB R

-
\J




Private & Confidential ;A A R#E X &
General information —fR&E ¥} .

13.1s the Life Insured claiming under any other policies in respect of the accident? () Yes () No
FRARBRAR—ENREMRERRBATRE =2

14. If yes, state the insurance company name(s), address(es) and details of benefits being claimed.

EANE - BVARRLRNER - iR REREBNFAER -

L %
Declaration and authorization BEEZRIZEE '

| declare that the answers given above are true and complete. | further understand that any misdeclaration of the facts could affect my claim.
BERULE—EHEZERATEHIER - BRAIKEER QAR ZEE -

1.1, of HKID no. , do hereby authorize any physician, hospital,
insurance company or organization that has any records or knowledge of the insured, of HKID no.
(relationship to me ) to disclose to the Underwriting Company (the Company),

or its representatives any and all the information with respect to the insured’s health, medical history, disease, hospitalization, advice,

treatment, investigatory result or employment record.

E24 1= gir A L REEMRSHEL - BT - 257 RBRARDSEMERER
ATHABNEEZRABRZA  GUUEZRA EB SRS (B2ENE
% ) WRBINER  BEZRR - WE - BN - AR DRER  BELNE  AEER - ERLREFA

BAERAE [EAR/ AAE]| REZEREARKS o
2. lalso agree the Company to utilize the copy of myself or the insured’s identification for this request. A photostatic copy of this authorization
shall be considered as effective and valid as the original.
HETEBEQRAEARARZRAZGOEAXMABIAUME LRAEARE  WREZEZHHNATBENR -
Signature Date HHi(ddB/mmA/lyyHF)
B5E

| believe that the answers given above are true to the best of my knowledge.
FARB L2 AR BEREN -

Documents attached with this claim form

ERWWERFER - RIE 2 A

1. Sick leave certificate from to
WERERE == z

2. Receipts issued by registered doctor(s) | HK$ ‘
M HNER BT

3. Other ‘ ‘
Hith

Signature of Consultant / witness Date AHi(ddH/mmA/yy%F)
EERER  REARE

-
Payment WEEEEFIE

Name of bank

N

IRITERE
Bank account no.
F Ok
Bank code Branch code  Account no.
Name of account holder
FORBEALHE
Note The claim payment shall be credited to the bank account in name of

e Life Insured under the Accident Insurance; or

e Policy Owner under the Juvenile Accident Insurance.
BHEzBTEEERESR  FAZZRASIRESBEABRTZRITFA -
FHERPORBRFOFEAGBLER  UETHBEZER

5
g
il

-
N




Private & Confidential ¥, A B R 88 3 ¢ ,
Certificate of medical attendant (Part 1) BEE#HE

No claims can be admitted unless medical certificate from a duly qualified and registered medical practitioner on the form below be furnished
at the expense of the insured.

BRENEREERRIMAEREY  RERHZIRABE  BATESE -

Insured’s name Age HKID no. Date of accident
1. (@) What is the exact diagnosis ? 1. (a)
(b) Is there any external and visible evidence of (b) O Yes O No
injury at your 1st consultation
(c) If yes, please state type of injury (o)
(d) State part of body injured (d)
(e) Describe the cause and extent of injury (e)
2.  Present condition of injury 2.
3. (a) Is there any treatment administered ? 3. (a) O Yes O No
(b) If yes, please give details (such as suturing, (b) Date |:| Time (am/pm) |:| Treatment
physiotherapy, type of dressing, etc.)
4.  (a) Any other physicians who treated insured for 4. (a) O Yes O No O Unknown
the same injury ?
(b) If yes, please give : Name(s) Address(es) Approximate date(s)
5. Did injury require : 5.
(a) Hospitalization ? (a) OYes From‘ d ‘ d ‘ m ‘ m ‘ y ‘ y ‘to‘ d ‘ d ‘ m ‘ m ‘ y ‘ y ‘ ONo
(b) X-ray ? (b) Q Yes Q No
(c) Special diagnostic procedures ? (c) O Yes O No
(d) Surgery ? (d) O Yes‘ ‘ O No

If any of the above is yes, please give details

6. Was such injury induced from or effected by 6.
any of the following which may contribute to the
accident and / or lengthen the period of disability ?

(a) Physical defects / congenital anomaly (a) O Yes O No
(b) Unfavourable past medical history (b) Q Yes Q No
(c) Degenerative changes (c) O Yes O No
(d) Alcohol or drugs (d) O Yes‘ ‘ O No

If any of the above is yes, please give details

7. (a) Was healing complicated ? 7. (a) Q Yes Q No
(b) If so, state why & any special treatment given (b)




ZLTR8/1/04/2010

/Private & Confidential A ARRE X &

~
8. Bearing in mind the insured’s occupation as 8. (a) at your1st consultation OYes ONO

stated in item(1) of employment particulars, do .

you feel that the injuries would have prevented (b) at your latest consultation (O Yes (ONo

him / her from working ?

9. If an absence from work of more than 7 days was 9.
necessary, please describe in detail the reasons
why you feel the insured could not return to work
earlier

| hereby certify that | have personally examined & treated the insured for the above injury and that the facts as given above present my opinion
of his / her condition.

Signed Name of physician (with stamp)

Date (dd/mm/yy)

Address

Qualification Tel. no.

\_ /

Required document F7&E3 4 V

Complete appllcatlon form.
O TRERBER

e Please complete all the questions in Part I.

LbRAE EE -0 2B BEELEEE

3 Please ensure Part Il to be completed by a registered doctor.

ERREEREE O 2 BE2EMmEE -

Sick Leave Certificate.

O wmsnz -
O Original receipt for medical reimbursement.
=

BEERZEXRESE -
J

Points to note ;I =E1F

O Please write down the correct policy number.
BE L IEHE 2 REESRES o

O Please make sure the signature of the insured/ owner is consistent with that in policy application.

ERARU E2EFRARERFET2EE -

O Please complete and return this form not later than 7 days after the date of injury.
FEZEARERANEZ R LHRE -

Q If accident has been reported to the police station, please produce the police report or relevant documents.

WEZBIHBHEEESRE  BRHEBHEEN - flf0 - OMKEIAS - BRIARIHES -

O In some rare occasions, it may take more than 7 days for us to assess an individual case. In such circumstance, we will advise you in wr|t|ng
E;%%’JEE,R;’D AARIRRRTEREMEEERE  FLE—SRE > Ut ERENEESEERBLETEXRNEY - AW - AATEE

/

Processing of your claim form R{ERFXRNER

After submission, your claim form will be processed by our Life Claims Department. The Department will advise you the result. Should you have

any enquiry, please dial the telephone number 2535 3502.
BTHREFERRAEEPASEREE -SERSERNBNETERER - BHEAER - FHE 25353502 °

Zurich Insurance Group (Hong Kong)
24-27/F, One Island East, 18 Westlands Road, Island East, Hong Kong
Claims Hotline: (852) 2535 3502 Fax: (852) 2105 3403 http://www.zurich.com.hk

BRitREEE (F8)
EHEBEREMK 8B BRPO24-2712
RE B4R (852) 25353502 HE: (852) 2105 3403  http://www.zurich.com.hk



