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Personal Information Contact Us

An AIA Company XKHBRBEEDQT Collection Statement

Room 1105-08, Hing Yip Commercial Centre, 282 Des Voeux Road Central, Hong Kong
Tel: 25211881 Fax 25211919 Email: vip@sunflowergroup.com.hk

@ N

== Py kvl (= == Thank you for considering Sun Flower to be one of your selected intermediaries.
A % =2 9b 1% I},I!E El:l {E $ AAAX ﬁa %% We are pleased to get in touch should you have any enquiry regarding the captioned insurance.
Please complete and sign this Claim Form, and provide the relevant documents listed in Part IV to avoid delay in claim process.
BRI RE IR EPRFER - BRSBNEDFAIMBREHRRE - URIERREER -
The Company is entitled to request for further information or other specific claim form to be completed, and assign an insurance adjuster for investigation.
ENTARERREZRAESENIEREMERRERE - URBRRBEENETREE -
All submitted documents to the Company will not be returned.
FIBERTARB Z XA ERE -
Completion and submission of this Claim Form shall not be construed as admission of liability on the part of the Company.
ERMER IR ERBERL AR RAAT FIERERST -

PERSONAL ACCIDENT INSURANCE CLAIM FORM 8995 © i owes e v s

Claim No. (Office use)

I. Policy and Insured’s Particulars (REER Z{RAE R REESE (AATER)
Policy No. (REE4EEE Name of Insured ZRA 2 Age

Gender 5l
HKID Card / Passport No. &85 775 / &R E-mail Address B EBitiE

Phone No. Bt #&E5E

Residential Address E{Eih it Correspondence Address (if different from Residential Address)
AL (AR EEL)

Present Occupation (if more than one, state all) Main nature of occupational duties at time of accident
RIEHE (NBR—IR - BFASIEE) BERSMNSHEEBERBE
Name of Employer {gF- %4 Address of Employer &ttt

II. Claimant’s Particulars EBFE RS EEF 1}

e ey 3 BEDE ERRE
Name of Claimant EBz5REEE Relationship with the Insured B2 R AR HKID Card / Passport No. E& 553 /IR
Residential Address E{E it Correspondence Address (if different from Residential Address)

A (AR EE L)

E-mail Address EE itk Phone No. H#&E5F

lll. Circumstances of Injury Z{§:¥15

Nature of Accident (state in details, how it happens) Place of Accident 4= Z 4 M1 Bh
BANEE (FEFIAME - BEESE) Date & time H HAFIIEH
Please provide details of consultations 52 ASER Consultation Date 7238 B Name(s) and address(es) of doctor(s) B84 & A itk

All doctors who have been consulted for the Injury

B ARBRNEEER

Period of Confinement B[R] Name(s) and address(es) of hospital(s) B&[57 447 K ikt
Hospitalization (please attach discharge note) From to &
fEbT (GAMILBRECER)
From | to &
Date on which you last worked prior to Date on which you returned to work If after you returned to work you were not immediately able to perform

all your job duties, please indicate 41EWKIE TAE » {H TIEAESIAARESE

disability REE TERT> B TR B TAE EH our jo
SpME > I

Date on which you expect to return to work if | Are you insured with any other insurance for accident benefits? If so, please give full particulars B T 2 & EAEt
you have not already done so 13RI 1JRAE BOMRIE? NB - BB Yes B [ No®E [

VE . (S ETRE B RiE T e Name of insurance company fRI&A 52 HE: Policy No. fREB#RSE:
Amount claimed (HK$) REEEE (B ) Breakdown (HK$) RIEBIEB &% (JBES)

Blue Cross (Asia-Pacific) Insurance Limited B+ (25%) {RRERELAS
www.bluecross.com.hk


lobo
New Stamp


V. Claim Documents R{&3 4

This Claim Form must be submitted within 14 days after the accident, even if any of the claim documents is not readily available.

WARBERIFHR A RES M - LEEPFRTODREREIINEER 14 RNEZTURZIE -

Claim documents to be submitted to the Company must include, but are not limited to the following documents. The Company may reasonably further request you
to provide supplementary information or evidence. For details of the Claims Conditions, please refer to the Terms and Conditions of the Policy.

BNARKBFEEARRUTIBHNREXHBART - AATIREGEGENER FEXRE N REGRERKEHN - BRFARERS - BT ISHMRERRK
RARR -

Accidental Death or Hospital and/or physician’s report giving details on the nature and the extent of the Injury and the period of disablement FEABMM 2SS - RERIEE
Permanent Disablement BERNEER / JBERS
BINSHE KA ETE

If death as a result of an accident, a copy of the death certificate and coroner’s report IEZEINEIET - BIFBERIE T KEBBREREEIA

Original police report and/or copy of statement to police (if applicable) 5 #REEARK / s OHE#REIA (NER )

Accidental Medical Original hospital invoice and/or medical expenses receipt B&fRAREE R / 2 BB & FAUUIE LEA
Expenses
RIONEEER Full physician’s report stating the diagnosis of the condition treated, the date, time, duration and place of such hospitalization or clinical treatment 5l|BR##52

AENBERZSHES - RARNBH - B - SEKERERIZFMIFARERS

Summary of the course of treatment including prescribed medicines and services rendered SR FTE AR BERHF EY R RBHIRE

If laboratory and/or x-ray expenses and/or physiotherapy treatment is incurred, physician’s referral letter is required (if applicable) MZES{EERAIE & / 3 X
KUK [ YIBARER - ARIVDIBERLNENEEA (WER)

For trauma counselling benefit (if applicable), additional information including physician’s report/certificate certifying the diagnosis of post-trauma stress

disorder {8 RREAIGHIRE (WER ) - ARUIXHEERERS / FE  UEBBLABRENE

Temporary Total All the required documents listed in “Accidental Medical Expenses” above Xt " RMERRE A 1 FRAUBPRTE X
Disablement/Weekly

Income Protection

BRERRATIFEESN /

Physician’s report/certificate certifying the disablement period B4R / i85 - MIFEBATEE TR TIFAENRIRIRR

FEARRE Officialdocument from the employer stating the duration of the relevant sick leave income proof, such as pay slip, tax return or bank statement Fi{EE 3
EWEXH - RIPERNBEBRASRER - MiEE - MIRBREFRTABE

d Qtat

Employer’s Confirmation of Sick Leave and Attending Physician’s t have to be filled in only if you are claiming for Permanent Total or Temporary
Total Disablement Benefit. MI3FERFEX AN LR TR RA TIFRENRE - BAEREERINREREXBEERSE -

V. Authorisation and Declaration 1Z# & EHA

I/We hereby authorise any hospital, physician, person, party and/or authority that has any records or is holding any information of the insured person or myself/ourselves to disclose to Blue Cross
(Asia-Pacific) Insurance Limited (“the Company”) or its authorised representative, any and all information with respect to the insured person’s or my/our loss, disability, medical history, police
statement made and the like for the purpose of assessing my/our claim request(s). A photocopy of this authorisation shall have the same effect as the original.

A/ BFGELEEETORARRASRA  RAZETTHABENNER BE - AL BREAS R /IBEMES  BE+F (2X) RBRARAT ( THRT, ) HERELRREHR
S FAABRERRANEA HMZEKL 1815 - BE - OHSUEAEEERHETARESFE AR - WEESZ EXAREAEERSNT -

I/We hereby declare that all the above information and particulars given herein are accurate, true and complete and are given to the best of my/our knowledge and belief. I/We have not
withheld any material information and acknowledge that failure to supply true and accurate answers to this request or inform the Company of all material information may render the

Company unable to accept or process this request and all rights to recover under the Policy shall be forfeited. I/We understand that the issuance or completion of this Claim Form does not
constitute admission of liability or guarantee payment of the claim on behalf of the Company.

KA/ RIFGELER  DRMARENERSEMARRRMAGIIZERRR ARRABRZEM  WERRAA RMAPMMEMEMEEHN - AA / RMIDEBRITEZERRE
RMAERMEERERERAZENNBANENDEIEHALRERPEFZERZEN - BUEEREAT I ERRABBNREPERRIABENREEZ ZEF - AA HMBALRE
REZBEREZU AR RELTERETAREMRE -

I/We confirm having read and understood the Company’s Personal Information Collection Statement as accompanied with this form. &AA /R MER S HERBEREAREW LABEEQTH
W S8 A RIER AR -

Signature of Claimant Signature of Insured Person

(with company chop if appropriate) : SR A BB E S
QA EE - W)

Name #:% : Name #:44
Date H#¥ . Date H4#
(ddimmiyy E/E /) (dd/mmlyy B/E/E)

The Chinese version of this Form is for reference only. In case of any discrepancy between the Chinese and English versions, the English version shall prevail. [t

AR SGEREAEM S B2 SERNISSTRA RS LT HE -




Employer’s Confirmation of Sick Leave {g ¥ 5% o] IR EzEHHE
To be completed by the Insured’s employer. IEE DR AREEES -

This is to certify that the Insured who is our employee serving the position as
had suffered an injury of occurred on and
as a result of the said injury he/she did not attend to work for a total of days during the period from
to
We further confirm that his/her basic salary at the time of accident was HK$ (excluding

bonus, commission, overtime and other allowance).

PR RA (RRAER) - BEARE

BEZEINME

UNEEES X

AN/ RNREERZZRA SANELRFE (ASRETEA - L - BT REMZ)RER

(CANES)S

H

Signed by Employer {828 Company Chop ATEE Date B4
To be completed by the Insured 1357 %2 (R A E
A.  State your Basic Salary (HK$) [excluding bonus, commission, overtime and other allowance]. 55%1/H{ HK$
BT HEAFS CBES)[AEETEA - BT - BN REMERM] or s
B.  If you are self- employed: State gross income for previous 12 months (HK$) [after deduction of all HK$
operating expenses of your business] MIRETZ2EEE: BSIARE 12 BRANAKRA[HRMAEEE | Bis
X ]
Signature of Insured (Signed to confirm the above statements are true and correct) Date H#A

ZRAZE (BRMULERNEEER)




Attending Physician’s Statement 2 /f 5507
To be completed by the Insured’s attending physician at the Claimant’s cost. I5BM DR RANEZELER - AEERRRPBEREET -

Patient’s name 7E A% HKID Card/Passport No. &E G738/ #RIRKIE Sex M5 Age FHie
Date of Accident Z45MHHA Describe and locate cause, character and extent of injury #EBME - A - BHRREE

Is there any external and visible evidence of injury at the Tst /first consultation ERZER - SR EEHIMERITREARSIE

Severity of the injury and the present condition {5 B R EEERIR N

Where did you see him/her after the accident Treatment administrated (as numbered of stitches, dressing, etc.) 52 RIE (ML N 4EE - BREOSE)
BoNeEER  BTEPBZAR
Time (am/pm) K
Date HH#j

Treatment A& FA

Did injury require (if any, please give details) {24 EEFEE (W& » s5EEHLEEE)

(a) Hospitalization £ Yesi& [J No#& [ Date admitted ABzH 3 Date discharged Bz H#3
(b) X-ray X ¥ Yes & [] No#& [

(c) Special diagnostic Procedure Yes 2 [] No#& [J Please specify 1B RIZERIE R

(d) Surgery it Yes 2 [ No& [] Please specify 715

Was healing complicated B&1E RS EHEH Yes@ [ Nod& [ Details 215

If so, state what special treatment was given?

MZ - FIIRRERAESE Date H#3

Bearing in mind the patient’s occupation, do you feel that the injuries would have prevented him/her from working? ~ Yes & [ NoRgr []
REETHER  RAZBREES IR/ ENRERNEEN 2 TF -
If “Yes” and an absence from work of more than 3 days was necessary, please describe the reasons why you feel the patient could not return to work earlier.

WE RBAMGERR 3 B L - BREETRSBATERERQIFEZRA -

Given details of any circumstances, such as intoxication, physical defects or medical history which may have contributed to the accident and/or lengthen the period

of disability. FFMEMTRESI R LRI, UL ERFEPERZAR - NFE - SRRIENRKE -

In your opinion how Tong was he/she disabled from performing any kind of duty pertaining to his/her occupation. fk#EE
IEERE -

Total disablement 582 FEE S HIE 2 days H from i to &

In your opinion how long was he/she disabled from performing one or more important daily duties performing to his/her occupation. I\BE FTHER - mARKRKT
SUHAR A RE S HIEE BB P 1 BRNBEABIE -

Partial disablement 5418 T days H from to &

Name(s) and Address(es) of other Physicians who treated the Patient for the same injury 1528 8E R A B RIEBHEEHZ Rt

Approximate Date A%JH Name B84 472 Address 11t
Date of first consultation or treatment 88— 2 K 68 B H#A Date of last consultation or treatment £x3T— X2 i & &% H

I hereby certify that | have examined and treated the above Patient for the above injuries and that the fact as given above present my opinion of his/her condition 2

AGZIGREEL EMAZ BREER N2 FoaBI DUt M ERRRIERAA LR 2B -

Signature 558 Name of physician & chop BBE# B RES Date B#A

Qualification E1§ Address 3f31F Phone No. EESHES
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