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Critical illness insurance claim form

EEFRERIEPR

4 -

Please v/ the appropriate box and * delete where inappropriate. 7% v/ #BA S B LR SKHEERE - Clear form
Please use blue or black ink and write clearly in BLOCK LETTERS. EFEZ B BBRTE - AR A BHEIESER -

*2;7!

For claims enquiry, please visit www.zurich.com.hk/claims BB Z=EE - 7525 www.zurich.com.hk/claims

1. Claim submission BB:E R{& 2. Claim acknowledgement 3. Claim result Z{E#&R
Claims must be submitted within 30 days from the date of incident EREERERR B AN . . .
. " oy @ 3 * Receive claim result after claim
AR X el 3
thriuih:he following methods: M7EIKRSE M4 EI0HNELI N AA Receive acknowledgment SMS assessment
BBRE : and/ or email in two working days EEEBREIREER
+  Complete this claim form and email to our company EMETER AR RRRMR /
EXREPFRLEHLEANT FE

Email 8% : claims@hk.zurich.com

Remarks 2 E1E :

«  For claim amount below HKD 20,000, the original receipt is only required upon request by our claims handler. #1Z= &£ 281€5220,000/87C - =
ERMAGERE B KRS T BRI EARWIE -

« If you are applying for a medical expenses claim, please settle the payment before submitting this claim, and be reminded to obtain the
documents from your hospital before discharge. /8RB EHRERRE - FRMUNERE - WEHRAINERREPTHESHE -

*  You are responsible for the cost of requesting the medical report(s). FEEBTHIEEERS ZAHEERS -

» If you receive medical treatment at a Hong Kong public hospital, please obtain the Discharge Slip before you leave the hospital and submit it to
our company. NBEEEB QU BREZAE - HRERAQERRIERL - WREHFRER—FHER -

+  For additional supporting documents, please email to our company. TR - DJBEEANT) ©

. You@ma?y %I?g check your claims status through our Claims Virtual Assistant on Zurich Website. 0] A 7E 8f 22 tH 4815 A REE sENE

A /%

« If you have any questions, visit www.zurich.com.hk/contactclaims to reserve a time, we will call you as per the booking time so to save your
time on waiting. BEIZREZ - 72 Ewww.zurich.com.hk/contactclaimsTBAIFFE - H P RIETER RERELL - LEEATHNEEHE - -

Policy no. Claim no. (if any)
TREESEHS RIEWHRE (WA)

1. Personal information {E AZE 1}

Policyholder name Insurance agent/broker name (if any)

REFBAUS (EX) RIRAE ) Kows (WER )

Insured name Insured HKID no.

SRABR (EX) RRAEBSDE

Insured date of birth DayH Month8 Year Insured gender D Male D Female

ZRALEAN DD DD DDDD ZRAMR =

Correspondence address Flat/Room Floor Block Building

of contact person 2= /B 12 KR RE

gt 4 AR it
Estate name/No. & name of street/Lot no. District HK/KLN/NT*
E5eEME / BEKPIE / HhER s BB/ JLBE / FFR
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1. Personal information (continued) BAE R (4 )

Email address of contact person

BAS N Efh it

Insured occupation Mobile phone no. of contact person
L VNES Bt N F IR BRI

We will send you the claim acknowledgment and claim settlement notification by SMS and/or email according to the above information. Also, we will
contact you by email to obtain additional information to process your claim if necessary. If you have an insurance agent/broker, we will contact you via
insurance agent/broker.

RATMREBEMU HERER - SRR / 3HE iﬂ?xLEEE?ﬂTEBﬂ BEHRIETBA - MARE - ARTRBUBIH BB MEIMEFAER - K
BRBRAE / 84 - ARTRBEBRBEPNTA / RACEREE

2. General information —f& = 18

Are you making any other insurance claim as a result of this incident D Yes, please provide the following details D No
(including employee compensation, group/company medical scheme or 2 e TER

individual medical insurance)?

N %éE?ﬁJﬁb'ﬁé%ﬁEMﬂﬁ@E B (BFES L  BERATBER

IRl EAEERE ) ?

Name of insurance company Policy no.
(T YNSIEY TREBSRES

If you are making other insurance claims with other insurer and required to have a certified true copy of medical receipts(s) and/or medical report
returned to you, please fill in the above information and send an email request to claims@hk.zurich.com with your policy number and email subject
‘Request for return of certified true copy of medical receipts(s) and/or medical report.

MIER I RIBROEMRIBATRE (MEESM EER ) WHEINEIEHESEN / REFERSHNZERIAR - JEHEclaims@hk.zurich.com i 5F/A
MAIRE SIS MR T BN EESE / REBERENZERIAR ) /FPH:E -
3. Payment method {1753

Please select one of the payment method below. The payment account must be owned by policyholder or insured person.

BEEMNTEP—ERSRAR - WHIRFRHBANERRERBAFREZRA -
[ ] Faster Payment System (FPS) "# 2[R, (Applicable for claim amount HKD 5,000 or below Rt R & &5 50008 T UT )

FPS account holder name

YR, BRPRAALR (X))

Please select one of the following. FFEEM FTEHP—IE -
[ ] Mobile phone no. [ ] FPS identifier [ ] Email address
FIREBERE TEEEIR , BAISEES EEECsubl

D Bank transfer $R1TE28R

Please provide below bank details and copy of ATM card or bank book for the payment arrangement.
BIRHRER RN TR AWINRERIE A -
Bank account holder name

IRTTERPHAAGS (EX)

Bank account no. Bank code Branch code Account no.
IRATARS IS RIS TR BE S 95T

LHO-UHH-HHH OO
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4. Claim items Z{&EIEH

Please submit the required documents listed below together with this form to our company. Our company may request for additional relevant claim
documents

BER TR Z X4 RILRE—HREIA AT - KRS IJREERIBHEEIMARBRE M -

For claim amount below HKD 20,000, the original receipt is onIy required upon request by our claims handler.

MNZREBEREX20,000/870 - RTERMAPEREEEKRE A BEIIEARIE -
Claim item(s) EBFF REIER Basic supporting documents required R{EFFENEARH

D The Attending Physician Statement (APS) report completed by the attending physician (subject to the
relevant critical illness you suffered)

[] Critical liness HERBEABNTDRERS (REMENREERMAR)
fa% D Relevant medical test report(s) (e.g. Histopathological, X-ray, ECG, MRI, CT Scan etc.)

MERR S EOREERES (10 ; BIRMEhR - X% - OBE - MR - BiETERESS)

Medical receipt(s)

BEWE

»  Hospital — hospital receipt(s), doctor professional slip, official receipt and deposit receipt issued by hospital
b - HERBRENBEE  BEZHEWES - FNBRIZESRES

»  Outpatient/Day patient/Outpatient surgery — medical receipt(s) issued by registered medical practitioner
showing the patient name, diagnosis of condition, consultation date and medical expenses breakdown
PIe2 / BERRA / PIR2 50l - BRAE B R H M BRIB ISR A LS - 2EER - 2IERBREBRER
R4

D Attending physician/Specialist/Anesthetist/Surgeon/Physical therapist diagnosis and/or treatment records,
. medical reports showing the patient name, diagnosis and consultation date
[ ] Medical expenses e et s e e o i
e/ ERIERA / ERED / IMRIEEAE / WIIRREREN 2 2l RUR RO E: - BERIE YRR AR - e

E&‘{i E/E
e ERDEAS

S

D Sick leave certificate issued by registered medical practitioner
FIER st 2 niRE R E

D Attending Physician Statement completed by the Attending Physician Statement or hospital admission/discharge
summary (applicable to Hong Kong public hospital only)
BEPBEEIMNELELERENARBE / L@ ( REFARNEB QSR )
The Attending Physician Statement (APS) report completed by the attending physician (subject to the

relevant critical illness you suffered)
HXr2BELERNEI2BERS (REBEMENEEERMERS )
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5. Details of injury and sickness {§f&zF1E
DayH MonthB Yeart

IR ERNEEE

Symptom(s) before admitted to hospital/consultation

NEEE R / K2 BRI mHE

Date of symptom(s) first appeared
BRERHEEE

Date of first consultation
BZCKEZ HER

DayH Month8 YeardF

ERERREEN

Name of hospital/medical provider
Bt / R IHEERG e SE

What treatments had been performed relating to this sickness
FBINPERERER 2 58%

DayH MonthE Yeart

O]

Date of admission
ABTHE

First consultation doctor's name
BRMZEENE

Date of surgery
FiTEH

DayH Month8 Year

CEOE ]

DayH Month3 Yearf

CEOE ]

Hospital or service provider name and address
Bl RSB & M Rt

Date of discharge
EeUASE

Name of the doctor of recommending admission to hospital
B AR S

Hospital or service provider name and address

B RIF IR B AN Rt

Name of the doctor of consulted for the related sickness/accident

BEMARRRIE / BN KIMBLELR

Hospital or service provider name and address
B RBIR M E S R il

Total medical expenses claimed (HKD)
REBREMAR (B)

Do you need to attend follow up treatment/consultation?
EEBREEBESAER /B2

How long will the treatment last or follow up consultation date
ERERZFEREFTELANEZHH

Yes, please provide the following details D No
= AREEUTER &
Estimated medical expenses (HKD)

ERIEEER (B7T)

Other claims related information Eftt Z{EBEER
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6. Declaration and authorization B0 K iZ1#E

1. I/We declare that all information provided by me/us above is true and complete to the best of my/our knowledge and belief and such information is
provided without reservation or withholding of any kind.
RN/ HFEIER - D ERAA / RAFFREZEHERDEARAN / HPPFHFEEEERTEER - MAA / HAOERMENSEIDZ A E TR
BRSU PR -

2. |/We confirm that I/we have read, understood and agreed to Zurich Insurance Company Ltd's (“the Company”) privacy policy as described
below.

AN/ HFEDAN / RAECEE - BETEEU TRt HRERBARAS ( "TEAT. ) ZTBHE -

3. |/We hereby authorize any physician, medical practitioners, hospitals or clinics by whom or where I/we have been observed or treated to give full
particulars about my/our health or provide the relevant report or document to the Company or its agents.

AN/ HEEERTOSERAN / RPE2ECEE - BEAS - BRSlZREBEARA / HBEZENSRHERNBRSIHT EATE
HREA -

4. |/We hereby further authorize any parties, including but not limited to police and government authorities, airlines, travel agents, insurance
companies etc. who are in possession of my/our insurance proposal information, claim information or any related information to release part or all
of the information about me/us or related incidents of injury, loss or damage to the Company or its agents.
AN/ HEERFERA / HERRER  RELHENFOUEREN 2—7 - FEBARRES REUTHE - MZEQT - IREAS - RERASIEED
BRALHER - AL ONEMERAA / HMIERZE BRAIERMHESHSEREHRTY SQTHEMEA -

5. A photocopy of this authorization shall be considered as effective and valid as the original.
IEEEE AR TFTARBEAEY -

7. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”)

BEABAER (FhRR ) %61 ( "RRIRBIL ) BIEREA

The personal information of customers (including policyholders, insured persons, beneficiaries, premium payors, trustees, policy assignees and
claimants) collected or held by Zurich Insurance Company Ltd (“Company”) from time to time, which also includes data collected or generated
in the ordinary course of the Company’s business and the continuation of relationship with the customer (such as claim information and medical
history received from third parties), may be used by the Company and/or a company within its group (“Zurich Insurance Group”) for the purposes
necessary in providing services to the customers (otherwise the Company is unable to provide services to customers who fail to provide the
required information).

E#HRERIBERAST ( "FA2T . ) ARREIFBNER (BEREFBA  ZRA - Zam A REURA -~ FEA - REZBARREAN)
BAER  BERNS8REASAREBBREPURMGEERSPHNBGMINENEENER (HNRE=FRINREERKBE ) - HHER
Sk /SNEMEEE ( THBRUFRBER, ) ANWATEREREEFREARBMUBANERE ( SRIARITHEE/REREAFEERNNE PIEMH
AREs ) -

Please read carefully the details of the Company’s privacy policy which is made available on our website at

www.zurich.com.hk/pics or by scanning the QR code. You may also contact our Customer Care Center at 2968 2288 or ‘%
insurance intermediaries for enquires.

EAT 2 TR EERFF E i www.zurich.com.hk/pics 5 I Z BIF QRIS - M2 E2968 2288 AR IR E F IRIS L BEAS E
X aREP T AE

Name of insured person (Name of policyholder of the insured under 18 years old) Insured HKID no./Birth certificate registration no.
RRALR (MBRRARWIBE - FEBREFEALSE ) SRABBEOAEE / HABBELFEE

Signature of insured person (Signature of policyholder of the insured under 18 years old)
ZHRARZE (NRFREARWR8E - FHEREFBEARE)
DayH MonthA Yeard

HENREREER

Zurich Insurance Company Ltd (a company incorporated in Switzerland with limited liability) ®
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong Z U Rlc H
MRUERRAERAS (RImTaEMRIIZER AT ) &5 %o

E 585 E IS 1890 5 B 8 /) 252618 BF F2 it
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