Private & Confidential # A BR4EE X4 @

X 747/ 1 igf\% ZUR]CH®
Injury claim form Rt

FrE B HERZ R A TE 2R IRESRNS
All questions must be answered by insured person Policy No.
1. RISl i

Name of Insured in full (English/Chinese) Age
Hizik H%%%?EEE(EI i)
Address Tel no. (Daytime)
e B ARk
Occupation (describe fully) Identity Card No.

2. ROMETIRFH ATt 4=

When and where did the accident occur?

(a) Date HHH (b) Time FRFfi]

(c) Place HhEk

3. EiES U= PN

How did the accident occur? (Please state fully)

4. ZEEL zEna
Part of body injured Nature of injury
4= hand Qi leg Q& sprain Q¥7E fracture QJEE burn
Q5E head QiR eye QfEE contusion QEE laceration
O HAh others QHA others
(FHmtH please specify) (7t please specify)
5. REGE B G e ? s
After the sick leaves, do you need to attend follow up treatment/consultation: Yes/No
AR ARF
If yes, when

6. {ia HATRFSE RS - Sl FTRERE T2

When do you anticipate being able to recover completely and resume your duties or attend to your business?

7. RIMEE IR E R A WAL R ik

Give name and address of the Doctor who attended you immediately after the accident

8. HHEREIMVE A A AR B R(E (RG2S T > BRI ERS A mIRReiRie) VA0 - Rhiprba N w150
Are you claiming under any other Policy or Po||C|es (including employees compensa‘uon, medical and group/employers medical
scheme) in respect of this Accident? If so, state name of Insurance Company or Companies

9. N AR L 2GR AR E R R A A - DRG] 2, sEbibecEa L2, ssbitssEs 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
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RNFF AL Lt 2GR R R R RBIZES S L o A NBMRAEOREZRE « AASLERLE AL EFTlis s 2 EAER
RNEHERIIR RIS E R RS R b R PSR IR -

DECLARATION:

| hereby declare that | have sustained the injuries described above by violent, accidental, external and visible means, and | claim
compensation under the above policy in respect thereof. | hereby warrant that the above statements and facts are true, and that | have
not withheld from the Company any material information connected with this claim.

KN EEVERE—VHEGFRIREEIRAT ( TEAF ) ) CHRgErh BARR SRR (TR, ) DAY
PR R AR A ERL » T REw: " #RERIT AR | (AR NHIHE |

| 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:

1. %~ P RS e TR AR ~ ZRIE A AR
to assess, process, evaluate and determine my requests for applications, claims or services;

2. BT TIR P BB RERREN
to process and give effect to my requests for direct debit authorization or credit card payment;

3. WOHUERT T " ERERIEERE ) 2 ORE R/ BEH S
to collect any premium and/or deductible payable to the Zurich Group;

4. W BRE - BRER BOREARN I EE R
to analyze, investigate, approve and/or determine my claims;

5. [0l - RRERERETATE AN EECRE SRR BT
to answer, handle and defend any claim, action and/or proceedings brought against me;

6.  TTHAMHER / SARBIR RGN T | aRFR AR | & HAAER] 5
to exercise the Zurich Group's rights as more particularly defined in applicable policy wordings, including but not limited to the
subrogation right;

7. YRR =S HER LT B HRY - =S M E R SRR A - A A - HIEAT - IR E] - B R
RAR - FHE - HEAR - #IEAR - BRI ARG
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;

8. JEATIEMEAEARE BCEA R B RS A 8 e SR DK B EIEREEEE S - TR - AT - EERUTEE
THERERS
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;

9. TSI - IREBIFZEREUSET - B T ARRRINAEE |, R ARRIRES R R bR A
to conduct market research, insurance surveys, and to compile statistics, for the Zurich Group’s development of services and
insurance products.

I

RN/EERARNEEF R BARZENERTARE EAEERER « FEIER /SR " #RZITER | FEEEA N/ EEFMEMN
TEAER} > Hubl 7 e S T EERA RS 18 SREE R T 24 - 27 1 - AN/ EZERE BAFEREIINEE 2 THE A -

| understand that | have the right to access to, correct and/or change any of my 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. |
agree that the Company may charge a reasonable administrative fee.

RAHBEAANATLIEHRF BA R EAERTAR EAEEORE LGN " #RIR IR | (LiisHE Rk -
| understand | may also contact the Personal Data Privacy Officer if | do not wish to receive any marketing materials from the Zurich
Group.

NP GEARRT SR 2 LARSORFRYE -

Signature of Policy Holder {fEFiH A %8 Signature of Insured Person Z7{% A\ 258 Date HHH
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Please complete and return this Claim Form together with the following document (original copy), if appropriate, for our handling:

1.  Death benefit
. Death certificate
. Presumed death proclaimed by court (disappearance case)
2.  Permanent disablement benefit
. Certificate issued by registered medical practitioner certifying the severity of injury and percentage of disablement
3. Medical expenses
. Doctors’ receipt with diagnosis, name of patient, date of treatment and consultation fees etc.
. Hospital bill with itemized list
. Sick-leaves certificates issued by registered medical practitioner
4.  Income benefit*
. Sick-leaves certificates issued by registered medical practitioner
. Income proof i.e. Pay-slip, bank statement, ir tax return or employment letter/contract etc.
. In case of self-employed, proof of in-patient treatment
. Employer’s confirmation of sick leave for insured (claimants)
5. Claims service guarantee
. Upon receipt of full claim document, settlement will be made within 7 working days
Remark* You may submit your claim at any time before the insured is fully recovered from the injury in case the Income
Benefit claim exceeds two weeks
R
TR E PR R R A LA T R RR R IS (EA) BRI A B LAERR B R T 2 B (&
AL -
i SELCEE
o ERERESTCECEHEE)
ARG
o IR AR ARG RS
BREA -
o FEMEE4 SBRITEGSIATRETER  AERARAGES - EIR - 2IEEEREZ S

s FIREEMCERRE
o G4 SHIWIREE

ABAREE™ :

o MR 4L FEREN

o EE - WM - RITENEER TR B AR
o JLERERAL - FERZ LA

*  (EEFAAEREIE

HE{ERES -
o —UIARASCIEE o R T E TAERIRRIEE

*FF  REN SRS AR RIS RZ O SE 2HHE R btk ARSI E

Payment Details ({;JZX&ED:

TEARBELERFIGET FTEIBI T » BT Al DA S S e R TR S U S E 0H -

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

[ By cheque 22 [ By direct credit/ wire transfer $RFT#E (R R DL FFIHZ $R9T B b st sl BT 2 BiS{E limited to
listed banks below and for claim less than HKD20,000)

AURA T SRR TR - GETRALAERERI TR - REARFSLVEGRISRIT R T T - RAFIRILE N - Bl E SR RERE T 2 R IR IR

Uit - ARRE - AAFHER L B - KRR R B — VIR (E R 8 - SGEHE -

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 any 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 your claim subject to terms and conditions of your policy.

FOEE AB4 (EEF A ASH[E]) Account Holder's Name (Must be the same as the Policyholder):
172 [ ME24RTT The Hongkong and Shanghai Banking Corporation Limited [[] #&$T4R{T Standard Chartered Bank

Bank Name: [] F1E$R1T(F#&) Bank of China (Hong Kong) [ {m 44847 Hang Seng Bank

PRATHR FRHS PORE A \EE

Bank A/CNo | | | | I L L L L 1L UL 1L L 1L L1111 signatureofAccountHolder:

FRIGEBERAT (PR LEMR AL ZAFT) Zurich Insurance Company Limited (a company incorporated in Switzerland)
TR  HEEERERELS 1S EERFL 24 - 27/ Claims dept.: 24-27/F, One Island East, 18 Westlands Road, Island East, Hong Kong

EE5E £ 29039388  [E|ACfHE : 29681660 Tel: 29039388 Fax : 29681660
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Claim no:

Employer’s confirmation of sick leave for insured (claimants)

{8 ER8 W] IR I

To be completed by Claimant’s employer

HH R EA R FIEE

This is to certify that the claimant Mr/Ms/Mrs is

SERIETFRGHIR (EE ©

Our employee serving the position currently as

RSN F](§efiz)
Who suffered an injury of occurred on
WA 215 (RIA) A (HE)
and as result he/she did not attend to work during the
iE By Mt/ at AR
Period from to
55 S

We further confirm that his/her monthly basic salary at the time of accident was HK$

(excluding bonus, commission, overtime and other allowance.)

RNAFREVRZHFEIRES | B H BT R (R UFEIEAL, e, B frsHT B L )
Date Signed by employer Position
HHA X5 isidhva
Company Chop
NFIEE
Date Signed by claimant
HHA HRRHA E A

(Signed to confirm the above statements are true and correct)
(LutfERy otk IR )



