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Accident insurance claim form

BIIRERBER

Private and confidential A\ A R{RZ &

Important notesEZE1E
1. Please fill the circle in full for appropriate place.
EREENNEERER -
2. Please delete where inappropriate.
BMEAERE -
3. Please fill in correct policy number.
IR FIFREZ IREESRAS
4. Please fill in the full name as shown on HKID card/identification document.
BEEEESNE/ BOEPXG LHNES -
5. Please make sure that the signature of the life insured/policyholder is consistent with that in the policy application form.
BHERIERE LRRAREFAAZEREREBFEZELZ R -
6. For email submission with claimed amount below HKD10,000, original receipt is only required upon request by claims handler.
MABEARREBFERRESERIENR10,00087T - SBERBEEERFES BRI ERWIE -
7. Please complete and return this form not later than 30 days after the date of injury.
FEZEABRNIEZRR FIEFHRE -
8. If accident has been reported to the police station, please provide the police report or relevant documents (e.g. policy statement, result of police
investigation).

WZEINEHEEE SRR

Name of licensed
insurance intermediary

FRARIE R T AR

CEREARER - (f: ORMEEE - EHBEERS) -

Contact no. of licensed
insurance intermediary

BRI T A4S SRAS

Section A 2B : Personal information {& AZ !

Policy no.
TREESRAS

O Mr. 554 O Mrs. KK O Ms. &+

HKID card no./Passport no.

EES MRS ERRE

Name of life insured SR A2

DayH MonthH  Yearf
Date of birth D D D D D D D D Contact no.
HAERE ]
Thisis a New claim Further claim
BREIN BREME BEZRE
Benefits to claim O Dismemberment/Permanent disability O Temporary disability indemnity/Permanent total disability
REEHER i K A 155% EisRALIFEEN/ KA R TEERE
Q Medical expense O Daily hospital cash
BEEH SRARIEE

Claimant’s residential address

REAFLU

Claimant’s correspondence address (if different from residential address)

REAZBHAI MEAEURE )

Claimant’s relationship with the life insured

REANBZRABG

Claimant’s contact no.

RIEABR SRS

Policyholder’s email address
REFAANBIIithL

Bl st ainll |

O

ALL your life policies. Please fill the circle in full if you agree.

ICBEALRGWELUE BB ASRENE

BAER - YIEE - B

2ZK-CLM-CLF-00028-ET-0622

This email address will be updated and recorded for future email communication in respect of

EwEE -
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Private and confidential A\ A R{RZ X%

Section B & : Employment details %15

1. Job title of present occupation (if more than one, state all) and exact
nature of occupational duties
IR B3R - B3R AR TIEHE

2. Name, address and phone no. of present employer
REEEEHE - iR EERE

3. Are you self-employed? =
WrEEER, Ovesz  Onoz
4. Any official income proof?(i.e. pay-slip, bank statement, IR tax
return or employment letter/contract etc.) OYes = ONO &
BEEXARER?( WigE - RITEME - MENERE/5H)
5. Have you filed a medical leave certificate to your employer? =
belyelveNlir v b Oresz  Onoz
6. Average monthly income (during the 12 months prior to injury) HKD &7t
BANEERT12ER ZFHRA
7. Details of any income continuing whilst disabled Amount HKD &7t per month &5 &1 H
BEEEEEMUA - HFIRBMRE period from to B
Section C & : Accident details EIMNE1E
DayH MonthB  YearfE am/pm EF/TF

1. Date and time of accident Date D D D D D D D D
BRI B RS HEA
2. Where and how did it happen?

EEFRAZB ?

3. Injured body part and type of injury
ZSEMURIGE

Section D E : Treatment details ;A &EF 15

1. Details of hospitals in which the life insured have been confined or physicians consulted for the injury (Please attach discharge note).
BRI RBIINZEMMZ ZBENBEZBR(( BERLKRERSE ) -

Name of physician(s) and/or hospital(s) Address(es) Date of consulation(s) and/or period of
B/ BRaE ik confinement(s)
a2/ E BB

2. State the life insured’s usual doctor’'s name and address.
FIEZRABEMZ ZBEBTE R -

Section E [ : Other insurance information EIZ{ERE R

1. Are you insured, claiming or intend to claim similar benefit for this event from other insurance company(ies) or OYes No
organization(s) (including employee compensation and group medical scheme)? =
BT EEARLSHREMRRASSHEE (8BS LT RERERRREE )RR REIARRE/LEE?

2. If“Yes”, please state the name of that organization(s) and the policy number(s).
T2 - FESIARZEIE B TE R IREESRAS -

Note: If the claim is settled, please provide the detailed breakdown and receipts.

i MEEARE - BRXAEERNE -
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Private and confidential A\ A R{RZ X%

Section F 3 : Declaration EBHEZ

| believe that the answers given above are true to the best of my knowledge. & AR AFREIRR S it 2 X 22 BIEFEEH -
Documents attached with this claim form EALERFEFR —HE2IE 2 X4

1. Sick leave certificate  from to
fARRAE H EY
2. Receipts issued by registered doctor(s)
R A ER HKD &75
3. Other
Hith

Section G & : Payment details 1 F £ 15

The claim payment shall be credited to the bank account in the name of the policyholder or life insured in accordance with the terms of your policy,
please provide relevant bank account details. However this is subject to the bank’s arrangement.
BEZBARREARBERREAZREFEAXZRAZ T ZIRTIRP - BREMARIRTER - M - WRBUNESIRITLZHNET -

Our request of any information or documents under this section shall not be construed as an admission of liability under your policy. We reserve all
our rights for assessing your claim subject to terms and conditions of your policy.

MEBERWARER BNZREBOEMINER  RMAREBERE BT ZEREERIEEOEN -

Bank name O The Hongkong and Shanghai Banking Corporation Limited Standard Chartered Bank
RITEE ELRTT BT ERIT
O Bank of China (Hong Kong) Hang Seng Bank
PESRIT( EE) BERIT
O Others please specify
HE - 53

Name of account holder

IREFHEALZ

Account no.
FOSRES

Branch no.
DITIRES

Bank no.
IRITIRAS

Bank account no.

RTTARPSRAS

1. To prevent any unnecessary delay, please make sure the bank account number and account holder name are correct.

BIERRPIRBAIRPHAARRIEE LR ADEZIER -

2. If the claim payment is remitted to a third party as a result of your provision of incorrect bank account number and/or account holder name, we shall not be liable to
make any further payment regardless of whether the claim payment can be recovered.
MREARRZIBTRPRBRARLIHAALZAIER  MERRMERFERERESE=_FZRITRS  THABBRESENE - RABRTAEEBINZER -

Section H & : Required documents Fii 5 X4

1. Completed claim application form E¥% 2 R{EHFER

a. Please complete all the questions in section Ato G ItR1E EAZ GE ) 2T AR BIEE

b. Please ensure section M to be completed by a registered doctor FERIRIEREEM BN 2B MAE
2. Sick leave certificate J&{REPE

Original receipt(s) for medical reimbursement B &% 322 IF KBS 1%

Proof of identity (i.e. identity cards/or passports) of the policyholder/assignee/life insured/claimants/payee (if not provided previously) and proof of
residential address (if applicable). fREFBAN/ ZBA/ ZRA/ REANMRAZSAEIRH - NS 07E R/ SGER( WHEARREHR )REUFEX
B mER )

Note &t

We reserve the right to seek further documentation or information which we consider necessary for processing your claim.

MEFRE  HMFREBEND BITREE—SXHREBDUFEYZ -

Upon submission of the required documents, your claim will be processed by our Life Claims Department. Should you have any questions, please
call our Life Claims Hotline at +852 2535 3502 or visit https://www.zurich com.hk/en/customer-services/contact-us/e-form/life-claims.
BN REBHEREGHIREE (ASZEK ) BIE - HAH IS SREHFRIEEEEAR +852 2535 3502 8L AifE https://www.zurich.com.hk/zh-hk/

customer-services/contact-us/e-form/life-claims °
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2ZK-CLM-CLF-00028-ET-0622

Private and confidential A\ A R{RZ X%

Section | & : Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”)

BRBAER AR IRGI( " FARIRA L )WEFER

This Notice sets out the privacy policy of each of Zurich Assurance Ltd/Zurich Life Insurance (Hong Kong) Limited (each a “Company”) in
respect of their respective customers. The rights and obligations of each Company under this Notice are several and not joint, whereby no Company
shall be liable for any act or omission of another Company.

B HBFREAS/ HREASRE (F8) ARAT (UNMERE "A238 ., ) AHESBHEEFPHNAEHRK - SRSRMABAPRS ZEFMN
EERBUMIFESH  BULEATRAREMATNZITIRAAMERRAE -

The personal information of customers (including policyholders, insured persons, beneficiaries, premium payors, trustees, policy assignees and
claimants) collected or held by the 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).

BAAAEABNERFANER (BEREFAA - ZRA - ZaA - RENIRA - BGFEA - REZZARREAN ) BAER - EPTEFEEATH
BEBBREPUAMFEAZPNBAGRMIESELENER (AINRE=FRENREERNNHBE ) - HuHARS R/AEFBER ( "#RHERIE
&8, ) ANATERFESEEFEHRBEMAENAR (SRAQATIREEDRERUMBERNE PRMERE ) -

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 E E
+852 2968 2383 or insurance intermediaries for enquires. "
AAT ZFhRBEBUEREH I www.zurich.com.hk/pics T E 817 QRIS - BTN E +852 2968 2383 AR I EF RIS

BB IRIE R T AER -

Consent for marketing purposes - Voluntary: E

MistERRZEE - BREY :
Certain personal information of policyholders and insured persons collected or held by the Company (which also includes data collected or generated
in the ordinary course of the Company’s business and the continuation of relationship with the customer), in particular, names, contact information,
age, gender, identity document reference, marital status, financial background, demographic data, transaction pattern and behavior, policy
information, claim information, and medical history may be used by the Company, only upon having such policyholders’ or insured persons’
consent or indication of no objection, for providing marketing materials and conducting direct marketing activities in relation to insurance and/or
financial products and services of the Zurich Insurance Group and/or other financial services providers, and/or other related services of business
partners, with whom the Company maintains business referral or other arrangements (such as reward, loyalty, co-branding or privileges programs
and related services and products, services and products offered by the Company’s business or co-branding partners, donations or contributions for
charitable and/or non-profit making purposes). For the avoidance of doubt, the latest instruction (for example, consent or indication of no objection, or
request for opt-out) received from a customer shall override any previous instruction given to the Company in this regard in relation to all personal
information of the customer collected or held by the Company from time to time.

HAQATWNESFENRESBARZRANELBEAER (HPTEEEAATH %%%%LEEPLX&W%FE%%)EE’J BGUBESEENER ) -
EJEtZSE% w,.uﬁﬂ fEﬁ“ ezl %ﬁﬁﬁﬁi#ﬁﬂ IR ~ BEES - AORFEE  REEXNTH - REER - REERKE ﬁéiaﬁ-

F 2 HUHARTERESHRERBRER R/ NERQTESEBSIBRGRNEMEZHE 2 Hihs
mEHEW FEP“iE’M?ﬂ;Ji/‘JZ%mEfuu&HEi‘“ ROREMEES B ZARRE  BRTSEESN RETEETSREE - (BINERE - B
B SfFmEastBEE IR AERBENER  BALTBESEBRHASFREBHRHUNRBNER  EREBESR/AFENBNBEE
M) RREFRE  RAATABWESEBNREEREAER  ARASHEUREFWIINENER (ANRERRRARENET - SRER
HEX) -

The Company may provide (and may receive money or property in return for providing) certain personal information, in particular, name, contact
information, age, gender and policy information of a policyholder and an insured person, only upon having such policyholder’s and insured
person’s written consent, to be used by the following parties, within or outside of Hong Kong, for their own and/or the Company’s marketing
purposes set out above:

L HEZE  ARIHFIARUTALTEER/ARARTNTIHHRERE - AU TREEEATRIMALRHEERLEAE
ﬂ(ﬂﬂﬂ HQ?'%%%‘ZE%E&U-VEZ%@%) FRIZHS - BEER - Fie - MRl 1?%%%/\75211?/\%1?5 S - DHEER -

(1) companies within the Zurich Insurance Group;
HRUERBEBMELQT ;
(2) other banking/financial institutions, commercial or charitable organizations with whom the Company maintains business referral or other
arrangements;
BARNTRHEBSIBRGREMZHNEMRT/ SRS  BENZSEY
(3) third party reward, loyalty, co-branding or privileges program providers;
E-ARE - BHREE  SFREESEEEREE ;
(4) third party marketing service providers and insurance intermediaries.

= miskERRRBHERRRRPAA -

I/We understand that I/we can withdraw any consent provided for marketing purposes anytime by notice to the Company.

RA/HMBAUBEREN SEATUBLELUMTHEREREMETZERE -

Section J ZB : Declaration for data protection 1 A & RHRIEEEAH

I/We confirm that |/we, agree to the use or transfer of my/our personal data for the purposes as set out above.

RN/ RMEIEA/RAEDE SQSERHOE=FRHERA/RMANEAERE LTAR

I/We declare that proper consent from the life insured or policyholder (if different from the claimant) has been obtained before the personal data is
provided to Zurich Assurance Ltd and/or Zurich Life Insurance (Hong Kong) Limited.

AN BRMARBERIEATREFEA(NMABAREARE WEABENFHREASR/ AHREASRIR EE ) BERATAIICESZRARREFEA
ZIERXER -
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2ZK-CLM-CLF-00028-ET-0622

Private and confidential A\ A R{RZ X%

Section K &l : Levy on premium REEE

1.

Levy collected by the Insurance Authority has been imposed on relevant policy at the applicable rate. Therefore, the policyholder is required to
pay the prescribed levy along with the premium/contribution. For further information, please visit www.zurich.com.hk/ia-levy.
RBEEEEFSCRERRERBEANHERNINRERE - At - REFBEARBCTRE/ I - AEKHNEHE - ESAEREZHEERER
#1218 www.zurich.com.hk/ia-levy -

For particular product(s) which require the deduction of unpaid premium(s) when benefit claims is applied, I/we hereby agree that the Company
shall deduct all of the unpaid premium(s) and correspondence levy(ies) (if any) from the claim payment. I/We also understand and agree that the
policyholders’ information may be provided to the Insurance Authority if the levy is overdue.
BREBRFREBERRIRAABHRAENRENENER  AA/RMELEE SQATRREREESHEPHRAABRRENNRE REE
ZREHE (WER) - AA/HEMPEREEERESBEABRRENGRERHE - EQTUEENRBEEERRHARBESFBAEANER -

Section L 3 : Authorization &%

1.

I/We hereby request payment of all benefits in accordance with the policy and I/'we warrant that | am/we are legally and beneficially entitled to
such sum.

AANRMRH CAMREELIEEDRE - REPARAARABSZERZEZNREZMARM -

I/We hereby authorize any hospitals, physicians, medical practitioners, insurance companies, employers or organizations that have any records
or knowledge of the life insured , the holder of HKID card/Passport no. to
disclose to the Company or its authorized 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.
RA/HPELEREEER - BEEEAL - RIREBE - RIBAT - BETHEBRNFEZRA - BEEME
IR ERZALT - O SATENEREBAREERRM/ANNER - 6  @FEAK R - BEZRE - wik -
ABifcix - 8% - AERE  BEER  EBECHNHEMREENKEELHERS -

I/We also agree that the Company may use the copy(ies) of my/our identification document(s) and the life insured’s identification document for
claim purposes.

AA/EMTEE SRTEEREAAN/RMZEDBIRHEIRTZHRAZBDEIBHEIRLUE LSRR -

A faxed or photographic copy of any section of this claim statement shall be as valid as the original.

IERBERSEZEINATBEAY

Full name HKID card/Passport no.
e BESMNEERRE

DayH MonthB YearfE

Signature Date signed D D D D D D D D
B5E HERH

PLEASE DO NOT SIGN ON BLANK FORM. IR EAREEE -

In the event of any discrepancies or inconsistencies between the English and Chinese versions of this form, the English version shall prevail.

YIRS Z PR A B E DR AR - SRR E -
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2ZK-CLM-CLF-00028-ET-0622

Private and confidential A\ A R{RZ X%

Section M & : Certificate of medical attendant E&ERE

No claims can be admitted unless medical certificate from a duly qualified and registered medical practitioner on the form below be furnished at the
expense of the life insured.

IEERAB AR

Name of life insured SR AEZ

BERKAMAERY  REABRRRABR  BRIREARTES

S -

HKID card no./Passport no.
BES DR RIS/ EIRR

Age
Fie

DayH Month3  Yearf

Date of accidentD D D D D D D D

BINEH

1.

a. What is the exact diagnosis?

b. Is there any external and visible evidence of injury at your 1st
consultation

c. If“Yes”, please specify type of injury

d. Specify injured body part

e. Describe the cause and extent of injury

Present condition of injury

a. Is there any treatment provided?

b. If “Yes”, please give details (such as suturing, physiotherapy,
type of dressing, etc.)

a. Any other physicians who treated the life insured for the same
injury?
b. If “Yes”, please give:

Name(s) Address(s)

OYes ONO

OYes ONo

Date (DD/MM/YYYY)

Time (am/pm) Treatment

OYes ONo

OUnknown

Approximate date(s)

Did injury require:

a. Hospitalization?

b. X-ray?

c. Special diagnostic procedures?
d. Surgery?

If any of the above is “Yes”, please provide details of the investigation
result and/or the name of hospital admitted.

Was the injury induced from or effected by any of the following which
may contribute to the accident and/or lengthen the period of
disability?

a. Physical defects/congenital anomaly

b. Unfavourable past medical history

c. Degenerative changes

d. Alcohol or drugs

If any of the above is “Yes”, please provide details of the investigation
result.

a. Was healing complicated?

b. If so, specify resason(s) and any special treatment given

Bearing in mind the life insured’s occupation as stated in item(1) of
the employment particulars section, do you opine that the injuries
would have prevented him/her from working?

If absence from work of more than 7 days was necessary, please
describe in detail the reasons why you opine the life insured could
not return to work earlier.

Oves From| [ [ LT [ el [T LT ION
OYes ONO
OYes ONO

OYes ONo

at your 1st consultation

OYes
OYes

ONO
ONo

at your latest consultation
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2ZK-CLM-CLF-00028-ET-0622

Private and confidential A\ A R{RZ X%

| hereby certify that | have personally examined and treated the life insured for the above injury and that the facts as given above is my opinion of his/
her condition.

The personal information collected from the physician in this form will be used by the Company for administration, verification and record purposes in
respect of the subject matter of this form. The Company will not be able to process the request in the form, if the physician fails to provide the
personal information as requested. For personal data access or change requests, please write to our Personal Data Privacy Officer, 26/F, One Island
East, 18 Westlands Road, Island East, Hong Kong.

Name of physician (with stamp) Signed
Day Month Year

patesanes ||| I ][ LI L]

Qualification

Address Contact no.

PLEASE DO NOT SIGN ON BLANK FORM.

Zurich Assurance Ltd (a company incorporated in England and Wales with limited liability)

Zurich Life Insurance (Hong Kong) Limited (a company incorporated in Hong Kong with limited liability)
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong

Tel: +852 2968 2383 Website: www.zurich.com.hk

B AS ( REREBE R EMEAEMMRII ZARAT)) Z U Rl C H ®
=

BRI ASRE ( EFE) BRAT ( REBIMAIIZBRAT)
EEEERERKISTHBERDI25-2618 E 5@ .I.H.
E5E 1 +852 2968 2383 #&Ht : www.zurich.com.hk ln\* 21X
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