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COEIAZR

CHINA TAIPING

P K REE(FR)FIRAE]

China Taiping Insurance (HK) Company Limited

EHILAREHISHKISE

BAERR/EEALERBOER)

BREFREEAKE -

15/F., 18 King Wah Road, North Point, Hong Kong
Tel: (852) 2815 1551  Fax: (852) 2541 6567  E-mail: info@hk. iping.com : www.hk.cntaiping.com  Customer Service Holline: (852) 3716 1616

“ABEZ | Ik B I BEAXR | B2/
“PERSONAL ACCIDENT / TRAVEL / GOLFERS / GLOBAL MIND” INSURANCE CLAIM FORM

RRPFEERERE

R ST PHBERES  YTERFLDEKERAUBEREE - SRENESTES - BHBRARRTRARNE - BWHMKRARE  —HHEXTELT . LS EREE -
Note : By furnishing this form the Company makes no admission of liability. Original itemized bill{s), 1D Card copy and travel document(s) must be submitted together with this form in

order to avoid defay.
1) I EXRE (394 AIKE) Basic Data (This part must be completed)

RERS BRRE (BFEQEKK)
Policy No. Claim No. (For Office Use)

hEERELE 12321
Name of Claimant Sex

R
Age

-3 3
Occupation

fe314
Residential Address

BiERE BRUVE
Contact Tel No. Fax No.

CTEA
E-mail Address

BB  Particulars of Incident

BRREZOW - BRAEE

Piease state date, time and place of incident

SR BT AEIRR State exactly how incident occurred

(Z)x(S)HﬁﬁBEﬁIHEilR Part (2) to Pan (6) must be completed accondmg to dalm nlems

ﬁ R N 1 2 1R
2) Petsonal Accident, Medical Expenses Hospital Cash Allowance, Extra Fatal Benefits, Major Burns and Weekly Indemnity
(2.1) | BRIt B W IR M 4% K Describe the nature of injury or illness
(2.2) | MTHES LML ZERLBFEGED ?
Have you ever suffered this or similar condilion or a recurrence of such previous related injury or lliness? I &NO D Rves O
& TR, BRUAKER 1f yes, please give full details:
@3 | MTFEERERRRLRMAIILIAP 5 7 |
Were you hospitali as a result of this injury / iliness? &wno O RYEs O
& TR, - BN i yes, please give full details:
ABREN (B/RIE) HREM (BIBI%)
Date of Admission {OMIY) Date of Discharge {DMAIY)
(2.4) | REEEHEKSE (RERAMIEMBERBE - ARREERNEE - S84 - B8R / 8 - BTHAERBARGBIH)
Please state t claimed (attach /medical certificate, admission and discharge slips, employer's sickness firmation or other d at your own account in
support of your claim)
2.5 |BTERREBAEE - WU BRERE Name, Address and Phone No. of your usual attending Medical Practitioner.
& Name: RERE Tel No.:
Ml Address :
(2.6) EEE@? Are you completely recovered? ENO O £ YES O
27 | REC2 b 1)B/MEE 7 Haveyoup ted all medical receipts? ENC O £ YES O
(2.8) |EEEERE D ion by the Attending Medical Practitioner
TARLERACHRESR (BERE) MERSELEMETRERAR - BROT :
| hereby certify that | have p ity ined & treated (name of patient) for the above injury or iliness and details are as follows:
i2Hi Diagnosis:
AR Treatment:
R Result:
BB EREZMAE? Is this pre-existing disease? ENO D £ YES O
E TR, BEESA?lyes, how long? B B XIEEEE? Is condition congenital? ENO O BYES O
BMTHRA  BAMNKERAEERR? =NO O BYES O
To the best of your knowiedge, has the patient ever had the same or similar conditions or symptoms relating thereto?

E TR, WIRBARRERINR Ifyes, please state dates and describe

B8 Date:

BEHE Name of Medical Practitioner (with stamp):
BEHRE Signature: it Address / €&& Telephone :




G EIGES I BTG

e Personal Baggage/Delayed Baggage/Personal Money/Travel Document/Loss of Home Contents

-

(3.0) | BEMOARS ? BEEERBERN LWHHE -
Which country's police was advised? Please state police station and attach oniginal police report,

(3.2)| MTEEMMYZEXANRELERNOAZTATRREBMSERERRN?
Have you lodged a claim or complaint againsl any carrier/aifine or other authority for the loss of or damage or delay to your ANO O B YES O
property?

TR, BANABBREERRR I BREERERERREKIH |f yes, please give full details, reason and attach original correspondence including their claim reference numbers
and reimbursement record,

(33) | RERVHEAZ BHERBBERE
Name and Contact Telephone No. of Airfine/Carrier

(3.4)] BRESHEXEEREIWETSE  BIEMYZHEA Please provide delails of amounts claimed and attach original receip(s), photograph of damaged property.

HSEE (MF - BR - RB) tem/Description (i.e. Brand, model, size) | MEBZMME Orginal Cost | #RBH Date of Purchase EREEEBE Amount Claimed HKS

(4) | {TEER Travel Delay

BH/EEM  Date/Time (81 From (Departure) Z(Eauit) To (Arrival) T Flight No.
Frern
Qriginal Schedule
EMERE
Delayed Schedule
ERFE EROE (M REMEEH
Reason for Delay Hours Delayed (calculated from the departure time)

B AANNELIBAERRMARR - Al - BHERAK - ZQSIEBES -
Remarks: Please attach the reievant supporting documents to cenrtify the hours delayed, e.g. copy of boarding pass and air ticket, confirmation letter from Airline.

(5) | BUBMGi2/Garabate  Cancellation or Curtailment of Journey

(5.1) | GERREBESHERE ?  When and where was holiday booked?

(5.2) |M2REEM Intended Departure Date

(5.3) | REREUEEN / BB  Date of Jouney Cancelled / Date of Arrival at Hong Kong

(5.4) | EEEVARE (M AEMRREICH) Why the journey cancelled ? (Please attach the relevant supporting documents)

(5.5) | R ESHE - Mt RBWERE  Name, Address and Telephone No. of Travel Agent

(5.6) | MTEXR2ZKRIE (AMBRIXHIELX) Amount Paid by You (please attach original documents) B /HKS
(5.7) | BREIZEIR (B8MBRECAIER) Amount Recoverable from all sources (please attach original documnents) B /HKS
(5.8) | DN  Amount Claimed B /HKS

(6) | —1RATEIEE Hole-In-One Benefit

BROY  RERE ANBEARIYBEXSEES) Please state date, time and place of event (Please attach the original supporting documents by recognized golf club)

(7| BitiFig (LS HBIEE) Other Insurance (This part must be completed)

H2E 6 FHRK BEERRRARBREN?

Any other policy covering the above item(s) involved under Section 2 to 62 N0 O Byes O
B TR, EARKM  yes, please give full details

RRAFEH RERE (BHRERTREEROREXH)

Name of Insurance Company Policy No. {please attach copy of policy & discharge receipt)

1. A/ BHERBLRMAHBIRNEARERE - YOERREOURERRENZEEZRER -
1\We hereby warrant the truth of the above statements and declare that | have not withheld any material information connected with this claim.

2. EA/BHERRERARE/FERSRABECEEE - SMES - B8R - 26 £RAT - |17 - RS - RORE - GlstALT - RANEEREEES

BEARE,/ FENRRBAREE  BR/ASRITEBEZEEA R/ FAERERAL  HISKSRNRALTPEATFRBRERHRAT - ARF -
BHEAA /BAZERARBBRARESNEA ; NEXCARTRENN  WRENDEYS TREBNENEZREFHBEEEFATN -
/\We hereby authorize on behalf of myselffourselvesithe Insured Person any employer, registered medical practitioner, hospital, clinic, insurance company, bank,
govemnment 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 myselfloursetvesithe Insured Person to disclose such information to Chin iping insurance (H.K.) Company Lid., the Company. This authorization
shall bind my successors and assignees and remains valid notwithstanding death or incapacity. A photacopy of this authorization shali be as valid as the original.

3. ZA/RMBBREECHRFRAREREIEFA /RAFY LIRISE -

/We declare and agree that I/'we have the full authority from and consent of the Insured Person to make the above authorizations.

4. FA/ RARZORRAKRBEMEREN LERBABNEREARRR -

\AWe confirm having read and understand the Company's Personal Information Collection Statement as accompanied with this form.

B HBBHERSE
DatE Lo e Claimant SIgRature ..........ccooo oo coiioiiin et e i e e e e

M. ARAEE BRESZREREN  BARISHEERBLINEE  RBE-UMSXAHEFREZATHRARIXEN D HBEF LTI RERAERN -
Note: In order not to prejudice your claim, please compiete this Claim Form with signature and submit full documentation within stated deadline in the policy in person or post to Accident
& Health Department at above address.



