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FH ALLIED OoR® s
4" " WOoORLD PERSONAL ACCIDENT INSURANCE CLAIM FORM
BABIIREEEE

NOTE: Please complete this form in block letters and submit it together with all relevant documents to
Claims Department at “Allied World Assurance Company, Ltd 22/F One Island East, Taikoo Place, 18 Westlands Road, Quarry Bay, Hong Kong”.

AEEEE: HHIEMEERE > HEARRESC - 2852 Alied World Assurance Company, Ltd TH I (REG A TR S1HEEET »
Ik R T AR OB T EE RS 18 SRS S 0224 o
Tel &ExE : +852 2968 3221 Fax {#E : +8522917 6179 Email &} : hk_claims@awac.com

Use separate sheet if not enough space on this form. We may request for further information for handling the claim application.

THAFAERBOAR > FHONGR - ANTIEREERREAGRBE L AR UGBS P -

Part | E—&4
Insured’s Information Z{x A &¥}

Name of Insured

ZIRASES

HKID No. Policy No.
ARG RS IRESRS
Correspondence Address

pE RN A

Daytime Contact No. Email

H i B RS BB
Name of Employer Present Business or Occupation
[y AR ZE%
Business Address

/NN

Benefits Claimed ZE{EIEH Please [ the appropriate box(es) kM B A7

Accidental Death or Permanent Total Disablement ES/NEL-Bik A BL2ERE

Loss of Limbs or Sight or Hearing or Speech P {55852k BB S P sk Ea L EREERE T
Major Burns REEE

Hospitalization Allowance {F:fE . &3ERE

Temporary Total Disablement 55852 £ EEHRE T

Medical Expenses B

Bonesetters’ Fee EtiTE

OOoooooo

Description of the Accident i zE{E

Date HH#A: Time HF: Location F7%k:

Circumstances {554k Hy4% .

Description of Injury Z{&&

Please indicate your current status. Fully recovered from this injury 524:FE{8 / Still under treatment ;&%
IS PRSI (Please delete the inappropriate one (%l s F%)

Currency/Claim Amount Z{& 48

(Please list items & indicate the amount of your
claim in details. sF4FIHZRE T AEREH)

Have you applied for claims in another insurance
company for this event/accident? If “Yes”, please

specify. FLELEAFESN » A E MR A ER
B2 "F , #E o EYIAREE
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Authorization and Declarations 571 5z 2EH

For the purpose of assessing my claim, | hereby authorize Allied World Assurance Company, Ltd or its authorized representative to
collect any and all information with respect to my loss, disability, medical history, police statement made and the like from any
hospital, physician, person, party and/or authority that has any records or is holding any information of me; and authorize any
hospital, physician, person, party and/or authority that has any records or is holding any information of me to disclose to Allied
World Assurance Company, Ltd or its authorized representative, any and all information with respect to my loss, disability, medical
history, police statement made and the like. A photocopy of this authorization shall have the same effect as the original.

| declare to the best of my knowledge and belief that the information given is true in every respect. | agree that any concealment or
incorrect statement in connection with this claim may result in legal liability and the policy shall become void.

ANGE L2 Allied World Assurance Company, Ltd tHHli frfg A IR A B sSHAAENE  EEMRFA AN Z AR HEER ISR - B4
AN~ ARAE - RISAER - RAUESATAARANZIER ~ 185 - W - DESUEMHEBIER - IR ARA A A ETRCHR e
PR R « B4 - Al BRI - R/EARIESS > 17 Allied World Assurance Company, Ltd (R A R S HR AR - f2EHME
EFTAABANZIEE ~ 865 ~ R - DRI ER - FRHEIE RS 2R - R EA KBRS RAFEER]

ARNGEIER > RBEANFRRIAE - ARERS DRSO ERmE L - A NWLEE > (S0 E SR SRR AR B S R

LSS

Signature of the Insured Z{f A\ %E

Date HH#

Please submit the following documents together with the form for more efficient processing of your claim.

REARERMBE RGN HE - R T XRRRERRE

Documents Required

Pt

Types of Benefits (&5

Accidental Death
EIMET

Loss of Limbs or Sight or
Hearing or speech
VU 5 s B Bk B i
ESIET:

Permanent Total
Disablement 7k A 524 {55%

Temporary Total
Disablement

e 2R ETETRES

Medical Expenses E5¢%s [

Bonesetters’ Fee

BRFTE

Hospitalization Allowance
BRIt

Death Certificate
SECRsIHE

Medical Report
B

Medical Certificate (Part
Il of the claim form)
BEGEN (REHFRN
FH0)

Original Medical Receipt
B BB IEAR

Police Report (if applicable)
IS ()

Original Medical
Certificate showing the
Period of Sick-Leave

B A R SR
&

Confirmation from
Employer stating the
Leave Period that
Insured has taken and
Monthly Salary g F 2% H
ZEHEHZ R ARRE
iz H R A %8

Original Receipts of
Travel Expenses and Air
Ticket JikfZE ] SR 2
WIBEA
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Personal Information Collection Statement

Purpose of Collection
Allied World Assurance Company, Ltd (“Allied World”) may collect and use your personal data to enable it to carry on its insurance business
and to serve the purposes of:
= Processing your insurance application;
Arranging a contract of insurance with you and administering the policy issued;
Claims handling, investigation and analysis;
Designing products and/or services for customers;
Promoting, improving and furthering the provision of products and/or services by Allied World and its group companies; and
Complying with any legal or regulatory requirements applicable to Allied World.
In general it is voluntary for you to provide Allied World with your personal data. However, if you do not provide sufficient information, Allied
World may not be able to provide insurance services to you.

Transferee
Data held by Allied World relating to you will be kept confidential but Allied World may, for the purposes set out above, transfer your personal
data to:
Allied World’s group companies;
Reinsurers;
intermediaries including insurance brokers and insurance agents;
claims investigators, loss adjusters and other professional advisors;
Allied World's other appointed service providers, including for the following services: telecommunications, information technology,
administration, data processing, payment processing, emergency assistance, legal, and medical;
any insurance industry association or federation and their respective members; and
any other person necessary to comply with applicable legal or regulatory requirements, or orders of competent authorities,
in each case both within and outside of the Hong Kong Special Administrative Region.

Marketing and Promotion

Treating you as a valued customer, Allied World and its group companies may use the personal data, including name and contact details,
collected from you for the purposes of direct marketing of Allied World and its group companies’ general insurance products, services or offers
and for sending you the promotional materials or updates of such products, services or offers when they become available.

Allied World may not use your personal data for direct marketing if you have indicated objection to such use by ticking the box next to the
statement above the proposer’s signature block in the proposal form. You may also, at any time, request Allied World to cease the use of your
personal data for direct marketing purposes, by informing Allied World’s Compliance Officer at the contacts set out below.

Access Requests and Corrections

You have the right to obtain access to and to request correction of any personal information concerning yourself held by Allied World. Requests
can be made to the Compliance Officer of Allied World Assurance Company, Ltd by mail to 22/F One Island East, Taikoo Place, 18 Westlands
Road, Quarry Bay, Hong Kong or fax to +852 2968 5111, or email to hkcompliance@awac.com.
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Allied World Assurance Company, Ltd HEHEAEEAT]

(incorporated in Bermuda with limited liability) SP-BG0717CF
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Part Il %=

Medical Certificate (To be completed by the attending physician/surgeon at the claimant's own expenses)

EREEN] (HERBAHES - RS HHREABTRE)

Full name of patient (please fill in English BLOCK letters) and
HKID number

WAt (FLUHESCOEMSER ) KEES (89S

Date of Accident
E4YMHEH (DDH/MMA/YYEE)

Upon what date did you first examine the patient after the
accident described herein?

Pr BAES N AR o BT IR AR B AR ?

To your knowledge, what was the cause of the injuries?
BT SRR E2E5?

Regions injured (If a limb, state right or left)
Z AL (S » SRITAEE)

Nature and extent of injuries

T R HAR

Is the patient’s condition solely due to the accident herein?

RIS LR A M — BRSPS [EE?

Yes® O No & [ If no, state other cause

A s AR

From what injuries or illnesses is the Patient now suffering?

HAERI G E S

Did injury required {EEA 2R ET
a. Hospitalization? {3:[5E?

b. X-rays? X3t:?

Date admitted A5 HHH
a. Yes 2 [ No & [

Date discharged Hif H A

if yes, please give details) =4 - sHafil:
(ify g

b. Yes & [ No & [

c. Special diagnostic procedures? 5 FIz2EHIE? c. Yes &[] No % [

d. Surgery? F1fi? d. Yes &[] No & [
Has any circumstance, irrespective of the accidental injuries, Yes® [ No#& O

such as cardiac affection, gout, rheumatism, paralysis, disease or
otherwise, tended to produce or prolong disablement?
BRUA BRGS0 - A HAEE - B0 OB - R
PRI~ RS HA PRI T RE S R R HAG RN ] 2

If yes, please give particulars?57 - #hsfil

If the patient was referred by another doctor, please provide the
referring doctor’'s name and address.

A N Ry LA S E > SE PR AL A A RO

Are you the patient’s usual physician? {RE&HK AEE 2824 ?

Yes & [ No & [

| hereby certify that all information given above is accurate and true to the best of my knowledge.

A ANGEIH BT ERHRIS A A FTAT S R IERfEfETE -

Signature and chop of attending physician/surgeon I 2884 %8 52

Address and telephone no. il K 4% 28 S

Date HHf
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