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ZURICH
R

Personal accident insurance claim form
BASIMRIERERFER

Enquiry no. 78S : +852 2903 9388 Fax fBH : +852 2968 1660 Email EEB : claims@hk.zurich.com Clear form
Please v/ the appropriate box and * delete where inappropriate. 38 v @RS KR SEME R ERE
Please use blue or black ink and write clearly in BLOCK LETTERS. EHEZ N R B[R TE - ARIXAEEHESER -

Claim submission EHFEER(E :

e visit eClaim platform www.zurich.com.hk/eclaim/en & e Z1EF & www.zurich.com.hk/eclaim/ #E &

e Complete this claim form and email or post to our company E%# I R{EEBFEFR W EE = HF E AN T

Email EH : claims@hk.zurich.com

Address: Zurich Insurance Company Ltd, Claims Department, 26/F, One Island East, 18 Westlands Road, Island East, HK.
it FEEEREMK 18R ESRP O 26IEFHRITRIRB R AT

Remarks &5t :

For eClaim submission with claimed amount below HKD 5,000, the original receipt is only required upon request by our \'\.’—\/
claims handler. & BeREIER R REEERE5,000/87T - RIEHFRIERE ESKEET BIER EAUWIE -

If you are applying for a medical claim, please settle the payment before submitting this claim, and be reminded to obtain the documents from your
hospital before discharge. WA FEERE @ BAMNERE - WELRAIQERZREAE G -

You are responsible for the cost of requesting the medical report(s). B EBTRIEEFRS ZHBEERS -

If you receive treatment at a Hong Kong public hospital, please obtain the Discharge Slip before you leave the hospital and submit it to our company.
MBEEEBR/UBRERAE - HRERARINERA - WRBFRER—HRER -

For additional supporting documents, please email or post to our company. W22 - CIEFFZT EARAT] -

You may also check your claims status through our Claims Virtual Assistant on Zurich Website. %0 DA fE8R 22 tH 4815 @ E PN RES IR EHRE
HE -

1. General Information —fZ =il

Claim no. (if any)
RIEBHRET (WA)

Policyholder name Policy no.

REFBABE (EX) RESRS

Insured person name Insurance agent/broker name (if any)

SRRAER (EX) RIRAIE / BicwE (MER )

Insured person occupation Insured person gender D Male D Female
SIRABZE SIRAMR 5 X
Insured person HKID card no. Insured person date of birth DayH  Month 3 Yearff

ZRABEEHE 2R AL EAY DD DD DDDD
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1. General Information (continued) —f% &1} (&)

Contact person mobile phone no. Contact person email address

B AR BN ERR RS B4 AN B ED A1

Contact person Flat/Room* Floor Block Building

correspondence address  Z / BEfi* 128 2 RE

Hgt s A\ gmafl i it
Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
EBreatE / B2 KRR / hER & &8/ NLEE / R

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.

AATRBU HESHER - DE E%EEHE& / HEHRFERIREDFRANEEITEN - NERE  ARTBUEH AR ECENEFAER - 10
TERBNIE / & XASKE RPN [ BAC BRI AS -
Are you making any other insurance claim as a result of this incident (including employee compensation, group or company medical scheme)?

BESEMEREBLAOEMRBRATRE (BE5T - BRIATBERRE ) ?

D Yes, please provide the following details D No
= BREUTER S

Name of insurance company Policy no.
R ATIEHE RESRE

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 mark ‘Request for return of certified true copy of medical receipts(s) and/or medical report.

ﬁﬂ,ﬂtIEEﬂtt RIBRMAEMRBATRE (WAESULER ) THRNOBHREREY / REFRSHIZEBREIR - FPRTNRERE RFEIR "HH
BEERY / AEBERENZERIR, F85 -

2. Payment method BE{EZ /53

By direct credit (Please provide below bank details and copy of ATM card or bank book for the payment arrangement)
IRITHER (ARMURITRAIFAHEFEREWNRERIEZA )
Bank account holder name

RTPOFBARSE (=EX)

Bank code Branch code Account no.
RITHRIR DITHRR IRESRAS

seews |- ]0-000000O0000]

e The compensation will only be paid to the policyholder or insured person.

ERREINARESAATRERRA -

e If the Insured is below the age of 18, please provide his/her guardian's bank information and relationship proof.

WRRARWI8H - FRRMEEEAZRITER RERBEHER

e Please ensure the filled bank information of the policyholder is correct.

FREESNRTENSREFSAARPIREMERNER AR -
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. Claim items R{EIEH

Please v/ the claim item(s) and submit together with the required documents to our company. Our company may request for additional documents.

FEFBREBFENEEA V - TERMEZXGRIERE—HREART - KRS OIEEEKIEHERIMABREH -

Claim item(s) ERFEREIER

Basic supporting documents required RIEFFBHIE R

Medical expenses/Bonesetter’s
fees/Broken bones benefit
(applicable to specific
insurance product)
BEER/BKITER/BH (R
BRECRRER)

D Original medical receipt(s) issued by registered medical practitioner/bone-setter/acupuncturists showing the insured
name, diagnosis, consultation date and medical expenses

FEMMESA / BRATSiet e v BRUUBIER - WrFHIRRARE - 2EER - 2o REERER

O

D Attending Physician Statement completed by the attending physician (Supplemental document 2) or hospital
admission/discharge summary if there was hospitalization (applicable to Hong Kong public hospital only)
bt - AEZBEERWNTZ2EEWMSE (WANHE ) UARBE / Ui ( RERREBAUER )

Accidental death or permanent
disablement

BIMETHRAERE

D Death Certificate or Presumed death proclaimed by court (disappearance case) (applicable to accidental
death claim only)
LT RESARBRELTFE (KMSEH ) (RBARRINITRE)

D Certificate issued by registered medical practitioner certifying the severity of injury and percentage of
disablement (applicable to permanent disability claim
AMBERN CARGRIEESPE (REANRKABERE)

D Police investigation report and outcome (if applicable)

EHERERER (1ER)

D Certified true copy of the grant of probate / Letters of Administration (applicable to accidental death claim
only)
BTEEIES / EECHEEKEILR (RERAREIINITRE)

D Attending Physician Statement completed by the attending physician or hospital admission/discharge
summary if there was hospitalization (applicable to Hong Kong public hospital only)
fEbh - AERBLEEZNT2BERENARBE / BirEE ( RBAREEAER )

Income benefit/Hospital cash
benefit (applicable to specific
insurance product)

ABRRE / EhiRe ( REH
BERRER)

The insured does not have to
wait until full recovery and
discharge before applying any
claim for income benefit if his/
her claim hereunder exceeds
two weeks.
REABREBEMERE -
BASBEIRATEZRERT
Brig 7 eBimiaia

D Sick leave certificate issued by registered medical practitioner
Bt 2w RERS

Income proof e.g. Pay-slip, bank statement, Inland Revenue Department tax return, employment letter/
contract or MPF remittance statement
128 - IRITHFME ME - BEMEZEESHABESHREES

Proof of in-patient record (applicable to self-employed only)

FRPRREE ( REFRBRERRAL)

D Original of Employer-approved sick leave certificate completed by the employer (Supplemental document 1)

HEIEZNEEIRINFERIBPESER (HREXXE—)

Child Care Leave
Compensation

RERIMIRERER

Annual leave certificate/proof issued/authorized by the employer of the insured person’s parent

RRAZRXH G2 EEHE / BEZFRERE / XM

Discharge summary issued by hospital together with admission and discharge date(s)
Balr 38 H 7 Wb Ac 73R A B & H B 3 #7

D Relationship proof between the insured person's parent and the insured (per request only)
SIRARERE ZRGER (EREK)

Child Home Accident
Protection
REZRERIMRE

Diagnosis Certificate, treatment record and/or medical report issued by a medical practitioner, including
insured person’s name, final diagnosis and date of consultation

BEDERY AR R / ERERS - SBRZRANGESR  BEER - DERH

W

D Original receipt with itemized list issued by clinic or hospital
PP R BWUIRIER - WSS IR EE AR
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4. Details of injury E5ME1E
Accident Location Details of accident
=Mt Es BN KBS

Accident date and time
=INH B RS E

DayH MonthA YearfF Hourf§ Minute7>

150 501 1 ) e

Date of first consultation DayH MonthA Year®E

o i i

Was the above accident reported to the police? If yes, please provide copy of the police statement or police report. D Yes D No
BEM LASINEE ? A - HN EORANERRSEAE - B &
Injured part(s) Medical fee (HKD)

SEEMu BRER (E71)

Do you need to attend follow up treatment or consultation? D Yes D No
EERBEEES AENED ? = &
Date of admission DayH  MonthH YearfF Date of discharge DayH MonthA Yearfk

A 152 152 e e R e BRMNaaan

Claim for Child Care Leave Compensation
BERERIMIRERES
Date of admission DayH MonthA YearfF Date of discharge DayH MonthA YearfF

i 0 [ = N I e e i

Total no. of date
#AEE

Other claims related information
HihREFRAER

s

Declaration and Authorization E i K iZ#E

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.

KN/ RZIER - DLEBRAA / ROMREZEHERBEEAA / ROPMAEBERKTEER - MAA / ROTREER S ELEE 0
IREBEBEM -

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

BN/ HEERAEAN / RACEE - BETESMN N riHGRERBBERAS ( "&28. ) ZABEER -

I/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.

BN/ HEEEREOUSERA / K2R EL - BHEAR - BRaZRHERAA / HABEZERNFREEEFNESIXNET EAT
SHELEA -

I/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.

BN/ BEEESEARAN / BAREER - RELHAEOERERN 2—7 - B EARRES REAHEE - MZEAE - RBEAS - REBATISE
ABRALTEAR - TS DAZEHERAN / HMERZE BRAIBRHEFESHSERHEHET SQRTHENREA -

A photocopy of this authorization shall be considered as effective and valid as the original.

IREEZENARERRBEAY -
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5. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”)

BEABAER (FhBR ) %60 ( "RRIRGI. ) BEFE

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).

HHRERIBARAT ( "ART ., ) ARREIFAENER (BREAREFEA - ZRA - Za3 A REURA -~ GEA - REZBARRE
A) BAER - EPTEREASABEBBREPURMEERS PR GMEENEENER ( 1§JQDﬁé%fﬁLIﬁ@UEﬁﬁE%ﬂﬁﬁﬁ ) - 39T

HAERE R / REFMBEEE ( " HRERBER , ) ANASERFRDEFPRERBMOENALR ( TARASRFER/REREAFTERN
EPRHMERYE ) -

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.

AATZFhRBBEREFH R www.zurich.com.hk/picsBi Ol 3E B QRIS AR - MTNOIEE 2968 2288 A FK MMV E F ARFS /O Bsk
BN FERERNT AL -

Name of insured person (Name of policyholder of the insured under 18 years old) Insured HKID card no./ Passport no.*

FRARS (WRRARWI8HE - FERRESFAALR) FIRABBEMDFLIR / ERRE

Signature of insured person (Signature of policyholder of the insured under 18 years old)
SRRAEE (WRRAKRWI8H - mHREFBAAEE)
DayH MonthA YearfF

A Bl M M

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 Rl C H
BRURRARAS (RImTAMEIZBRAT )

i ties i PN U ria —

Telephone EB5# : +852 2903 9388 Fax f5E : +852 2968 1660 Website 481k : www.zurich.com.hk ﬁ* =R 'Iﬁ
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Supplemental document 1 @
X — ZURICH

Employer-approved sick leave certificate (to be completed by claimant’s employer)

‘-
BERTOHKERAE (HEBRESNETAES) g
Employer Employee employment date
B BE AR B
Employer/company Flat/Room* Floor Block Building
address = / BArr 128 2 RE
&E / Aslhit
No. & name of street/Lot no.* District HK/KLN/NT*
HEKFIRE / thER* & aBE / NLEE / R
This certificate is shown as proof of (claimant's name) being the employee of our company (Position)
who sustained injury due to (reason(s)) happening on (DD/MM/YY)
This caused him/her to have sick leave period from (DD/MM/YY) to (DD/MM/YY)

I/our company confirm the monthly salary (excluding bonus, commission, overtime allowance and other allowances) is HKD

ZAEEPR ( SPRRRREET R ) RAENTHE (W)
E(BH/R/F) E=S2E (RA) 2®fth / iR
B(H/R/%) E2(B/R/F) KA/ AElERZPAERE

ENEBREAHFERET (FEETL B, B REMZR)

Employer’s signature
BEIEE

Company chop
NEEE
DayH MonthA YearfF

BRI MNNN

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

HRURBRABRAS (RHITEAMBIZBERAT)
BEEERERK ISR ESREDL25-2612
Telephone ZE&E : +852 2903 9388 Fax {fEE : +852 2968 1660 Website 81t : www.zurich.com.hk 6
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Supplemental document 2

1 78 31+ ZURICH

TP BERE fx Rt

(This section should be completed by the patient’s attending doctor during patient’s hospitalization at the insured person’s cost b1 78 FfE A TE =P EAR
VEZBLEES  MEREBRIRARR)

Part | : Treatments details

35 : BRAN

Patient full name HKID card no./Passport no.

mAEE BESMRN / BRRHE

Age Sex Male Female
FHe SRAMR [ 5 [ 8

—
Q
=

Was there any hospitalization for the patient? fE ABE1ERR ?
[ ] Yes 7, hospitalization period 1£Ft H A
from DayH  MonthA Yearfe to DayH Month8 Yearf

1 1 1 i R R DDDDDDDD

L] No %, the patient does not require to stay at hospital for treatment 5 A R BB LR 554

(b) Diagnosis of conditions

r/ ﬂ/ @ﬁ

(c) Investigations, treatment, therapy, surgical procedures done and result during the above mentioned treatment period

FHAREPEE R ZRE - AR - FEBRER

(d) Prior to this consultation, did patient first consult you for the related signs and symptoms and when was the first consultation
EEXRZ AR - MABSECHNEZZIaERR LitEn 2 48% ? 118 - BAB@RKZ ?
[] Yes 7, the first consultation was since £—2skZ2 HH#3 DayH  MonthS YearfF

o] b ]

According to the patient, for how long had such symptoms(s) persisted before the first consultation?

BRABM - BREEEIKZEIHEZR? DayH  Month/3 YearfF

s BENN N

(e) What sign(s) and symptom(s) was/were the patient aware of at the first consultation?

RWAESE —TCRER IR HRRIER DD ?

(f) Was there any evidence of external bruise, wound or abrasion was revealed at the first consultation?

BEEERKZE  FEMURAAEIRZRE - BONIRE?

(g9) Was the patient referred to you by another doctor for further management? A 2&HEMELE
[ ] Yes A, the name of referral doctor is ZZEBEHZE

[] No&

(h) Did the patient have any home leave period during hospitalization period? B ATEEPREIBBE R RINE ?
[] Yes A, fromHE DayH Month8 Yearf to & DayH MonthA YearE

N 153 0 ) ) [ R R R A

No &
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(i) Please indicate if the medical condition and its subsequent treatment are associated with the followings
BELH FMETREENAEESSETIIENER
Congenital anomalies, infertility or sterilization
RRMEAERER - FBEHBEBENR
Dental care, general check up
FRbaE  5RRs
Under the influence of drugs or alcohol
REEY BB E
Rest cure, rehabilitation, convalescence or extended car
RE - ERSEEER
D None of above
MBS
() Was the patient confined in an Intensive Care Unit during this hospitalization? ¥z EiERARE G AEFRTAEEE ?
[ ] Yes 7, hospitalization period 1£fz H A
DayH MonthA Year&E DayH MonthB YearfE

e 50 150 0 0 0 0 M M (6 B M MO (R R R

Total no. of days stays Z8 A ¥ HE!

Self-inflicted injuries or suicidal attempt while sane or insane
TREMEEERAS T ZERBEAERTR

Mental condition

1B R AL R R

Pregnancy conditions or any related complications
RIS 2R

Cosmetic / Plastic surgery

L]
L]
L]
L] S S e

I I I R I

[] No&

Part Il : Declaration
E_En B

| declare that all the above information are to the best of my knowledge, is true and complete.

RAEMUELPABERERTIRBEAFRMA A EREERTEMER - BEET -

Name of attending doctor Chop of hospital or clinic
FEBEHZ E e

Signature of attending doctor

IREBERE DayH  MonthA YearfE

Address of hospital No. & name of street/Lot no.* District HK/KLN/NT*

or clinic address HEKPIRE / e HE EDCNIN: Wit
BBz b

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 Rl C H
%2 Wy = s =

BRUERBRARAS (RNIntaAMmiIZAaRAT )
BB R EMS 183 B B R I25-2618 2 o
Telephone EB5# : +852 2903 9388 Fax f5E : +852 2968 1660 Website 481k : www.zurich.com.hk B =% 'Iﬁ
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