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Please fully complete the below information ( FHHEH ~ 3l & 7 )

Agent Name F73 F1iE € AgentNo. #¥ £ 'HTT@F
District Bl ik Agent Tel. No. F’%ﬁ]?ﬂ%

1. Policy Particulars (R ETE))

Policy Number(s) Name of Life Insured 3k Life Insured's HKID Card / Passport No.
(L AR T T Fﬁ?ﬁfjfl'ﬁr%/ REIHERE
Address of Life Insured Telephone No.
AR Fprc R

% Please complete full name as shown on HKID Card/identification document @%‘/ s f/}/;q% HY &4 £57E)

2. Payment Particulars (fF5[Ee¥))

1/We request that subject to proof' of title, the claim payment be converted into

%',/;F',;V%'l” ST E | REEEED '/Erf*.@“ [ 1OKS w7 [ JUSS X7 [ ISterling %14 Please tick v one Box (75 2 11~ Z451% 1 1=/ "% )

3. Required Documents (%7 Ji W )

1. Original 3 or copy of the new born baby’s Birth Certificate (Fr- 27, {f#T1~F \,579/577 z)
2. Original > or copy of the Immunization Record (in which showing the immunization was done after 30 days from the date of new born baby’s birth)
(BT S E - T T 307 2 F R )
>k The documents must be certified true copy by our Life Claims Dept. or by any authorized persons to be accepted by our Company.

R E R RN AT A -

4, Declaration and Authorization (% F21#)

1. I/We, the above Life Insured or claimant(s) hereby request payment of the total benefits in accordance with the Policy and I/We warrant that I am/We
are legally and beneficially entitled to such sum.

2. 1/We, the above Life Insured or claimant(s) do hereby authorize any hospitals, physicians, medical practitioners, insurance companies or organizations
that have any records or knowledge of the above Life Insured to disclose to Our Company, or its authorised representatives any and all the information
with respect to his/her health, medical history, disease, hospitalization, advice, treatment, investigatory result, employment records or any other policies
details and claim records, etc.

3. I/We also agree our Company to utilize the copy of myself/ourselves or my/our relative's identification for the above claim purpose. A photostatic copy
of this authorization shall be considered as effective and valid as the original.

4. 1/We declare and agree that the personal information collected or held by our Company, whether contained in this application form or otherwise
obtained, may be used by our Company or disclosed to any individual or organization within or outside Hong Kong for the following purposes:
(2) to assess and process this application, (2) to provide insurance and customers services, (3) to conduct insurance claims or analysis.

5. 1/We shall have the right of access to and to request correction of any personal information concerning themselves held by our Company. A request for
such access may be made to the Personal Data Privacy Officer of our Company at 24-27/F, One Island East, 18 Westlands Road, Island East, Hong
Kong.
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Date [1#] : Signature of Life Insured il * &5

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






