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PERSONAL ACCIDENT INSURANCE CLAIM FORM Claim No.
REE
Insurance Policy Details
ORE= PREASEHS
Name of Insured Policy No.
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Identity Card No. Sex _ DateofBith_ DD__ MM YY Occupation Contact Tel No.
bk ]
Address E-mail
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Particulars of Claimant / Insured Person (if not the Insured)

REN RN 4 BRI REA TksEEE
Name of Claimant / Insured Person Relationship with the Insured Contact Tel No.
b= (B 51 A H A H A £ OB
Identity Card No. Sex Date of Birth DD MM YY Occupation
Hl:
Address
REE
Particulars of Claim
(1) B4R H IR R H A £ W o S N
Date and time of accident. DD MM YY Time: [(Jam [] pm

Q) TR

Place of accident.

(3) a sz EoMRFS

Description of accident

b. WEHE » FIHHRENEE LR
If the accident has been reported to the police, please state which
police station and police report number.

4 G5 R B ir

Nature and region of injury.

(5) ik SE ek TARRE AR B H A FoE H A
Period of Temporary Total Disablement from engaging in From DD MM YY To DD MM

or attending to usual employment or occupation.

(6) a. BANEETEZEIARIETIES 2
Was this accident occurred in the course of and/or arising out of a. [] & No [] 2 Yes
your employment?

b. A2 > FIRIRE B BRI R A S AT K AR AR E

If yes, state the name of insurance company of Employees

Compensation Insurance and the respective policy No.

(1) a. PR B BB RN EAM SR AT R E
Is the Insured Person entitled to claim under any other insurance a. [ & No [ & Yes
policies in respect of this accident?

b. 05 > FIBARER A EIANE - (RELRTE R EREEE

If yes, state the name of insurance company(s), respective b.

policies Nos and details of benefits.

(8) a. HiR ALMER S A BLHIZ N
Has the Insured Person ever sustained similar injury? a. [ & No [] & Yes
bANE » FIHEEERS R rTiRF S 4

If yes, please give detail and date. b.




P ST 2 - EHEESEEE  Claim Payment Method: Auto-pay

A F A 28 T HK $10,000.0020 2L R AYEEEL (For settlement amount below HK$10,000.00 only)

SHEMEENTIEANIE E “vY” Please tick the appropriate box:
[ RAREZELLEBHEIE 5 =323 1do not agree that the claim payment be made by auto-pay.

[ ARAFIE LS SHEE G R » WAL &R o 1agree that the claim payment be made by auto-pay and provide the following information:

R R PSS
Name of Bank Bank Account No.
FORA AN STRVEBIRF AR
Name of Account Holder (Must be same as Insured)
PRt
REQUIRED DOCUMENTS

T REGEEIHEIEAR
1. Original sick leave certificate(s)
BhE LRI R R IEA

2. Copies of statement of account and original receipt(s)

WHHE - sHEEEATAE )T D AR A
3. Copies of all police statements, if any
ARAEES 58 TR TAFRE IHIRE - RIS AT12(E A HI A S SEH SR
4 Copy of documentary proof of income over the 12 months preceding to the accident for claim
under Temporary Total Disablement from engaging in or attending to usual employment or occupation
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Declaration and Authorization
AN e} e 8 R E R > I FREPRE (T R -
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(viD)  EAFITEEMALE

(vii)  HE Rl RA BRI R R

(ix)  EEEADEE - FREVGENTAIRAES]
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(b)  PRERFJEEAROVERREAN - HRE A B R B
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I declare that the above information is complete and true to the best of my knowledge and belief and I have not withheld any material information connected with this claim.

Tunderstand that the information I provide to Bank of China Group Insurance Company Limited ("the Company") is collected to enable the Company to carry on insurance business and may
be used for the purpose of:

(i) processing and evaluating my insurance application and any future insurance application I may make;
(ii) administering my insurance policy and providing services in relation to my insurance policy;

(iii) analysis or investigating, processing and paying claims made under my insurance policy;

(iv) invoicing and collecting premiums and outstanding amounts from me;

(v) any alterations, variations, cancellation or renewal of any insurance related product or service;

(vi) contacting me for any of the above purposes;

(vil)  exercising any right of subrogation;
(viii)  other ancillary purposes which are directly related to the above purposes; and
(ix) complying with applicable laws, regulations or any industry codes or guidelines.

The Company may disclose my personal data for the above purposes to the following classes of transferees:

(a) third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other services which assist the Company to carry out the
above purposes (including medical service providers, emergency assistance service providers, telemarketers, mailing houses, IT service providers and data processors);

(b) in the event of a claim, loss adjudicators, claims investigators and medical advisors;

(c) in the event of default, debt collectors and recovery agents;

(d) insurance reference bureaus or credit reference bureaus;

(e) reinsurers and reinsurance brokers;

€3] my insurance broker (if I have one);

() the Company’s legal and professional advisors;

(h) the Company’s related companies (as that term is defined in the Companies Ordinance);

@) any association, federation or similar organization of insurance companies ("Federation") and its members that exists or is formed from time to time for any of the above or related

purposes or to enable the Federation to carry out its regulatory functions or such other functions that may be assigned to the Federation from time to time and are reasonably required
in the interest of the insurance industry or any member(s) of the Federation;

() any member(s) of the "Federation" by the "Federation" for any of the above or related purposes;

(k) any related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service provider providing
services relevant to insurance business for any of the above or related purposes;

0] the Insurance Claims Complaints Bureau and similar industry bodies; and

(m) government agencies and authorities as required or permitted by law.
The Company is hereby authorized to obtain access to and/or to verify any of my data with the information collected by the Federation from the insurance industry.
Moreover, the Company may also use and disclose my personal data otherwise with my consent.

I have the right to obtain access to and to request correction of any personal information concerning myself held by the Company. Requests for such access can be made to the Company’s
Legal and Compliance Department (Tel: 2867 0888 / Fax: 3906 9939).
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Signature of Claimant / Insured Person Signature of Insured (with company chop if applicable)
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Date: Date:
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This statement should be fully completed and signed by Attending Physician.

RIS E2 R % - FrRE A hiRE BT -

ATTENDING PHYSICIAN’S STATEMENT

Any expense for completing this statement must be paid by the Insured.

FRBAENHE
[Name of Patient: Identity Card No.: Date of birth (DD/MM/YY): [Date of Accident (DD/MM/YY) :
(1) a. What is the exact diagnosis ? a.
b. Is there any external and visible evidence of injury at your first consultation? |b. [I No I Yes
¢. State part of body injured [
d. Describe the cause and extent of injury d.
(2) Present condition of injury:
(3) a. Is there any treatment administered? a. [ No 1 Yes
b. If yes, please give details (such as suturing, physiotherapy, type of dressing, |b. Date Time Treatment
etc.)
(4) a. Did any other physicians treat the patient for the same injury? a [ No I Yes 1 Unknown
b. If yes, please give: b. Name Address Date of Treatment
(5) Did injury require the followings: (If yes, please give details)
a. hospitalization a. I No [ Yes
b. x-ray? b. I No [I Yes
¢. special diagnostic procedures? c. I No I Yes
d. surgery? d. 0 No [T Yes
(6) a. Did any permanent disablement expected as a result of his/her injury? a. 1 No I Yes
b. If yes, please state the proportionate disability in percentage b.
(7) Did injury cause Temporary Total Disablement from engaging in or attending [T No 1 Yes From To
to usual employment or occupation?
(8) Was such injury induced from or effected by any of the following which may
contribute to the accident and/or lengthen the period of disability? (If yes,
please give details)
a.  physical defects / congenital anomaly a. I No [ Yes
b.  unfavourable past medical history b. I No [ Yes
c.  degenerative c. OO No I Yes
d.  alcohol or drugs d. 0 No [T Yes
(9) Bearing in mind the Patient’s occupation , do you feel that the injuries would
have prevented him/her from working?
a. at your first consultation. a. 1 No 1 Yes From To
b. at your last consultation. b. 1 No 1 Yes From To
(10) If an absence from work of more than two weeks was necessary, please
describe in detail the reasons why you feel the Patient could not return
to work earlier.

Address

Telephone No.:

Signature

I hereby certify that I have personally examined & treated the Patient for the above injury and that the facts as given above present my opinion of his /her condition.

Name of Physician :

Date

(with stamp )

Qualification :




