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TRAVEL INSURANCE CLAIM FORM Claim No.
REZHK
Insurance Policy Details
IRFLTE RELLRE
Name of Insured Policy No.
B aa 5t el Hd: HH H H FOMRE W4 EaE
Identity Card No. Sex Date of Birth DD MM YY Occupation Contact Tel No.
ik BE
Address E-mail
RN | BRN Bk OTERE)
Particulars of Claimant / Insured Person (if not the Insured)
EXCUNIE VNG i BELR F RS Frés BT
Name of Claimant / Insured Person Relationship with the Insured Contact Tel No.
B aa5ins L1l HA: HEA H H FORksE
Identity Card No. Sex Date of Birth DD MM YY Occupation
A BH
Address E-mail
REEE
Particulars of Claim
(1) SEHEE A0 H A R R H H GRS R T
Date and time of incident DD MM YY Time: [] am [] pm
() FEHEEE AR
Place of incident
(3 a. HHATEEE
Description of incident a.
b. WEECREITHZE? = =
Have you reported the incident to police? b. [ No [] Yes
U= |ZF-FE SINE SN T E <
If “Yes”, state the name of Police Station and the police report no.
@) a. BRARELE R B A EM IR A S RE? = p=s
Is the Insured Person entitled to claim under any other insurance a. [] No [] Yes
policies in respect of this incident?
b. W “B" - FIBARBE AT (REARSE R R ERETEE
If “Yes”, state the name of insurance company(ies), respective b.
policies numbers and details of benefits.
) a. PR ALMEES Y E2 B ITEL? = =
Has the Insured Person ever sustained losses of similar nature? a. [ No [] Yes
b. W “B" - FIBHEEE R AEEE A
If “Yes”, state details and date(s) of incident(s). b.
(6) a. WLMFRE L EA PR B R E? & =
Have you ever made any claim under other insurance policy(ies)? |a. [] No [] Yes
b. W “B" > FIHHEEE
If “Yes”, state details. b.
R NIE R REIEERVERD Please choose Section(s) you are claiming for and complete the chosen Section(s).
O 1. ABES Personal Accident O 5. [EASRES B84 Personal Money
O 2. BErEMER Medical and Other Expenses O 6. EAZEE Personal Liability
O 3. EAfTENYS Baggage and Personal Effects O 7. {72 Travel Delay
O 4. f7Z=mER Baggage Delay O 8. BUN{TIR / #55a1Ti2 Cancellation of Trip / Curtailment of Trip
1. ABE4P Personal Accident
Zas N HRE R 4R BT
Name of Beneficiary Relationship with the Insured Person Contact Tel No.
Bss s MR Ha: HEA H H FOBE
Identity Card No. Sex Date of Birth DD MM YY Occupation
ik B
Address E-mail

HIEACARIER - REEEE - BIMNRE BT SEUHEE o W% A BRI AL - SEIREEE AT A/RE NRVERL - AR R I S -
Please provide relevant supporting documents, such as Medical Report, Accident Report, Police Report, Certificate of Death, etc. If the beneficiary is/are minors (persons aged under 18), please
give particulars of the official administrator(s) and provide copies of the documentation authorizing that person to act in this capacity.




2. B HAthEF Medical and Other Expenses

BTiE / ZGIE KR Pz 2 et RIESH GIEEERAD
Diagnosis / Nature and extent of injury Treatment received Claimable amount (state currency)

SR ERIEEIEA (FIWI2/6H ]~ BrE R IIdR) -

Please provide relevant original medical receipt (showing the date of consultation, diagnosis and breakdown of charges).

3. ITZEFE AP Baggage and Personal Effects

Vine IR E R (BLAERAR ~ TU5% K Sndm ) JEE H sy 2 (HE RIEEH
Full description of items (including brand name, model and serial no.) Date of Purchase Purchase Price Claimable amount

SHREA RS EABI S OB RIRE W AT S RAVIHELSS  BTlE RV E RS RO AEE -

Please provide relevant original supporting documents to prove the loss or damage, such as Airlines Irregularity Report, Police Report, Purchase Receipt or Warranties of the items claimed.

4. {TZIEER Baggage Delay

JEZREER Reason for Delay JEZS/NEE - Hours Delayed
DA SR LB DA SISO RESH
Full description of essential items Claimable amount Full description of essential items Claimable amount

PR BRI & 58k AV RE B RE IR SO R BN RS e BRPE TEAS -

Please provide supporting document from the relevant Airlines proving the delay and all original purchase invoices of essential items.

5. {E A\ #8581 & 54 Personal Money

BEEE WBHSE  FIHE%) Items lost (for cash, state currency)
SHEE A B IEASS BB SR AR M A E S HAVIBRRE - EHmESE -

Please provide relevant original supporting documents to prove the loss, such as Airlines Irregularity Report, Police Report, etc.

6. {8 AE{E Personal Liability
ZfE NS Name of Claimant FiE Age MR Sex I%2£ Occupation Mf4&EEEE  Contact Tel. No.

iyl Address

ZEAVEE K AZE  Nature and extent of injury WY& 238218 Description of property and extent of damage  Z{E 4% Claimable amount
R B ERSE = FRTBET? = = m E" o BRI
Have you in any way admitted liability to the claimant? [] No [ ] Yes If “Yes”, state details

7. {TH2IEER Travel Delay
Hit#4RsE Flight No.  {H&FHEH Departure Date 1 28H%[E] Departure Time — H{ & %L Departure Place  H AVl Destination

JREPEZK Original schedule
FEZRHTZ Delayed schedule

JEZRF A Reason for Delay JEZS/NEE - Hours Delayed

ST BUA RIS IEA SRR L AR SRR ] RAERRIRR - A0 8 ~ HEE ~ TR A IR &S -

Please provide relevant original supporting documents to certify time delayed, such as Boarding Pass, air ticket or certificate issued by the Airlines or Travel Agents, etc.

8. HUMTTHZ / 45%51T#2 Cancellation of Trip / Curtailment of Trip

HUH s TR RN RIEEH
Cause of cancellation or curtailment of trip Claimable amount

HIEHCA RS IEAS AR A R Z SOR R BSN Z R - B ~ SRS - BB EASE RRITHL ZSEAEHE -
Please provide relevant original supporting documents to certify non-refundable expenses and incident of claim, such as Medical Report, Certificate of Death, original receipts of travel tour,
certificate of traveling agents, etc.

PSS - EHEEEE  Claim Payment Method: Auto-pay

H 2 FH A3 i HK $10,000.00E8 LA T Ay HER (For settlement amount below HK$10,000.00 only)

B ENTIEANIE E “vY” Please tick the appropriate box:
] RAREZELLIEBHEIE 5 =323 1do not agree that the claim payment be made by auto-pay.

] A AEEL EBhERE 5 =3k - WAt LU N E ] o Tagree that the claim payment be made by auto-pay and provide the following information:

PRITHHE F OS5
Name of Bank Bank Account No.

FEFEA AN BB 2 R AL TEAEA)

Name of Account Holder (Must be same as Insured)




B R e

Declaration and Authorization

AN Lol et e RO R st - MRS (T E R Ek -

AAFIERNREATER > B REERBARAT( "BAF" REIREERATRE - A AR TyIER:
@ R R A AN ARl FF 3 AR AR AR A A PRI R &5

() FITAANREAVTEC(E R BEEA A CRELARREEVARTS

(i) DFTEEHE - R ANREARIRRE

(v) B ORE R R R A AU R R G

) AETERORER A R Y EE SRS AT~ S - HUM S

oD FRRLERRBREEAAN

(viD)  FAETEEMCALE

(vii)  HEEE R A ERE IR TR © R

(ix)  EEEAERE - GREEATRIRIES]

FATINE] RIE AR R A E N R T T 5

(@ FELHURER - @ JAFHREHTE  EN - S - (IR0 RN ERBHIE =TI R ER RN (B BRI AER - BecRdRR s AtERs - EaR(ei
R R ENRIARES P ~ AR IR (R IE s R B R B )

() EEREZRAVERNEET - B R B

© BT RN SR R

@)  IREREHRBAFEREEEHRBEATE

© FRATE ORI

® ARG CEF)

(&  EAFRYERRHEEBERN

(hy  EAFRIREATCL (AT ARIER R |

@ BF BRI AR R A = i G S G SRS g O REE R - DUERIEM EASCAR HIY > SOUE TRE ) BUTHEEIRAE - SR RIR S
il i, §ANFIRTARHESEEOR TR T BUREs

G i Ve BT THE , (Vg R - DUESHEM BAREARH

k) AEARIRIAE] o SUEAEAE R SRR RS A RARY S - SRR SE T A BIAY T AR B B e L R s fe (o - DUEFIE( LaltseaRa HAY ;

O PRE ARG R R) B FUEHI Rbs SRS © R

(m)  EBIZREGET AT HYBUTHER -

ANFEILIRNE ST T ) (ORISR R R b R R B A AT -

BEAN > KARNFR  BAFTREE AR E T U R B A A A B -

FNAHEREEREER BARRAAMAANEALR - WARE - o[ SARDARBASHIRT (F5E 1 2867 0888 » {HE © 3906 9939) -

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.

T understand 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;

f) 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);

(i) 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;

G) 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;

(1) 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).

EXCONIE T INE £ REHE WEAEFER

Signature of Claimant / Insured Person Signature of Insured (with company chop if applicable)
HiA HiH

Date: Date:

PTA-CF-2014-V01



