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ZURICH

_ _ B T it
Domestic helper insurance

claim form (for hospitalization claim)
EBEFRERERGFER (ERRE)

Email ] : claims@hk.zurich.com Clear form
Please tick the appropriate box and * delete where inappropriate. 35 v B E KRSl BERE

Please use blue or black ink and write clearly in BLOCK LETTERS. ;s HEEE S RBRFE - FAEX A EHIEZER -

For claims enquiry, please visit www.zurich.com.hk/claims BEZREES# - 7258 www.zurich.com.hk/claims

1. Claim submission B & (& 2. Claim acknowledgement 3. Claim result &R
All clai including in-pati -pati ical SR
C ilqm%ti/pes (|rj§ udlngﬁln pattlfg;and out-patient medical expenses) R EEED B AN e Received claim result after
FAREER (BRERRMZERER ) »  Receive acknowledgment SMS and/ claim assessment
e Visit eClaim platform at the following website BB eREF S : or email in two working days REFHBUEIRESER
www.zurich.com.hk/eclaim EME TERAULEITED R /

o B

In-patient medical expenses £t EEE :

e Submit this claim form by email/post EZ L RIEEPFEFRIMEE / &
FEXAT
Email BE : claims@hk.zurich.com
Post Hft3it : Claims Department, Zurich Insurance Company Ltd,
26/F, One Island East, 18 Westlands Road, Island East, Hong Kong
BEEEREMIZI18IEERP L2612
BRI RRARATIEES

Remarks ¥ =EI1E :

e Please report your claim to us within 30 days from the date of incident. RIBEBFER M AR B EEI0HAER -

e If your claim included third party liability, please also complete and submit the Third party liability insurance claim form. If your claim included
loss of property, please also complete and submit the Property insurance claim form. Sl ZREFF D RE -EETRBRRESE - FHIMNER
RERE-EEARERFR - IERERFIRVDRRRERF - FRIMERRERXHYIBRREDBF -

e If you would like to report any work injury or occupational disease sustained by your foreign domestic helper under the “Employee's
Compensation Ordinance”, please download and submit the prescribed form directly to the Labour Department for such incident. You do not
need to fill in this claim form. fRIERE (EHEMERL) REHEBERCNEIRERNTHSRERIMNZZSRIBENE LHFER - Fls
TEEEMHEEERURRAGMMAUEEN A - BERESERERF® -

Policy no.
REIEHS

1. General information —{Z &R

Insured name (employer) Contact person (if different from insured)
S2HRAES (BE) MEAgE (MNEAKMRALRE)
HKID/Passport no. of insured person (employer) Mobile phone no. of contact person
SRA (BX) BESMNE /ZRRE Bt N BN BERIRAE

Contact person email address

RN E bl

Contact person Flat/Room* Floor Block Building

correspondence address  Z= / BEfir* 12 2 RE

Bt A\ Gmat it ik
Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
EyETE / Ga KM/ e g HE ) NEE /R
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1. General information (continued) —f% &1} (&)

Name of domestic helper Gender of domestic helper D Male D Female
RIEHE REMHAR 5 z
HKID/Passport no. of domestic helper Age of domestic helper

REFEBSME / ERRB FIEFEE

We will send you the claim acknowledgment and claim settlement notification by SMS and/or email according to the above information. Also, we will
contact you by email to obtain additional information to process your claim if necessary. If you have an insurance agent/broker, we will contact you via
insurance agent/broker.

AREMRBL EARIER - USEGAR / %Eaiﬂ’ééLEEw,JE BFEBAREREN - EHEE  ARIARUBMAAMALENEFMAER - 0
BAERBRLE / & ARIRBEBRBPNA / KCEAMELE -

2. Payment method BE{EZ AR

By direct credit (Please provide below bank details and copy of ATM card or bank book for the payment arrangement)
IRITHER (FRHUERTREAHEFRIFWNRERIEZA)
Bank account holder name

IRTPOFBABSE (EX)

Bank code Branch code Account no.
RITHRR DITHRR IRESRHE

s UL -UO0-0000000O000

e If the above fields are blanked/incorrect, we will issue cheque and post to the postal address of the contact person or your intermediary.

W EAPHERRIRITERERNZBANER - AR TURXRUEH ST EMA A Bt SERRIR RS &L -

e The compensation will only be paid to the policyholder or insured person.

BEREENARESAATRERRA -

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

MBRARFISH - BIDHEEEA ZRTER RIBTM G -

. Please ensure the filled bank information of the policyholder is correct.

BIERERNRITERNSREFAARPILEEMERNERER -

3. Claim items R{EIEH

Please submit the required documents listed below together with this form to our company. Our company may request for additional
documents.

FERMTEZ X RIEFRE—HREART) - XA O AEZERIRHERIMBRIRE ST -
Claim item(s) BHFEREER Basic supporting documents required E{EFFEE R H

Copy of hospital admission and discharge summary issued by registered medical practitioner (applicable to Hong
Kong public hospital)

HaMEEEENARMRERGBER X (BRREBLER )

D Original medical/clinic surgery expenses invoice(s) and/or diagnosis and/or treatment records and/or medical reports
issued by Attending Physician/Specialist/Anesthetist/Surgeon/Physical therapists showing the patient’s name,

Hospitalization medical expenses consultation date and diagnosis

e FRAEXRBE / ERELE / e / SMIEE / WIEaBA R EER / FINERUIRR / U226
K/ SRR [ ERREZER - WARRANS - K2 BB RZEER

D Copy of Attending Physician Statement completed by the attending physician (Section 2 of this form) if there was
any surgery or hospitalization (applicable to Hong Kong private hospital)
MBFEZFME - AFZ2BHEXNTDEENREE AR (ARBNE S0 ) (EREREBNIE
e )
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Section 1 55— — Details of injury/sickness {&%#15

This claim is caused by accident (Please fill in Part I)
BONSIR (BEBEFE)

ERRER

This claim is caused by sickness (Please fill in Part Il)
BRRERHERSIR (BESLE)

Part | EBE} — Details of hospitalization caused by accident FAE M5 | B A PR EE 1B

Accident location

BOMthEs

Details of accident
BINEAEKIBEEE

Accident date and time

VNl YL
DayH MonthA Yearf Hourf§ Minute7y

I 50 ) vt

Injured part(s)

ZGEAI

Nature of injury [ |Slight [ |Moderate [ ]Serious [ |Death
SERE i e ®E T

Injured diagnosis

REDEER

Medical fee (HKD)
BEER (81)

Part | Z&8 — Details of hospitalization caused by sickness B %5 | BBV EFREEE

Diagnosis
PR BN A R

Date of symptom(s) first appeared DayH  MonthA YearfE

IR TR AR jD DD DDDD

Doctor(s) consulted during hospitalization/first consultation
ANEBR /| BICREZZRNE

Date of first consultation
BRKZ B

DayH MonthA Yearf

BB N

Name of doctor(s)

BEus

Consultation date

iA=L

Address of hospital or clinic

BT e AR it it

All other doctor(s)
consulted for the
same symptom(s)
FiEEMER 2%

DayH MonthA8 Yearf

BRI MENN

&+

The doctor DayH MonthB YearfF
recommended

admission to hospital DD DD DDDD
EEm AR E

Medical fee (HKD)
BEEH (8)
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g

Declaration and authorization 0B K& iZ1E

1. 1/We declare that all information provided by me/us above is true and complete to the best of my/our knowledge and belief and such information is
provided without reservation or withholding of any kind.
AN/ HEIER - DLEAARA / RFFAREZEMBENTIBAAN / RO EEERRTEED - MAA / RATRMERNTEILA E1
REBIBEMN -

2. I/We confirm that I/we have read, understood and agreed to Zurich Insurance Company Ltd's (“the Company”) privacy policy as described
below.

AN/ HEERIAEAN / RFAEEE - BETESL TR REERAS ( "TE248. ) ZTBEER -

3. I/We hereby authorize any physician, medical practitioners, hospitals or clinics by whom or where I/iwe have been observed or treated to give full
particulars about my/our health or provide the relevant report or document to the Company or its agents.

AN/ BEEERECASEARA / RPELEZEE - BEAR - BRalZMREMUBRAAAN / BMBEEZERNFREFHNRSIIHT SR8
SHEMLEA -

4. 1/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 me/us or related incidents of injury, loss or damage to the Company or its agents.
AN/ HEEEFERA / HEREER  RELCHUEAAEER 2—7 - BFEARRES RETHE - MZAE - kKBRS - RBRATEE
IBRATSAR TN EHERAAN / RAERRZE BEANIERERSHSERRET SRTHANREA -

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

6. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”)

ARABAER (AR ) R6 ( "RREG . ) EREM

The personal information of customers (including policyholders, insured persons, beneficiaries, premium payors, trustees, policy assignees and
claimants) collected or held by Zurich Insurance Company Ltd (“Company”) from time to time, which also includes data collected or generated
in the ordinary course of the Company’s business and the continuation of relationship with the customer (such as claim information and medical
history received from third parties), may be used by the Company and/or a company within its group (“Zurich Insurance Group”) for the 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).

EHRERIBAERAT ( "FAT . ) ARREIFENER (BREEREFBEA  ZRA - Za A REURA -~ GEA - REZBARRE
AN) BAER  HPRE8REATSABEFEBREPUNMSERSFPHMGMIENEENER (AINRE=SWINRESRAKE ) - 99
AR R / AEMBES ( 'HRERBER, ) ANAIEMAFERAEFEHBEMVANAR ( BRIARIRIARARERHMEERDN
ERRHRE ) -

Please read carefully the details of the Company’s privacy policy which is made available on our website at

www.zurich.com.hk/pics or by scanning the QR code. You may also contact our Customer Care Center at 2968 2288 or
insurance intermediaries for enquires.

A /AT 2 FABBBUEE % B www.zurich.com. hk/pics3 TTE B2 14 QRISANRT - /7N TI B 2968 228851 MAVE F ARIS OVt
EX AR AT -

Signature of insured person (employer) Signature of domestic helper
2HRA (BX) 82 REEE
Name of insured person (employer) Name of domestic helper
ZRA (X)) @& RIEHEZ
DayH MonthH YearfF DayH MonthA YearfF
e LD e LD
HEA HiA

®
Zurich Insurance Company Ltd (a company incorporated in Switzerland with limited liability) Z U Rl C H
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong
HRURBARAS (RNHTHAMEIZERAT ) -

&5 B R E M 185 B R D0 252618 gx 2R
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Attending physician statement ZURICH
2SBE SR g B2

(This section should be completed by the patient’s attending doctor during patient’s hospitalization at the insured person’s cost b1 78 FfE A TE =P EAR
VEZBLEES  MEREBRIRARR)

Part | : Treatments details

35 : BRAN

Patient full name HKID card no.

RAHZ BEBEMET

Age Gender Male D Female
FHg Lz 2

(a) Was there any hospitalization for the patient? & AB & X7 ?
[ ] Yes#, hospitalization period £ H A
from DayH  Month8 YearsE to DayH  MonthH YearfE

(5 (5 0 5 5 0 0 Y R R R

[ ] No#&,the patient does not require to stay at hospital for treatment fEA R B EE R IES A

(b) Diagn05|s of conditions
/ ﬂ/@ﬁ

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

FHAREPEBERZRE - AR - FEBRER

(d) Prior to this consultation, did patient first consult you for the related signs and symptoms and when was the first consultation
EEXRZ AR - MABSELHNEZZAaERR LitEn 2 48% ? 118 - BMAB@RKZ ?
[ ] Yes 7, the first consultation was since 5—Zkz2 A DayH  MonthA YearfE

o]l )]

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

BRABM - EREEETKZEIHEZR? DayH  MonthA YearfE

- ool A ]

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

mAESE —FORZ R BIRNHEERIER ?

(f) Was there any evidence of external bruise, wound or abrasion was revealed at the first consultation? If yes, please provide details
SETERKZE  REBUREEEIRZRE - GOSERIE ? 12 - BIRHFEE -
[] YesB

[] No&

(g9) Was the patient referred to you by another doctor for further management? A A 2EHEMELE N ?
[ ] Yes 7, the name of referral doctor is #ZB4E B2

[] No&

Please complete next page and sign
BERTRIRE 5
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(h) Did the patient have any home leave period during hospitalization period? & AE X E BB EHE RN ?
[ ] YesA Reason of leave SMHREE

from BB DayH  MonthA Yearf to £ DayH MonthA YearfF

S ] B T K A S Sy F B M K M

(i) Please indicate if the medical condition and its subsequent treatment are associated with the followings
BRI RERNAREESE T IIERAR
Congenital anomalies, infertility or sterilization

FRMAERER - ABHEBEER

Self-inflicted injuries or suicidal attempt while sane or insane
A EEREEE T ZERIBGHERTH

Mental condition

T E R R

Pregnancy conditions or any related complications

D Dental care, general check up
FRaE  5mE
] Under the influence of drugs or alcohol
SEYBETE R2HAE5IE 2w

D Rest cure, rehabilitation, convalescence or extended car Cosmetic / Plastic surgery

K& ERSEEZEE BN F il
D None of above

&S
() Was the patient confined in an Intensive Care Unit during this hospitalization? {FfREERBA R E S AEFTAED ?

[] Yes A, hospitalization period £t H £

DayH MonthA Year&E DayH MonthB YearfE

e 50 50 0 0 0 0 N M 6 B M MO (KA R R

Total no. of days stays #8 A ¥ HE]

[] No&E

I I I O I

Part Il : Declaration
E_E5 . EMR

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

RNELLFBREBERDREAAFMMEEREER T2 MAR - BERH -

Name of attending doctor Chop of hospital or clinic
FEBEHE E R

Signature of attending doctor

IREBERE DayH MonthA Yearf
Address of hospital No. & name of street/Lot no.* District HK/KLN/NT*
or clinic address HEKRFIE / e & 5E / B/ MR
e s
®
Zurich Insurance Company Ltd (a company incorporated in Switzerland with limited liability) Z U Rl C H
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong

R ERARAS (RBLEBRTARAS) .
&5 B R 185 B R D0 252618 gx 2R
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