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њӪ᜿ཆՔᇣ؍䲙㍒䎄⭣䈧Җ 
Personal Accident Insurance Claim Form 
 
ᡰᴹ䰞仈൷享⭡㻛؍䲙Ӫ/㍒䎄⭣䈧Ӫᆼޘഎㆄ     ؍অਧ⸱ 

All questions must be answered by Insured/ applicant                         Policy No.________________________________________ 

 

                                                         

 

 

ᣕṸӪ˖                                     㚄㌫⭥䈍˖                                    ⭥ᆀ䛞Ԧ˖ 
________________                            

Informant                                     Tel. no.                                         Mail˖ 

㻛؍䲙Ӫဃ਽㤡᮷/ѝ᮷                                                                                               

ᒤ喴 
Name of Insured in full (English/Chinese)                                                                              

Age________________             

                                         

                                    অᤱᴹӪ㤡᮷/ѝ᮷؍

Name of Policy Holder in full (English/Chinese)_____________________________________________________________________      

㻛؍䲙Ӫൠ൰                                                           䛞᭯㕆⸱                         
Address of Insured______________________________________________________________ Postal code_______________________ 

㚄㔌⭥䈍(ᰕ䰤പᇊ⭥䈍)                                   㚄㔌⭥䈍(᡻ᵪ) 

Tel. no. (Daytime) ____________________________________________Mobile____________________________________________ 

㙼ъ˄䈧䈖䘠˅                      䓛ԭ䇱ਧ⸱ 
Occupation (describe fully)_______________________________________Identity Card No.___________________________________              

      

     

(㤕㍒䎄⭣䈧ӪѪ㻛؍䲙ӪᵜӪ㤕㍒䎄⭣䈧ӪѪ㻛؍䲙ӪᵜӪ㤕㍒䎄⭣䈧ӪѪ㻛؍䲙ӪᵜӪ㤕㍒䎄⭣䈧ӪѪ㻛؍䲙ӪᵜӪˈ̍̍̍ᰐ䴰ປ߉↔ḿᰐ䴰ປ߉↔ḿᰐ䴰ປ߉↔ḿᰐ䴰ປ߉↔ḿ If the applicant is the insured, this part can be ignored ) 

㍒䎄⭣䈧Ӫဃ਽㤡᮷/ѝ᮷                                                      ᒤ喴                                              

Name of the applicant in full (English/Chinese)____________________________________________Age______________________  

㍒䎄⭣䈧Ӫൠ൰          䛞᭯㕆⸱ 
Add_________________________________________________________________________Postal code_________________________ 

㚄㔌⭥䈍(ᰕ䰤പᇊ⭥䈍) 㚄㔌⭥䈍(᡻ᵪ) 

Tel. no. (Daytime)_____________________________________________Mobile____________________________________________  

о㻛؍䲙Ӫޣ㌫               䓛ԭ䇱ਧ⸱ 
Relationship to the insured________________________________________Identity Card No.__________________________________ 

                                                                                                                                                                                                                     

 

  ________________________________䲙ᵏ䰤⭡(The insurance period is from)____________________________________㠣(to)؍

㍒䎄㊫࡛ 1. ५⯇䍩⭘           2.  ᜿ཆ䓛᭵                      3. ᜿ཆՔ↻ 

Claim Item   Medical Expenses                 Accident Death                      Accidental Dismemberment                                                  

 

4. ᜿ཆտ䲒⍕䍤 (Პ䙊⯵ᡯ)    5. ᜿ཆտ䲒⍕䍤 (䟽⯷ⴁᣔ⯵ᡯ)      6. ަᆳ______________ 

         Accidental Hospital Cash (GW)      Accidental Hospital Cash (ICU)          Others 

             

  

᜿ཆ൘օᰦօൠਁ⭏When and where did the accident occur? 

(a) Date ᰕᵏ_______________________________________(b) Time ᰦ䰤_____________________________________________  

 

(c) Place ൠ⛩________________________________________________________________________________________________ 

䈧䈖䘠᜿ཆһ᭵ਁ⭏㓿䗷 
How did the accident occur? (Please state fully)____________________________________________________________________ 

             

㍒䎄䠁仍 Claim amount :_________________________________________________________________________________________ 

 

ᱟ੖ᐢੁަᆳ؍䲙ᵪᶴ㍒䎄˛  
Have you submitted the claim to other insurer?  

 ੖ No   
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 ᱟ Yes              ؍অਧ⸱ Policy no.         ؍䲙ޜਨ਽〠  Name of insurance company 

    ____________________ _______________________________________ 

____________________ _______________________________________ 

 

 

ྲ㍒䎄㊫࡛ѪӪ䓛᜿ཆྲ㍒䎄㊫࡛ѪӪ䓛᜿ཆྲ㍒䎄㊫࡛ѪӪ䓛᜿ཆྲ㍒䎄㊫࡛ѪӪ䓛᜿ཆ/५⯇䍩⭘५⯇䍩⭘५⯇䍩⭘५⯇䍩⭘ˈ̍̍̍享ປ࿕↔䜘ԭ享ປ࿕↔䜘ԭ享ປ࿕↔䜘ԭ享ປ࿕↔䜘ԭǄǄǄǄ 

If claim is for personal accident/medical expenses, must complete this part. 
 

䇺⋫ᰕᵏ 
Date 

ቡ䇺৏ഐ 
Diagnosis 

ቡ䇺५⭏ 
Name of physician 

ቡ䇺५䲒 
Hospital 

ਁ⾘ᮠ䟿 
Pieces of invoice 

ਁ⭏䠁仍 
Amount 

      

      

      

      

      

      

      

      

 

ྲ᷌Ѫຳཆਁ⭏᜿ཆՔᇣˈᱟ੖എഭ㔗㔝ቡ䇺?If the accident is happen, do you need to follow up treatment/consultation after coming 

back to China? 

 ੖ No   

 

 ᱟ Yes                   ५䲒਽〠 Hospital  name           ѫ㾱⋫⯇ᯩᔿ  Name of main treatment 

    ____________________ _______________________________________  

    ____________________ _______________________________________  
 

 

㻛؍䲙Ӫ㻛؍䲙Ӫ㻛؍䲙Ӫ㻛؍䲙Ӫ䍖ᡧؑ᚟䍖ᡧؑ᚟䍖ᡧؑ᚟䍖ᡧؑ᚟ǄǄǄǄ 
Bank Details.  
 

ᔰᡧ਽˖                                            䍖ਧ˖ 
Account name:                                        Account number: 

ᔰᡧ䬦㹼˖                                           ᔰᡧ㹼ൠ൰˖    
Bank:                                               Bank address:  

 

༠᰾৺ᦸᵳҖ༠᰾৺ᦸᵳҖ༠᰾৺ᦸᵳҖ༠᰾৺ᦸᵳҖ ˖̟̟̟ 
Declaration and  Authorization: 

 

1.ᵜӪ൘↔䟽⭣ԕкᡰ䘠һᇎ߶⺞ᰐ䈟фᵜӪሩᴹޣ↔亩㾱≲䎄گһԦᒦᵚ؍⮉ԫօ䟽㾱䍴ᯉǄ 

I hereby warrant that the above statements and facts are true, and that I have not withheld from the Company any material 

information connected with this claim. 

 

2.ᵜӪ/ᵜޜਨ൘↔༠᰾৺਼᜿⭡㣿哾ц䍒ӗ؍䲙˄ѝഭ˅ᴹ䲀ޜਨ(ԕлㆰ〠㣿哾ц)ᡰ᭦䳶ᡆᤱᴹⲴњӪ䍴ᯉˈवᤜ䱴൘↔㍒䎄⭣

䈧Җਾᡆԕަᆳᯩᔿ㧧ਆⲴ䍴ᯉˈ൷ਟ׋㣿哾ц֯⭘ᡆੁ൘ѝഭຳ޵ᡆຳཆѻԫօӪᡆᵪᶴᣛ䵢֌ԕл⭘䙄˖(1)䇴ՠ↔亩⭣䈧ˈ(2)

ᨀ؍׋䲙৺ᇒᡧᴽ(3)ˈ࣑༴⨶؍䲙Ⲵ㍒䎄ᡆᴹޣѻ᷀࠶ Ǆ 

I/We further hereby declare and agree that the personal information collected or held by Zurich Insurance Company (the 

“Zurich”), whether contained in this accident report form or otherwise obtained, may be used by Zurich or disclosed to any 

individual or organization within or outside China for the following purposes: (1) to assess and process this application, (2) to 

provide insurance and customers services, (3) to conduct insurance claims or analysis. 

 

 

 

___________________________________         ________________________________________________        

_________________ 

Signature of Policy Holder ؍অᤱᴹӪㆮㄐ      Signature of insured/applicant  㻛؍䲙Ӫ/㍒䎄⭣䈧Ӫㆮᆇ    Date ᰕᵏ 
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㍒䎄㍒䎄㍒䎄㍒䎄᮷Ԧ᮷Ԧ᮷Ԧ᮷Ԧ 
䈧ປ࿕㍒䎄⭣䈧ҖᒦᨀӔԕлᡰ䴰䇱᰾᮷Ԧ(↓ᵜ)ᇴഎᵜޜਨԕׯ༴⨶䰱лѻ䎄گ⭣䈧 

 
 
1. ᜿ཆ䓛᭵᜿ཆ䓛᭵᜿ཆ䓛᭵᜿ཆ䓛᭵  

• ㍒䎄⭣䈧Җ˗ 
 ˗䲙ਸ਼؍ •
• 㻛؍䲙ӪⲴ䓛ԭ䇱᰾᮷Ԧ˗; 

• ਇ⳺ӪⲴ䓛ԭ䇱᰾᮷Ԧ˗ 
• ५䲒ǃޜᆹ䜘䰘ᡆަԆ㣿哾ц䇔ਟⲴᵪᶴࠪާⲴ㻛؍䲙ӪⲴ↫ӑ䇱᰾ᡆ傼ቨᣕ੺৏Ԧ˗ 
• 㻛؍䲙ӪⲴᡧਓ⌘䬰䇱᰾ᡆަԆ⴨ޣ㊫լ䇱᰾˗ 

• 㣿哾цਸ⨶㾱≲ⲴަԆ䍴ᯉ.  
 

2. ᜿ཆՔ↻᜿ཆՔ↻᜿ཆՔ↻᜿ཆՔ↻   
• ㍒䎄⭣䈧Җ˗ 
 ˗䲙ਸ਼؍ •
• 㻛؍䲙ӪⲴ䓛ԭ䇱᰾᮷Ԧ˗ 
• 䇔ਟⲴ५⯇ᵪᶴᡆਨ⌅䢤ᇊᵪᶴࠪާⲴ㻛؍䲙ӪՔ↻〻ᓖ䢤ᇊҖ˗ 
• 㣿哾цਸ⨶㾱≲ⲴަԆ䍴ᯉ. 

 
3. ५⯇䍩⭘५⯇䍩⭘५⯇䍩⭘५⯇䍩⭘  

• ㍒䎄⭣䈧Җ˗ 
 ˗䲙ਸ਼؍ •
• 㻛؍䲙ӪⲴ䓛ԭ䇱᰾᮷Ԧ˗ 
• ⭡५䲒ࠪާⲴ䇺ᯝᣕ੺ǃ䰘䇺ᡆᙕ䇺⯵শǃտ䲒␵অ / ࠪ䲒ᣕ੺˄ྲտ䲒⋫⯇˅઼५⯇䍩⭘Ⲵ᭦ᦞ৏Ԧ˗ 

• 㣿哾цਸ⨶㾱≲ⲴަԆ䍴ᯉ. 
    

4. ᜿ཆտ䲒⍕䍤᜿ཆտ䲒⍕䍤᜿ཆտ䲒⍕䍤᜿ཆտ䲒⍕䍤 
• ㍒䎄⭣䈧Җ˗ 
 ˗䲙ਸ਼؍ •
• 㻛؍䲙ӪⲴ䓛ԭ䇱᰾᮷Ԧ˗ 

• ⭡५䲒ࠪާⲴ䇺ᯝᣕ੺ǃ䰘䇺ᡆᙕ䇺⯵শǃտ䲒␵অ / ࠪ䲒ᣕ੺˗ 

• 㣿哾цਸ⨶㾱≲ⲴަԆ䍴ᯉ. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

苏黎世苏黎世苏黎世苏黎世财产财产财产财产保险保险保险保险（（（（中国中国中国中国））））有限有限有限有限公司公司公司公司 

地址：中国（上海）自由贸易试验区世纪大道 100号环球金融中心 16 楼 T20 邮编 200120 

电话： 4006155156      传真：+86(21)20895599  
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Claim documentation 
Please complete and return this Claim Form together with the following document (original copy), if appropriate, for our handling: 

 
 
1. Accident Death 

• the claim form; 

• copy of insurance policy; 

• the identity document of the Insured Person; 

• the identity document of the beneficiary; 

• original death or post-mortem report of the Insured Person issued by Hospitals, public security agency or 

any institution otherwise recognized by Zurich; 

• proof of cancellation of residential registration or identity documents of the insured person; 

• Other documents as reasonably required by Zurich in relation to this claim. 

 

2. Accidental Dismemberment 

• the claim form; 

• copy of insurance policy; 

• the identity document of the Insured Person; 

• verification of the degree of disability of the Insured Person issued by a recognized medical organization or 

judicial verification agency; 

• Other documents as reasonably required by Zurich in relation to this claim. 

 

3. Medical Expenses 

• the claim form; 

• copy of insurance policy; 

• the identity document of the Insured Person; 

• diagnostic report, out-patient or emergency medical record, Original Hospital Record / Discharge Note (if 

hospitalized) and original receipts of medical expenses that are issued by Hospitals; 

• Other documents as reasonably required by Zurich in relation to this claim. 

 

4. Accidental Hospital Cash 

• the claim form; 

• copy of insurance policy; 

• the identity document of the Insured Person; 

• diagnostic report, out-patient or emergency medical record, Original Hospital Record / Discharge Note; 

• Other documents as reasonably required by Zurich in relation to this claim. 

 

 

 

 

 

 

 

 

 
Zurich General Insurance Company (China) Limited 

Address: T20, 16F, Shanghai World Financial Center, 100 Century Avenue, Shanghai Pilot Free Trade Zone 200120,PRC 

Tel: 4006155156                      Fax: +86(21)20895599               
 

 


