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Maid care insurance (hospitalization) claim form #=t

It is not necessary to complete this claim form for Outpatient Claims. Please write the policy
no. and your contact telephone no. on the original medical receipts and then send them to

us by post. EFHFREMIBRIR , WA AREARUKRES. FEBEBURNER LR LR REBRERT
EBHEEREWRIS , RAERBFREM.

If you are claiming under the Employee's Compensation Ordinance (e.g. Your domestic servant sustains bodily injury by accident or disease arising out of and in
the course of employment), please contact us immediately. You need not fill in this claim form.

HRIEAR R R B R BIERE (BIANRA R R TH 38 AE BN S = SRS R G EUER) » SEEIRREEA « (RN EEE R IRES -
Name of insured: $&{# A#:44: Policy no. {REE5%HE

Correspondence address: s@zAMbE ¢
E-mail address (Optional): FE &bkt GEM/EIEE) !

Phone no.: (day) &E&&H%HS © (H) (Night) (%) Fax no. (Optional): E5EHE GRINEIES)
Name of patient: JiE&#:4: Sex 1451 Age Fn

Patient's id/passport no.: (F& B o8/ E5RIE:)

B TR LIS SR AR RIS e DU ReE - O 2, wbbssEa O mbesssm O &

Do you prefer to receive SMS messages for claim acknowledgement and notification of payment status? If yes, in English or Chinese?
[ Yes, in Chinese [ Yes, in English [ No

Please attach the original of all medical receipts and reports pertaining to the claim. ZF[ft FFi5 5 Rl 0 SRR IS K i s 1 R4 »

If hospitalization was due to illness 25} FBE

Please describe the symptoms before hospitalization. Fhafut A SRR E

When did these symptoms first appear? sZREH AR E R HER?

Date HH#f Name(s) and Address(es) #4454 & Hdl:
The physician first consulted for the illness.
EHRZEERR
All other physicians consulted for the illness.
Fiv ELAt RS 2R 2E
Physician who referred the Patient to hospital.
peit S YNNG )=
If hospitalization was due to an accident =04 554 |

When and where did the accident happen? & #{FA Al Al 54 2

Please describe how it happened. St B /MEE

Please describe the injury. Eftt B0 L2

Payment Details NESZh,
TEARBR R nROIE I N - BN Rl DS SR AR A TR 5 s s (K

Subject to policy liability, you are given an option for settlement by claims cheque or by direct credit.

[ By cheque %= [ By direct credit/ wire transfer $R{TEMR(FEIR DL FFI L $817 R D HABEHS el 3 7T 2 IS limited to listed banks below
and for claim less than HKD20,000)

AR TSR R TR - SR AUERRSRITE RS o LIRS EH?JfEﬁﬁrEFT:@ﬁ ANFIRILERT - Bt ZORA SR N SRISBRIEERThEN - ARk

TE AR \Wfﬂﬁt;r%nlﬁﬁﬂﬂiﬁﬁ& AR RE— U (R IR I - BEHRE -

Please provide your banking details if you prefer payment by direct credit. However this is subject to the bank's arrangement. Furthermore, the supply of

information or documents under this section is not construed as an admission of liability under your policy. We hereby reserve all our rights for assessing \
claim subject to terms and conditions of your policy.

FOEE A (/AR AFEE]) Account Holder's Name (Must be the same as the Policyholder):
$R1T4M: [ [EZ4R{T The Hongkong and Shanghai Banking Corporation Limited [] #&3#T#R{T Standard Chartered Bank

Bank Name: [ H1[I4R{T (F#k) Bank of China (Hong Kong) [J 154 $R1T Hang Seng Bank
FRATIR =57 FOFEAEE

Bank A/C No. I T T I |SignatureofAccountHoIder:




Private & Confidential f A B4% % X4+
Declaration and authorization EHH K7

I/'We declare that, to the best of my/our knowledge, this information is true. /We also agree that if any of the above is intentionally untrue or missed, Zurich
Insurance Company Limited has the right to repudiate my claim.

ANFFELEPARANCEDRBETAREER  WERREINS - AAFRBENLL LEMEREE SR HEONR - sfREREERAREREEAANEZ
DLEZRIE -

| hereby authorize any physician, hospital or other organization or persons, that has any records or knowledge of the patient or his/her
health, to disclose to Zurich Insurance Company Limited or its representative any and all information about the patient with reference to
the accident, his/her health and medical history and any hospitalization, advice, treatment, disease or ailment. A photostatic copy of his/her
authorization shall be as effective and valid as the original.

ARNGELEAET AT SRS R A SRR sk B A - BEe i AR AL T RRIRE S KBS - BERREIRD - RE
Bk sERIE RHARR R M R AIR A RIS EAFGERE - AREE ZBIAREIEARFRIFSTT -

I/We understand and agree that the personal information collected or held by Zurich Insurance Company Ltd. (“the Company”), whether contained in this
form or otherwise obtained by the Company and/or its associated companies (“the Zurich Group”), may be used by the Zurich Group for the following
purposes:

RNEFABLRE - VESHFRERBEERAR [ THAR ) ) kRSl BARRHEERRE ( TEHRITER ) ) DEMEMGRERREZ
A AEH - HaTREd: T RRERILEEE , BN NAIERY

1. to assess, process, evaluate and determine my/our requests for applications, claims or services;
AL~ R BRI R REILIEFRGE - SRIEECHAARES

2. to process and give effect to my/our requests for direct debit authorization or credit card payment;
HRER R B THUTIR P BUE R E R

3. to collect any premium and/or deductible payable to the Zurich Group;
IR T TR AR, 2R R/ B B

4. to analyze, investigate, approve and/or determine my/our claims;
AT~ B IR BREARN B RE

5. to answer, handle and defend any claim, action and/or proceedings brought against me/us;
[B17 - BREREREEMT AN /B HZRE - FFaD b B0ER

6. to exercise the Zurich Group's rights as more particularly defined in applicable policy wordings, including but not limited to the subrogation right;
ITEEAUAIE R SRR BB T T SR ERI SR ) 2 HAMRER)

7. to disclose and transfer to the Zurich Group's authorized service providers for their carrying out of the above mentioned purposes, and such service
providers include legal advisors, investigators, loss adjusters, reinsurers, medical and rehabilitation consultants, surveyors, specialists, repairers, debt
collectors and accountants;

LT AR = IR ER DT Ll B - B=0 RSBmO EEEA A - AEE - HEAL - BRAR - BERERAE - BEE - HEA
B - fEEANE - B AR R EHNE

8. to comply with the legitimate requests or orders of the courts of Hong Kong and regulators including but not limited to the Insurance Authority, Hong

Kong Federation of Insurers, auditors, governmental bodies and governmental-related establishments;
JEAT R EE S HA B E AT R ki EIEREERES - THREENS - ZEED - THBUT SRR |
9. to conduct market research, insurance surveys, and to compile statistics, for the Zurich Group’s development of services and insurance products.

HEITIGRE - RIEVIFCRBURME! -t T8RRI SRR | WIS IERANRES R R A -

I/We understand that I/we have the right to access to, correct and/or change any of my/our personal information held by the Zurich Group by contacting the
Company's Personal Data Privacy Officer at 24-27/F, One Island East, 18 Westlands Road, Island East, Hong Kong. lAve agree that the Company may charge
a reasonable administrative fee.

AN BEHAEN I EEA R BARZEAERFAR TSR ER - HIEk/aEtid TeRREER ) HEAMAN/EEMTMEAER - ik fEE
RIS 18 SRERFL 24 - 278 - AN/ BEAE EARERINEHIATEEN -

I/'We understand I/we may also contact the Personal Data Privacy Officer if I/iwe do not wish to receive any marketing materials from the Zurich Group.

RABIBRARAATDIER R BARZEABRRAREEERIS I T#RZRIER | ERTESHEEE R -

ISR AT SR 5 MDA -

Patient’s Signature Date
RS HEA
Name (Block Letter)

A4 (IERE)

Insured's Signature Date
BRAEZE HEA

Name (Block Letter)

P4 (IEAE)

FRIERBRERATR (N LHEMBGIZAT)

RS | THER RER 18 5REER T 24 - 2718

FEEE £ 29039388  [E|HE 1 29681660

Zurich Insurance Company Limited (a company incorporated in Switzerland)
Claims dept.: 24-27/F, One Island East, 18 Westlands Road, Island East, Hong Kong
Tel : 29039388 Fax : 29681660
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Attending physician statement

B e

(Must be completed by the attending physician) /A X284 EE

Name of patient Age Sex Date admitted Date discharged |Final Diagnosis

1.

Date on which the patient first consulted you for the hospitalized illness or injury.

2. Please describe the symptoms and complaints of the patient during the first consultation.

3. If possible, please give the names & addresses of all other physicians consulted by the patient previously.

4. a) According to the patient, how long had he/she been experiencing these symptoms before consulting you?

b) How long do you feel the symptoms will last?

5.  What was your clinical diagnosis?

6. Medical treatment given and test(s) performed
Operation performed
Date performed Surgeon

7. Prognosis of the Patient's condition?

8. What is the chance of having a relapse?

9. Was injury / sickness due to pregnancy?

10. Was condition caused by congenital anomaly or infertility?

11. Had the patient previously been treated or hospitalized for this or any other disorder? If so, please give details.
Dates Disease / Disorder Details of treatment / hospitalization Name of Physician / Hospital
Name of Physician Qualification
Date Name and address of Hospital
Signature

Hospital Stamp




