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

EIN BX R HLIE: HL I

Informant Tel. no. Mail:

NSNS 'S

GRS
Name of Insured in full (English/Chinese)
Age

IR R NS/

Name of Policy Holder in full (English/Chinese)

PR A Mt WS ECR

Address of Insured Postal code

12 WL vl (] [ H A ) REE HLTE (FAL)

Tel. no. (Daytime) Mobile

BE GEFERD SOriE- 55

Occupation (describe fully) Identity Card No.

(BHRWBEEFNAEFERALTAN, TFEESIA If the applicant is the insured, this part can be ignored )

EYRE YN EES VLIRS s

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

FG A A bk IS 5 i

Add Postal code

e AT () [ 52 L ) e i1 (FHL)

Tel. no. (Daytime) Mobile

S AR AR R FHIE S5

Relationship to the insured Identity Card No.

RIS HAME] 1 ( The insurance period is from) £ (to)

RKIEEH 1. OE# 2. O =45 3. O=sMr5%

Claim Item Medical Expenses Accident Death Accidental Dismemberment

4. CIAMERTEN  CE@m 5 ) 5. CIEsMERTEM (EREMTWE ) 6. (I¥eE
Accidental Hospital Cash (GW) Accidental Hospital Cash (ICU) Others

EANMEATE AT & 2 When and where did the accident occur?

(a) Date H#

(b) Time Hfd]

(c) Place Hhgi

R BN F R B2

How did the accident occur? (Please state fully)

R 44 Claim amount :

R O PRI U R ?

Have you submitted the claim to other insurer?

O % No

va



O 2 Yes fRH¥.S53 Policy no. R AT 4FK  Name of insurance company

MRERHANB BIMETT A, FURZ I .

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

21 H iz MizEA Mz ER KRR R
Date Diagnosis Name of physician Hospital Pieces of invoice Amount

IR AN R A B AMEE, RERIE S i2 ?1f the accident is happen, do you need to follow up treatment/consultation after coming
back to China?
O % No

[0 /& Yes ERE%H Hospital name FEIEIT . Name of main treatment

BRI 5B o

Bank Details.
VivaEZT ISR
Account name: Account number:
FF P ERAT FEP AT L
Bank: Bank address:

P R -

Declaration and Authorization:

1A NAE S E H DL b B 5 Sl J0 02 LA AT S LI SR s 32 A JF AR DR P AR AT SE 2 50K
| hereby warrant that the above statements and facts are true, and that | have not withheld from the Company any material

information connected with this claim.

2 AN /AR wITE SR I B R R e R AR U P O (D A BR A B (LUR FIFR R B ) BTl SR sl B0 N Bk, B4 B AE LR I o
AR B A e Ty AR BERE, S5 m 4 B A s v o o 455 P BRI AP AT AT N BRI IEE VR LU R I (1) PRI, (2)
FRALORKE S22 P UIRSS,  (3) AEBRLREG I RGBT K87«

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 {fEFiH A= Signature of insured/applicant  # LR A /2 65 B iE A\ 257 Date H Y
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1. B &
o RIEHIE
° f%@ﬁﬁ;

o BRI B OHERI SIS

o San NS IR SCA 5

o BEBE. R B AR R AR A AT AOTUR H R A RIS N B SE TR BT B 7 R A SR A
o BEORBSH 7 B AIE B B A AR S R ABIIE B 5

o B G PEEOR A HA BRL

2. BHMERR
o RIBHIE;
° f%@ﬁﬁ;
o BEAREE B 43 B SO A
o AR ST MU EIR] v e LA R R AR ORI A5 R 4 5 1
o JRELAM A BRI H AN TR

3. ETHH
o RIBHIE
° f%@ﬁﬁ;
o BEAREE I B 43 B SO A

71 R AR B

HIBEREtH ARk TTSEReH . (ERiE R /7 mBeiRs AnERiasT) MBS 2% RS 51

o REBATERIOIA R,

4. FHMEREEDS

o RIEHES:

* f%@ﬁﬁ;

o BORES IR B 3 UE W ST AF

o HERMERZERSE. TSRS Hh. ERiFE /7 Wk
o JRERA S PR HoAh TR

HEMUERE (PE) HRAF
ik RE (CEED BB SREGX L AE 100 SIHERE RO 16 7 T20 1% 200120
Hi%: 4006155156 fEH: +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
e the claim form;
e copy of insurance policy;
e 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;
e Other documents as reasonably required by Zurich in relation to this claim.

2. Accidental Dismemberment
e the claim form;
e 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;
e Other documents as reasonably required by Zurich in relation to this claim.

3. Medical Expenses
e the claim form;
e copy of insurance policy;
e 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;
e Other documents as reasonably required by Zurich in relation to this claim.

4. Accidental Hospital Cash
e the claim form;
e copy of insurance policy;
* the identity document of the Insured Person;
» diagnostic report, out-patient or emergency medical record, Original Hospital Record / Discharge Note;
e 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
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