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Emergency Accidental Medical & Hospitalization Insurance Claim Form Claim No.
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PartI To Be Completed By The Insured
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China Pacific Insurance Co.,(H.K.) Ltd.
LT A A R IR IR 4301 32

Suite 4301, 43/F, Central Plaza

18 Harbour Rd., Wanchai, HK.

Tel:(852)2541 4338 Fax:(B52)2541 4332
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Name of Insured Policy No.
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Period of Insurance
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Address & Telephone No.
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Sex Chinese Re-entry Permit/Passport No.
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Occupation Date of Birth
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Was the Medical Treatment / Hospitalization / Surgery a result of an Accident ?

A No [

= Yes [ H A
Date
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Time
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Place
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Brief Description
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Witness Information
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Police Information
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Is anyone responsible for this accident ? If known, please provide details.
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Are you making any other insurance claim as a result of this medical treatment / hospitalization / surgery ?

& No. [

£ Yes [ e rANEIE

Name of Insurance Company
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Policy No.
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Declaration and Authorization
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full effect of the original authorization.
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I hereby declare that the above information given by me in this form is true and correct to the best of my knowledge.
I hereby authorize any physician, medical practitioner, hospital or clinic by whom or where I have been observed or treated, to give full particulars
about my health including my whole medical history, to China Pacific Insurance Co., (H.K.) Ltd. A photocopy of this authorization shall have the

HHA Date

Wb A\ %% Signature of Insured
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Part II To Be Completed By The Attending Physician / Surgeon
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Name of Insured
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Have you verified the Information on the "Emergency Accidental Medical Card" ? Yes O No [ (Please attach a copy of the Card)
2 |EE Hospitalization
BEpratm Name of Hospital
YNSA=E!] Date of Admission
HEEHIH Date of Discharge
3 | FHir Surgical Procedure
FirHE Date of Operation
Fliats Name of the Procedure
FirE Nature of the Operation
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Chief complaints of the patient relating to this Medical Treatment / Hospitalization / Surgery
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Diagnosis of Conditions
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Brief discharge summary (Including treatments, investigation procedure, results)
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Is the patient referred by another doctor ?

A No [

2 Yes O BB AR R

Name and Address of the referral doctor
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In you opinion, was the injury resulted from the aforementioned accident ? Yes / No If not, please state the cause of injury.
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Name of Attending Physician / Specialist Address
EeE /HE
Telephone / Fax
T2 BRI ESSLEH HEA Date

Signature of Attending Physician / Specialist with Official Stamp Chop
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IMPORTANT :

In order to avoid unnecessary delay in processing of your claim, please ensure that the following documents are attached when submitting your claim :
1. The Claim Form must be fully completed and signed by the Insured and the attending doctor.
2. Original Medical Bills / Receipts with detail breakdown of the costs / expenses.
3. Original Police Report and / or Original Report issued by the official authorities concerned to confirm the alleged accident. If not available,
you must state the reason why the police or the official authorities concemed was not informed after accident occurred.
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