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Sun Flower Insurance Brokers Limited
Room 1108, Hing Yip Commercial Centre

282 Des Voeux Road Central, Hong Kong

Tel: (852) 2521-1881  Fax: (852) 2521-1919
Web: www.sunflowervip.com www.sunflowermpf.com

CHUBB GROUP OF INSURANCE COMPANIES
FEDERAL INSURANCE COMPANY

cCHUBE
Incorporated under the laws of Indiana, U.S.A., licensed to do business in the Hong Kong Special Administrative Region

2401, Harcourt House, 39 Gloucester Road, Wanchai, Hong Kong Tel: (852) 2861 3668 Fax: (852) 2861 2681

FHRITSCE TR 39 WM 2445 2401 % UK (852) 28613668 (Ui b (852) 2861 2681

TRAVEL INSURANCE CLAIM FORM

This form is issued without admission of liability on the part of Federal Insurance Company and must be completed as truthfully and accurately
by the Policyholder and/or the Insured Person/Claimant and returned to our Claims Department together with the FULL supporting documents
within 30 days after the occurrence of the claimed condition. Further information/documents may be requested depending on the nature and
extent of the claim. The submission of an incomplete form or insufficient information or supporting documents may delay the processing or
result in the denial of your claim. Separate forms must be used for different claimants.

THE POLICYHOLDER / THE INSURED PERSON (REQUIRED)

Policyholder/Employer Policy No.

Insured Person/Employee Occupation/Position Identity Card Number
Residential Address Contact No. E-mail
Stationed City/Country (if applicable) Home & Residing Country Date of Posting

Claimant (if not Insured Person) Relationship to Insured Person Identity Card Number

TRAVEL DETAILS (REQUIRED)

Purpose of Trip [0 Business [] Others, please specify: Duration of Trip
) From To
[] Personal Vacation
Departure Airport Carrier/Flight No. Date & Time
Transit Airport, if any Carrier/Flight No. Date & Time
Arrival Airport Carrier/Flight No. Date & Time

Documents attached:
[ Travel itinerary / e-ticket / boarding pass

MEDICAL EXPENSE REIMBURSEMENT / HOSPITAL INCOME / LOSS OF INCOME

Date, Time & Place of Injury/Sickness Nature of Injury / Diagnosis of Sickness Claimed Amount (Specify currency)

Injury — how did the accident occur?
Sickness — when did the symptom(s) first appear?

Name and address of the attending doctor

If hospitalized, please state the name and address of the hospital. Hospitalized From To

Name and contact number of witness(es), if any.

Documents attached:
“  Medical Expense Reimbursement
[0 Original hospital/medical bill(s)/receipt(s)/medical report(s) certified by a Qualified Medical Practitioner stating the diagnosis and date of the Injury/Sickness.
3 Hospital Income/Loss of Income
Medical certificate from a Qualified Medical Practitioner certifying the number of days of hospitalization
[0 Hospital Discharge Summary
[ Loss of Income claim — Letter from Employer stating that the insured person is under employment during sick leave period as a result of the Injury/Sickness and the
amount of the salary earned.
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LOSS OF BAGGAGE, TRAVEL DOCUMENTS AND PERSONAL MONEY

Date, Time & Place of Loss/Damage Contact Information of the reported police station/common carrier/hotel, etc.

State how the Loss/Damage occurred or discovered (e.g. where the property was placed and where, when and how the loss was
discovered).

Particulars of Items Claimed:

Lost /Damaged Items Date when Lost/ | Original Purchase Replacement / Repair Cost
Damaged Items Value (specify (specify currency)
Purchased currency)

Documents attached:

Original loss/damage report(s) issued by the relevant authorities or organizations (e.g. police, airline, hotel, etc.);
Photos showing the extent of damage to the property, if applicable;

Purchase receipt, repair quotation, replacement invoice, etc. where applicable;

Compensation breakdown from other insurers/responsible parties (e.g. airline), if applicable.

Oood

JOURNEY CANCELLATION, CURTAILMENT AND RE-ROUTE

From Location Date To Location Date

Original Schedule

Curtailed / Cancelled /
Re-arranged Journey

Reason for Journey Cancellation/Curtailment/Re-route

If the Journey Curtailment/Cancellation is due to Death, Serious Injury or Sickness of the insured person/immediate Family Member/Close
Business Partner, please state clearly the following:
Full name of sick/injured/deceased person Relationship to the insured person

Diagnosis Amount Claimed:

Documents attached:
< Journey Cancellation and Curtailment
[0 Original receipt(s) showing any pre-paid costs or deposits made OR additional travel and/or accommodation expenses incurred after the commencement of the
insured Journey
[0 Original documentation issued by travel agent or common carrier confirming:
Ll Trip cancellation
. Non-refundable/refunded amount
O Medical certificate indicating diagnosis and reason that the insured person/immediate family member/close business partner is unfit for travel, if applicable.
[0 Death certificate, if applicable.
[0  Proof of relationship, if applicable.
<> Journey Re-route
[0  Original documentation/receipt(s) indicating the additional traveling expenses incurred after the commencement of the insured Journey outside Hong Kong.
[0 Documentation from common carrier or travel agent indicating the reason for travel re-route.
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TRAVEL DELAY AND BAGGAGE DELAY

Reason for Delay

Flight Delayed at Airport | Delayed Flight No. Date & Time
Missed Connection at Airport | Delayed Flight No. Date & Time
Baggage Delayed at Airport | Place of Receipt Date & Time
Emergency essential items purchased (if applicable) Date Purchased | Price Paid (specify currency) | Original Receipts (Y/N)

Documents attached:
[0 Documentation indicating the reason(s) for and the number of hours of delay (e.g. confirmation from common carrier/travel agent).

[0 Original receipt(s) for emergency purchase of essential items, if applicable.

PERSONAL ACCIDENT (FATAL / PERMANENT DISABILITY / BURNS BENEFIT)

Date, Time & Place of Accident

Describe how the accident occurred, and the injuries sustained.

Name and address of the attending doctor.

Permanent Disability (Degree & Extent), if applicable. Cause of Death, if applicable.

Name and contact number of witness(es), if any.

Documents attached:
O  Accident report(s) issued by relevant authorities/organizations (e.g. police, hotel, common carrier, activity organizer, etc.), if any.
[0 Original medical report stating the date of attendance and extent of injuries sustained as certified by a Qualified Medical Practitioner, if applicable.
[0 Copy of Death Certificate/Post Mortem Report, if applicable

CARE VISIT / STAFF REPLACEMENT
Name of Visiting Family Member / Replacement Staff Relationship to Insured Person

Duration of Visit From: To: Amount Claimed:

Documents attached:
[0  Proof of relationship
[  Original receipts of traveling and/or accommodation expenses incurred.

PERSONAL LIABILITY

Full description of the incident, including Date, Time & Place

Full name and contact of the Third Party Claimant Full name and contact of witness(es), if any.

Important:
«  Any lawsuit, demand, claim or proceeding of any types relating to the incident of which the Claimant becomes aware of, and received from the Third Party Claimant,
should be immediately forwarded to the Company.
«  No liability should be admitted or no settlement or promise of payment should be reached or made to the third party without the prior consent of the insurance company.
Documents attached:
[ Copy of incident report(s) from relevant parties (e.g. Police and other local authorities, Hotel, Sports Centre, etc.)
[ Claim letter and invoice.
[0 Other documents — please state:
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OTHER APPLICABLE INSURANCE (REQUIRED)

Do you have any other insurance policies covering the loss or expenses incurred (e.g. Travel Insurance, Household Insurance, Property
Insurance, etc.)? If so, please state:
Name of Insurer Policy Number
Claimed Item Claimed / Settled Amount
HK$

PAYEE NAME (Please complete if different from Insured Person)

If claim is admissible under the policy, the payment will be made to the Insured Person unless as stated below. Further proof might be
requested by the Company to confirm payee name:

Payee Name: Relation to Insured Person/Claimant Particulars of Claimed Item(s)
[J Insured Person / Claimant is aged under 18.

[0 Property owned by Policyholder/Employer.

[0 Expenses paid for by Policyholder/Employer.

[ Other Reason(s) — Please state:

DECLARATION & AUTHORISATION (REQUIRED)

The undersigned hereby declare that to the best of my/our knowledge and belief, the above statements and particulars are fully
and truly made. |I/We agree that any of my/our personal information collected or held by Federal Insurance Company
(“Company”) or its authorized representatives is provided and be held, used and disclosed by the Company to
individuals/organizations associated with the Company 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 the
Company may be unable to process the claims herein if l/we fail to provide any information requested in this Claim Form. The
undersigned further understand that I/'we have the right to obtain access to and to request correction of any personal
information held by the Company concerning me/us. Such request can be made to the Company’s Operations Services Manager
at 2401, Harcourt House, 39 Gloucester Road, Wanchai, Hong Kong.

The undersigned hereby irrevocably authorize any governmental or private organization / institution, insurance company or
individual that has any information, record or knowledge of the Insured Person’s health and medical history or any treatment,
advice, accident or loss details that has been or may hereafter be consulted, to disclose to Federal Insurance Company or its
authorized representatives such information. This authorization shall bind my / the Insured Person’s successors and assigns
and remain valid notwithstanding my / the Insured Person’s death or incapacity in so far as legally permissible. A photocopy of
this authorization shall be considered as effective and valid as the original.

Signature of Insured Person / Claimant: Name & Signature of Guardian
(If Insured Person / Claimant is under the age of 18):

Date: Date:
Name, Signature & Designation of Policyholder’'s Representative / HR Personnel (with company stamp)
Name: Policyholder Signature / Company Chop (if applicable)
Position:
Date:
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