V‘ﬁ ALLIED
4" WORLD PERSONAL ACCIDENT INSURANCE CLAIM FORM
A FAIRFAX Company EABINRERFEE

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”.

HEBE: A ERIEERE  HEAEEHSC: - 32452 Alied World Assurance Company, Ltd HIFE(REGERR A SRR »
btk B 7 ARG SRR T DT EE RIS 18 SRS B 0224%2201 5 -
Tel ExE : +852 2968 3221 Fax {5E @ +8522917 6179 Email EE) : 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.

THARFAEABIAE » FHENAGR - AN T AR R E AIRAE 2 E I LU B (-

Part | £—&1
Insured’s Information Z{# A &k

Name of Insured

ZRNES

HKID No. Policy No.
EAES IR IREESRES
Correspondence Address

3 ER A

Daytime Contact No. Email

H 4% B ah o B
Name of Employer Present Business or Occupation
& X478 RIS ETS
Business Address

/NS Al

Benefits Claimed ZEfBIEH Please M the appropriate box(es) 5M A Zc#s

Accidental Death or Permanent Total Disablement F/MELCEKATZEHER

Loss of Limbs or Sight or Hearing or Speech I {55850 s B B IR ER EE s sREERE 1
Major Burns BE &4

Hospitalization Allowance {ERzER & RE

Temporary Total Disablement GHAE &4 EEBIgE

Medical Expenses BXEE

Bonesetters’ Fee BLiTEH

Oooodgoog

Description of the Accident iz %

Date HHA: Time B Location F®k:
(DD/MMIYYYY)
Circumstances {4354 A4 HE:

Description of Injury Z{E15:

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

s e O Fully recovered from this injury 524:F#{E
ARIELHRERATT RS [ Still under treatment ;&5

Currency/Claim Amount ZZ{& 448

(Please list items & indicate the amount of your
claim in details. F4NFIHZRE > NEREH)

Have you applied for claims in another insurance
company for this event/accident? If “Yes”, please
specify. BLLLEAESN > A& A HM IR A ER
B 240 "H ) E o BYIHARMEERE -
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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.

ANGEIEHZHE Allied World Assurance Company, Ltd il frfg A IR A B SHAAENR  EEMRFAANZ A HEER ISR - B4
AN~ AHRAE -~ RISARER - REUESATAARANZIER ~ 185 - W - OESUEHEBIER - R ARA A BT
TR « B4 - Al BRI - R/EARIESS > 17 Allied World Assurance Company, Ltd (R A R SRR - 2T
MEFTAABANZIEE ~ 865 ~ R - OESUEMHERIER - (FHERE R AR - SR EA KBRS REER]

ARNGEIER > RBEA ARG - ARERS DS B ER L - AN WLEE - (S0 E SR SRR AR B R
HARK -

Signature of the Insured Z{RASE Date HEHf (DD/MM/YYYY)

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

RS » SR E DT SRR R

Types of Benefits {5

Loss of Limbs or Sight or Medical Expenses E&#E: ]
Hearing or speech

Documents Required . W R RN '
F R ACCIS;;;;—' lIgeath EEERE Teé?saot:fe%;?tt | Bon;;gg}% Fee
BIME s A RIEEIRE T

Permanent Total Hospitalization Allowance
Disablement 7k A 58 558 (EREER AL

Death Certificate
SEC RIS

Medical Report
B v v

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

Original Medical Receipt v
B B IEAR

Police Report (if applicable) v v
BT s (A )

Original Medical
Certificate showing the
Period of Sick-Leave v
B AR R B R
&

Confirmation from
Employer stating the
Leave Period that
Insured has taken and v
Monthly Salary g F 2% H!
Z(EFEHIZ IR NRE
Bz HHH B A #ragie

Original Receipts of
Travel Expenses and Air v
Ticket fikfe & F RS2
WHBEA
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Part Il % =¥

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

EREEN] (HERBAES - FIREHHREANBTRE)

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

WAEt (FUFESCOEMSESR ) KEES (S

Date of Accident
E4YMHHH (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?
BRETAHA SRR E2E5?

Regions injured (If a limb, state right or left)
ZEFEL (AIHHS - SRITAEE)

Nature and extent of injuries

ZEE R HARE

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

AR LR A M — BRSPS [EE?

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

HA o s IIHAR

From what injuries or illnesses is the Patient now suffering?

HAERI G E S

Did injury required (S22 R ET
a. Hospitalization? {3:[5E?

Date admitted A5 HHH

=]
. N
a Yesizl | oMMy yyy) N° ©
Date discharged {5z H A
| (DD/MM/YYYY)l
(if yes, please give details) &7 - sHsfil:
b. X-rays? X3:?
rays? X3¢ b. Yes & O No &
. Special di ti dures? FiFIR2ETHEL?
c. Special diagnostic procedures? #7| izt c. Yes 5[] No & [J
d. Surgery? Fi5?
gery? i d. Yes 2 No &
Has any circumstance, irrespective of the accidental injuries, Yes & [J No & [
such as cardiac affection, gout, rheumatism, paralysis, disease or If yes, please give particulars75 » gt
otherwise, tended to produce or prolong disablement? yes.p gvep oRE
FRUA LAz GRS - AREMIBER - Bla Ol ~ R R
PRI~ RS HA PR T AR S R R HAG RN ] 2
If the patient was referred by another doctor, please provide the
referring doctor’'s name and address.
A5 N R A AR+ SEPR R e A A B
Are you the patient’s usual physician? {RE&HK AEE 2824 ? Yes & [] No 7

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

AANGEH BT ERHRIS A AFTAT S Ry ERfEfETE -

Signature and chop of attending physician/surgeon I 2884 %58 52

Address and telephone no. il & 4% 28 s

Date HHf (DD/IMMIYYYY)

SP-BG0324CF
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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.

BAERERUIERZER (PICS)

e =i

Allied World Assurance Company, Ltd tHE$RERBIR AT ( FE 21T ) ( E2 Allied World Assurance Company Holdings, Ltd FIE 7 A S #H © Allied World tH
i) REEERRES BN IESWNENERB TWEAER - 681 :

J//U AASAEMERRBER KRB LTUEE  SEERERERRE FHRRBE ; Bl - BUHSIERE THRE ; BER/NEER MrRENRE -

BERERFELENRSE | TRIERIVEREKRD Allied World H BN EBEENERAE ; ORETHEIMUREEB THRE - FEBTE

il AEHEE MREARBANTFER ABTAFTMIRETAIAER | MEAATEBTER LNEKR  ARTRAAEN ; BRER (AFTERE

REFRNER NEEER ) AATHRHMNEMARE ; R/NE FREFEARNTOTEN -

—MRME - [@ Allied World B R HEAERNBERME - AWML - MBI TRERHZH0ER - Alied World EH T BERE R B TR PTBHRIRIRTS -

BEENER

Allied World Bt SRR EHEAE ﬂﬁaﬁ BARTIUEEER DEENRKE THEABREBRET

HiRBR AT BRAT ; PN#E | RIGEES  BMENELUES ; BEQT ; AATWER - RFREZENREA | XRTLSIMRBERINEE
EEZEAR BT RERBR BAAH+2UE§E1$$HTE/]£E, SRRBHEUREENET | BFTLEERHE | R/ EAHEERARIRAZRA A
T - D EBEBERAREBRITRERA KRS -

TSR
BT ER Allied World HBHNEEXF - KAATREEEAT IS % @%T%E&?ﬂfﬁﬁﬂmﬁﬂ’]@/\ S (BEERAERER )  BENMEEAQT
RESEATN—REFRER  RENER - LEABEMRHEZSE - RBSBENTESHEERTSENER

EETNERRRE LEEE @K"T*Uﬁﬁ%ﬁ?ﬂ’]@/\ H}EFIEBJE%I%TKJ?E&HQEHFE%?&E SIRAEFTER - Alied World tHEH A S ERRET
WEABRHEEZRERERRE - BT PUBRERS MBS BNARINGRECUTEHEEEREEBALTNBE INEABRETEZEH -

ERBEAZENERRELEAZRN
ERSEAEENERT  BTEAREKERREN Alied World HE-FTISBETAUEBBE THEAZR - BEPFIBE FIERKREAQATNESHRETER
H BFEFEREB A G IHEFR 18 SBER D 22 18 2201 E - EEFE+852 2968 5111 - {EEE hkcompliance@awac.com °
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