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DOMESTIC HELPER INSURANCE CLAIM FORM REBREZEHRER

1. Al questions must be answered. If not applicable, write "n/a".
FEBRAEES - MTEAE  FREL TFEE] -

2. The issue of this claim form is nol an admission of liability b{y QBE Hongkong & Shanghai Insurance Lid,
FHGREHERE I ARELERFRRBE RO DREEAERL -

3. ¥ there is insufficient space or further cormment on any area is considered necessary, please use additional pages.
PESBHANLETR  BEBSRENEL -

4. Please attach original medical advice, admission and discharge slips, hospital bills, doctor receipts and &ll other supporting dosumeants.
HFECEFASEERE - ARRHRESS - BREE - BIURRA G- BEEE -

i Poic o,
FRERIE
Coresppndence address

i

“[Name of the insured
o .

|k
Tel. no. Mobile tel. no. Email

R - . FRUERERE B -

L. DETAILS OF T
ame of the helper

FEEE
Are there any other policies of insurance covering the helper? g NO &
EEEHHATEMRR ? YES £ (Please give details i)
Name of insurance company
RELEEE.
Palicy no,
REEIREE ¢

Amount recoverable
HEEEE .

DENT /7 SICKNES
kness

" Description of accident / sic
IR

amfopl T

BRAE

Date cf accident / sickness Date of admission Date of discharge

BT RA / / Al EE f / HEE R ! /

Has the helper ever suffered from this or similar condition or a recurence of a pravious injury or liness? NO &

REEHE LEOLIER  AEE/ HERY YES 2 (Please give details fEEEil)

Disease / hjury Date

i RS FiHg: / /
Attending docior’s name and addross

R E T

Type of Benefits Per Day (HK$) Total {HK$) Office Use Only
bzl HE (BR) HBiE (8x) fRBLEEE

Ciinical expenses

feRER

Bonesetter / physictherapist expenses

{first treatment is received from registered doctor)
Wi/ WERBER (WchRmitEnERM)
Room, board & miscellzneous hospital charges
EEEBREE

Surgical fee

Fily

Anaesthelist's fee

HELTE

Cperaling theatre

Cthers {please specily)

Hih (REETER)

| declare that ll particdlars - sers g bsve t:!ie the't o koi ad b(if. A
FABRRES AR RERBERE —TRENERERYE -
Signature of the insured Si%%ature of heiper

: ZmEE

RPE

Date
{Please sign with company chop, if incorporated M2 BIRERD HE / /



sf623
新建印章


[ hereby agree and authorise any Dector, Haspital, Clinic, Insurance Company or organisation who has been or may hereafter be consuited o disclose fo
QBE Hongkong & Shanghai Insurance Lid. any and all information concerning my medical history for the purpose of assessment of an insurance claim,
such autharisation 1o survive me in so far as legally possible. A photocopy of this authorisation shall be as valid as the orginal.

FEABEREAES  BE B RELRSESEMSRRAAEER  2E - REEEN  BERERRSTETHERERARIE - MESEF
AMRBRE - mpe U REEETA BWENRLN - HERRNE N R TARREY -

Signature of helper

BREHE

Date
SE N / /

BEERE FEALEREET

Narme of patient:

Date of admission: / / Date of discharge: ; / Diagnosis: / /

Narne of hospitai:

The first date and subsequent dates of your treatment of this illness

The last date of your treatment for this illness

According 1o the patient, how fong had he / she been experiencing these symptoms before the first date of your treatment for the above lliness?

Was the patient referred 1o you by ancther doctor? ] YES [} NO
I “Yas", please give name(s) and address{es) of the doctor(s).

Are there any of the conditions treated due to pregnancy?  [] YES [] NO
If “Yes", please advise the commencement date of pregnancy

Details of Traatment / Operation

Date performed: / / Name of surgeon:

To the best ¢f your knowledge, has the patient previously been treated or hospitalized for this or any other diserder? [} YES [ NO
If “Yes", please give details.
Date Disease / Disorder Details of reatment / hospitalization Doctor's / hospital’s name

<
m
w

Are conditions due to or associated with the following:

i, drug addition or aleohotism?

ii. AIDS, venereal disease, sexually transmitted disease?
fil.  inferfility or sterilization?

v. cosmetic or plastic surgery?

v. mental or nervous disorder?

vi. cohgenital deformities or anemalies?

vit, suicide, insanity or self-infliction?

viil. heart disease?

tooranoos
OOoOoooonnma

ix. cancer?
Name of attending physician Signature of attending physician
Caaiifications Date: { /

PERSONAL INFORMATION COLLECTION STATEMENT RESARNES

The mformation you provide 1o us 15 coliected to enable us to carry on insurance business and may be used for the purpose of any insurance of financial related product or
service or any atarations, variations, canceliation of renewai of such product or service; any ciaim or investigation or analysis of such olaim; and exercising any right of subrogation,
arxi may be fransterrad 1o 1) any refated company OF any other company carrying on insurance or reinsurance related business or an intermediary or a tlalms or investigation or
other service provider providing services refevant to insurancs business for any of the above of related purposes; 2) any asseciation, federation or similar organization of insurance
companies {"Federation”) that exists of is formed from time to time for any of the above or related purposes or to enable the Federation to carry outits reguiatory functions or such
other functions that may be assigned to the Federation from time 10 time ‘and are reasonably required in the interest of the insurance industry or any memberl(s) of the Federation,
and 3} any members of the Federation by the Federation for any of the abave or related purposes. Moreover, we are hereby authorized to oblain access to and/ot to verify any of
yaur data with the information cofietted by the Federation from fie insurance ingdustry, You have the right o obtain accass to and to request correction of any personad information
concerning yourself heid by us. Requests for such access can be made in writing to the Generai Administration Officer, QBE Hongkong & Shanghal Insurance Limited, 17/F,
Warwick House, West Wing, Taikeo Place, 879 King's fload, Quarry Bay, Hong Kong (Telephone: 2877 8488, Fax: 3607 0300)
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