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ZURICH

Domestic Helper Insurance
(Hospitalization) Claim Form

Claims procedure

1. Claim submission 2. Claim acknowledgement 3. Claim result

Al claim types (including in-patient and out-patient medical expenses): e  Receive acknowledgment SMS and/ e  After submitting all the

e Visit eClaim platform at the following website: or email in two working days required documents, claim
www.zurich.com.hk/eclaim/en assessment will be completed

in seven working days” with

In-patient medical expenses: the acknowledgement sent

e Submit this claim form by email/post by email/SMS/mail
Email: claims@hk.zurich.com o
Post: Claims Department, Zurich Insurance Company Ltd, dSUbJed tto the completeness of
26/F, One Island East, 18 Westlands Road, Island East, Hong Kong \®;:‘ M% ocuments

Out-patient medical expenses: K\ -u;’_

e Scan the QR code on the right and download “Zurich HK” App to e

submit Ry
Remarks:
e Please report your claim to us within 30 days from the date of incident.

e If your claim included third party liability, please also complete and submit the Third Party Liability Claim Form. If your claim included loss of
property, please also complete and submit the Property Damage Claim Form.

e |f 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.

e For inquiry, please call our Claims Hotline at +852 2903 9388 or email to claims@hk.zurich.com or fax to +852 2968 1660.

Policy no.

Personal details of the insured person (employer)

Name of insured person (employer) Name of contact person

HKID/Passport no. of the insured person (employer) *Mobile no. of contact person

) (If the same as insured person (employer), please ignore this field)
*Email address of contact person

*Please fill in the mandatory fields as our company will send you the claim acknowledgement and claim settlement by SMS and/or email

*Postal address of Flat/Room* Floor Block Building
contact person

Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
—

Our company may contact you by email to obtain additional information to process your claim, if necessary.
If you would like to change the communication channel to mail, please v the box: D By mail (if you have an insurance intermediary, our company will
contact you via insurance intermediary/agent.)

Domestic helper’s details

Name HKID/Passport no.

Sex Age
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Payment method

EI] By direct credit/wire transfer (only applicable to the banks listed below and for claim amount less than HKD 100,000)

Please provide your bank details below:

Account holder's name

[ other bank, please specify

Bank (pleasev’) [CJHSBC [ Standard Chartered Bank []Hang Seng Bank [C]Bank of China (Hong Kong)

(Remark: If you choose to make a direct credit via “Other bank”, the bank may charge you an additional transfer fee or deduct from the amount

transferred.

e, JTI0000000000000

D] By cheque (Post to insured person’s policy address or insurance intermediary; if it is absent, will post to contact person's postal address, please fill
in the mandatory field in “Personal details” section above)

Claim items and documentation

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

documents.

Claim items

Claim documents checklist

1.

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

Hospitalization
medical expenses

2. 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, consultation date and
diagnosis

3. 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)

Section 1 — Details of injury/sickness

(Pleasev) [C] This claim is caused by accident (Please fill in Part ) [[] This claim is caused by sickness (Please fill in Part Il)

Part | — Details of hospitalization caused by accident

Day Month  Year Hour Minute

Date and time of accident DD DD DDDD DD DD (Oam/Cpm) Location of accident

Details of accident

Injury part(s) (please/

Nature of Injury (pleasev’)

Injury diagnosis

)

[ IRight leg[_| Right upper limb [_] Left leg[ ] Left upper limb [_] Upper body[ ] Head
[ ] Others, please specify

Cslight [ Moderate [ serious [ Death

Medical fee(s) (HKD)

Part Il — Details of hospitalization caused by sickness

Diagnosis

Day Month  Year

Date of symptom(s) first appeared DD DD DDDD

Doctor(s) consulted during hospitalization/first consultation

Day Month  Year

Date of first consultation DD DD DDDD

Name of doctor(s) Address of hospital/clinic Consultation date

All other doctor(s)
consulted for the
same symptom(s)

Day Month ~ Year

ol A ]

The doctor
recommended
admission to hospital

Day Month  Year

o] A ]

Medical fee(s) (HKD)
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Declaration and authorization

1. I/We declare that all information and particulars contained above are true and complete to the best of my/our knowledge and belief and they are made
without reservation of any kind.

2. |/We understand and agree the following issues about the arrangement of my/our personal information collected or held by Zurich Insurance Company
Ltd (“the Company”).

(1) The personal information of customers (include policy owners, insured persons, beneficiaries, premium payors, trustees, policy assignees and
claimants) collected or held by the Company may be used by the Company for the following obligatory 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):

I to process, investigate (and assist others to investigate) and determine insurance applications, insurance claims and provide ongoing insurance
services;

Il to process requests for payment, and for direct debit authorization;

lll. to manage any claim, action and /or proceedings brought against the customers, and to exercise the Company’s rights as more particularly
defined in applicable policy wording, including but not limited to the subrogation right;

IV. to compile statistics or use for accounting and actuarial purposes;

V. tomeet the disclosure requirements of any local or foreign law, regulations, codes or guidelines binding on the Company and/or its group
("Zurich Insurance Group”) and conduct matching procedures where necessary;

VI. to comply with the legitimate requests or orders of the courts of Hong Kong and regulators including but not limited to the Insurance Authority,
Hong Kong Federation of Insurers, auditors, governmental bodies and government-related establishments;

VII. to collect debts;

VIII. to facilitate the Company’s authorized service providers to provide services to the Company and/or the customers for the above purposes; and

IX. to enable an actual or proposed assignee of the Company to evaluate the transaction intended to be the subject of the assignment.
(2) The Company may provide any personal information of customers to the following parties, within or outside of Hong Kong, for the obligatory
purposes:
|. companies within the Zurich Insurance Group, or any other company carrying on insurance or reinsurance related business, or an intermediary;
Il any agent, contractor or third party service provider who provides administrative, telecommunications, computer, payment or other services
to the Zurich Insurance Group in connection with the operation of its business;

Ill. third party service providers including legal advisors, accountants, investigators, loss adjusters, reinsurers, medical and rehabilitation consultants,
surveyors, specialists, repairers, and data processors;

IV. credit reference agencies, and, in the event of default, any debt collection agencies or companies carrying on claim or Investigation services;

V. any person to whom the Zurich Insurance Group is under an obligation to make disclosure under the requirements of any law binding
on the Zurich Insurance Group or any of its associated companies and for the purposes of any regulations, codes or guidelines issued by
governmental, regulatory or other authorities with which the Zurich Insurance Group or any of its associated companies are expected to comply;

VI. any person pursuant to any order of a court of competent jurisdiction; and

VII. any actual or proposed assignee of the Zurich Insurance Group or transferee of the Zurich Insurance Group’s rights in respect of the policy
owners.

(3) All customers have the right to access to, correct, or change any of their own personal information held by the Company by request in writing to the
Company’s Personal Data Privacy Officer at the address below.

Personal Data Privacy Officer

Zurich Insurance Company Ltd

26/F, One Island East, 18 Westlands Road
Island East, Hong Kong

(4) In accordance with the Personal Data (Privacy) Ordinance (Cap 486), the Company has the right to charge a reasonable fee for processing any data
access request.

(5) In the event of any discrepancy or inconsistencies between the English and Chinese versions of this notice, the English version shall prevail.

3. I/We hereby authorize any physician, medical practitioners, hospitals or clinics by whom or where 1/\We have been observed or treated to give full
particulars about my/our health to the Company or its agents.

4. |/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 the subject or related incidents of injury, loss or damage to the Company or its agents.

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

Signature of insured person (employer) Signature of the domestic helper
Name of insured person (employer) Name of the domestic helper
Day Month  Year Day Month  Year
pate [0 o] pae [0 [0

Zurich Insurance Company Ltd (a company incorporated in Switzerland with limited liability)
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong

24-hour emergency hotline: +852 2886 3977  Claims hotline: +852 2903 9388
Fax:+852 2968 0639  Website : www.zurich.com.hk

ZURICH
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Section 2 Attending Physician Statement (This section should be completed by the domestic helper's attending doctor during hospitalization at the
insured person’s cost)

FED TLBERS (IHERRRBREEREB 28 MERERAZRARE)

Part | — Treatments Details FF&f - BBEER

Full name of patient HKID no./Passport no.
mALER BEBSOEREE / BRI

5 & Be™ O E0E R T

Diagnosis of conditions

A2 bR

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

P EHE g ER 2 RE A - FREERER

Prior to this consultation, did patient first consult you for the related signs and symptoms? If so, when was the first consultation? | No O Yes

ERRKZBYE - RABBEMNKE L Fﬁ/ Eﬁ?ﬁt ﬁﬂZ%ﬁ"ﬁDE mABERKZ ?

The first consultation was since "
xR s DDDDDDDD

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

RAES —RKEZ BT EEERE?

Were there any external visible signs of bodily injury revealed at the first consultation?

BEEERKZR - REMUEED RPEIME?

Was there any evidence of external bruise, wound or abrasion at the first consultation?

BEEEIKEZR - REBURAFEURZRE - BONEIE?

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

BRABM - EMUREEERKZAIHESZR? =h DDDDDDDD

Was the patient referred to you by another doctor for further management? O No 0 Yes The name of referral doctor is

WARERS —UBLEEN FRIEE—Ta%K? & B HZBLEURE
Was there any hospitalization for the patient? O No O Yes
WABEER ?
H I=! F
Hospitalization period from to
it [ 3 BRNEnENn
Did the patient have any home leave period during hospitalization period? No | Yes

WAEERPREBEEFRIIN ?

s g o PP & = R

Please indicate if the medical condition and its subsequent treatment are associated with the followings(please v)?

FAiEH ERFE R RERIARESEH N IERBE FE V) ?

| Congenital anomalies, infertility or sterilization O Dental care, general check up Under the influence of drugs or alcohol
ERERERER - FBHBBEBER FrEaE - Sietaa REMFBIETE

O Rest cure, rehabilitation, convalescence or extended car O Self-inflicted injuries or suicidal attempt while sane or insane
&g - ERESTEEEE THEBEEFEES T ZERBEABRTH

O Mental, psychiatric problems Pregnancy conditions or any related complications O Cosmetic/Plastic surgery
DIE - EHEER R2HASIE 2w BRSNS

Part Il - Declaration Z &0 - EHA
| declare that all the above information is to the best of my knowledge, true and complete.

RANELUEFBREERDRBAAFRMKAERERE R T2MIAR - BEETD -

Name of attending doctor Signature of attending doctor
FEBRENZ PBLERE

Chop of hospital/clinic Address of hospital/clinic

e e B s
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