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Accident & Health Insurance Claim Form

RIEFEANNIEHHAREWRIER, HHBHNEAIRERERX AT RESFHRA 30 RAZEREZE K

Please complete this form accurately and return with the supporting documents within 30 days after the occurrence of the
claimed condition to the insurance company.

MR LW, RERAFNENERE—PER. SHFERNE—AREFEAEE.

Further documents may be requested depending on the nature and extent of the claim. Separate forms must be used for different
claimants.

AR N /ZE Mg A% R Insured / claimant

ARHJE T The policy is: {35 #H17] Coverage period:
O4ERE R Annual policy O HI#{#88 Group Policy OF:At Other | i From F To
{6 B S48 Policy Number (MEATE 24T RE H 39 1 {5631 18] (Travel Insurance) Trip period /
coverage period
tH From £ To
%4 Name 5] Sex | £kt Age | BRL Occupation B3IE 55 1D Number
JEif ik Address MR E 4G5 Postal Code Bt & H11% Phone HL#E il Email

RIEHIH AN WA BEN, #ED (If the claimant is a child, please specify)

W3 Atk 42 (Name of Guardian): 5% i A % £ (Relation to claimant):

BB Claimed Item

JRAEH B Place of occurrence H & HH# Date of occurrence B A] Time B4/ 4
(AM/PM)

E A BT R (43d) Describe in detail how the accident happened:

JE Ak 44 Name of witness Hudi Address of witness It Z #1115 Phone of witness

B SR I A 2 T A AR AR A BRI, 15 UL If the claim has been made against other insurance companies, please state

{&F A\ Insurance company: {16 LS54 Policy number:
ZIH Claimed item: F 2/ C AT 4% ¥ Claimed/Settled amount

HRATIK T BkL Bank Details JEECKHERITHK AT . EARBHE, WAES IS Settlement will be credited to your account by

bank transfer, please provide the following details:

F144 Account Name: FF F4RAT Bank: K-S Account Number:

P, M K2E Declaration, authorization and signature

ARWEHIEREEZEN G5 WA, w3k G5 s, UEgabg o mmiam. & G5 AR RSI0E, AEARZ I
fEek s PR I B BR AT (S aAT") REFTAZHEZ SRS A T I RIGIEH 2 B2 s R 8, MiSZATfT5m. The undersigned declare
that the above statements are fully and truly made. | understand that the furnishing of this form to me, or its preparation by any
representative of the insurance company, shall not constitute its waiver of any of the conditions of the policy.

KRBEHEREZN (55 HAUET R BB A NI RIS N A BRGS0 I B ATIR T BB WAC . B ANy 2 8 ek A N
R NG BBA, BB, ST, A%, RE AR EARMHE . AL, WA S A NEEG RERL,  AEHE, A
NIBARKE NS T BRAGRAE ST, LA B VR EA R ), A AR N Z Rk N S ik NB S AR LW . AL F 5
)RS

The undersigned authorize any physician, medical practitioner, hospital, clinic, police authority, insurance company or any other
organization and institution that has any record or knowledge of me/the insured's health and medical history or any treatment, advice or
accident details and that has been or may hereafter be consulted to disclose to the insurance company. This authorization shall bind
me/the insured's successors and assigns and remain valid notwithstanding me/the insured's death or incapacity in so far as legally
possible. A photocopy of this authorization shall be considered as effective and valid as the original.

I HiE N %3 Signature of claimant: W ANZEE (EREHRIEANRRBFN) Signature of guardian(if
claimant is a child):

H ) Date: H ¥ Date:

R E R L FE 294 Should there be any discrepancies between Chinese and English version, the Chinese version shall prevail.




