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

WEA: IR AR L I

Informant Tel. no. Mail:

AN SINCER LIRS RS

Name of Insured in full (English/Chinese) Age

PRELER AT

Name of Policy Holder in full (English/Chinese) Pl Atk

R Sty Address of Insured Postal

code

1cE% v 1 (I TR) & 52 HL 1) B2 LG (FAL)

Tel. no. (Daytime) Mobile

Bk GEFERD SOriES S

Occupation (describe fully) Identity Card No.

CERBHFEANBEHEEAEN, TEHIES WA If the applicant is the insured, this part can be ignored )

TR I Nk 44 9 S0/ S Fie

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

I B A\ H B i 1L

Add Postal code

1% v 1 (I TR) 8] 52 HL 1) B2 LR (FAL)

Tel. no. (Daytime) Mobile
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Relationship to the insured Identity Card No.

56 39 18] H1(The insurance period is from) %(to)
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Claim Item  Medical Expenses Accident Death Accidental Dismemberment
4. I AMERG BN GEF i ) 5. C=AMERT N (Bl 6. OHE

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

EANMEATEHT LR 2E When and where did the accident occur?
(a) Date H# (b) Time I [i]

(c) Place i1 A5
W IR AR HOR 25

How did the accident occur? (Please state fully)

K44 Claim amount :

SR O H e IR B 2R I 2
Have you submitted the claim to other insurer?
[0 7% No

[ & Yes fRESHY Policy no. {2 7 4R Name of insurance company

MRERFAN G BINET R, FIRZIE

If claim is for personal accident/medical expenses, must complete this part.
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Date Diagnosis Name of physician Hospital Pieces of invoice Amount

WHABEANRAEBIMAE, &7 B E 44t 12 21f the accident is happen, do you need to follow up treatment/consultation after coming back
to China?
% No

[ & Yes ERi 4 FR Hospital name EHRIT /730 Name of main treatment

BREAKAEE.
Bank Details.

VAVREZE 5

Account name: Account number:
FFFHARAT : FF AT Hidk -

Bank: Bank address:

B RS

Declaration and Authorization:

EY L PNG LR

TV BT AR ORI CPED AIRAR (IR “OR8R MR E” ) RHL R EIRS < 2, 7R P ER . a6, EH. T,
Ry, ZARATA NS TR R4 . Al (AR BTIRAEE R . BRI ERAKE CDNESRIE) (M aik) S5k
FREIRE , ZE AN I DR R o B 7 il O 55 FR i B2, $ S AR B 1 ) P 5 O B JE N ) DR A7 A5 B e AR N AT 14T
(40061551561 BRI RL M A, A3, &), FIE, AAe MR LR AER, ZHRIGR A B EbE BB EA AR E N NG
SAEEE, FRESR IR b R AN A AE B AR N AT AR

2 ARG B VR AT O AR P ) 55 =5 IR A A GRS S B, HE ARG ANES . FHLSH. BOES SRR G 5 BRI 155
RIS R . SR AE SR H A B R IR BEA N 5 2 18] R ORI & [ T AR AR S ORI S L, AR BIG HR i A 4.

3. WA NEFRR I P E RS BT AR BTSN AEE, AN R R A AR . AR SRR R
PPN NG B EEIANNE B SLBURN AEE . IR b [E A NSRS A B SR AN N BT AR, AN S B AT R A

=3t

[RREHVERR] BERRBESRERRN, ENEHELENS.

Signature of Policy Holder ff#.5f A% %  Signature of insured/applicant # {6 N/& I HiE AZF  Date H#
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1. BihaH

RIEHE T

{REA [ 5

ARSI B R B SCA s

= ai N TET B IE B SC A

BERE 22300 B A 75 B2 A AT IR ALAA) L P e ORI BE T IE B B8 7 25 i A
B AR BSEN TR P YA 5 E B 3t A 2 2 ARLIE B 5

THELAH A BHELR A Hofh Bk

2RI I

TR IA 5

WEARESN B B 3 i W ST A 5

AT BT LA B3R ik 5 R AL L FR e ORI A B e P 2 i 45
S AR AN 5 BEDR Y H A R

3. BETRA
o RIEHIE;
° f%ﬁ{ﬁﬁﬁ:
o BRORRE IR B A3k B S
o BB ARIZWARSE . TTSEESH . ERBH R / mBeik s CERBeiRyT) BT 2 Rl JR 1
o JRERHS PR I HAh B}

EYLEITRLE

TR 7] 5

WEARESN B B 3 i W ST A 5

HIEE Rt B RS Wikt . TS sRs i (EREE 5/ i Bedh & 5

4. ROSMERREM
o JREH G PELR I HAl BORL

HEMETEHER (FE) ARAH
otk FE CE#D BB SIREX L KIE 100 SIHERERL 0 32 # T12, BiE%%: 200120
Hi%: 4006155156 13 +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;

o the identity document of the Insured Person;

e the identity document of the beneficiary;

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

e 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;
e the identity document of the Insured Person;
e 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;
e 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;
o the identity document of the Insured Person;
e 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: T12, 32F, Shanghai World Financial Center, 100 Century Avenue, Shanghai Pilot Free Trade Zone 200120,PRC
Tel: 4006155156 Fax: +86(21)20895599
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