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All questlons must be answerer d by insured person Policy No.
1. U E S kS i
Name of Insured in full (English/Chinese) Age
fjjiﬂ_‘ ‘Ij%:?%%— E [ FEl
Address el no antlme)
By Sy RIS
Occupation (describe fully) Identity Card No.
2. T e i 293
When and where did the accident occur?
(a) Date [ (b) Time [ fii]
() Place %Eﬁ
3. F#L_akﬂ’ Y e 4
ow did the accident occur? (Please state fully)
a. RRTE TR
Part of body injured Nature of injury
Q= hand Q¥ leg Q! {5 sprain EI;’P? F fracture Q& burn
Qi head QL eye Q4 5 contusion f' H] (5 laceration
Q X others QX 1 others
(ﬁ?%ﬁﬁﬂ please specify) (ﬁ?%ﬁﬁﬂ please specify)
5. R R R 7
A%ter the sick leaves, do you need to attend follow up treatment/consultation: es/No
3R (R
If yes, when
6. fiht EJJ’%»L RUE > 20T [
hen do you anticipate being able to recover completely and resume your duties or attend to your business?
7. MU s R R S i g
Give name and address of the Doctor who attended you immediately after the accident
8. SERLVHUIEE [ P R U C ﬁ@f T ROV Rl R ) 2 E | %LIHEB iR

Are you claiming under any other Policy or Policies (including employees compensatlon medlcal and group/employers medical scheme) in
respect of this Accident? If so, state name of Insurance Company or Companies
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DECLARA ION:

| hereby declare that | have sustained the injuries described above by violent, accidental, external and visible means, and | claim
compensation under the above policy in respect thereof. | hereby warrant that the above statements and facts are true, and that | have
not withheld from the Company any material information connected with this claim.
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I/We further hereby declare and agree that the personal information collected or held by Zurich Insurance Company Limited (the
“Company”), whether contained in this accident report form or otherwise obtained, may be used by the Company or disclosed to any
individual or organization within or outside Hong Kong 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.

Signature of Policy Holder [&?ﬁﬁ# ~ Signature of Insured Person i)l » 355 Date [ 1]



Claim documentation

Please complete and return this Claim Form together with the following document (original copy), if appropriate, for our handling:

1.

Death benefit
. Death certificate
e Presumed death proclaimed by court (disappearance case)

Permanent disablement benefit
«  Certificate issued by registered medical practitioner certifying the severity of injury and percentage of disablement

Medical expenses

«  Doctors’ receipt with diagnosis, name of patient, date of treatment and consultation fees etc.
*  Hospital bill with itemized list

«  Sick-leaves certificates issued by registered medical practitioner

Income benefit*

«  Sick-leaves certificates issued by registered medical practitioner

*  Income proof i.e. Pay-slip, bank statement, ir tax return or employment letter/contract etc.
* In case of self-employed, proof of in-patient treatment

«  Employer’s confirmation of sick leave for insured (claimants)

Claims service guarantee
«  Upon receipt of full claim document, settlement will be made within 7 working days

Remark* You may submit your claim at any time before the insured is fully recovered from the injury in case the Income
Benefit claim exceeds two weeks
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Zurlch Insurance Company Limited (a company incorporated in Switzerland)
Claims dept.: 24-27/F, One Island East, 18 Westlands Road, Island East, Hong Kong
Tel : 29039388 Fax : 29681660



Claim no:

Employer’'s confirmation of sick leave for insured (claimants)

]
To be completed by Claimant’s employer
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This is to certify that the claimant Mr/Ms/Mrs is

ZEEPIGREEY 8

Our employee serving the position currently as

Kk 2RI

Who suffered an injury of occurred on

PRI 5 CRU) RS (FIH)

and as result he/she did not attend to work during the

[ﬂlﬁﬁa I
Period from to
2l &=

We further confirm that his/her monthly basic salary at the time of accident was HK$

(excluding bonus, commission, overtime and other allowance.)
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Date Signed by employer Position
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Company Chop
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Date Signed by claimant
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(Signed to confirm the above statements are true and correct)
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