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DOMESTIC HELPER INSURANCE CLAIM FORM X {ERe RERFH

A.NOTES *E2E1E

1. All questions must be answered. If not applicable, write "n/a".
FREMELEES - MTERE » BELE [TNEA] -

2. The issue of this claim form is not an admission of Ilablllty by QBE Hongkong & Shanghai Insurance Ltd.
BHBRERFRE AR ELHHRRRER A BDEREMEE -

3. If there is insufficient space or further comment on any area is considered necessary, please use additional pages.
HEBERWUETR » FEBSRHMAL -

4. Please attach original med|cal advice, admission and discharge slips, hospital bills, doctor receipts and all other supporting documents.

ERERE LA « AP R 2  BRBE  BE B R DB

B. DETAILS OF THE INSURED R F & ¥}

Policy no. Name of the insured

REESRES ¢ REBE :

Correspondence address

B

Tel. no. Mobile tel. no. Email
EE - FIRREFERE ¢ EI

C. DETAILS OF THE HELPER XR{EZ %!

Name of the helper

@S

Are there any other policies of insurance covering the helper? [JNO&

RERETHEEEMRE? ] YES 2 (Please give details s&3¥3t)

Name of insurance company

REEA R HE

Policy no. Amount recoverable

REETRTE A[EEI£EE ¢

D. THE ACCIDENT / SICKNESS Z 4t / &%

Description of accident / sickness Name of hospital

BIONSFREAE BHREE

Date of accident / sickness Date of admission Date of discharge

BOREEAE / / ABTEHE : / / HBE B E / /

Has the hel é)er ever suffered from this or similar condition or a recurrence of a previous injury or illness? [ ] NO & \

REZD EBOZERRE  BEE/ HER? [ ] YES 2 (Please give details s55Ft)
D|sease / Injury Date

s 1815 HER : / /
Attending doctor’s name and address

DRBEN AR

Type of Benefits Per Day (HKS) Total (HK$) Office Use Only
=l B8R (Br) #E (Br) HRBAREE

Clinical expenses
PMEA
Bonesetter / physiotherapist expenses
(first treatment is received from registered doctor)
BRI [ YIRREER (BXREHEMAmERA)
Room, board & miscellaneous hospital charges
EHERERENE
Surgical fee
Fiirg
Anaesthetist’s fee
R B R
d:éaeratlng theatre
MEE
Others ( Iease specify)
Hit (*“E

F. DECLARATION %28

| declare that all partlculars and answers given above are true and complete to the best of my knowledge and belief.

RABBPRERAFMATORERIGET 2 —NEIIBHRETE -

Signature of the insured Si?nature of helper
REE#HE REHES

Date
(Please sign with company chop, if incorporated & xEFEEE) HER : / /




G. AUTHORISATION #Z#&

| hereby agree and authorise any Doctor, Hospital, Clinic, Insurance Company or organisation who has been or may hereafter be consulted to disclose to
QBE Hongkong & Shanghai Insurance Ltd. any and all information concerning my medical history for the purpose of assessment of an insurance claim,
such authorisation to survive me in so far as legally possible. A photocopy of this authorisation shall be as valid as the orginal.
RANRREEMEE - B - D - REBARSMBRMEBEAAMEERRE - 26 - REZEY  BRNBRLETELHBREBERLR  MEFMAR
ARRBRE « ERLAIT - WEEEERAGHEDMRER - WIRESHHONAREERRREEY
Signature of helper

BE:

=

EX

Date
HE: / /

TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES fi 2B+ EE  BREHHEMEE L -

H. CERTIFICATE OF HOSPITALIZATION (please complete in block letters)
Name of patient:

Date of admission: Date of discharge: / / Diagnosis: / /

Name of hospital:

The first date and subsequent dates of your treatment of this illness

The last date of your treatment for this illness

According to the patient, how long had he / she been experiencing these symptoms before the first date of your treatment for the above illness?

Was the patient referred to you by another doctor? [ ] YES [] NO
If “Yes”, please give name(s) and address(es) of the doctor(s).

Are there any of the conditions treated due to pregnancy? [ ] YES [] NO
If “Yes”, please advise the commencement date of pregnancy

Details of Treatment / Operation

Date performed: / / Name of surgeon:

To the best of your knowledge, has the patient previously been treated or hospitalized for this or any other disorder? [] YES [] NO
If “Yes”, please give details.

Date Disease / Disorder Details of treatment / hospitalization Doctor’s / hospital’s name

<
m
w

Are conditions due to or associated with the following:

i.  drug addition or alcoholism?

ii. AIDS, venereal disease, sexually transmitted disease?
ii. infertility or sterilization?

iv. cosmetic or plastic surgery?

v. mental or nervous disorder?

vi. congenital deformities or anomalies?

vii. suicide, insanity or self-infliction?

viii. heart disease?

OooOoododo
o o o P

ix. cancer?
Name of attending physician Signature of attending physician
Qualifications Date: / /

PERSONAL INFORMATION COLLECTION STATEMENT U 518 A & ¥ 585

The information you provide to us is collected to enable us to carry on insurance business and may be used for the purpose of any insurance or financial related product or
service or any alterations, variations, cancellation or renewal of such product or service; any claim or investigation or analysis of such claim; and exercising any right of subrogation,
and may be transferred to 1) any related company or any other company 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 for any of the above or related purposes; 2) any association, federation or similar organization of insurance
companies (“Federation”) that exists or is formed from time to time for any of the above or related purposes or to enable the Federation to carry out its regulatory functions or such
other functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the Federation,
and 3) any members of the Federation by the Federation for any of the above or related purposes. Moreover, we are hereby authorized to obtain access to and/or to verify any of
your data with the information collected by the Federation from the insurance industry. You have the right to obtain access to and to request correction of any personal information
concerning yourself held by us. Requests for such access can be made in writing to the General Administration Officer, QBE Hongkong & Shanghai Insurance Limited, 17/F,
Warwick House, West Wing, Taikoo Place, 979 King’s Road, Quarry Bay, Hong Kong (Telephone: 2877 8488, Fax: 3607 0300)
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