CHUBB GROUP OF INSURANCE COMPANIES
FEDERAL INSURANCE COMPANY

cCHUBE
Incorporated under the laws of Indiana, U.S.A., licensed to do business in the Hong Kong Special Administrative Region

Please complete and return the Claim Form together with the supporting documents to Ms Ice Ip of Aon Hong Kong Ltd.,
21/F Aon China Building, 29 Queen’s Road Central, Hong Kong. Telephone No: (852) 2861 6587, Fax No: (852) 2243 8514

GROUP PERSONAL INSURANCE CLAIM FORM

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 Aon (address as above) 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 #f) * &%F]
Name &/ Policy No. @Ba%?ﬂ%”r?ﬁ%
City University of Hong Kong (Non-Local Students) 93088143-GPA
Correspondence Address |74 - E-mail % BB Y -
Contact Person B’ﬁﬁéﬁk ~ Contact Tel. No. T;faag?ﬁ Facsimile No. & ﬁ'ﬂF

THE INSURED PERSON/CLAIMANT 5| * /2{#f * £%F

Name ## £, Relationship to Policyholder | Student/Coach No. Occupation %% | H.K. 1.D. Card No.
Tt F#EJ[*T 5k I S5 R
Residential Address 2! (= #41- Contact Tel. No. Tﬁ%é}?ﬁ E-mail F=f
i*’iil

If Insured Person/CIalmant is aged under 18, please specify < f{l * /28 ~ JiEso T ERl s o %rﬁggpzj :
Name of Payee [¥F * It £ Relation to Insured Person Z=#k il fig * F%f;&l'%?: :

CLAIM DETAILS (e

Date of Incident i[5 & V|11 Time a.m./p.m. Place of Incident {55 & ;I/’F”;é‘”i*’v%ﬁ
Exﬂjf'sﬂ R

Describe in detail how the incident happened ﬁ%]‘ TREH 3R ﬂﬂgl[ﬂﬂlj

Result of Incident i { #75f056 U Part(s) of body affected R/ HHTI Nature of Injury = {{+ ¥
O Injury =5

[] sickness %’ﬁ

[] Permanent Disability =< % {7
[ ] Death 3=d

Name of Witness 5 * #: ¢, | Address #uf- Contact Tel. No. it

HOSPITALIZATION / SURGERY EXPENSES CLAIM [k / ‘f‘w“ﬂ'“'ﬁs‘f?"

(Please fill in this part for hospitalization / surgery claim. PRSI * EEBE > FHERI=HE5T)
Symptoms and Diagnosis {5 JTE FY £ R R

Date of the symptom first appeared 1. iE ﬁJF— Date of first consultation for this condition or | Attending Physician = Z@#% :
R % 207 related illness |1+ 4§ < ’,“ﬁ‘rE'HF

Name of CIinic/HospitaI first attended Name of In-patient Hospital Date of Admission Date of Discharge
P S R AR (= e &7 CRRETR L1
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OTHER APPLICABLE INSURANCE H {97% | RifY & ¥ [&

Do you have any other insurance policies covering the loss or expenses incurred (e.g. Travel Insurance, Household Insurance)? If so,
please state: RFIERLH 5 (05 (5 (& A FHGIITHRERRIG, | W& 2 ) phat] ;
Name of Insurer Policy Number Claimed Item Claimed / Settled Amount
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CLAIMED ITEM, AMOUNT & SUPPORTING DOCUMENTS FHiZEIF | » & 487 Brg=pIfang

Claimed Item Supporting Documents Attached (Please W) Claimed

e B YR (7Y) Amount
R ERE

Medical Expenses [] Original Medical Expense Receipt(s) with diagnosis A3 B2 Bra ) -4

PR SRR R ] Original Medical Record or Discharge Summary issued by in-patient, out-patient or

emergency unit; FEERVM SRR LR T4
[] Original Medical Examlnatlon Report; FREE S fURTE ﬁﬁﬁ“%F (=%

In-hospital Services [] Original Medical Record from |n -patient/out- patlent/emergency units with attending
[ Bl v e doctor’s diagnosis A FEFY ~ R4 FW ol ORI 4

] Original Hospital Record / Dlscharge Summary S R B A

[ Original In-hospital Services Bills = [ g8/ = [ B4

_ ] Medical Examination Reports issued by the Hospital Fﬁﬁ%k‘&i'puﬁ*’r‘éﬂﬁﬁ igf,
Surgical Fees ] Sickness Certificate ‘«’ﬁ[ﬁiﬂﬂﬂ

= rJr‘ ld . . . .
- ”‘afﬁﬁlg [] Letter from employer stating that the insured person is under employment during the sick
leave period as a result of the injury and amount of the salary earned, if claiming loss of

income I RURIT - ﬁ%ﬁﬂﬁi P BENYEE - R o F ik BRI IR e

B%’?‘El"f/ %’:E—T
Accidental Disablement O Documentary proof certifying the claimant is suffering from permanent disability 5%
HgPRA T (B~ e BIRE Y
Accidental Death ] Death Certificate J=t P T-%
O Shf il & Fe ] Grant of Probate / Letters of Administration - #F72EH / & L)

[ Identity documents of the beneficiary and relationship proof J/F”Sflﬂea SRV (S A sk
A ,ﬂjﬁljd;l;g,'r S 0 IR0k~ rj,g[,*g i

All Claims L1 Police Report, if applicable %4+, 115"
F"’T?J?F\‘@-{" [] other documents in relation to this claim P TR R P AR

DECLARATION & AUTHORISATION EHEE| - 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. I/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 Companys Operations Services Manager at 2401, Harcourt House, 39 GIoucester Road Wanchai, Hong Kong
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A RE ) £ 2 ) A B R L&Eﬁﬁﬁ,\%«‘?ﬁqﬁp ﬁFEﬁE’HLU\éﬂ TETE*“?E L'Jﬁlﬁ_flﬁ“\ﬂﬂ’]A
2401 % -

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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Signature of Policyholder (Position, Department Signature of Insured Person /| Signature of Guardian (If Insured Person /
and with Company Chop, if applicable): & » & | Claimant: <l * /E{rg@j’ﬂlﬁ% MR Claimant is under the age of 18): it~ 5%
B JOAT 2 I g n) - CEpoipl » IR * iy 18 25)
Date:
FIHA Date: Date:
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