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Place of incident
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Description of incident
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Have you reported the incident to police?
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If “Yes”, state the name of Police Station and the police report

no.
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policies in respect of this incident?
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policies numbers and details of benefits.

Is the Insured Person entitled to claim under any other insurance a.
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If “Yes”, state the name of insurance company(ies), respective b.
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Has the Insured Person ever sustained losses of similar nature?
L3R FIEAREE R el A

If “Yes”, state details and date(s) of incident(s).
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b. A1

If “Yes” state details.
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Have you ever made any claim under other insurance policy(ies)? a.
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[] Yes
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SR IER PR R EEENE  Please choose Section(s) you are claiming for and complete the chosen Section(s).

O 1. ABESh Personal Accident [ 5. EABR KB4 Personal Money and Travel Document
O 2. S5 R HfthE A Medical and Other Expenses O 6. BAEE Personal Liability
O 3. AAFENY Baggage and Personal Effects O 7. 7E8ER Travel Delay

[ 4. {75 Baggage Delay O 8. BUNTE | T2 Cancellation of Trip / Curtailment of Trip
1. ABZE4F Personal Accident
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Name of Beneficiary Relationship with the Insured Person Contact Tel No.
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Identity Card No. Sex Date of Birth DD MM YY Occupation
ik EE
Add1css E-mail
FHIEHCARERL - MEBERE - BAMNRE - BT HE o M2 ATRBEENE > SR AN ARTE R ARSI S -

Please provide relevant supporting documents, such as Medlcal Report Accident Report, Police Report, Certificate of Death, etc. If the beneficiary is/are minors (persons aged under 18), please give
particulars of the official administrator(s) and provide copies of the documentation authorizing that person to act in this capacity.




2. BYR K HAME R Medical and Other Expenses

it | 2B AR FirEsz 2 a5 RIESHH GIHEHED)
Diagnosis / Nature and extent of injury Treatment received Claimable amount (state currency)

IR IR IEA (FIBI2G 0 - B R BRI ) -

Please provide relevant original medical receipt (showing the date of consultation, diagnosis and breakdown of charges).

3. TERE A Baggage and Personal Effects

PR EDR (B SAR ~ BI5E K 7E mdmR) S A JEE R fE RIEEH
Full description of items (including brand name, model and serial no.) Date of Purchase Purchase Price Claimable amount

SEIE VRIS IEAE RS B R AR - AIfZE A S VRIS ~ BT RV SRR R R AL -

Please provide relevant original supporting documents to prove the loss or damage, such as Airlines Irregularity Report, Police Report, Purchase Receipt or Warranties of the items claimed.

4. f7Z=3EER Baggage Delay

FEZREA  Reason for Delay FEZR/NEF Hours Delayed
DA R EN Gt AR AT R RESH
Full description of essential items Claimable amount Full description of essential items Claimable amount

SHTRALARANTZE A B3 HAVIE RS B S B R O T Y BB IEAS -
Please provide supporting document from the relevant Airlines proving the delay and all original purchase invoices of essential items.

5. {E A $884 528 Personal Money and Travel Document
BEEE AERS  FIHEE) Items lost (for cash, state currency)
HIRECE ST EAR AR B R IR - 2 AT S HRIRA RS - EHEEE -

Please provide relevant original supporting documents to prove the loss, such as Airlines Irregularity Report, Police Report, etc.

6. fEAZEE Personal Liability
ZE N4 Name of Claimant FiE Age MR Sex I#=£ Occupation fr4%EEEL  Contact Tel. No.

iyl Address

ZAGHIMEE R FERE Nature and extent of injury PR K A2 TEFERE  Description of property and extent of damage  ZZ{#<%8 Claimable amount
TR BTRE = EREE? & = wE o ERIAES
Have you in any way admitted liability to the claimant? [] No [] Yes If “Yes”, state details

7. {TREHEER Travel Delay
Pif#4meR Flight No. & HHH Departure Date  H{2&H%[E] Departure Time  Hi&&3h %L Departure Place  H Ayt Destination

JHEFZ Original schedule
FESRHEZT Delayed schedule

JEZRF R Reason for Delay JEZ5/NEF Hours Delayed
FEHRHEA RS IEA SRR S ARl (R R A - B - R T A EIERITH S -
Please provide relevant original supporting documents to certify time delayed, such as Boarding Pass, air ticket or certificate issued by the Airlines or Travel Agents, etc.

8. BUN{THE / #5448 Cancellation of Trip / Curtailment of Trip

HUMEHEREI TR KRG
Cause of cancellation or curtailment of trip Claimable amount

SHPEICA RS IEATE AR s BB HOR R BN 2R - AN ~ SR - BB IEAE RRITH ZsE &S -
Please provide relevant original supporting documents to certify non-refundable expenses and incident of claim, such as Medical Report, Certificate of Death, original receipts of travel tour,
certificate of traveling agents, etc.

RSO R, - BEEHE  Claim Payment Method: Auto-pay
A F A 38 T HK $10,000.0020 2L R AYHEEEK (For settlement amount below HK$10,000.00 only)

SEATEEY AN - “v" Please tick the appropriate box:
[ AAREZE DL ESHEIE 7205 - 1 do not agree that the claim payment be made by auto-pay.

O] RAFEZE DL EEEE T 3O WHEHELIT &R - 1 agree that the claim payment be made by auto-pay and provide the following information:
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Name of Bank Bank Account No.

FOFFA AR HELZ (7 N AR
Name of Account Holder (Must be same as Insured)
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Declaration and Authorization
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| declare that the above information is complete and true to the best of my knowledge and belief and | have not withheld any material information connected with this claim.

I understand that the information | provide to Bank of China Group Insurance Company Limited ("the Company") is collected to enable the Company to carry on insurance business and may be
used for the purpose of:

0] processing and evaluating my insurance application and any future insurance application I may make;
(i) administering my insurance policy and providing services in relation to my insurance policy;

(iii) analysis or investigating, processing and paying claims made under my insurance policy;

(iv) invoicing and collecting premiums and outstanding amounts from me;

(v) any alterations, variations, cancellation or renewal of any insurance related product or service;

(vi) contacting me for any of the above purposes;

(vii) exercising any right of subrogation;

(viii)  other ancillary purposes which are directly related to the above purposes; and
(ix) complying with applicable laws, regulations or any industry codes or guidelines.

The Company may disclose my personal data for the above purposes to the following classes of transferees:

(a) third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other services which assist the Company to carry out the
above purposes (including medical service providers, emergency assistance service providers, telemarketers, mailing houses, IT service providers and data processors);

(b) in the event of a claim, loss adjudicators, claims investigators and medical advisors;

(©) in the event of default, debt collectors and recovery agents;

(d) insurance reference bureaus or credit reference bureaus;

(e) reinsurers and reinsurance brokers;

(U] my insurance broker (if I have one);

(9) the Company’s legal and professional advisors;

(h) the Company’s related companies (as that term is defined in the Companies Ordinance);

(i) any association, federation or similar organization of insurance companies (“Federation™) and its members that exists or is formed from time to time for any of the above or related

purposes or to enable the Federation to carry out its regulatory functions or such other functions that may be assigned to the Federation from time to time and are reasonably required
in the interest of the insurance industry or any member(s) of the Federation;

) any member(s) of the "Federation™ by the "Federation" for any of the above or related purposes;

(k) any related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service provider providing
services relevant to insurance business for any of the above or related purposes;

0] the Insurance Claims Complaints Bureau and similar industry bodies; and

(m) government agencies and authorities as required or permitted by law.
The Company is hereby authorized to obtain access to and/or to verify any of my data with the information collected by the Federation from the insurance industry.
Moreover, the Company may also use and disclose my personal data otherwise with my consent.

I have the right to obtain access to and to request correction of any personal information concerning myself held by the Company. Requests for such access can be made to the Company’s Legal
and Compliance Department (Tel: 2867 0888 / Fax: 3906 9939).
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Signature of Claimant / Insured Person Signature of Insured (with company chop if applicable)
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