515 R 2 i 1 2
Group Personal Accident Insurance 2550 442 [

Claim Form

JITA TR0 R RS20 ph A DR /2R D R N 8 & Tl 25 PREaS T

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

TRELFFA N FRIEL/ S
Name of Policy Holder in full (English/Chinese)

eI PSS LohE HLF R«

Informant Tel. no. Mail:

L YN S IL R RS

Name of Person(s) involved in the accident in full (English/Chinese) Age

R Y NIARE TN

Address of Person(s) involved in the accident

12 B 1 (H [) [ 7 HLT) 2% LG (FAL)

Tel. no. (Daytime) Mobile b G

) B E 15

Occupation (describe fully) Identity Card No.
1. REAMEATE A & A

When and where did the accident occur?

(a) Date H (b) Time 5[]

(c) Place i1 45
2. TR AN HOR AR T

How did the accident occur? (Please state fully)

3. ZAEBAL A
Part of body injured Nature of injury
05 hand 08l leg 015 sprain 07 # fracture 0%ef% burn
0 =k head 0 R eye 04154 contusion 0 %145 laceration
0 H'¥ others 0 H& others
(VLB please specify) (L EA please specify)
4. PR RGBT EIL? R/

After the sick leaves, do you need to attend follow up treatment/consultation: Yes/No
IR, RIS
If yes, when
5. kT AT B 56 4 B 52 0 T k4R TAR?

When do you anticipate being able to recover completely and resume your duties or attend to your business?

6. AR R E S R/ AR S

Give name and address of the Doctor who attended you / Hospital which you went immediately after the accident

7. XA YA 5 ) RG4S ORI R IS (R 5. BESTORBEEE) U0, iE TR ALORIG 2 =) /LAG £ R
Are you claiming under any other Policy or Policies / Social Insurance (including employees compensation, medical and group/employers
medical scheme) in respect of this Accident? If so, state name of Insurance Company or Companies

e NGEL R
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FOME ORGSO FRERIRE B . IR 4.

3. Wk ARRRb R A ks, fon e AR, asissemexst Z UURICH
VRO AER S5 R e [ELAR (6 A5 3 R A SRR A M 8 5t o A Ak
HEMRA TR T ARGl A M5 ST A T2, AN BRI B AT TR R e

20 AR W T S AC R O A AR S L, (SRR A S . TSR, S @

[RERHVERT ] BRERRRAREARRN, FHNEHEABEMF.

Signature of Policy Holder f#¥.5:5 A% %  Signature of Injured Person/ Applicant 15 /2% Hig N &+ Date H il

Highly Confidential \ Non Personal Data



Z

ZURICH

7R RS

R

IR R R SRR AZ LR BT R W SO (IEAR) A [ A 24 =) DAEAR B ) R 2 W62 F i

FET-fRE

e TR LR
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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. Death benefit

the claim form;

evidence that the person who suffered the Accident was an Insured Person at the time of the Accident;

the identity document of the Insured Person;

residential registration and identity document of the beneficiary;

death or post-mortem report of the Insured Person issued by Hospitals, public security agency or any institution
otherwise recognized by Zurich;

other additional information that Zurich may reasonably require.

2. Permanent disablement benefit

the claim form;

evidence that the person who suffered the Accident was an Insured Person at the time of the accident;

residential registration and 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 additional information that Zurich may reasonably require.

3. Medical expenses Benefits

the claim form;

evidence that the person who suffered the Accident was an Insured Person at the time of the Accident;
residential registration and the identify document of the Insured Person;

diagnostic report, out-patient or emergency medical record, Hospital discharge summary (if hospitalized) and
original receipts of medical expenses that are issued by Hospitals;

other additional information that Zurich may reasonably require.

4. Third Degree Burns Benefits

the claim form;

evidence that the person who suffered the Accident was an Insured Person at the time of the Accident;
residential registration and the identity document of the Insured Person;

verification of the degree of the burns injury issued by a recognized medical organization or judicial verification
agency;

other additional information that Zurich may reasonably require.

5. Daily Allowance Benefits

the claim form;

evidence that the person who suffered the Accident was an Insured Person at the time of the Accident;
residential registration and the identity document of the Insured Person;

Hospital bill that shows the name of the patient and the period of confinement;

other additional information that Zurich may reasonably require.

6. Claims service guarantee

Upon receipt of full claim document, settlement will be made within 10 days

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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