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Suite 4301, 43/F, Central Plaza
18 Harbour Rd., Wanchai, HEK.
Tel{852)2541 23138 Fax:{852)2541 4332

For Office Use Only

Claim No.

Name of Insured {445 :

Policy / Certificate No. {REE4R5E :

Name of Claimant Z{& A\ #:4 :

Mailing Address & EHHE ¢

Telephone No. Bi4%EEEE ¢

Period of Journey Jik## HHf :© From (H to &
Type of Claims : 1. [] Personal Accident 2. [] Medical Expenses 3. [] Baggage Delay
ExXiehll N=g-v]) BEREM AR
4. [] Loss of Money 5. [] Travel Delay 6. [] Personal Liability
EFEIEL (AR EAFE
7. [] Baggage & Personal Effects 8. [] Cancellation / Curtailment of Trip
7% | e HU¥ | 4ekaiTi2

Date & Time of Loss / Accident :
18 | EANH AR AERT ¢

Place of Loss / Accident :

1B | BN, -

Details of occurrence :

BFEAERHE -

Total Claimed Amount ZZ{&44%8 :

TO BE COMPLETED FOR CLAIM UNDER - MEDICAL EXPENSES

WRERRR - BFEER - WEERILHG -

A) For Accident Claim — Nature of Injury :
1) B - 2GME

B) For Sickness Claims — Describe the diagnosis of sickness & treatment received :

2) BRIE — FTBBIRHY AT R AT REZ G

* Please attached all original medical receipts and medical reports

FiRt A BRI REREIEA




TO BE COMPLETED FOR CLAIM UNDER - BAGGAGE & PERSONAL EFFECTS
WREER R - TERESWY) - WRER IS -

Items Loss / Damage Date & Place of Purchase Purchase Value
Bk | BRI JEE T R HIH BAEE

* Please attached all original purchase receipts / invoices for baggage and personal effects
FREFETIEREER | BRMGZRBEREE | $FEEXR
* Relevant Loss Report from Hotel Management, Airline Company or Police, etc

BREE - FIEAERE T F LS

Additional documents relevant to the claim may be required and to be forwarded upon request of China Pacific
Insurance Co. (HK) Ltd. (The Company).

WHFTZE » PRI EIRE(EB)AIRAE (ARE ) BERRE NGRS 2 ARG DI R R EEEH

DECLARATION AND AUTHORIZATION
B RS

I declare that to the best of my knowledge and belief the above statement and particulars contained are in all respects true and
completed and are made without reservation of any kind. | hereby authorized my physician, medical practitioner, hospital or clinic by
whom or where | have been observed or treated to give full particulars about my health including my whole medical history to China
Pacific Insurance Co. (HK) Ltd. A photocopy of this authorization shall have the full effect of the original authorization.

A NGE R A A HERD DL b Al 0t K FT s 28 PH 2 SR04 8 58 42 ELRNG S Orbge AN B TR (R B PR B « A ZEAAERY
B RN ZBE - BHAR - Bixs@ iRt A RIA R Z BT P BUC ARk (B AR AE] -tz
SENATRE R

PERSONAL DATA COLLECTION STATEMENT
Ihe SN GEL- 3]

The information you provide to us is collected to enable us to carry on insurance business and may be used for the purpose of
e Anyinsurance or financial related product or service or any alternations, variations, cancellation or renewal of them.
e Any claim or analysis of it
And may be transferred to any related business partners, companies 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 or any
association or federation of insurance companies that exists or is formed from time to time.
You have the right to obtain access to and to request correction of any personal information concerning yourself held by CPIC.
Requests for such access can be made to our Personal Data (Privacy) Ordinance Compliance Officer.
Telephone No. (852) 2541 4338
FE T RHHTER BN SR ORI SERS TR - W ATREE R TAIHAY
* (LR RRR B A R Y L B Bk A S BRI B O - S~ UM EAEHA
*  (ERIRESEESNT R TR TR ECRR R I AR BERYA SIS T (o] A e B B R b SR R 5
HRANY N T BB OREgSE TS A BT o N BCR (8 SR B AR A PR AL B AT PRI A B B i & sk g
FEl T A R B e BOR FE IE P B Orba (B ) A TR A Bl A A RARE T HME A ERL WA IEIRECK - Al a AL SR E A E
EHRLRR) PRI Ea 2 EEFR L -
MhegEE G (852) 2541 4338

Date HHA : Signature of Claimant Zfg A\ &2 :

H2H




