Tel.: 2163 1333

Travel Insurance Claims Form
it 3 DR e 00 £ o s

Fax: 2163 1111

Please complete this form in full and return together with all supporting documents to:Blue Cross (Asia-Pacific) Insurance Limited, 22/F, Cosco Tower, 183 Queen's Road Central, Hong Kong
FHEEUILRFERE BRARXHREREAEBFREFAET 1835 - PERE 2218 [E+F (HA) REBARDF] Ko BiF 2163133 EXEE : 2163 1111
Insurance Certificate No. Claim No. (Office Use)
RERIS SHERESRIB (AR TER)
Name of the Claimant (English) (Chinese)
RBREELA(EY) (Fx)
1.D. Card No. Postal Address
FDERE bbbl
Phone No. (Day time) (Night time)
B (HE) (R
Baggage/Baggage Delay/Personal Money/Loss of Travel Documents 1TZ5/1T 2 ZE5R/18 A 82 Bt/ 25 4 18 5%
Date, time and place of incident
FHEEZRE - SR
State the occurrence of the incident
B FSH

Amount Claimed Name of Payee
RELE L& N <=
Please give particulars of items claimed. iBzF5KER -
Item(s) Original Cost Date of Purchase
| BERZEE BERH
Any other insurance policy covering the items claimed? e.g. credit card protection plan, householder all risk O Yes O No
FiIB R REZRIMEMRB AL ? (MERAEBDRE - RERR) IS &
If yes, please provide the following information. # [2] - BRENTER »
Name of Insurance Company Class of Insurance Policy No.
RBRRERE RIRTER REFH
Remarks: Please attach the relevant supporting documents to certify the expenses/losses and incident and items of claim e.g. airlines irregularity report, original police report, original purchase
receipts of the items claimed.
Bt - AR EREREHEBRERYE 2 XX IMERRERABRRE - EHRE REYMURS 2 EAUE -
Blue Cross (Asia Pacific) Insurance Limited
A Member of The Bank of East Asia Group

G-CL-06 (06/00)
AR5948/06.00



Medical Expenses/Emergency Services BB E /B2 X EBIRG

Date, time and place of incident
SHREZRE  BE UGS

Diagnosis of conditions / Cause of injury

wE I ZIEREA

Amount Claimed Currency

RETH &%

Any other insurance policy covering the expenses involved? O Yes O No

HIER REZ RN EMBRRAEL? 7= &

If yes, please provide the following Information. % [2] - BIRENUTER -

Name of Insurance Company Class of Insurance Policy No.

REBRRREE RIS REFRH

Remarks: Please attach the relevant medical report and original medical expenses receipts to certify the expenses.

st BIMREBE BERE RRERAZRRESE -
Cancellation Charges/Curtailment of Trip Hi2HUH /48 =2 Hci2

Causes of claims

RERA

Amount claimed Name of Payee

RESHE ZRALL

Name, address, phone no. and contact person of Travel Agent

IRATALETE © it - BRI R AL R

Any other insurance policy covering the expenses involved? O Yes O No

IR REZRAEMBRRAEL ? 7= &
If yes, please provide the following information. % [&] - BiREATER ©

Name of Insurance Company Class of Insurance Policy No.

RBRRERE RITER REFRH

Remarks: Please attach the relevant supporting documents to certify the expenses and incident of claim.

e.g. medical report, death certificate, original receipts of amount claimed etc.

et BMR B2 XHEABATREZ FERBINZ A - MBEERE  SETE  WIKERS -

Travel Delay FRFZIEER
Date/Time From To Flight No.
=RV 2 ES MRS

Original Schedule

BRERE

Delayed Schedule

JERR IR

Reason of Delay Hours Delayed

ERREA FERR/ )\

Any other insurance policy covering the expenses involved? O Yes O No

BURE RARRIECREAL ? P &
If yes, please provide the following information. % [2] & HREUTER -

Name of Insurance Company Class of Insurance Policy No.

R AR RIpTER RESEHE

st - FHRBEAXMAEREREEERE - fI0 : BRERSRRZER  MERFLIRITHERES -

Remarks: Please attach the relevant supporting documents to certify the hours delayed. e.g. copy of boarding pass and/or airticket, confirmation from Airlines/Travel Agent.



Personal Accident A &&E4p

Date, time and place of accident
BONEEZ BH - BRI RIS

State the occurrence of the accident

B2 KB
Amount claimed Name of Payee
RETH ZRALE

Please give particulars of the next of kin(s) of the Insured Person. EERE ZHBER} -

Name Age Address Relationship HKID No.
ez FiR a1 e BB DERE

Remarks: Please attach the supporting documents e.g. accident report, police report, death certificate and/or any relevant documents. If the next of kin(s) is/are minors (persons under 18 years of age)
please give particulars of the official Administrator(s) and provide copies of the documentation authorizing that person to act in this capacity.
ot - FMRBEEERIMBINRE  EHRE  RCERECEEXMS - IREARRKFAL  BREARBAZER  URBRZKEREEA -

Authorization/Declaration 1= #& / & B

| 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 loss, illness or injury, medical history, consultation, prescription or treatment, and copies of police reports, accident reports,
airlines or other carriers irregularity reports, statements, all hospital or medical records. A photostat copy of this authorization shall be considered as effective and valid as original.

UEBEASRBESRAAZ B - BE  AEMATRIEHER  METFERA)RBERAFALERE RRERMEEEARAZE.  KF - BINRE  BRER - BRIE
Zéﬂ WRERRE  BMRE  MEDASAMERLREREE - B EERIERLE AR - hREEZAAEERAZRAEN

| declare to the best of my knowledge and belief that the above statements and particulars to be true and correct, | further understand and agree that if | have made or shall make any false

statement or concealment, all rights to recovery under the Policy shall be forfeited.
ANBEZBAANBY - A LFMIRABNGRATER YRS LRSRRECEHEERRDLARR - —IRBURBER T2 RERMNTHERE

I 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 claim and communicating with the Insured for such purpose. | further understand
that if | fail to provide any information requested in this form, it may result in the inability of the Company to accept or process this claim; and that | have the right to obtain access to and
to request correction of any personal information held by the Company. Such request could be made to the Company's Corporate Data Protection Officer at 22/F, Cosco Tower, 183 Queen's Road
Central, Hong Kong.

AANHBRYRE BEARAEARREABREIFEEERAZEALR  UAEHSEMERE REEMRADIAN FEFRE EA —J*ﬁ?ﬁZ)\i ISR E Y E=E - AUER
REZUILRRERFREGERALLE - RABOHERAARERUEREAERER - ELRNTRELETIRENERERS RAAARBEESFRSEAER 1835 - F
BAE21ER BRAZEAEHRELTEEAREREERRAZBEAER

Date Claimant's Signature
A HEREEERE

Notes  ¥=ZE1E

1. By furnishing this form the Company makes no admission of liability.
2LHRBRIFEARRAAREBERE -

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

3. Claims will not be processed unless authorization and declaration are signed by the claimant.
ARRAIREXEEERBENERE 2 RERHER




Supplementary Sheet claims detail

REERZHRER

For Claims Department use only
RATIERE



