A
4"/ " WOoORLD FAMILY PERSONAL ACCIDENT INSURANCE CLAIM FORM
A FAIRFAX Company %ﬁ@k%ﬁl\%{éﬂﬂ%%

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 Suite 2201, 22/F One Island East, Taikoo Place, 18 Westlands Road, Quarry Bay, Hong Kong”.

B A IEREE R » EEERIEEYSCM: » 2458 Allied World Assurance Company, Ltd tH I (RER AR, SRS -
btk S EUR AR TP EE ARG 18 SRS R0 22/412201 % -
Tel #ix% - +852 2968 3221 Fax {#E : +8522917 6179 Email Z %] © 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.

AR ABIER - BB IAE - AN FIEHZESREE AR T LB LR FRRE E 5 -
Part | E—Z%

Insured’s Information Z{& A &k}

Name of Insured Policy No.
ZRANEA PREESERS

Name of Claimant Email

ESCUNEA BT

HKID No. Daytime Contact No.
TS (RS H Pl &S BE SRS
Correspondence Address

PR UALR

Name of Employer Present Business or Occupation
1 £ 447 _ BRI SEHS

Business Address

WA E R

Benefits Claimed X{EJEH Please I the appropriate box(es) M BEHSZEFE

Accidental Death ZJFET"

Education Fund 3{5&&

Loss of Limbs or Sight or Hearing or Speech ;{5
b B L E W S E S ST Y

Permanent Total Disablement kX 52 & 55%
Disfigurement / Scarring of the Face 875 / IHER{&EIE

Temporary Total Disablement G Hi5g &k FEEHRE ST
Coma B3k

Hospitalization Allowance {3:fEER & E0E

Medical Expenses B % FH

Bonesetters’ Fee B:fTE

OO0 oOood
ooogd

Description of the Accident E#EEE

Date Hf: Time BFE: Location st ®k:

(DD/MM/YYYY)
Circumstances Z5{F&84: 4%

Description of Injury {1

Please indicate your current status. Please p the appropriate box(es)

s S Ll Fully recovered from this injury 5EkF{E
SR REHETRTNL |:| Still under treatment J&%

Currency/Claim Amount Z{&4:%H

(Please list items & indicate the amount of your
claim in details. s¥4H5IHZE 2 NEREH)

Have you applied for claims in another insurance
company for this event/accident? If “Yes”, please
specify. FLELSE/ESN - A S EAIRE A R
B2 "H ., F o FHYHARME -
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Authorization and Declarations #Z1# 5 207

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.

7 \FEIE#%HE Allied World Assurance Company, Ltd R TR A S1st HARME AT - [ {ERIEFA A A (B e zekhy s - 8 -
At~ BRI « R/SARER - RAUERSFTEARAA 8% - 4505 « W - CUESRERTARIZOR: - WML A A fE TRk
FORHITER R © B A (kB - R/SCARIESS - 1 Alied World Assurance Company, Ltd I (R TR /A SISt E I R » HRUL(E
ATERFTAATIA A 482 ~ 4505 ~ lE ~ CIBESRAEFTERROR: - (EpRamat s it - LA 1E A Rl A B EL %30 -

ANGERE > RIEAR ARG » ARERS DR @R Tt - AARE > (o7& R SRR I i 2 (A A R

LSS

Signature of the Insured *Z{f A %% Date H#f (DD/IMM/YYYY)
Signature of the Claimant Z{E A\ %% Date HHA (DD/MMIYYYY)

(Not applicable if claimant aged below 18

TR 18 5% UTHVZREN)

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

R BRI R IR ARHY FH R > SR A DA T SR SCR BRI

Documents Required

s

Types of Benefits {r[ELEF]

Accidental Death
BIMET

Loss of Limbs or Sight or
Hearing or speech
VURL 55 Bk B sk g mice

FEEEAE

Education Fund
BEEE

Permanent Total
Disablement 7k A 524 {55%

Temporary Total
Disablement
FEIHTE A FEENRE

Hospitalization Allowance
EBeER R

Medical Expenses

B

Disfigurement / Scarring of
the Face B2 / I E 5

Coma &k

Bonesetters’ Fee

BRFTEH

Birth Certificate of Insured’s
Children (if applicable) <z {# A
Tz AR E ()

Death Certificate
FEC RS E

Medical Report
B

Medical Certificate (Part Il
of the claim form)
BRI (RIERHRAVES

—E5 )

Original Medical Receipt
BRE B EA

Police Report (if applicable)
BTHE ()

Original Medical Certificate
showing the Period of
Sick-Leave

B A PR E A

Confirmation from
Employer stating the Leave
Period that Insured has
taken and Monthly Salary {&
FHEHZ EHEHZRAR
A R H I R H #rag e

Original Receipts of Travel
Expenses and Air Ticket (If

applicable) JiKf2 % i KRR
Z W IEA (0 )
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Part Il ==&

EEET (HERBAES  FTREHEREANSITRE)

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

Full name of patient (please fill in English BLOCK letters) and
HKID number
WAEH GEUISOERSHE ) KEEBE TS

Date of Accident
ESNEH (DDE/MMA/NYE)

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

PY BRSNS AAR o PR T TR AR s 2

To your knowledge, what was the cause of the injuries?

BT AR > RHEREAS 2257

Regions injured (If a limb, state right or left)

ZEEAL (RS - SRR EE)

Nature and extent of injuries
ZEME R HAZRE

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

I A LR A — Fh_ RS hS [RE?

Yes'& L]

No & [ If no, state other cause
e SREHEAMRA

From what injuries or illnesses is the Patient now suffering?

AR B I

Did injury required {524 G FEE
a. Hospitalization? {3:[5E?

a. Yes & [ |

Date admitted A5 H i

14-Mar-2024 (DD/MM/YYYY)l No # []
Date discharged 45 H H
14-Mar-2024  oommivyyy) |

(if yes, please give details) =7 - Azl

b. X-rays? X3¢? b. Yes &[] No & [
c. Special diagnostic procedures? 5 FIE2ETHIEL? c. Yes &[] No 7 []
d. Surgery? Ffi? d. Yes &[] No & []

Has any circumstance, irrespective of the accidental injuries, Yes 2 [ No & [

such as cardiac affection, gout, rheumatism, paralysis, disease or If yes, please give particularsif » SEaEit

otherwise, tended to produce or prolong disablement? yes, p gvep sHE

FrPLEFTsz G580 - A EMEE - B0 OB ~ R R

R~ BRI ECHA R T AR S R G RRR ] ?

If the patient was referred by another doctor, please provide the

referring doctor's name and address.

WE N Ry HoAt B8 A8 > SERERRZ I Y B AR 2 kRt

Are you the patient’s usual physician? {RE& &K ANEH 2 54 7 Yes £ [] No % []

ARNFEH_ B AR EORARIS A AP Ry IE eSS -

Address and telephone no. ik K 4% g

Signature and chop of attending physician/surgeon 3282 4L 5= | 225

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

Date HE

Allied World Assurance Company, Ltd
(incorporated in Bermuda with limited liability)

SP-FG0324CF
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Personal Data Information Collection Statement (PICS)

Purpose of Collection

Allied World Assurance Company, Ltd (Hong Kong Branch) (collectively with the other subsidiaries of Allied World Assurance Company Holdings, Ltd, “Allied World”)
may collect and use your personal data for the purposes of conducting its insurance business, including:

so that we can provide you with and manage insurance products and services, including to consider and process your application; to vary, cancel or renew your
insurance; to deal with and/or process any claims under your policy, including settlement, and to conduct necessary investigations; to complete due diligence and
background checks that are either required by law or regulation or have been put in place by Allied World; to respond to your queries and administer your policy,
including correspondence with you; to investigate fraud, misconduct or any unlawful act or omission in relation to your policy; so that we can comply with legal
obligations; for research and statistical purposes; for marketing (including, where permitted by law, direct marketing) of other services provided by us; and/or any
purpose directly related to the above.

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.

Potential Transferees

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:

other insurers; reinsurers; intermediaries; insurance associations, federations or similar organisations; related companies; our advisers, service providers and agents;
external claims data collectors and verifiers; parties that have an insurance scheme in place under which you purchased your policy; parties involved in claims
investigation and management; government and statutory agencies; and/or as otherwise required or allowed by law, 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 will not use your personal data for direct marketing if you have indicated objection to such use by ticking the opt-out box on 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
contact information set out below.

Access Requests and Corrections

You have the right, subject to applicable law, to request access to and correction of any personal data concerning yourself held by Allied World. Requests can be
made to the Compliance Officer of Allied World Assurance Company, Ltd, by mail to Suite 2201, 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.

BAEEHUIEZER (PICS)

IEB/

Allied World Assurance Company, Ltd tHEHREGBIRAT) ( FE 2D 1T ) ( £2 Allied World Assurance Company Holdings, Ltd FIE M F/AS#5E " Allied World tH
t1 ) REEERRESZBNUBEERENERR TWEAER - 81

LX@ZK’\TZ%%ﬁ?}mﬁﬁﬁ"%ﬁﬁﬁﬁﬁﬂ%u%ﬁ  BEEEREEE NNRMPBE Bl BUESNERBE MR ; BER/EEER MRENRR -

BEERERFELENRSE | TRIERIEREKD Allied World E BN ERESNERAE ; OEEFTHEHUREEB THRE - aFEEBTE

i ; MEEE MRERRNFGER ABTAIEMIRETAIAER  UWEAATEETEE LNEKR  ARTRAMAERN ; AREH (8B TER2

REFRER N EEES ) RATHEHMNE MR ; K/NE PR EEARNTUEN -
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BEENER
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T - D EBEBEAREBRBITHERIEAKIES -

minEE
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