Room 1105-08, Hing Yip Commercial Centre, 282 Des Voeux Road Central, Hong Kong
Tel: 2521 1881 Fax: 2521 1919  Email: vip@sunflowergroup.com.hk

“ '& ® sun Flower Insurance Brokers Limited
@LE

IO X gi Thank you for considering Sun Flower to be one of your selected intermediaries.

We are pleased to get in touch should you have any enquiry regarding the captioned insurance.

ARG ZE A R S0 H B M

R R RESR
Travel Insurance Claim Form

STARR

INSURANCE COMPANIES

SHE LU 78 20k - If the space is not enough or no applicable field available, please supplement information by attachment.

PREFRFA A K Z R A& R} POLICYHOLDER AND INSURED PERSON INFORMATION

- EESERE Policy number

[ BT A 444 Name of Policyholder

Z {5 A4 44 Name of Insured Person

B8 AHE A (AR 22 4% A) Name of claimant (if not Insured Person)

B {5 A B4 Relationship to Insured Person

ZIE N 55y E55RE Claimant HKID number

st4% BE 25 Contact phone number

B4 E-mail address

iR Correspondence address

ZRAESER R 4% TYPES OF CLAIMS AND AMOUNT

FIMET [ kG5 | Bel5
Accidental Death / Permanent Disablement / Burns

[
[

D AR [ TR SO /AT IR
Travel Delay / Re-Route / Baggage Delay

D HoAthr
Others

BRE A /I MERERE R

Medical Expenses / Overseas Hospital Cash

HUH / H2 RS R
Trip Cancellation / Trip Curtailment

] EATTZ /B A$ERT / sk

Personal Baggage / Personal Money / Document Loss

|:| [EVNCER
Personal Liability

Z(E4:%H Claim Amount:

=/N¥1% DETAILS OF ACCIDENT

S=ANEEA: [ HA Kt B Date and place of accident

15584 K <2 1550 A Nature of injury and affected part of body

YA RS Circumstances of accident

5 A\ 44 Name of witness(es)

5 \JBi4% FE 2% Contact phone number of witness(es)

Elraf1E DETAILS OF SICKNESS

B R R % 5 H 1 Date of symptom first appeared
DD MM YYYY DD
=] A £ H

HE k22 H HH Date of first consultation

7 i Diagnosis
MM YYYY
A G2

B4k 44 ~ Hbhil K2 EEEE Name, address & contact phone number of doctor

B&P5E 4478 Kbk Name and address of hospital

B OIBI T2/ $84 /55 (5% 1% DETAILS OF LOSS OF OR DAMAGE TO BAGGAGE/MONEY/DOCUMENT

WE S EHE IEAY H 1 KB Date and place of loss or damage

ST A BT ~ 230 TR %) B S IR S B ) Was the loss
reported to relevant authorities (e.g. Police, Common Carrier Operator, etc.)

L] # ves [ ] 45 No

AR IEAYRENS Circumstances of loss or damage

BRI Y fEE H i
Lost or damaged Items Date of purchase
DD MM
H A

YYYY
£

e S
Purchase cost

HEfZ(ESE

Repair cost

TZE/TARIE R B 1% DETAILS OF BAGGAGE/TRAVEL DELAY OR RE-ROUTE

[ 5 BiRR 45 R Original departure/arrival time

IS EIR AR £ R Actual departure/arrival time

TERHYE R Reason for delay

< PAEE i Any emergency purchase of essential replacement items of clothing and|

AEHEEE
[] & Yes % No

JFEH{TAZ Original itinerary

toiletries?
F %Y1 THZ Re-routed itinerary



SF623
SFIBL


HUH s R 45 SR ikfE5F1%5 DETAILS OF TRIP CANCELLATION OR CURTAILMENT

HUM/HE 48 1 TR2 A5 K] Reason for Trip Cancellation or Curtailment

JFERIFTHE Original itinerary FERLAETR %7712 Curtailed itinerary

B A\ T (L &EF1% DETAILS OF PERSONAL LIABILITY INCIDENT

Sl H HA K% Date and place of incident

YRR Circumstances of incident

5= R NI 46 Name and contact details of third party claimant LA B ikas DR Name and contact details of witness(es)

EZ T Important Note: -

U SE = Fa A R AR NV REEOR - BRIs0AEIL - JEHIR %] Starr International Insurance (Asia) Ltd. (“SHA”)EHE - (ARG SIA FMHERZAT  F A
ZHEREGERRHAT ~ PR R

Any claim, demand, lawsuit or legal proceedings relating to the incident which the Insured Person becomes aware of or received from third party claimant should be forwarded to Starr
International Insurance (Asia) Ltd. (“SI1A”) unanswered immediately. No admission of liability, offer to settle or payment of claim with third party claimant is permitted without
written consent of SIIA.

HAth (RS E OTHER INSURANCE OR COMPENSATION

ZAETE H E 2R HA fRE &4 Do you have other insurance policies covering this loss or expenses incurred? |:| % No |:| I Yes (FEEFULA1 T Please specify below)
B\ 5] 22 £4%% Name of Insurer [ EESERE Policy number {pE1E H Benefit {58 Sum insured

ZETE H B SIS S i o 15 R B 5224k Did you receive any compensation or offer from common carrier operator or hotel for this claim?

[J#&No  []£ Yes (553¢i Please specify)

Wekcs= SETTLEMENT METHOD

Al LU H o — G 2

Please select one of the following settlement method

| I FPS (U A B sk EE & Valid for Hong Kong registered account only)
TSR P8R FPS payment method:

$RTT P O A 44%% Full Name of Account Holder

F-HREERRHG Mobile No. _(_+ ) B OR R AISE FPS 1D = OR

EEHbLE Email Address

| Eiil
%‘ﬁ

77 Bank Transfer
ECHR1T 42 7% Name of the Bank

$R#75RHE Bank Code

#R17 P L1926 Account No.

4T P 575 A &% Full Name of Account Holder

] JEE #$R4T /1 Bank account outside Hong Kong
AN F G R TR DUEHGEM R - R AR TR R & -
Our Staff will contact you shortly for details and it may take longer to settle your Claim.

EZRA K fZ1 DECLARATION AND AUTHORIZATION

. RREEHENGEILEY - SEMTFTRITE - ARER LA B e st - B30 E B E R EEeRRIe & EE fR B A - /(ML Starr International Insurance (Asia) Ltd
(“SHA”) SHAZREEL TR - [EFHEUERE SITA FrUCESURE ZEMARIR/AMEAZEE T SIA BRI LASR T TR E AR - FIERR B AR el RO R S iR - RALEA
IRELE/FAMRES o PRI A R IVR ERATHRAVER, > SIA TR A TR Y - BARMIER AR STA R R RS BUEE AR - ARIEYHEE TR SITA AR EEAEE - i
HERE B 18 SRePH Y 19 #1901 = o

. TRARMTERFZHE STA SEAEABAE - B0t - 257~ (RRAT  BURTBIS S0 RIS - SRIE /I MELS I R R AR R RERCs: - BRI S EEEERaE )T - AR AT IAE
B3 0 AR 2 R A& Z AR HEIABLIEAFE AR -

. The undersigned hereby declares that to the best of my/our knowledge and belief, the above statement and particulars are fully and truly made. I/We agree that if any fraudulent means or devices are used in
connection with obtaining any benefit under the Policy, the Policy shall be void against me/us. I/We agree that any of my/our personal information collected or held by Starr International Insurance (Asia) Ltd.
(“SIIA”) or its authorized representatives is provided and be held, used and disclosed by SIIA to individuals/organization associated with SIIA or any selected third party for the purpose of processing the claims
herein, providing data matching and to communicate with me/us for such purposes. The undersigned understand that SIIA may be able to process the claims herein if I/we fail to provide any information
requested in this Claim Form. The undersigned further understand that I/we have the right to obtain access and to request correction of my personal information held by SIIA. Such request can be made to SIIA’s
Operations Services Manager at Suite 1901, 19/F Central Plaza, 18 Harbour Road, Wanchai, Hong Kong.

. 1/We hereby irrevocably authorize SIIA or its authorize representative to obtain my/our medical records from my/our treating physicians, hospitals, clinics, insurance companies, government agencies or other
relevant organizations in relation to the accident or claim. This authorization is valid even I/we am/are deceased. My/our next of kin is also bound by this authorization. The original or copy of this authorization
has the same effects.

2 N2 N 2 Signature of Insured Person/claimant REFFE AEE (FEATH > HEARERERE) H it Date
Signature of Policyholder (with company chop, applicable to group policy)




B (FEH ¥ 2% EHE ) MEDICAL REPORT (TO BE COMPLETED BY ATTENDING PHYSICIANS)

% A4 Name of patient 287 Diagnosis
E k2 H EH Date of first consultation 25 E 2 H R R 8 H 3 Date of occurrence of injury or first symptom
DD MM YYYY DD MM YYYY
H H s H A £

BEORFTA » 5 ADLE 8 75 HEFRL ETRE B L0 2 4042 » S5FEME H A R 5%1% - To the best of your knowledge, has the patient ever had the same or similar condition(s) or
symptom(s)? If yes, please state the dates and conditions/symptom.

EREN E A R EAME A PR AR 2 N2 0 S5ER LTS - Was the condition caused by any underlying disease? If yes, please specify.

BRSNS | Bk A5 A1 SEERAEEESS - Wil the current condition(s) or symptom(s) result in any permanent disability? If yes, please advise detail.

RIS B RE » S5 B L 1 N S B [ETf% 2 5 4L - If the current condition or symptom relates to burn injury, please advise (a) degree of burnt and (b) estimated % of burnt
body surface.

2R TS B S A BHE s the diagnosis due to or associated with any of the following?

(a) e RMESEE Congenital anomalies [0 & Yes O F&& No
(b) #JIFEIE Refractive error or correction of eyesight [ & Yes O & No
(c) #E{EMEESR Heredity condition O & Yes O F& No
(d) FEZAEEILFlT Cosmetic or plastic surgery [ & Yes mES=1
(e) [BEZ#E57 1 Pregnancy or childbirth [ &2 Yes O & No
(f) 17788 etn Routine medical check-up O & Yes [0 =2 No
(2) HKSELEEY)E22E Drugs or alcohol [ £ Yes O F& No
(h) AEwER 0 FRYF Mental or nervous disorders 2 Yes [0 K7 No

TFili H A FsENs o 407 A - Date and details of operation, if applicable

HBERD (FIFEE256 ~ IETERE ~ 4559 - FE K 722 51 #) Discharge summary (including investigation procedures, result, diagnosis, treatments, complications and follow-up plan)

B2 b4 %% Name of hospital A5 H#H Date of admission 5% H i Date of discharge
DD MM YYYY DD MM YYYY
H H i H H F
E2[5¢/22 it il Address of hospital/clinic
B25¢/z2F B sh Phone number of hospital/clinic Byt M HH Date of medial report
DD MM YYYY
H A £
2824 447 Name of attending physician/specialist Y8 % ¢4 F &R Signature and | [ Hf Date

stamp of attending
physician/specialist

Room 1105-08, Hing Yip Commercial Centre, 282 Des Voeux Road Central, Hong Kong
Tel: 2521 1881 Fax: 2521 1919 Email: vip@sunflowergroup.com.hk

‘. ’ ® sun Flower Insurance Brokers Limited

Thank you for considering Sun Flower to be one of your selected intermediaries.

We are pleased to get in touch should you have any enquiry regarding the captioned insurance.

STARR

INSURANCE COMPANIES
Starr International Insurance (Asia) Limited

TS S 18 R PIRES 19 £ 1901 = Suite 1901, 19/F, Central Plaza, 18 Harbour Road, Wanchai, Hong Kong
ZEEE Claim Hotline: (852) 3765 5577 & H. Fax : (852) 3765 5501 25 E-Mail: asia. ahclaim@starrcompanies.com
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