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ZURICH
fx Rt

Medical insurance claim form
= AL = ===
R ERERERERGER

Enquiry no. EF8E&E 1 +852 2903 9388  Fax &K : +852 2968 1660 Email BE : claims@hk.zurich.com Clear form
Please v/ the appropriate box and * delete where inappropriate. 38 v @RS KR SEME R ERE
Please use blue or black ink and write clearly in BLOCK LETTERS. EHEZ N R B[R TE - ARIXAEEHESER -

Claim submission EHFEERE :

e Hospital cash benefit or Surgical cash benefit under “I-Gen” plan can submit through "Zurich HK" mobile app. f£B5z (<Y Ly
RERE 8¢ M-8, FMIRSREUBBFHEAER " Zurich HK, B

e Medical Claim Form should be completed and submitted within 30 days from the date of incident through email or
post. —EBERENARSEHNEEEI0HNIEZ N RERFRLEBXHBFTERAT :

Email BB : claims@hk.zurich.com

Address: Zurich Insurance Company Ltd, Claims Department, 26/F, One Island East, 18 Westlands Road, Island East, HK.
il FBEEREFE18REESRP O 26EHRERIRBMRASIERES

Remarks {53t :

If you are applying for a medical claim, please settle the payment before submitting this claim, and be reminded to obtain the documents from your
hospital before discharge. NN ERFEERE - FRMNERE - WL LAl 0 ERRIFTFR S -

You are responsible for the cost of requesting the medical report(s). B EBTRIEEE RS ZHBEEM -

If you receive treatment at a Hong Kong public hospital, please obtain the Discharge Slip before you leave the hospital and submit it to our company.
NBEBEBL/UBRERAE - FRERARIERA - WRBFRER—HRER -

For additional supporting documents, please email or post to our company. W& /32 SC 4 - CIE S FH EANT -

You may also check your claims status through our Claims Virtual Assistant on Zurich Website. %X 0] DA fE g7 22 tH 4815 E @B PN RESEIESHZRE
EE -

1. General Information —fig &1}

Claim no. (if any)

RIBHRT (WA)

Policyholder name Policy no.

REFBALE (EX) REESRTS

Insured name Insurance agent/broker name (if any)

SRRAER (EX) RIBHIE / Bicw® (MER )

Insured occupation Insured gender D Male D Female
ZIRARBZE SERAMER 5 z

Insured HKID card no. Insured date of birth  DayH  MonthA YearfE

ZRAEEBSNE ZRAHERH DD DD DDDD

VHIS claim BFEERZRE [ ]Yes 2 [ INo &
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1. General Information (continued) —f% &1} (&)

Contact person mobile phone no. Contact person email address

B AR BN ERR RS B4 AN B ED A1

Contact person Flat/Room* Floor Block Building

correspondence address  Z / BEfi* 128 2 RE

YN G RS
Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
EBreatE / B2 KRR / hER & &8/ NLEE / R

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.

EATRBEU LESHWER - UE E%EEH&/‘Z%EBE%LEEE?&T;EE BRKETEAN - MBERE - AATHUBBHAMBTENMEHAER - 0
BARRLE / & - AREHKE RPN [ AT -

Are you making any other insurance claim as a result of this incident (including employee compensation, group or company medical scheme)?

BESEMEREBLAOEMRBRATRE (BE5T - BRIATBERRE ) ?

D Yes, please provide the following details D No
= BREUTER &

Name of insurance company Policy no.
R ATIEHE RESRE

If you are making other insurance claims with other insurer and required to have a certified true copy of medical receipts(s) and/or medical report returned
to you, please fill in the above information and send an email request to claims@hk.zurich.com with your Policy No. and email subject ‘Request for return
of certified true copy of medical receipts(s) and/or medical report.

M ERIEFTIBRAEMRBRATDRE (WEERM EER ) WHNEIERERY / RBERSNZERAL - IBHEclaims@hk.zurich.comizEAR
R RE RIS RARERR " RINRIBRE R / REBERRESNZER A, (FHEE -

2. Payment method BE{EZ /53

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

RTPOFBARSE (=X)

Bank code Branch code Account no.
RITHRIR DITHRR IRESRAS

seewa |- ]0-000000O0O0O0]

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

ERREINARESAATRERRA -

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

WRRARWI8H - FRRMEEEAZRITER RERBEHER

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

FREESNRTENSREFSAARPIREMERNER AR -
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. Claim items R{EIEH

Please v/ the claim item(s) and submit together with the required documents to our company. Our company may request for additional documents.

FEFBREBFENEBA V- TERMEZXGRIERE—HREART - KRS OIEEEKIEHERIMABREH -

Claim item(s) ERFEREIER

Basic supporting documents required RIEFFBHIIE R

Personal Accident Cover —
Accidental Death and
Permanent Disablement
EABIMRIZ - EABINET
F KA GE

Death certificate or presumed death proclaimed by court (disappearance case) (applicable to accidental death claim
only)
ST REELAERESL TR (KHSH ) (RBAREIMITRE)

D Certificate issued by registered medical practitioner certifying the severity of injury and percentage of disablement
(applicable to permanent disability claim only)
AMEERE ARGEEERAE (REANKABERE)

D Police investigation report and outcome (if applicable)
EhRERERER (WER)

D Certified true copy of the grant of probate/Letters of Administration (applicable to accidental death claim only)
BTERDEE / EETEERERX (RERAREIMTTRE)

D Original of Attending Physician Statement completed by the attending physician or hospital admission/discharge
summary if there was hospitalization (applicable to Hong Kong public hospital only)
MERT - AXE2BEEEZNTZBERENARRE / B@E R ( RERAREEAIER )

D Medical expenses

EREHN

Original medical receipt(s)

BEWIRIEAR

e Hospital — Original hospital receipt(s), Doctor professional slip, official receipt and deposit receipt issued
by hospital
Ffr - ABRFENEABRERE  BEEXWES - FAWBERRESWEES

e Outpatient/Day patient/Outpatient surgery — Original medical receipt(s) issued by registered medical
practitioner showing the patient name, diagnosis of condition, consultation date and medical expenses

breakdown
P52 / BIERA / FI2 Fil - HEEMBERENIEABERIBWS|HRALS - Z2EER - 2ERH
BEZ AP

D Attending physician/Specialist/Anesthetist/Surgeon /Physical therapist diagnosis and/or treatment records,
medical reports showing the patient name, diagnosis and consultation date
FEBE / ERBL / A / SSBLE / MIRaR 22 R B iR - BERREWAIRRALE
PSR R ER S

D Sick leave certificate issued by registered medical practitioner

e LR 2 RRERE

D Original of Attending Physician Statement completed by the Attending Physician Statement or hospital
admission/discharge summary if there was any surgery or hospitalization (applicable to Hong Kong public
hospital only)

MBAFMEtl  AXLBLEZNTIDBERESAARBE / BRAEERN (RERREEQAER )

D Hospital cash/Surgical cash

FRIRE / FlRE

D Attending physician/Specialist/Anesthetist/Surgeon/Physical therapist diagnosis and/or treatment records,
medical reports showing the patient name, diagnosis and consultation date

TRBE / EREE / RN / SREE / VIR am 22 ROa B - BRmEIIRRALS
PEERRZIER

D Medical receipt(s) issued by hospital/registered medical practitioner with with patient name, final diagnosis,
consultation date and medical expenses

Bk / iEMBERH 2 78RS - WHIImALRS  2EER - 2008 RERERER

D Attending Physician Statement completed by the Attending Physician Statement or hospital admission/
discharge summary (applicable to Hong Kong public hospital only)
HEIZBEERNTZEERE ( ARBNBNED ) AR / Bilxes ( RERAREBA ISR )
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4. Details of injury and sickness {87%&% 1%

Part | : Outpatient or hospitalization claims due to accident
SE—EB5 : HESNSIBMIPIRZ T E IR R

Accident Location

BOMthEs

Details of accident
BINEAEKIBEEIE

Accident date and time

BoNH AR
DayH MonthA Yearf Hourf§ Minute7y

I 500 ) vt

Date of symptom(s) first appeared DayH  MonthB YearfE

iR P T
DayH MonthA Year&E

BRMuanaEn

Do you need to attend follow up treatment/consultation?

EERERERSOR /B2

Date of first consultation
BRKZHEH

If Yes, please specify how long will the treatment last or follow up consultation date

MNZE - BIPERERZEREFTESANEZAY

Symptom(s) before admitted to hospital/consultation

ANEERR / K2R AHE

Yes No
L] B L] ES

Medical fee (HKD)
BEEMH (81)

Part Il : Hospitalization or surgery claim (if applicable)
SBIES  EREFMRE (WNER)
Name of hospital/medical provider

Bl / REHBERBHERE

Symptoms before hospitalization

UNCHIPA St

How long had you been having these symptoms

SRAZIRBEHB A

What treatments had been performed relating to these symptoms
BIAR RERIER ZAE

Date of surgery

FiF HEA

S L ]

DayH MonthA Year&E

BRMNanEaEn

Date of admission

NCASE

First consultation doctor's name
BRM2BEELE

DayH MonthA Yearf

BRMNaaan

Hospital addressor service provider name and address

BRI IRHE B R

Date of discharge
i E A

Name of the doctor of recommending admission to hospital

BEEARNBEESS

Hospital addressor service provider name and address

B RIB IR HE B R

Name of the doctor of consulted for the same sickness/accident

BEFRRBIE / BINERZNBEER S

Hospital addressor service provider name and address

BRI IR HE R Rt

Part lll: Other claims related information

E=85 : Hft RIERMAER
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g

Declaration and Authorization B K iZ#E

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. |/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 iR REERAS ( "TE248, ) ZTBEEK -

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 EFARBEAX -

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 (BEEREFBEA  ZRA - Za A REURA -~ GEA - REZBARRE
AN) BAER  HPNE8REASABEFBREPUAMSERSPHRGMIENEENER (ANRE =S WINRESRAKRE ) - 99
HERT R / NEFMEEE ( " HREHRIZER , ) ANASERERDEPRERBMLENAR ( EARRTREERRERHEIFERN
ERRERHRE ) -

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.

RRTZABHERFEH I www.zurich.com.hk/picsX T ZE B 7 QRIBAR - KNI 2 E2968 2288 PIRIEF AR TS /OBt
HEXEERER T AEM -

Name of insured person (Name of policyholder of the insured under 18 years old) Insured HKID card no./ Passport no.*
SZRALE (MRRAKRW18H - FEBREFAALSE) SIRAB BB DAL / ERRE

Signature of insured person (Signature of policyholder of the insured under 18 years old)
RRAZEZ (NRRAKRWI18H - BHREFAAEE)
DayH MonthA Year&E

e Dl ]

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 Z U Rl C H
BmBHERRBRAT (RimTEMEIIZBRAT )

-

BEEERERK ISR ESREDL25-2612 2 o
Telephone ZE&E : +852 2903 9388 Fax {fEE : +852 2968 1660 Website 81t : www.zurich.com.hk B =% 'Iﬁ
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Attending physician statement ZURICH
2SR M-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 Fa % A TE =P EAR
VEZBLEES  MEREBRIRARR)

Part | : Treatments details

H—25  BEAN

Patient full name HKID card no.

RAHZ BEBEMET

Age Gender Male D Female
FHg Lz 2

—
Q
=

Was there any hospitalization for the patient? fE ABEERR ?
[ ] Yes 7, hospitalization period 1£Ft H 48
from DayH  Month8 Yearf to DayH  MonthH YearfE

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

[ ] No %, the patient does not require to stay at hospital for treatment 5 A R BB £ R 5254

(b) Diagnosis of conditions

il

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

FHAREPEEERZRE - AR - FIEBRER

(d) Prior to this consultation, did patient first consult you for the related signs and symptoms and when was the first consultation
EEXRZ AR - MABASELCHNEZZIaERR LitEn 2 48% ? 118 - BAB@RKZ ?
[ | Yes 7, the first consultation was since 5—Xkz2HE DayH  MonthH YearfE

o]l )]

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

BRABM - EREEETKZEIHEZR? DayH  MonthA Yearf:

o I T

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

RmAESE —FOREZ R BIRNHEERIER ?

o
o

(f) Was there any evidence of external bruise, wound or abrasion was revealed at the first consultation? If yes, please provide details
SETERKZE  REBUREEEYRZRE - GOSEIE ? 02 - BIRHFEE -
[] Yes’

[] No&

(g9) Was the patient referred to you by another doctor for further management? A A 2EHEME LN ?
[ ] Yes A, the name of referral doctor is ZZBEHUZE

[] No&

Please complete next page and sign
BERTRIRE 6
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(h) Did the patient have any home leave period during hospitalization period? & AE PR E BB EHE RN ?
[ ] Yes? A Reason of leave ¥MNHRE

from BB DayH  MonthA Yearfr to 2 DayH MonthA YearfF

L 0 Ty 1 1 0 A A A

(i) Please indicate if the medical condition and its subsequent treatment are associated with the followings
BRI REENAREESE T IIE AR

Congenital anomalies, infertility or sterilization

FRUERERREN - FABSEBBEER

Dental care, general check up

FRaE  5mE

Under the influence of drugs or alcohol

SEYBETE

Rest cure, rehabilitation, convalescence or extended car

Self-inflicted injuries or suicidal attempt while sane or insane
THEMEEEAS T Z7EREBEAERTR

Mental condition

51 A R

Pregnancy conditions or any related complications
R2HAE5IE 2w

Cosmetic / Plastic surgery

]
]
]
]

I I I O I

R - EREEEEE NI il
None of above
D M EESE

() Was the patient confined in an Intensive Care Unit during this hospitalization? {EREERBA R E S AEFTAED ?
[ ] Yes 7, hospitalization period 1£fz H#A
DayH MonthA Year&E DayH MonthB YearfE

e 50150 0 10 0 0 A M 6 B M MO (KA R R

Total no. of days stays #8 A ¥ HE]

[] No&

Part Il : Declaration
E_E5 : EMR

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

RANELUEFBERERDRBRAMAATERES K2 MER - BERA -

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 /R
ElE A bl

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 Z U Rl C H
0 = v

BRIEREARAS (RNIntaMmizIZARAE )
B B RS 183 B E R I25-2618 2 o
Telephone E87# : +852 2903 9388 Fax f5E : +852 2968 1660 Website 4811k : www.zurich.com.hk B =% 'Iﬁ
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