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DOMESTIC HELPER INSURANCE CLAIM FORM
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Please complete and sign this Claim Form, and provide the relevant documents listed in Part V to avoid delay in claim process.
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The Company is entitled to request for further information or other specific claim form to be completed, and assign a loss adjuster for investigation.
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Completlon and submission of this Claim Form shall not be construed as admission of liability on the part of the Company.
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Claim No. (Office use)

. Policy Particulars i BIE¥E] AR (2D
Policy No. f&d?f‘{;ﬁ%‘ Name of Policyholder W]E'f{ﬁ]‘sj i
HKID Card / Passport No. {5} / Tf{#£jE Contact Phone No. i

Correspondence Address }ﬁjfﬁ#’ﬂlﬂ—

E-mail Address ’ﬁ—fﬁ?’ﬂiﬁ

For claim payment (if any) deposit to Policyholder’s bank account, please complete all of the following:
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Bank Code/Name %.’?Eﬂ?ﬁ/ % Bank A/C No. f%if?ﬂﬁt‘f%ﬂ%

Name of Account Holder =+ 17| * % ¢,

(Must be the same as the Policyholder's = FI== [t ¢ ~ ik £ 1[7)

II. Domestic Helper Particulars % ffE ¥R

Name of Domestic Helper % {##t ¢,

HKID Card / Passport No. F",z‘afyﬁ%/i’fﬁﬁ%

IIl. Benefits Claimed ?ﬁf?‘r[’-ﬁ[ﬁlrﬁﬁ I (Please select the appropriate item(s) SRR

Employer’s Liability* Personal Accident Outpatient Benefit |:|
= i [ kPRt O A

Hospital and Surgical Benefit |:| Loss of Service Cash Allowances |:| Dental Benefit |:|
= PR VP& W 7Rl

Replacement Helper Expenses |:| Repatriation Expenses D Fidelity Protection D
R T 2| 5 T8 5

Personal Liability ]

il = iz

* For work-related accidents resulting in injury of the insured helper(s), notice must be given in Form 2B (incapacity for a period not exceeding 3 days) or Form 2
(incapacity for a period exceeding 3 days) to the Labour Department within 14 days of the accident. If the accident results in death of the insured helper(s),
notice must be given to the Labour Department within 7 days of the accident Forms 2 and 2B could be obtained from the Labour Department.
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IV. Details of Claim (¥ rH

(Please complete where applicable and use a separate sheet if insufficient space G Fisi #i7FF ! o F 2 0 T fL» ELIEIEEZEY)

Date of Accident/Consultation/Loss &1 9} /?’;fﬁ/}'ﬁiE :c|

Diagnosis #Z'%r Date of Hospitalization [ % | 11 From [I1 to =

Place of Accident/Loss #i %} /ﬁ]i};#’ﬂ%ﬁ

Description ?‘ﬂﬁ

Has it been reported to Police? 7 & i/ #%? Yest| [] Noi2# []
Police Station District &% 5h a Police Report No. #% sk

Item(s) Claimed ZH#Zfif !

Claim Amount ¥ & &

Any other insurance covering this incident / loss? ‘rm EL P fhlpaa UL W (/4R Yest| [ No3 2% []
Name of insurance company fj[ ** ’F,J “a Policy No [’H]Efﬁ@%'ﬁ Benefit Type i[5 %if|]
Blue Cross (Asia—Pacific) Insurance Limited ME041/12.2007
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V. Claim Documents (8 {F

Employer’s Liability Copy of Form 2 or Form 2B submitted to the Labour Department, original physician’s report & original medical
(Zegriy e expense receipt
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Personal Accident Medical report
bR PR
Outpatient Benefit, Hospital and Original medical expense receipt, medical report / laboratory report (if any)
Surgical Benefit, Dental Benefit a0 IRl s Vi ?’?@?ﬁéﬁ /ﬁﬁ?ﬁéﬁ ()
AR I ~ (IR = Ptpl ~ 7 2] [
Loss of Service Cash Allowances Hospital discharge report
Flrgeg sl J TRl i |
Replacement Helper Expenses Medical report, laboratory report, letter of termination of employment contract, employment contract of new helper,
T | original receipt for relevant expenses
Ff@tzﬁéf, . ﬁﬁﬁ?ﬁﬂéf, . i?ﬂ‘fﬁél’%ﬁi@ﬁ” FIEL T M Jféfﬁﬁwm’ﬂ?%?j—i
Repatriation Expenses Medical report, laboratory report, original receipt for helper repatriation costs
e PR, - R, - F IR R 4
Fidelity Protection Police report, statement to police, valuation proof for lost property
%’ﬁi%ﬁfﬁ%ﬁ %T*ﬂﬁéf, B Iﬁ* RRE A A S e
Personal Liability Police report (if any), statement to police (if any), letter of claim from third parties
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This Claim Form must be submitted within 30 days from the date of accident or date of discovery of the occurrence, even if any of the claim documents is not
readily available.
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VI. Authorisation and Declaration $Z4#% EpE

I/We hereby authorise any person, party and/or authority to disclose to Blue Cross (Asia-Pacific) Insurance Limited (“the Company”) or its authorised
representative, any and all information with respect to 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
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I/We have obtained all necessary authorisation from my/our insured helper(s) to provide the information requested on this request (if applicable) and to deal
with, receive or request for information from the Company concerning the insured(s) in relation to any matters arising from this claim. I/We further acknowledged
that the insured(s) have been explicitly informed that his/her/their personal data would be transferred to the Company for the purpose of this claim request and

his/her/their rights under the Personal Data (Privacy) Ordinance.
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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 application does not constitute admission of liability or guarantee payment of the claim on
behalf of the Company.
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Personal Information Collection Statement [¥& i * TR B
I / We understand that all the personal information collected or held by the Company (whether contained herein or otherwise obtained) may be used for the
purposes of: (1) provision of insurance or financial related product or service or any addition, alteration, variations, cancellation or renewal or reinstatement of
them; (2) claims processing or investigation or analysis; and (3) exercising any right of subrogation, if applicable. Such personal information may be used,
stored, disclosed or transferred (within or outside Hong Kong) to any intermediary, claims investigator, medical facilities, professional advisor, government
authority, industry association / federation, debt collection agencies or any other individuals / organizations as the Company may consider necessary. | / We
have the right to obtain access to and to request correction of any personal information concernlng myself / ourselves held by the Company. Such request(s) or
notice(s) can be made in writing to the Company’s Corporate Data Protection Officer at 29" Floor, BEA Tower, Millennium City 5, 418 Kwun Tong Road, Kwun
Tong, Kowloon, Hong Kong.
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Signature of Policyholder

(with company chop if appropriate)
H&k%‘!ﬁ I
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Name 7% £;

Date [ 11
(ddimmiyy 17515

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.
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