1AH-1CF-04-2019

Personal accident and
medical insurance claim form ZURICH'

BAABINRERRIERBER —

Enquiry no. 85 : +852 2903 9388 Fax fEHE : +852 2968 1660 Email & : claims@hk.zurich.com
Please tick the appropriate box and * delete where inappropriate. 38 v BRAA BRI SERENERE

Claim submission EB:E&E :

e If you are applying for a medical claim, please settle the payment before submit this claim, and be reminded to obtain the documents from your
hospital before discharge. ¥ B N ERFABERE - FEHNERE  WELHRAIDERRIATRSHE -

e You are responsible for the cost of requesting the medical report(s). B T BEBTFIEBERS ZAHBEER -

e If you receive treatment at a Hong Kong public hospital, please keep the Discharge Slip before you leave the hospital and submit it to our company.
m BETEEEAUBERESAE  FRURARINEERAL  WRBFRER—HRER -

Claim should be submitted within 30 days from the date of incident through the following channels: ZREMBR B EEEEI0HRKL T IAHRE ¢

1. Personal accident visit eClaim platform www.zurich.com.hk/eclaim/en

EPN=P EEeRBEFE www.zurich.com.hk/eclaim/ B ; DB, Ty,
2. Individual medical applicable to i) Hospital cash benefit or ii) Surgical cash benefit under”i-Gen"plan

PN scan the QR code to download "Zurich HK" mobile app to submit

SBERAR TR ) ERIRERE i) FIRERE
RGN TE " Zurich HK, FHREREIER

Apart from the above submission channels, you can also complete this claim form, together with supporting
document(s) submit to us via email or post.

BR7DIERE @I ODUER I REPHER - EEBAX G EMR IS AT -

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 FEBEREMIK 18R ESRP O 261EHRITRIZARASTIFEES

[ ] New claim $iZ&Z{& [ ] Existing claim / submit supporting document(s) 22X MNEE / BXHFTER

Claim no. RIE#RSE :
(Do not need to fill in personal details if there is no update of relevant information #{EA RE#E A ZERRBEH - ST EBIAERZED )

1. General Information —A% &t

Policyholder name Policy no.

REFBABE (EX) RESRTE

Insured name Insurance agent/broker name (if any)

SRHRAER (EX) RIBHIE / Bicw® (MER )

Insured occupation Insured sex D Male D Female

SIRABZE SERAMR 5 k4

Insured HKID card no./Passport no.* Insured date of birth  DayH  MonthA Yearf

SRAEEBE MR / ERRE* SRALAERE DD DD DDDD

Contact mobile phone no. Contact person email address

B AR BN E R IRAS YNl

Contact person Flat/Room* Floor Block Building

correspondence address  Z / Efi* 12 2 RE

4 N IB a3
Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
EreatE / HR R / it & BB/ NEE /R

We will send you the claim acknowledgement and claim settlement notification by SMS and/or email according to the above information. Our company
may contact you by email to obtain additional information to process your claim, if necessary. If you would like to change the communication channel to
mail, please v the box below. If you have an insurance agent/broker, our company will contact you via insurance agent/broker.

RATREBEYU HERHWER - DEFERMAR / NEH R REBRFBNRE TR -

MEFRE  ARTEABUBFHBHARAME B TENEHAER  EE BTHRESD,; 1 BTIEXAUBHSREE BT &/UTHE:
m BETNERRE /&L ARTRBBEBEERBPTA / KCHEET -

[ | By mail LAER {475 UHt4S
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1. General Information (continued) —f% &1} (&)
Are you making any other insurance claim as a result of this incident (including employee compensation, group or company medical scheme)?

B TEELRMIERIERAEMRRATDRE (BEST - BRNATIEERRFR) ?

D Yes, please provide the following details D No
= ARERENUTER &

Name of insurance company Policy no.

RIBATIETE IREESRHF

Type of coverage D Medical expenses D Hospital cash D Other
IREEHEA BEEH FiRIRE Hith

If you need to have a certified true copy of medical receipts(s) and/or medical report returned, please v the box and our company will return the certified
true copy to you.

W BTHRNEBERERS / REERS  FRERA V- HMRZREIEZEEIR

Medical receipt(s) Medical report(s)
BEBE BERS

2. Payment method BE{EXZ AR

D By direct debit (Please provide below bank details and copy of ATM card or bank book for the payment arrangement.)
RITEIR (FRERTREIAHFRBERNRERIEZA - )
Policyholder bank account name

REFBAANRTRORR (EX)

Bank name HSBC Standard Chartered Bank H Hang Seng Bank Bank of China (HK) Other bank, please specific
RITEME ELRTT BT ERTT BARTT PEIIRTT (FE ) HAhiRTT

Bank code Branch code Account no.

ERITHR R DITHRIR Y=k

Bank account no.
soees || - UL DOD DU
e [f the claim amount is higher than HKD 100,000, we will issue cheque and post to the postal address of the contact person.
MEEEEERZ1100,0000870 - NASI G BT R HEF E WA A Bt -
e Your bank may charge you additional transfer fee if you selected Other bank.
MEE THEHMIRT, - BT ZRTARSUEERSNERER -
e |f you are our commercial customer, we will issue cheque and post to your intermediary.
m BETEEEEF  ANISTHEZFTHFE B TFHRRBRASESKEL
e |f the above fields are blanked / incorrect, we will issue cheque and post to the postal address of the contact person.
M EAMPMERMRITEEENEBANAR - AT SN EX R EF EHE A BRI -

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

WRRARWI8H - ARt / MEEA ZIRTER RIER R GE

D By cheque
%=
The cheque will be issued according to the name of the policyholder. If you have an insurance agent/broker, we will mail the cheque to your insurance

agent/broker.
TERRBREFAAGEZRL W BETARRBRE /&L ARIRBSEEE B TFHREBAE / &% -

3. 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.

FEFBREBENEBRA V- WERMEZXGRIERE—HRIEART - KATOIBEEKIEHEARIMABREH -

Claim item(s) EBFE R{EIEE Fill in section(s) EE= &%
e 4. Details of injury and sickness (Part ) {857%@ %18 ( 5 —80% )
] Medical expenses caused by accident e 5. Hospitalization or surgery claim (if applicable) FFEaFiZR1E ( @A )
BINBEEM e Supplemental document 2. Attending physician statement (If applicable)

MANG - TRELERSE (NER)

Personal accident or permanent disability

=8 /\
[] = OMIE - TR (S 5 e 4. Details of injury and sickness (Part I) {5J& =18 ( 55—23% )

< hositalioati dical e 5. Hospitalization or surgery claim {£Bzsk Fif =&

urgery or hospitalization medical fees : e - — . EmELE
i I B e Supplemental document 2. Attending physician statement #7831 - F2BERS
Hospital cash or Surgical cash (applicable to e 4. Details of injury and sickness (Part | or Il) 5% 15 ( E—=E_E D )
specific insurance product) e 5. Hospitalization or surgery claim {EFzs; FiT =
ERREXFIORE (RBEREERMER) | o« Supplemental document 2. Attending physician statement R X" - F2 B4 RS
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3. Claim items (continued) R{EIEH (&)

Income benefit (applicable to specific e 4. Details of injury and sickness (Part ) {5J&zE15 ( £—30% )
insurance product) e 5. Hospitalization or surgery claim f£FRa} FiRE
ABRE (REFETRRES ) P g . e
e Supplemental document 1. Employer-approved sick leave certificate 78 XfF— - f8E 30

D The insured do_es not have to wait L_mtll full KR BEEE
recovery and discharge before making any ) . . _ ame
claim for income benefit if his/her claim e Supplemental document 2. Attending physician statement 7S X4 - FRREBERE

hereunder exceeds two weeks.
REABREBBMERE  BESREREIR
AEERERLRET BFRE

4. Details of injury and sickness {8/%:% 15

] Part | : Outpatient or hospitalization claims due to accident

E—E5 : BRSNS IBMFIRSERRRE

Accident Location Details of accident
B2, RANEAERKIB

Accident date and time

=AINEHA R R
DayH MonthA Yearf: Hourf§ Minute7y

AM/PM*
I 0 0 st
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 EMEINRE ? B - AN EOREIESREEEK - B ES
Injured part(s) Medical fee (HKD)
S ERAI BEEM (8)
Do you need to attend follow up treatment or consultation? D Yes D No
EEREEERTAENED? = &

If Yes, please specify how long will the treatment last or follow up consultation date
MNZ - FIPRRBINZERERES AN EZAE

Part Il : Outpatient or hospitalization claims due to illness

H SBES - BERSIRMFIZ SRR

Date of symptom(s) first appeared DayH  Month3 Yearf Symptom(s) before admitted to hospital/consultation
BRHIRHREREE DD DD DDDD AFERE / K2 RIS E

Date of first consultation DayH MonthH Yearf Diagnosis

EREEAEL DD DD DDDD BRI A

Do you need to attend follow up treatment/consultation? D Yes D No
ERRBEEES AR/ BY? =1 &
If Yes, please specify how long will the treatment last or follow up consultation date Medical fee (HKD)

ME - FIPERREBIIZERERTESANEZRAE BEEM (8n)

5. Hospitalization or surgery claim (If applicable) (B3 FiliEE ( M\ )

Name of hospital/medical provider Symptoms before hospitalization

Bl / R BERB B2 ABeRl Z =

How long had you been having these symptoms What treatments had been performed relating to these symptoms
SIRAZIRBEHZA BIRR RIERIER 28K

Final diagnosis Date of surgery DayH MonthA Yearfk

. e o 0 i i
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5. Hospitalization/surgery claim (If applicable) (continued) ¥R FiRE (MEH ) (£)

Date of admission DayH MonthA Yearf Date of discharge DayH MonthA Yearf
ST 2 o N I i e
First consultation doctor's name Hospital addressor service provider name and address
BRUZEEUS EBMT sl AR S IR (2 2 At
Name of the doctor of recommending admission to hospital Hospital addressor service provider name and address
FEARNEE S BT sl AR S IR (& 2 At

Name of the doctor of consulted for the same sickness/accident Hospital addressor service provider name and address

BEMBRKIE / BIEKZNEEHR Bl RS IR = 218 R th il
Room type D General D Semi-private D Private D Any class higher than the private ward category
EEER LERE FRKRE MWRE AR ESRIAREEER
Room preference D Own decision Involuntary upgrade, please state the reason
EEEE BkE D FEREZAR - BIIRREA
D Emergency treatment leads to a shortage of rooms Isolation Other

2208 = 2 o =2 PR Bl

EREMERFIEEERR [ FElRE [] Hith
During hospitalization period, did you have any home leave period? D Yes D No
TEFEREE - BAEGEFRINE ? B &
If Yes, please specify the period from DayH  MonthA Yearf DayH MonthA YeartE
s S 1 el o
Do you receive any home nursing service? (applicable to specific insurance product) D Yes D No
BEERREEERE ? (REREEREER ) B &
If Yes, please specify the period from DayH  MonthHB Year& DayH MonthA Yearfr
B S 2 1 el 5 1 R
Do you need to attend follow up treatment/consultation? D Yes D No

RREBRTZAR | BY B ES

If Yes, please specify how long will the treatment last or follow up consultation date.

WE - BIPEREI ZBERERELANEZ Y

6. Declaration and Authorization ZBHA K11

1. 1/We declare that all information and particulars contained above are true and complete to the best of my/our knowledge and belief and they are
made without reservation of any kind.

KA/ HPREWER - AA / RPEE - U EPHERZEREMIERZEH B2 EETRENRBASFEUER ZRE

2. 1/We understand and agree the following issues about the arrangement of my/our personal information collected or held by Zurich Insurance
Company Ltd (“the Company”).
A/ HMBELREI T AR Zurich Insurance Company Ltd ( " ARAT L ) BEAWERRERA / HAZBEABERNZHE -

(1) The personal information of customers (include policyholders, insured persons, beneficiaries, premium payors, trustees, policy assignees and
claimants) collected or held by the Company from time to time may be used by the Company for the following 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):
HAQSABRESFANER (BEREFAA - 2RA - ZHA - ﬁgﬁ AN BFEA - REZZBARZREAN ) BAER - HOHAAET
FREMNTAOEFREREMOENRR (BAAATREERRERMABEERNE FIRHMRH ) -

i. to process, investigate (and assist others to investigate) and determine insurance applications, benefits and claims, perform reinsurance
arrangements and provide ongoing insurance services;

MR BE ((RBEMABEE ) WRERRED - REARE  ETBREZHNRASENRRERY ;

ii. tomanage any claim, action and/or proceedings brought by or against or otherwise involving the customers, and to exercise the Company's
rights as more particularly defined in applicable policy wording, including but not limited to the subrogation right;
BETOEFREN  HHEEPMRELNIEMEREPNRE - AR /SEEER ;| URTHEAQSINERN (#1ERERREGHR
E) - BEEARRRCAE ;



1AH-1CF-04-2019

6. Declaration and Authorization (continued) ERRRIZHE (&)

iii. to process requests for payment, and for direct debit authorization;
PR MER R E RIS ;

iv. to provide subsequent services and administer the policies issued, such as to arrange medical examination, process additions, alterations,
variations, assignments, cancellation, renewal or reinstatement of the relevant policies;

REBERERPT / EECBENRE - fINZEISRBESHERARIMRENIGN - B - S5 - EiE - fy - BHERE ;

v. to compile statistics or database or conduct market or actuarial research or insurance surveys undertaken by the Company and/or its group
("Zurich Insurance Group"), the financial services industry, respective regulators or industry recognized bodies, or use for accounting and
actuarial purposes;

BHARSR /HEMBEE ( "HREFREBER, )  SRHRFER  ARERERENARITHRASFERBFTHNENE - SUETH
5 BEMRIRRAEE - AFSERBEERR ;

vi. to perform customer analysis, profiling and segmentation, or to design new or enhance existing products and services of the Zurich Insurance
Group;

ETEFPMAMMENE - A RHRERBRERRANNER /R - SSCERAENER / B ;

vii. to meet the disclosure requirements of any local or foreign law, rules, regulations, codes or guidelines binding on the Zurich Insurance Group
and conduct matching procedures where necessary;

REHHRILRREBRELNRNWERIAMINEDEG - FREA - RO - SFRISHES INEERERNBERFETZHER ;

viii. to comply with the requirements, orders or legitimate requests of, or contractual or other commitment or arrangement with the courts of
Hong Kong, local and foreign regulators, tax or law enforcement authority, self-regulatory or industry recognized bodies such as federations
or associations of insurers or financial services providers, including but not limited to the Insurance Authority, Hong Kong Federation of
Insurers, auditors, credit reference agencies, governmental bodies and government-related establishments;

BREEEER  NtBEIMENEEHE  MBHHEHE BUESFARTHEAS (ANRRASSEHMBHEHEFINHI TS
BREEBARRRREEER - HERMEME - ZEE - ESEZHEE - BUFAMNETERAEBAELNRE - ESNEEEK - 58
fEER Ptk BS540 EGE - EitEGESZHE

ix. to collect debts;

BBES ;

X. to prevent and detect fraud;
BRI LEEREETS

xi. to facilitate the Company's authorized service providers to provide services to the Company and/or the customers for the above purposes; and
BARATWROIRBEHER - S LA BENR/ARAER / NEFRMHERH ;| &

xii. to enable an actual or proposed assignee of the Company to evaluate the transaction intended to be the subject of the assignment.
FEARATNERSE R FEABTZBEE TS RAREZENRS -

The Company may provide any personal information of customers to the following parties, within or outside of Hong Kong, for the purposes

necessary in providing services, as set out in paragraph 2(1) above:

RATIO EHEE2 (1) B AEEFREBRBEMAHENAR - AU TREBREAFIRIMMIATRHETESEAER !

i.  companies within the Zurich Insurance Group, any other company carrying on insurance or reinsurance related business, an intermediary, or
an industry recognized body;

BRUERMREEMBE AT - HTETREUBRIBBEAZEFZHNEM AT - P ARZRERITNELS ;

ii. any agent, contractor or third party service provider who provides administrative, telecommunications, technology, computer, payment, policy
administration, support, storage, cloud, record management, call center, mailing and printing, data processing, customer satisfaction analysis,
outsourcing or other services to the Zurich Insurance Group in connection with the operation of its business;

HURERE RGEERMETH - 5 - &iff - B - (I3 - REEE - B - #F - Tl - S8 - 2890 - 15 - R - BRE
B BEWMBESN - IMISIEMBEEEREFARNRFENAEA - AEBNE =S RBHEES ;

iii. third party service providers including insurers, bankers, legal advisors, accountants, fund management companies, financial institutions,
investigators, loss adjusters, reinsurers, medical and rehabilitation consultants, hospitals, surveyors, specialists, repairers, research and analysis
companies and data processors;

E-FRBHED - GFFRRAS - IRIT OFEERE - FEE - ELEBNT - SRKE  BEE  BEN - BRATE - BERERE
B Bt BEE - -ER - #EBAE  IRESTATRENERESE ;

iv. credit reference agencies, and, in the event of default, any debt collection agencies or companies carrying on claim or investigation services,
EERAEE  MESFRE  RUEHERNAIENETREARERBENAT ;

v. any person to whom the Zurich Insurance Group is under an obligation or otherwise required to make disclosure under the requirements
of any law binding on the Zurich Insurance Group or any of its associated companies and for the purposes of any regulations, codes or
guidelines issued by local or foreign governmental, regulatory, tax or law enforcement authority, industry recognized bodies or other
authorities with which the Zurich Insurance Group or any of its associated companies are expected to comply;
REBEHHRITRGEBFETAAEHEBENRNINEEDES - R EATEARMSIIMIER « BT - MEBEPUEHE - ARDITEAS -
Hith &R IR B xR RIS E S EE IR ERAE TR A B THEERA - SFAISIESI NS - #RURBREEAEESNNEREFEL T
BRETAL;

vi. any person to whom the Zurich Insurance Group is under an obligation or otherwise required to make disclosure pursuant to any contractual
or other commitment or arrangement with local or foreign governmental, regulatory, tax or law enforcement authority, industry recognized
bodies or other authorities that is assumed by or imposed on the Zurich Insurance Group or any of its associated companies;
RIBER R (RIR 5 E ot A1 B i B S SU FE NI B A S SMIELR - B - MISSUBUAKAE - ARITEAS - SEMBEBEN S LK
B HitFGESI RIS - R IERREESRETHNEDEFHEENEAAL ;

vii. any person pursuant to any order of a court of competent jurisdiction;
REFESEEBRERNEARESHERTAL ;

viii. organizations that consolidate claims and underwriting information for the insurance industry, fraud prevention organizations, employers, the
police and databases or registers (and their operators); and
BESRBEPENARERNAS - PRGEAS - B - X  HEEECMH (REEEE) | K

ix. any actual or proposed assignee of the Zurich Insurance Group or transferee of the Zurich Insurance Group's rights in respect of the
policyholders.

BRUERREENTOUERIZZEGEAXHFRERBEEHRREFEANENNZZEA -
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6. Declaration and Authorization (continued) ERRRIZHE (&)

(3) Customers’ personal information may from time to time be provided to any of the parties set out in paragraph 2 (2) above (including cloud
providers) which may be located in Hong Kong or elsewhere and in this regard customers consent to the transfer of their personal information
outside Hong Kong and understand that their personal data may not be protected to the same or similar level compared to Hong Kong.
ZEPNEAEROIBEEARREREM LiEE2 (2 ) RPREN—7 ( EZERRBHER ) - BE— A UEEREESREAFEMIS - EFE
BMMANEAENIERER RIS - RIFEZERARNITEREFEER S EAMUEENRE -

(4) All customers have the right to access, correct, or change any of their own personal information held by the Company by request in writing to the
Company's Personal Data Privacy Officer at the address below.

FIEEFPHIARNEAERAAT ZEAERIBESE (MUINT ) ZKER - BIER / HEXBERAQSMBFEERERSHNEAREAER -
Personal Data Privacy Officer BABRFEEE

26/F, One Island East EEBEREREI1SH
18 Westlands Road EBERDN261E

Island East

Hong Kong

(5) In accordance with the Ordinance, the Company has the right to charge a reasonable fee for processing any data access request.

REBFLRIRG - AASBRININGIEER - EUEBEIERNEREX -

(6) In the event of any discrepancy or inconsistencies between the English and Chinese versions of this notice, the English version shall prevail.
ARG P2 R AU AT R A — 3 - LR IR 2E -

(7) The Company reserves the right to change or update this Notice at any time without prior notice. The changes or updates will be notified to
customers on our website or in writing and any such change or update will be effective immediately upon posting.
AASMREBRER BN ENABIWENMBASEBH - IAEXIEMZEBRMVALIUEEHEABNES - WHERTERERE
e

3. |/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 to the Company or its agents.

AN/ BEEEREASEELAN / HMFREZEE BBEAE  BRuUZARUBELAN / HPREZENTFTEATHERIEA -

4. 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 the subject or related incidents of injury, loss or damage to the Company or its agents.

AN/ BEEESEARA / BEARFRER - RELCHAEAERERZ—F - BREACRRES RBGHEE - MZEAE - REAS - RIBATISE
B ALEAR - BN EHERAAN / RASXRAEFESHSERREHREQATHENREA -

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

IR EE 2 EEATBEAY -

Name of insured person (Name of policyholder of the insured under 18 years old) Insured HKID card no./ Passport no.*
SZIRABE (MREARR18H - AEBREFEALE) SIRAB BB DAL / ERRE

Signature of insured person (Signature of policyholder of the insured under 18 years old)
(WMZRRAKRMI8HE - FHREFAAEE)
DayH MonthA YearfE

S Bl B 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
Fn w_ | o= > =

BRIEREARAS (RNIntaMmizIZARAE )
B B RS 183 B E R I25-2618 2 o
Telephone E87# : +852 2903 9388 Fax f5E : +852 2968 1660 Website 4811k : www.zurich.com.hk B =% 'Iﬁ
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Appendix — Document checklist

Btk — SCHBE

Claim items EFFE R{EIEHE

Documents checklist X458

Medical expenses caused by
accident

RINBEER

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

FIMRERLE / BRFTEiET SRS H 2 BERUUBIER - WEFHIRRAM S - B2En4E
Copy of sick leave certificate issued by registered medical practitioner

B s Y RIRFE R E R A

Original of Attending Physician Statement completed by the attending physician (Supplemental document
2) or hospital admission/discharge summary if there was any surgery or hospitalization (applicable to Hong
Kong public hospital only)

WMAFMEER - AELBHEXNEIZEBERS (HRANGED ) SiHRBHE / BRAEER ( RER
REEAIER )

C2RREREE

Personal accident or permanent
disability
BIMET KA GE

Copy of Death Certificate or Presumed death proclaimed by court (disappearance case) (applicable to
accidental death claim only)

SETUREAERELTRE (KMSEH ) BN (REAREIINITERE)

Copy of certificate issued by registered medical practitioner certifying the severity of injury and percentage
of disablement (applicable to permanent disability claim only)

HMBERE UV ERESEEERPEEAAN (REBARKABRERE)

Copy of Police report (if applicable)

ErHmEAIA (WER)

Copy/certified true copy of the grant of probate/Letters of Administration (applicable to accidental death
claim only)

BTEEBIEE / EEECHEEAAN/ ZERAX (RBAREIMITRE)

Original of Attending Physician Statement completed by the attending physician (Supplemental document
2) or hospital admission/discharge summary if there was any surgery or hospitalization (applicable to Hong
Kong public hospital only)

MEFMER - AELBEEEZNETZBERS (HAXHSD ) FEKREE / EREBEER (REH
REBAIER )

Surgery or hospitalization medical
fees

Fiis e EER

Original invoice(s) for all related medical fees

BIRERZWEBIER

Copy of Attending Physician/Specialist/Anesthetist/urgeon/Physical therapist diagnosis and/or treatment
records, medical reports showing the insured name, diagnosis and consultation date

FREFR 8L / EREBE / IMBRED / SR B E / VIRAREI 2 AIRRAL S - KZAPRZHER Y
ZELRAR / SUREACHE: - BRI S ZEIAR

Original of Attending Physician Statement completed by the attending physician (Supplemental document
2) or hospital admission/discharge summary (applicable to Hong Kong public hospital only)
HEZBLEZNFL2EERS (ARBNHEANH L) NHRHE / BRAGEER ( REAREEA
TIEERT )

Original invoice(s) showing the insured person's name, date of attendance, diagnosis and/or treatment
record(s) and all medical expenses incurred after conducted surgery or before hospitalization

Fiig / ERABZZEBWRER - WHIRMRAGS  SKZAH - 2ERIRE / SUaBRCEREIRER

Hospital cash or Surgical cash

ERBEENFMIRE

Copy of Attending Physician/Specialist/Anesthetist/Surgeon/Physical therapist diagnosis and/or treatment
records, medical reports showing the insured name, diagnosis and consultation date

FREXR2BL / ENEBE / ERED / ML / MIaEE 25 2RA NS - K2R EZEHERZ
PZEFLARR / SaEAcE: - BERSZEIK

Copy of Attending Physician Statement completed by the attending physician (Supplemental document 2)
or hospital admission/discharge summary (applicable to Hong Kong public hospital only

AEPBEEXNETZEERS (HAXH D) NERHE / BR@8ERFX (RERREERAUER)

Income benefit (applicable to
specific insurance product)
ABRE (REREERREER )

The insured does not have to wait
until full recovery and discharge
before making any claim for income
benefit if his/her claim hereunder
exceeds two (2) weeks.
REABREBBMENRE  BE
ERIFRARERERTLIRET B

AREE

Copy of Attending Physician/Specialist/Anesthetist/Surgeon/Physical therapist diagnosis and/or treatment
records, medical reports showing the insured name, diagnosis and consultation date

FEMEE R EREREEAN

Copy of sick leave certificate issued by registered bone-setter/acupuncturists (if applicable)

ST AT Skt REAME 2 RIRE RS EIA (A )

Copy of income proof e.g. Pay-slip, bank statement, Inland Revenue Department tax return or employment
letter/contract

128 - RITENE ME  HEEMEZEER / SHEIK

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

R HRERREIAR ( REARBERRAL)

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

FEIEZNEIDIRBEBMSBELR (HBRXMGF—)

Home nursing (applicable to specific
insurance product)
XEEE (REREERRBER )

Original official medical receipt(s)

BREIIRIER

Original referral letter issued by registered medical practitioner
B RE ZENGEER

Copy of employment contact of the home nursing service

ZERERFNERAGHEX

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

BRURRARAS (RImTAMEIZBRAT)
EEEEREMIRI18MEBERP/N25-2612

Telephone ZE&E : +852 2903 9388

Fax {85 : +852 2968 1660 Website 4831t : www.zurich.com.hk
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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/Supervisor name Employer/Supervisor position
BEx / LE=2E B / L3
Employer/company Flat/Room* Floor Block Building
address = / Bfr* 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 ) BART (B
E(BH/R/F) HEINZS (RR ) Bt / xR
B(H/R/%) E2(B/R/F) - AEMARER XY

BRTHRPUREBRATER / AENRRERZMAE -

KA/ AEEREFERETNERERFHFERET (FEEIEA, B, B REMERM )

Employer’s signature and date Claimant’s signature and date
BEXHZEREH BEBEEEERAE

DayH  MonthA Year&: (I hereby declare that the above information is true to my fullest

DD DD DDDD understanding) ( ZxfE 0 L E R IETE AL )

DayH MonthA Yearf

A BB NN

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



1AH-1CF-04-2019

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 Fa % A TE =P EAR
VEZBLEES  MEREBRIRARR)

Part | : Treatments details

H—25  BEAN

Patient full name HKID card no./Passport no.

mAEE BESMRN / BRRHE

Age Sex Male Female
FHe SRAMR [ 5 [ 8

(a) Was there any hospitalization for the patient? J&§ AB & ERR ?
[ ] Yes 7, hospitalization period 1£Ft H 48
from DayH  MonthB YearfE to DayH MonthA Year®E

g 50 500 e 51 8 I O R R R R

[ ] No %, the patient does not require to stay at hospital for treatment 5 A R BB £ R 5254

(b) Diagnosis of conditions

il

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

FHAREPEEERZRE - AR - FIEBRER

(d) Prior to this consultation, did patient first consult you for the related signs and symptoms and when was the first consultation
EEXRZ AR - MABASELCHNEZZIaERR LitEn 2 48% ? 118 - BAB@RKZ ?
[ | Yes 7, the first consultation was since 5—Xkz2HE DayH  MonthH YearfE

o] b ] ]

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

BEASL - DnERESRRSAIRS QT:I]D” [][}“mmﬁ[:[][libwmi

[] No&

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

WAESE —TORE R BIRNHRRIER BT ?

(f) Were there any external visible signs of bodily injury were revealed at the first consultation?

BEEERKZE  ZEMUESURPEIMS ?

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

SEEEXRKZE  REEUEE Y RPEIME ?

(h) Was the patient referred to you by another doctor for further management? 8 AB&1EPx ?
[ ] Yes 7, the name of referral doctor is FZEEHZE

L] No&
(i) Did the patient have any home leave period during hospitalization period? & A fEE PR BEHE RN ?
[] Yes A, fromHE DayH Month8 YearfE to & DayH MonthH8 Year®E
No &
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(j) Please indicate if the medical condition and its subsequent treatment are associated with the followings

FIEL LR REERAEEEE T IIBERERE
D Congenital anomalies, infertility or sterilization
FRREAERER - FBHEBBEER
D Dental care, general check up
FRaE  BRRE
Under the influence of drugs or alcohol

SRYLEELE

Rest cure, rehabilitation, convalescence or extended car

u K& - EREEEEE

Part Il : Declaration
E_E5  BP

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

Mental, psychiatric problems

IR - IEHR AL

Pregnancy conditions or any related complications
RPEAILSIE ZHR

Cosmetic / Plastic surgery

BRI F

L]
]
L]
]

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

RAEMULPABERERVREBRAFRAAFEREERTEMER -

BEE -

Name of attending doctor

FEBEHR A

Claimant’s signature and date

BREBEERERDY

DayH Month8 YearfF

BRI MM

Chop of hospital or clinic

B2 L]

No. & name of street/Lot no.*

HRKFIRE / thER*

Address or hospital
or clinic address

EfRaR2 At it

(I hereby declare that the above information is true to my fullest
understanding) ( ZZH&ER B R )

DayH MonthA Yearf

BRI MNNN

District HK/KLN/NT*
& BHE [ LB/ T

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

BRIEREARAS (RNIntaMmizIZARAE )
B B RS 183 B E R I25-2618
Telephone 887 : +852 2903 9388 Fax EE :

+852 2968 1660 Website 4331t : www.zurich.com.hk

ZURICH

g BRI




