
Claimant's Particulars   
Name of Insured Policy No. Claim No. (Office Use)

Name of the Claimant

Sex Age I.D. Card No.

Residential address

Name of Employer Address of Employer

Telephone No. (Office) (Home)

Present Occupation (if more than one, state all)

Main nature of occupational duties at time of accident

Circumstances of Injury    
Place of Accident Date Time

Nature of Accident (state in details, how it happen)

Name(s) of Doctor (s) who treated you for the injury Address(es) of Doctor (s)

Date Consulted

Name of Hospital Period of Hospitalization

Date on which you last worked prior to disability

Date on which you returned to work

Date on which you expect to return to work if you have not aleardy done so?

If after you return to work you were not immediately able to perform all your duties, please indicate:

Are you insured with any other insurance company for accident benefits? If so, please give full particulars. Yes No

Please complete this form in full and return together with all supporting documents to: Blue Cross (Asia-Pacific) Insurance Limited.

Details of hospitalization (please attach discharge note ) 

PERSONAL ACCIDENT CLAIM FORM 

Blue Cross (Asia-Pacific) Insurance Limited

?

 :

 ?    

22/F., Cosco Tower, 183 Queen's Road Central, Hong Kong

183 22

Tel/ : 2163 1333        Fax/ : 2163 1330

www.bluecross.com.hk

AH30092/01.03



Details of claim and the amount you wish to claim under the Policy

Total Amount Claimed:

HK$

Authorization / Declaration 

Date Signature of Claimant

1. By furnishing this form the company makes no admission of liability.

2. All original itemized bills must be submitted together with this form in order to avoid delay.

Notes    

I hereby authorize any hospital, physician, or other person and/or authority who has attended or examined me, to furnish to Blue Cross (Asia-Pacific) Insurance Limited or its authorized 
representative, any and all information with respect to my illness or injury, medical history, consultation, prescription or treatment, and copies of statement, all hospital or medical records.  A 
photostat copy of this authorization shalI be considered as effective and valid as original.

I / We hereby declare to the best of my / our knowledge and belief that the above statements and particulars to be true and correct and I / we have no other insurance policy indemnifying me 
/ us in respect of this accident.  I / We hereby further agree that if I / we have made or shall make any false statement or concealment, the Policy shall be void and all rights to recovery 
thereunder shall be forfeited.

 /  / 

 /    

Personal Information Collection Statement 

I / We understand and agree that any personal information collected or held by the Company may be used, stored, disclosed and transferred (within or outside of Hong Kong) to such 
individuals / organizations associated with the Company or any selected third party for the purposes of processing this application and providing subsequent services for this, and promotion 
of financial products or services by the Company and its affiliated companies, and communicating with me/us for such purpose.  I / We have the right to obtain the  Privacy Policy Statement , 
access to and to request correction of any personal information held by the Company.  Such request could be made to Company's Corporate Data Protection Officer at 22/F, Cosco Tower, 183 
Queen's Road Central, Hong Kong.

/ /   
 / /

/ 183 22 , 

 



Employer's Confirmation of Sick Leave and Certificate of Medical Attendant have to be filled in only if you are claiming for Permanent Total or Temporary
Total Disablement Benefit.

Notes    

Signed by Employer

Employer's Confirmation of Sick Leave 

To be completed by claimant's employer

This is to certify that the claimant who is our employee serving the postition currently as

                                    had suffered an injury of occurred on

and as a result of the said injury he/she did not attend to work for a total of days during the period from                                                         to                .

We further confirm that his/her basic salary at the time of accident was HK$

(excluding bonus, commission, overtime and other allowance)

Date

A. State your Basic Salary: (excluding bonus, commission, overtime and other allowances)

HK$

Or B. If you are self-employed: State gross income for previous 12 months:  (after deduction of all operating expenses of your business)

HK$

Company Chop

Date Signature of Claimant (Signed to confirm the above statements are ture and correct)

/       
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Certificate of Medical Attendant 

Patient's Name

No claim can be admitted unless medical certificate from a duly qualified and registered medical practitioner on the form below be furnished at the expenses of the insured.

Age Identity Card No. Date of Accident

1. Describe and locate cause, character and extent of injury

2. Is there any external  and visible  evidence of injury at the 1st consultation

3. Present condition of the injury

4. Treatment administrated (as number of stitches, dressing, etc.)

Date Time (am/pm) Treatment

5. Names and Addresses of other Physicians who treated the insured for the same injury

Names Addresses Approximate Dates

6. Where did you see him after the accident?

7. Did injury require (if yes, please give details)
(a) hospitalizaton? No Yes Date admitted Date discharged

(b) X-rays? No Yes

(c) Special diagnostic procedures? No Yes Please specify:

(d) Surgery? No Yes Please specify:

8. (a) Was healing complicated? No Yes

(b) If so, state what special treatment was given?

9. Bearing in mind the patient's occupation, do you feel that the injuries would have prevented him/her from working? No Yes

I hereby certify that I have examined and treated the patient for the above injuries and that the facts as given above present my opinion of his/her condition.

11.  Given details of any circumstances, such as intoxication, physical defects or medical history  which may have contributed to the accident and/or lengthen the period of disability.

12.  Give date of first and last consultation or treatment.

First Date Last Date

13.  In your opinion how long was he/she disabled from performing any kind of duty pertaining to his/her occupation.

Total disablement days from to

14.  In your opinion how long was he/she disable from performing one or more important daily duties performing to his/her occupation ?

Partial disablement days from to

10. If answer to the above is "Yes" and an absence from work of more than three days was necessary, please describe in detail the reasons why you feel the patient could not return to work
earlier.

Signed Name of Pysician & Chop Date

Qualification Address Tel. No.

For identity purpose, the Claimant must sign his name in the presence of  the Physican. Signature of Claimant
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