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"ABBIMRIR . RIGPHER
PERSONAL ACCIDENT INSURANCE CLAIM FORM

¢ FHREBERIERESRHEE UREREEABRILBERZBU - FURGHRER -
Please complete this Claim Form in BLOCK LETTERS. If the space is not enough or no applicable field available, please supplement information by attachment.

¢ RBRIUFRBIARRAQTHEREST - AR ERERREARHESERNURERESRD - IMRINVNRESFEAEZIBRERNIHELR
E - BTHREPFUEERIERNKER -
Submission of this form is not construed as our admission of any liability. The Company is entitled to request for further information for handling the claim
application. The submission of an incomplete form or insufficient information or supporting documents may delay the processing or result in the denial of your
claim.

¢ BERERBRE-TRANEZARBERN—)BEENGEROAATEE  SAOEXE BT 2EE -
Completed Claim Form together with supporting documents should be forwarded to us within 30 days following the loss. Otherwise, it may prejudice your claim
under the policy.

E—EB19 PART | (B3#%/2M A 50 =48 AJEE To be completed by Insured / Claimant) RIERR
Claim No.

A. fREEN INSURANCE POLICY DETAILS

R\ EH EsTeMaeETIaREE R e SRR

Name of Proposer Policy No.

B. HMREA/REAER INSURED / CLAIMANT INFORMATION (FRFEET® Name of Association: )
HWIRBA/REAGER BREmRE

Name of Insured / Claimant ID Card No.

Rl HERE M8 ST

Sex Date of Birth ! ! (R/F3/5 DDIMMIYY) Contact Phone No.

Bt ag it
Mailing Address

C. R{EEMR PARTICULARS OF CLAIM

BAVEERE BINRERRE F:9)
Date of accident / / (B/8/% DDIMMIYY) Time of accident (HH:MM)

BEIMt R R 4838 Where and how did the accident happen?

S8 R EEMI PEER
Nature and region of injured Diagnosis

HRBINZEMZ 2 BEHEER (B - it RF2EEH)

Details of hospitals confined or physicians consulted for the injury (Name, address and consultation date)

&2/8 H#A Consultation Date Ea 4 /B85 78 R dthii Name & Address of Doctor/Hospital
/ / (B/BI4E DDIMMIYY)
EEFMILREIMERE Did you admit into a hospital for this accident O%& No O 2 Yes
=2 AREERAE H E (HIBIF)
If “Yes”, please state the period of confinement. From / / To / / (DD/IMM/YY)
SHEEEAE? Are you completely recovered? O% No O 2 Yes

= TE, BRPETIREESIAE If “No”, please state what treatment(s) that you are now receiving.

EEMIEREINRE Was the accident reported to the Police O%& No O2 Yes

IR, FRENEREZSHE BEVNBRERRS/OHE
If “yes”, please provide name of police station, reference number and copy of police report/statement
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%TDX&%EEZE%EME‘J%H ? Have you encountered similar nature of accident? O & No O 2 Yes

= T2 BYIROREE RS If “yes”, please provide date(s) of accident(s) and details

ARLREE - BTEEaOEMRE AT/ EEBRHFEE? =

. ) . . . O No 0O Yes
Are you maklng any other insurance or compensation claim as a result of this treatment? & =

T2 BRHTIEN - If ‘yes”, please provide the below information.

BRIRASIEBELTE REIGERE IRIZEER IRIEEEE
Name of insurer/organization Policy No./Membership No. Benefit type Benefit amount

D. EIE AT CLAIM PAYMENT METHOD

BEEENABAEL v DUREERMEMAR Pleasetick “v" the appropriate box to confirm the claim payment method

O Z=| Cheque

O BEER (B ERRBRARERIRE 2 REERTE HK$6,300.00 3L T)

Auto-pay (Auto-pay applicable to Hospital Cash Benefit Claim & settlement amount below HK$6,300.00 only)
RITEME RITARSR DITHRER FOSRES
Name of Bank Bank Code Branch Code Account No.

(FOBBAZEUEARRRA/REARZTEETT Name of Account Holder must be same as Insured/Claimant)

B K H#E DECLARATION AND AUTHORIZATION

1. $A/?MFHZZ‘“HHLLFﬁiEiEZé:H SAMEFE WARMETUELREBE ZERER - AA RMABFEFEN LAERBHRAALE -
AIREBHARA /R M ERERER
1/We hereby warrant the truth of the above statements and declare that I/we have not withheld any material information connected with this claim. I/We
understand that any misrepresentation of the above statement and answers will cause my/our claim invalid.

2. KRN HREWRREA B FAERERRARETOEE - MR - 8k - 2 RERAS - IR1T - BUTHAE - sSUEM%E - ARsr
AL MBS RHATABERARA R Fﬁ/ﬁﬁﬁ%&ﬁl‘ ARC#E - B/HE u/%”“‘ﬂﬁbﬂ%§595°$}\/ﬁﬂ’ﬁ/ﬁﬁﬁ%&ﬁﬂ A ANE - PO ZE
iiﬁﬂiﬁ’ﬁfltqzﬁﬁ (é%%ﬁﬁﬁ'"? IEEEEARA A2 EEXARBRBABRBLNRN , BMELTHRTH/ENR  IWREDEMYS -

4] /) B
1/We hereby authorize on behalf of myself/ourselves/the Insured Person any employer, registered medical practitioner, hospital, clinic, insurance
company, bank, government institution, or other organization, institution or person, that has any records or knowledge of me/us/the Insured Person and
who has attended or may hereafter to myself/ourselves/the Insured Person to disclose such information to China Taiping Insurance (H.K.) Company
Limited. This authorization shall bind my successors and the Insured Persons and remains valid notwithstanding death or incapacity. A photocopy of this
authorization shall be as valid as the orlgmal

3. AAEBMBREREECERFRBABERREEARA HMEL LREE -
1/We declare and agree that I/we have the full authority from and consent of the Insured Person to make the above authorizations.

4. AN/ BMEICEERFOBARER LEESASNRERABTNER -

I/We confirm having read and understand the Company’s Personal Information Collection Statement as accompanied with this form.

REAZE BEBMERE HEA
Claimant’s Signature H.K.I.D. Card No. Date
BEIEHAE

BREARS (RASEE - @A ) BEBMERE | BEELRNG HEA
Proposer’s Signature (& Company Chop, if applicable) H.K.1.D. Card No./B.R. No. Date

F. FFEX# DOCUMENTS REQUIRED

REANBRIEASHEEIE Claimant’s/Insured’s ID Copy
SHERRESE Daily Hospital Cash
- BIRRINESE » Hospital Statement
- ABHEZNRERBE N ERRMKER) « Completion of Claim Form Section Il (Applicable to private hospital)
- HIRHE /| HiRdass BRREEAIIER) « Discharge Slip / Discharge Summary (Applicable to HK government hospital)
39I~§Et3§ﬂ<i1§§§ Accidental Death or Permanent Disablement
ZEhWE - WER « Police report, if applicable
o BB RBAXKAGENEREERS » Documentary proof certifying the insured is suffering from permanent disability
(ERRKABIERIE) (applicable for permanent disability claim)
. Eﬂ%ﬁE.ZﬁEE‘“EJﬁ (BRRBEINETZRE) « Copy of Death Certificate indicating the cause of death (applicable for death claim)
- BTEBRESE | BEEHEE « Grant of Probate / Letters of Administration
> HMREEEFLZHRMFGLTHEEEE - 5542 | < If the medical expenses were claimed from another insurer or organization,
AE BT - please also provide their claim statement.

AR AAEHBREZEEAT/HMARMALTTENENG/ENASFRBEZZAH - IE5RE - FATREEANERBATRIXHFER -
Note: Supplementary documents / information may be further required from you or other related parties for claims assessment. The Company reserves
the right to request for original documents if the company deemed necessary.
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E_En FTEBERSCERRAEARBRZEE)
PART Il - ATTENDING PHYSICIAN STATEMENT (Applicable to Private Hospital Confinement)
(BEE4iEE - ERMBZRE AN To be completed by attending physician at the Claimant's expense)

fREESRES Policy No. Name of Patient AR ID Card No. B{3:&5%5 Age & Sex FHERMRI
1 2R Diagnosis of the condition 5 AEHEARFEEAEE Was healing complicated

O NoZ O Yes, please state reason(s) & - B2 HER

2 (2 MABRREZZEERRA 6 RRZETEREHREMER/ISESIE
Chief complaints of the patient at your first consultation Was the condition a secondary condition to some other illness / injury
O No& 0O Yes, please give details B - e iisF1E
RIS E BEREIRHABRE/BIE) BXKZHBEIBIF)
(b) LIRAREHEINER lliness/ Injury Symptom Onset(DD/MM/YY)  First Consultation(DD/MM/YY)
Were the complaints caused by an accident
O &No
O 2 FRHSIIELBRINE a4 /Ba P2 18 Rt it Name & Address of Doctor/Hospital

Yes, please provide details how and where the
accident happened

7 (a) AREHMEBLEEY Is the patient referred by another doctor
O No& DO VYes, please give details 7 - B2 1S

ZRaHEM (HIRIF) B4 /BB E Rt
Treatment Dates (DD/MM/YY) Name & Address of Doctor / Hospital

(c) B=45MEHA Date of accident
(b) WALEEEBAREE RS EHR

/ / (H/R/% DDIMMIYY) Has the patient ever had the same or similar condition or symptoms
3 (a) BREABEM relating there to
Date of your first consultation for this condition O No& 0O Yes, please give details B - B fiFF1E
ZaB8 (HIRIF) B4 /BEraE R
/ / (B/8/% DDIMMIYY) Treatment Dates (DD/MM/YY) Name & Address of Doctor / Hospital

(b) RERZABRETINETRERE
Any external & visible evidence of injury at your first

consultation 8 (a) Hospitalization Period (if applicable)* {¥Pz HH#A(aNER)*
O &No O 2 - ARMHEF1S Yes, please specify

== \ \ | \ E | | |
From H/AI%E DDIMMIYY To H/AI%E DDIMMIYY
(c) Z{EEBMII Part of body injury (b) Period of Home Leave during hospitalization*{¥Bz 4 & R 5h & B #B*
2] \ \ | \ z | | | |
(d) ZSEERI(BIM: B - WISETE) From H/B/%E DDIMMIYY To H/B/%E DD/MM/YY
Type of injury(e.g. sprain, contusion or cut injury) 9 ZEHEFAETIEKERK
Was the conditions* caused by or contributed to by the following
(a) BEIZEYEBTRMBRE/ESFRY) RERTE O ZYesO & No
(e) IRIFHEE Present condition of injury under influence of alcohol / drugs / intoxicants / narcotics
|/ sedatives / substance abuse
(b) BEHGE/EEBEM O ZYesO & No
4 AREN [ ETRMEEMIIRAE / B8E /| Fi) intentionally self-inflicted injury / attempted suicide
Any referral / administration of treatment (e.g. (c) TBREMBEHILERE O 2YesO & No
physiotherapy / examination / surgical procedure) mental illness / psychiatric / psychological disorder
O & No (d) BBIDWGIREIBRRIEG A O 2YesO & No
O B BRHLTFHE pregnancy / childbirth / miscarriage / abortion /
Yes, please provide the following details complication
SBE/IRE /AT Treatment/Examination/ Procedure : (e) BEELBEEIEEIER OE2vYesd & No
rest cures / sanatorium / convalescence / rehabilitation
(f) EB/ER/MEEIEESEINFM O 2YesO & No
cosmetic / plastic / elective surgery
#R(MER) Result (if applicable) (0) BURIGBNTREBR R O 2VYesO & No
AIDS / HIV-related illness
(h) FeEaEsk it dental treatment or surgery O 2VYesO & No
JEEBERETEWERT - #5F) not sound& natural teeth | O =2 Yes O & No
E' ﬁﬁ(ﬁ/El/E)Date (MM/DD/YY) / / involved

RAEWERESRAR LEZEFERE AR - MBARARTRE - D ERRIRERIEERE -
| hereby certify that | have personally examined and treated the patient in connection to the above condition and that the answers given above are all true
to the best of my knowledge and belief.

BEnE wnE BREE
Name of Physician Signature Hospital Stamp
¢ =]
Qualification Date

ik Bl

Address Tel No

* Please delete or cross out as appropriate & filbR (1A &)
MNP R AN BEAERABE M ZR - HIUEARABZE - In case of inconsistency between the Chinese and English version, the English version shall prevail.
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| PERSONAL INFORMATION COLLECTION STATEMENT UZ£EE A E 1 EHR

PEKFRE(EE)BRAS (T8 A28 )BEEE (BABRMMB)IEA) THEABNNKE F5  BEAEAMEENETR - B M RHEAREREELRN

1EIA§H(\1%1.:.%5%4%1«11?5;&.:3%%) R T RREARBRBEZNF - AAT L IREERE TNEAZRENLT AR :

() HUTERREENERIRB(EFEEREHETRE S5PR - REMRTH  MBELE - REFELH - WANBLERFTR (FREEEMITPHEMm
LHREARR ) RECHEEINES)  NRSERIRBNETEN - 5 - BUHED ;

(i) RASHTEEMICAIE ;

(iii) MU LRSS BT

(v) HE8 LA EE B GHNHERRE ; &

(v) BEBERZERE  BOREANTFAIRIES -

EPEN O RE LHARKE/EE BTHEABRRTTIES  MPREEAGERERT LMBENZER T T JWEMERELER

(a) BAATRHEITH - Bl - Bl - I REREBRENE=7KE - ZEHRER - REOUSERBRABRBEIZEANAT - ABE THERRPINTAER)
RIREBARREBER/ AT - AEMRBEBEHENRERK]E ;

(b) BE ; BEERAL ; B, StE0; MR 260 BERBRRPRAARERAH ; PIREFEAR ; 2ihtr A"T (WA EEM  NERBHREASN
RERPEANEMAL) | B8, *l]ﬁlK FRBREAERMBMREENEMEE 2T NRENBBENELM ( KEEEE )

() ARTNABATGL (AERD) ANERRE)

(d) BFRMISRINRBKEERS © (7 A?ﬁ%ﬁ%&ﬂ BEORBRERE  FERREME (IRENFRRATHS ) RE

(e) ‘ABIZRAFUIMBUTHEBIRERE

BTHEABERNTER EHRARRERAN EETHE (EFEBREATIRS) - MALNS - BTEARSE BTHERBEEEERN -

BTUAEBRERER / AEEHARTHEEEE THEASN - I5RE - FUEAFADAATWACERAZRYE - It REEILAREEISRISENER
inffo@hk.cntaiping.com « AR 75FL\|39E5Z%E’J£SKEJ:’JZEAWWWhkcntalplngcom BB -

KRB RBEERENRANE - FiEFEZSBEwww.hkfiorg.hk/ifpcd/en/index.html -
FEPANPESURANBE A ES A -2 - BRI RRZE -

China Taiping Insurance (HK) Company Limited (the “Company”) understands its responsibilities to the collection, retention processing or use personal data under the
Personal Data (Privacy) Ordinance. The personal data you provided in this form (including credit information and claims history) is collected to enable the Company to
carry on insurance business. The Company may also use your personal data for the following purposes:

(i) any insurance related product or service (include processing and evaluating your insurance claim, settling claims, providing administration, financing, claim
investigation or analysis work, detecting and preventing fraud (whether or not relating to the policy issued in respect of this application) and other services in
relation to your insurance policy), or any alterations, variations, cancellation or renewal of such product or service;

(i) exercising any right of subrogation;

(iii) contacting you for any of the above purposes;

(iv) other ancillary purposes which are directly related to the above purposes; and

(v) complying with applicable laws, regulations or any industry codes or guidelines.

The Company may disclose / transfer your personal data to the following persons who may collect and use this data only as reasonably necessary to carry out the

purposes described above:

(a) third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other services, or any company carrying
on insurance or reinsurance related business or your insurance intermediary (if you have one) or claim or investigation adjustors/companies, or other service
provider providing services relevant to insurance business;

(b) employers; health care professionals; hospitals; accountants; financial advisors; solicitors; organisations that consolidate claims and underwriting information for
the insurance industry; fraud prevention organisations; other insurance companies (whether directly or through fraud prevention organisation or other persons
named in this paragraph), the police and databases or registers (and their operators) used by the insurance industry to analyse and check information
provided against existing information;

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

(d) Government and industry recognized insurance regulatory bodies: the Insurance Complaints Bureau and similar insurance industry bodies, the Hong Kong
Federation of Insurers (or any similar association of insurance companies) and its members ; and

(e) government agencies and authorities as required or permitted by law including the Transport Department.

Your personal data may be provided to any of the above organizations, located in Hong Kong or outside of Hong Kong, for the above purposes, and in this regard you
consent to the transfer of your data outside of Hong Kong.

You have the right to access and/or request correction of any personal data concerning yourself held by the Company. Requests for such access can be made in
writing to Office of the General Manager at 15/F., 18 King Wah Road, North Point, Hong Kong or email to info@hk.cntaiping.com. Moreover, the full version of the
Company’s Data Privacy Policy can be found at www.hk.cntaiping.com.

The Company is a member of the Insurance Fraud Prevention Claims Database, please go to website www.hkfi.org.hk/ifpcd/en/index.html for details.

In the event of any discrepancy or inconsistency between the English and Chinese versions of this statement, the English version shall prevail.
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