C H l_l B B e Claims Department BE(EER
Chubb Insurance Hong Kong Limited ZERREEERAR
39/F, One Taikoo Place EBHRIFAREEITOR
979 King's Road Kati—EE391E
Quarry Bay, Hong Kong 5% +852 3191 6800
0+852 3191 6800 {HH +852 2560 3565
F +852 2560 3565 BE A&HClaims.HK@chubb.com

Accident Claim Form

BINRERR

Before sending in this form, please read below Important Information
AR RO ERARA AR TEZ2RETEEE:

1.Please complete this form by the Policyholder.
HRERFAEAERC

2.If there is not enough space, please attach an additional page.
MERUBER R HRITH EERERE
3.Additional documents may be required and to be forwarded upon request of Chubb Insurance Hong Kong Limited.

MEFE RERBREBARATRERRHERIN 4o

Part I - To be completed by the Policyholder
SE—EbMn — FHREFAAEE

Personal Particulars A &%}

Name of Policyholder fRE15H A& FE:

E A&HClaims.HK@chubb.com
www.chubb.com/hk

www.chubb.com/hk

(Eng) (30

Name of Insured Person 2R A#Z:

N e S S AN B
(Eng) (F30)

HKID Card No. of Insured Person 1R A & #5175 :55505:
O O O O

Date of Birth H4 A &R:

DDH MM A YY &

Policy No. {RESSEH:
(L L]

Gender %51l Occupation B2:

L O L O 0 I B A

Correspondence Address #B sk

N Y Y N N O Y B
N Y Y O

Email Address BEi#hIE": Mobile Phone No. F12 B &S5
e e b
Name of Current Employer IR{T{E+ 2 78: Position Held S @i

L PP e

Address of Current Employer IR{E{EEhit: Office Tel No. ‘AT E:E5HE:

N e B

Account Holder’s Name BRE 155 A (Must be the Policyholder %E 41285 A): | Bank Name $R17:278:

Bank Code $R1T550E: Account Number B 5 5EHE:

N I O O O

Please note that claim settlement will only be made payable to the designated recipient mentioned in the terms and conditions of the relevant tpolicy. Please provide
the above information of the designated recipient accordingly. This local bank transfer will only be facilitated to the local bank HKD account of the designated
recif)ient if all the information above has been accurately provided and the settlement amount is lower than HKD100,000. Otherwise, we will proceed with the claim
settlement by delivering a cheque payable to the designated recipient according to the terms and conditions of the relevant policy. This information request should
not be construed as an admission of our liability.

AAB ARG LA IRE T BRREFRIEENS I H R SEER RS TN RN LA ERIVER -2 FlFrEsRAV B ERIZ (0 DR AR ES R OB+ B,
FAR A EEIREZTHRNAMIRITRIEIRS B ARARRUZEZMERETFAMRERRIEENZTE R MEBRERTFAARE QB EDEESTE

* Correspondence may be sent to this email address and / or mobile phone no. ZNA T HELUULEE ALK / HFIRBEFIBIEHE AR
# Please mark "X" in the appropriate box. 514 i & 218 Ayt “X”
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Other Insurance Details Eft{RiFE#}
. X — . = =

Details of Accident E9bs¥1E

1. Please state the following particulars of accident:

AU T A=
Date B Time FFRE: Place accident happened E4MthEh:

DDH MMA YY&E HHE MM%  am/pm

2. Please state how the accident happened:
RIMEEIE:

3. Please describe the injuries sustained, indicating the part of the body injured and the type of injury (e.g.fracture, cut, bruise etc.):

BAMREEMIRAEE (0 T TS FRIES):

lease state name of Police Station to which the accident was reported and case reference n

EMEE R IR AR

5. Please list all doctor(s) or hospital(s) consulted for the injury and date of consultation:

SBIHEL B EINRES 2 A A B E sl B e 2 il AoRk=2 B HR:

Name of doctor / hospital 84 / Bz 7&: Date of First Consultation #]52 H#A:

Declaration & Authorization BAR&S1&

1/ We declare that to the best of my knowledge and belief the above statements and particulars contained are in all respects true and complete and are made without reservation of any kind. I
hereby authorize any physician, medical practitioner, hospital or clinic by whom or where I have been observed or treated to give full particulars about my health to Chubb Insurance Hong Kong
Limited. A photocopy of this authorization shall be considered as effective and valid as the original.

1/ We further hereby declare and agree, that the personal information collected or held by Chubb Insurance Hong Kong Limited, whether contained in this claim form or otherwise obtained, may be used
by Chubb Insurance Hong Kong Limited or disclosed to any individual or organization such as legal firms, accountants, actuaries, loss adjudicators and claims investigators, doctors and other medical
service provider within or outside Hong Kong and as more particularly set out in the Chubb Privacy Information Collection Statement for the following purposes: (1) to assess and process this application,
(2) to provide insurance and customers services, (3) to conduct insurance claims or analysis. I/ We understand that if 1/ We do not provide such consent, or revoke my / our consent, Chubb Insurance Hong
Kong Limited may not be able to process or assess my / our claim. A copy of the Chubb Privacy Information Collection Statement can be found at www.chubb.com/hk.

Any persons from whom Chubb Insurance Hong Kong Limited has collected information as aforesaid shall have the right of access to and to request correction of any personal information
concerning themselves held by Chubb Insurance Hong Kong Limited. A request for such access may be made to the Personal Data Privacy Officer of Chubb Insurance Hong Kong Limited at 39/F,
One Taikoo Place, 979 King's Road, Quarry Bay, Hong Kong.
ZSSA / EERILEARAREU LHARZ BRI SEZEH B2 ERTREEMEHZRR AAZBRIAEEAANELAZEE - BBAS BIrR2iEHBRMAARE ZEE
ERREERRAR  MIEREZRIATEE

/E—%ﬂ'rlﬂzéﬂﬂ&ﬂ S H% ¥1$sz§,%EBE’A_JFﬁﬂﬁl%:ﬁﬁﬁﬂ’ﬂl/\éﬂ TimBaEERERBIUAMATVER 9P MR EREEEERABEARSETERARTIIZEGA
iﬁ?&ﬁ@ﬂﬁﬂéﬁﬂiE%Fﬁ Bt A B EHEA - AEA REHR ~BERHME ﬁﬁﬁﬁkm%&ﬁﬂﬂﬂiﬁzﬂﬁ}%%%ﬂAéﬂgﬂ)iz}\:t&ﬁé*ﬁﬁgﬂiu'l‘ﬁﬁ}_ ( 1) sTAZ L IEERSS - (2) SR it
igg?ﬁﬂﬁﬁ h( ]))'J;?Eﬁ/lﬁzl(ﬂﬁiﬁ'iﬁliﬁz%ﬁ A/ Eﬁﬂﬂ EI?II]ZKA | BEEFEERHEILEE > REREEEERADAKRERER AN/ EEZRE - 2E ¥H5I$TIEIA§#4§EHZE'J

www.chubb.com/hke

iRt L ERAERATERERRERERZERBREBERATDNMFEERMMANEAEAER - EAEREARHERNAERZER RRERBEEGRAT ZEAAERIAEE
R it A E B H SRR 2 IEITIT AT —E391E

Signature of Insured Person Z1fF A HE: Name of Insured Person R A 3Z:
(in BLOCK CAPITALS 55 M IEH = )

Date Signed £ % HEf: / / HKID Card No. of Insured Person Z{RAE BB DE5HE:
DDH MMA YY%

Signature of Parent / Legal Guardian 1R AR R / & 5B EAE Name of Parent / Legal Guardian R /& 5B A&

(if Insured Person is below 18 years old #1%{F A K #185%) (in BLOCK CAPITALS S EASE)

Date Signed & Hf: / / HKID Card No. of Parent / Legal Guardian X &/ &5 AEBZ)
DDH MME YY& SR SRAE:

Signature of Policyholder* {REIFEANEE": Name of Policyholder* {REEIFH At 2%

(in BLOCK CAPITALS s8I IEAS B 73)

Date Signed 25 & A £f: / / HKID Card No. of Policyholder {REFE A BB E5E:
DDH MMA YY#

*Authorized Signature and stamp if Policyholder is a company 1R B5A AR AR AREHRARERES

#Name and title of the authorized signatory if Policyholder is a company W{RE 5 A B AT BIRUIHIRE B A 2 KBS

Accident Claim Form, Hong Kong. E5M&R{EZ&, &8, Published 03/2019.

©2019Chubb. Coverages underwritten by one or more subsidiary companies. Not all coverages available in all jurisdictions. Chubb® and its respective logos, and

su

Chubb.Insured.™ are protected trademarks of Chubb.
©2019 ZiERIER—RRZHIN B AR FRARLIFFAA RIERI I FTA B B8 @iz it Chubb K HABRAIRES LUK Chubb. Insured.™ T ZEH freé st R 2of4



Part II - Attending Physician Statement (to be completed by the Insured Person’s attending doctor at the Insured Person’s cost)
BIEMR — ERBERS (WRERSEAZISBEES TERALKZEASE)

Personal Particulars A &%}

Name #52: HKID Card No. &B 51555 58H5: Gender 14£51:

OMB/OF%

Details of Injury $B{S:¥1E
1. Date of Injury 2. According to the patient, under what circumstances was the patient injured?
25 HE: BEE Bt IS ER M A EEE?

/ /
DDH MMA YYZ#&

. Diagnosis of condition, please locate and describe the injured area:
SHZE FRZEER REGS:

. Did you notice any visible signs of injury such as bruising or external wound at your examinations? If yes, please state:

FREIREENUARE IR ZREGR MEOSHIR? 5 2 Fit:

5. Investigation, treatment, therapy and surgical procedures done:
REINMER Z BB AR R FiTER:

Date / Period HHA / 3 | Type of medical treatment ;& EEEE Details 3¥1%

. Were there any complications associated with the injured area? If yes, please state:
FHREHNE LS I BUERFEIE? N5 Ha:

. Is the condition related to any previous injury or medical conditions? If yes, please state:
L2 ERARTREEBEZREREARE? 5 Fit:

. Did you recommend any sick leave for the patient? If yes, please state the period:
BIE S LR Z BRBERRRTEE? 18 FlFERZ HE:

. Please indicate if the medical condition and its subsequent treatment is associated with any of the following:
safat Bt R EARE R B N ERAR:

O Congenital anomalies, infertility or sterilization O Dental care
SERUEREBER-FBEIHEEER FRbAR

O Under the influence of drugs or alcohol [ Rest cure, rehabilitation, convalescence or extended care
DB EY T E BB RSIEREE

O Self-inflicted injuries or suicidal attempt while sane or insane O Psychiatric problems
TREHEFRES T2 BRBEHERITA IR

O Pregnancy conditions or any related complications

RIS 2R
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Details of Hospitalization {£PE ¥}

Date of admission A Bz HHA: Date of discharge & B #:

. Investigation, treatments, therapy and surgical procedures done during hospitalization:
EHREBER 2 BB AR AFMIER:

. Please provide the reason(s) for this hospitalization if this type of case can be managed on day care / outpatient basis:
EILAERETE HEsEIE / B2 P TR R S BB R RE:

. According to your professional opinion, does the aforesaid duration of hospitalization appear usual for the average patient with a similar
condition? If not, please advise the reason:
BRIz EEXR R itz iz #E—REIRE R TER RS HET 2 S A AR RE:

. Did the patient take any home leave during this hospitalization? If yes, please state the date and time:

BEFON LA AR R? N5 a5 B R R

Signature &

Signature of Physician: B84 252 Hospital / Physician Stamp: &5 / B84 ZEN:

Date Signed: 22 HH: /

DDH MMA YY&

Physician Name: B4 ##5: Clinic Address of Physician: s¥z2#tik:
(in BLOCK CAPITALS 35U F# £ %)

Chubb. Insured.

40f4



