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FEDERAL INSURANCE COMPANY

cCHUBE
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2401, Harcourt House, 39 Gloucester Road, Wanchai, Hong Kong Tel: (852) 2861 3668 Fax: (852) 2861 2681
l%ﬁu»_ 4 Tﬂﬁ 1 39 %ﬁ&—k% 24 11 2401 % %ﬁ]?ﬂ% (852) 2861 3668 H{ﬁ.%—ﬁg (852) 2861 2681

ACCIDENT & HEALTH INSURANCE CLAIM FORM

g L e
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 Insured Person/Claimant and returned to our Claims Department together with the 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. Separate forms
must be used for different claimants.
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THE POLICYHOLDER #fi * Zvf]

Name ¢/ Policy No. i fa {15/
Correspondence Address 3] i i E-mail F2fisit-
Contact Person %t * Contact No. Fl Facsimile No. &0 £ B

THE INSURED PERSON/CLAIMANT =5 fl * /3 * 5%

Name It ¢, Relationship to Policyholder =il * %FA[’%T’: Occupation ¥% | Identity Card Number E’y;’?%ﬁﬂ%
Residential Address ! (= £y Contact No. 32;“53&%?—?, E-mail 7 GH By -

If Insured Person/CIalmant is aged under 18, please specify = fi * /Z{# *~ JpER- 7 ERl ) %ij— i
Name of Payee I3 ~ 1 € Relation to Insured Person =¥ i@ * %[«T :

CLAIM DETAILS ZfEigif

Date of Incident Hi {4 5 & 1 FI#Y Time a.m./p.m. Place of Incident Hi{F 3% & d/?fé*“’li*‘ﬂ%ﬁ
Eﬁ ftil e

Describe in detail how the incident happened %‘Fﬂ_ﬁ i FlfJ'F'LEdﬁL%i?%f_}

Result of Incident T AU Part(s) of body affected R fEHi Nature of Injury ~7 {5 {%+#F

O Injury 25

[ sickness ¥

[] Permanent Disability -« % {7

[] Death 3¢

Name of Witness 3 * 1= £, | Address i Contact Number %l

HOSPITALIZATION / SURGERY EXPENSES CLAIM % /[ = f&agYE [ZfEf

(Please fill in this part for hospitalization / surgery claim. PSEEYAIE ) 7 EBBE > IR )

Symptoms and Diagnosis [’Evﬁpfj FRHEIR

Date of the symptom first appeared Fﬁhﬁ— »,ﬁr]'?iﬂjb Date of first consultation for this condition or | Attending Physician = Z@E+ :
PRSI 2 29 related iliness 1%~ ip% Fri

Name of Clinic/Hospital first attended Name of In-patient Hospital Date of Admission Date of Discharge
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OTHER APPLICABLE INSURANCE H {57% | BifiY & ¥5{i &

Do you have any other insurance policies covering the loss or expenses incurred (e.g. Travel Insurance, Household Insurance)? If so,
please state: RLFIUTRLH 2 (U il A ISR, % 2 IR 2 e ) i
Name of Insurer Policy Number Claimed Item Claimed / Settled Amount

s (E i B BT A EE - ENCI e
g 5l i TR FEEED
fir b >~ il fi e 1 BT ELRD HKS

CLAIMED ITEM, AMOUNT & SUPPORTING DOCUMENTS FHiZFIF | » & 487 Brig=pIfang]

Claimed Item Supporting Documents Attached (Please W) Claimed
KA FERREEVE (i) o
kT EE
Medical Expenses ] Original Medical Expense Receipt(s) with diagnosis e TRk (N Els (sl e s
PR SRR R ] Original Medical Record or Discharge Summary issued by in-patient, out-patient or
emergency unit; IRV ~ A R R T
[] Original Medical Examlnatlon Report; @RS ummE ﬁE%F (I
In-hospital Services [] Original Medical Record from |n -patient/out- patlent/emergency units with attending
= B doctor's diagnosis I ~ IR E FW EAER ARG 1l
Surgical Fees ] Original Hospital Record / Dlscharge Summary S R B A
= ] R [J Original In-hospital Services Bills = [ =4 =45+
Daily Hospital Income [] Medical Examination Reports issued by the Hospital B[ 5! frurre ﬁ%g‘%
SR & E‘ﬁ [ Sickness Certificate «’ﬁ[ﬁiﬂﬂﬂ
[] Letter from employer stating that the insured person is under employment during the sick
Temporary Total leave period as a result of the injury and amount of the salary earned, if claiming loss of
Disablement income Y1l EUREIHE > SEFRH PN SELNV IR F o RO S R ISR IR 1
PR 2 R W & g f i
Accidental Disablement ] Documentary proof certifying the claimant is suffering from permanent disability 5z
HgPRA T (1~ < X BETRAVE Y 1
Accidental Death ] Death Certificate =t ZpHT-%
O Spf e & el ] Grant of Probate / Letters of Administration #5-3El R / H % Ef,i'j'
[] Identity documents of the beneficiary and relationship proof = J/FLSYINE = NHIGE e
Compassionate Death Al lﬂjﬁ'jd?}ill" Eo I RV - FTJITEI |
Benefit
Rlpged &
All Claims [1 Police Report, if applicable %, 11" |
e e fHf [J Other documents in relation to this claim 1 F47== 2 (M 1R 9 AR

DECLARATION & AUTHORISATION B 75> J2 4

The undersigned hereby declare that to the best of my/our knowledge and belief, the above statements and particulars are fully and truly made. |/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 I/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.
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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.
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[DEL RN IR @%,l iR REaC i ERN I SV NS vog 115 “*JF“ 1] M@J'ﬁ‘pk [l ISR F.llfF NE!“ e
Signature of Policyholder (Position, Department Signature of Insured Person [/ | Signature of Guardian (If Insured Person /
and with Company Chop, if applicable): #{ * 5§ | Claimant: o * /ﬁgi@j’ﬂl[ﬁ? A Claimant is under the age of 18): 7 * &'
HERA ?%BF'FJE}* HIg= I =) - Fom */?I%i“éffﬂlﬁ*? * % 18 %)
Date:
FIHA Date: Date:
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