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TRAVEL INSURANCE CLAIMS FORM 1 3% 4 Foy b5 18 v i %

Please complete this Form in BLOCK LETTERS and return together with all supporting documents to Blue Cross (Asia-Pacific) Insurance Limited.

FEANEEZIARERER  FERERXAERSEN TE+F (BX) RRERAR. -

Insurance Certificate No. Claim No. (Office Use)
RERE BB (R AEER)

Name of Claimant (English) (Chinese)
BEREEESL (EX) (Rx2)

1.D. Card No. Postal Address
BB EBEAML L

Phone No. (Day time) (Night time)
BEEFR (HRE) (7&18)

Baggage/Baggage Delay/Personal Money/Loss of Travel Documents 173 /{73 IER/ B A8/ iR BSEHE L

Date, time and place of incident
EHEE B BRI

State the occurrence of the incident

BHHEFMLE
Amount Claimed Name of Payee
RETE /N
Please give particulars fo items claimed. F55£% K& #} -
Item(s) Original Cost Date of Purchase
EE BERZEE BEHH
Any other insurance policy covering the items claimed? e.g. credit card protection plan, household all risk [IYes [INo
BRIEERERRNEMREREN? (NERBEENRE - RERR) = &
If yes,. please provide the following information. & T2 | » SHBIMELUTER -
Name of Insurance Company Class of Insurance Policy No.
RERAEI B8 RERTERE RERT
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 reports,
original purchase receipts of the items claimed.
et FHRZERABIAE OB RIBREE 2 X - MMEABIER/EBHRRES EHRSKEMBIEE 2 EAH -
Blue Cross (Asia-Pacific) Insurance Limited MC004/05.2005

E+¥ (BEX) REFARAR



Medical Expenses/Emergency Services 2EEH /B2 X ERKE

Date, time and place of incident
EHHECHE BRI

Diagnosis of conditions/Cause fo injury
BR/ ZERA

Amount Claimed Currency
RIETE s

Any other insurance policy covering the expenses involved? [JYes [INo

FMIEE R ERRMVEMREBEEH? = =
If yes, please provide the following Information. & 2, + BIRMHLUTEHR -

Name of Insurance Company Class of Insurance Policy No.

RERASI T8 RERTERR RBR RS

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

i EX B BREACERRSRRGERUZBHAREREE -
Cancellation Charges/Curtailment of Trip (X2 HUHE / 5 5E k72

Causes of claims

Amount claimed Name of Payee

RETE RIRAYEL

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

MRATHE A ~ il ~ BERBRBEABSL

Any other insurance policy covering the expenses involved? [JYes [No

BIEE R ERRNEMRERER? E o
If yes, please provide the following information. & " & | » FRME U T ERL -

Name of Insurance Company Class fo Insurance Policy No.

REBABI L REBELR REFR

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 FHIRBEAC XHUBRAAERECHRERBIHNZER  NEFRES - FETE - WIREARSE -

Travel Delay j 2 ZE 55
Date/Time From To Flight No.
H 27/ B5fE ES #5205

Original Schedule

&R TE 5

Delayed Schedule

WEER 1% RS

Reason of Delay Hours Delayed

JERR R A FEFR /)N B

Any other insurance policy covering the expenses involved? [JYes [INo

FRIEERERRMNECREBREH? na =
If yes, please provide the following information. % ™2 ; - FHBMELUT &R -

Name of Insurance Company Class fo Insurance Policy No.

REBABI L RERTELR REFRL

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.
e : FHXBRAXHUBRHEREGEERRER @ flm: EHER/NERPEAR - FIZZ RS RTIHERGESE -



Personal Accident A 5 = 4}

Date, time and place of accident
BNEEBE - BRI

State the occurrence of the accident

BAEE KB
Amount claimed Name of Payee
RIE2% RN 2

Please give particulars of the next of kin(s) of the Insured Person. 51ER B RRBEE L -

Name Age Address Relationship
e T ik BER

T
S =

3z
»
%D}

&SRS

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 fo age)
please give particulars of the official Administrator(s) and provide copies of the documentation authorizing that persun to actin this capacity

fifi & E@g%ﬁf‘ﬁéﬂw‘%%i&% CEARE CRELERAEMBHENGE - MIFAABRREAL  FRHEEABAZEH  UREBZRENESR

Authorization/Declaration %#& / &H5

| 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.
UIEREANIBYRZERACER - BE  SAMALASEHEER - ﬁﬁ*-l——ia(ﬁ?i)1%’*%5&@732&&%2%%%1 FIBERAAZER KF B
N2E - RRESR  BRIHCERN  UREARS - BHRE MEASNEMER A ZLRRS - B - IEERNEBRLHZEE - LIEEEZS
KEBRAZEEMTN -

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

statement or concealment, the Policy shall be void and all rights of recovery under the Policy shall be forfeited.
ﬁATZEH;?%;ﬁ?% gé% UEFMEEEMNGREEHER  TREEMUESAREHRZENBEERKDERE - LRBEARIFRE - M —UKBEILRRE
T | 55

Personal Information Collection Statement Ui ££ {8 A & ¥l & AR

I/We hereby understand and agree that the any personal information is collected or held by Blue Cross (Asia-Pacific) Insurance Limited ("the Company") (whether contained herein or
otherwise obtained) to enable the Company to carry on insurance business and may be used, stored, disclosed and transferred (whether within or outside Hong Kong) to any
individuals/organizations associated with the Company or any selected third party as the Company may consider necessary including any other company carrying on insurance or reinsurance
related business, any intermediary, claims investigator, medical facilities, other service provider providing services relevant to insurance business, professional advisor, government authority
or industry association/federation for the purpose of: (1) any insurance or financial related product or service or any addition, alteration, variations, cancellation or renewal or reinstatement
of them; (2) any scope of insurance coverage, claim processing/investigation, any analysis and data matching; (3) statistical or actuarial research; (4) promotion of financial products and
services by the Company and its affiliated companies; and (5) communication with me/us/the insured or any relevant organization/person as the Company may consider necessary. 1/We have
the right to obtain the "Privacy Policy Statement", access to and to request correction of any personal information concerning myself/ourselves held by the Company. Such request can be
made in writing to the Company's Corporate Data Protection Officer at 29th Floor, BEA Tower, Millennium City 5, 418 Kwun Tong Road, Kwun Tong, Kowloon, Hong Kong.

AN BEMAEERAZREFTF(ERIRBERAS(EAR | TREXAFEAAN/EMZBAAETREARBAEMEEFRG)IANREBEB A% > L THF
HEERER 5 ERREI(NAMKLON FTEFAESASEEIAL/MIBETEELE =5 BEEME $@1%BA3ZE1%BA¥?%EF@ZQT 7
A EREBETE - BEHEE ﬁfﬁ?ﬂ REEBRE 2 AB - BB - BATHED - SURREAZE S - (FUTHR () EERBRIF B 2EDNRE - X
ZEELNRB 20~ By~ BE - BUE  BHNEN QEMRESE  REEE/ATHNEFHEAONEENZE QIMGFHNEERARAR WEFEAE
REMBAS 2V BETE F‘J’uu&ﬂﬁ“l%&g%@] B B)EA N /3AM/ 2R ANE RS REEMZ BB/ AL - AAN/FRMERBNE B NEREEN8R
RIFCZ MO EARBIRITR O 291 BAE AR CEAAERRELZERR TALRBEERER ,EET&EYEEE/‘T%%E%F@ZMA S8 -

Date Claimant's Signature
SRt REREERE

Notes == 18

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

2. All original itemized bills and copy of the Insurance Certificate must be submitted together with this form in order to avoid delay.
EFBZ v REBENIABEEREARRRERE  URERBERFT -

3. Claims will rlogbe prucessed unless authorization and declaralmn are signed by the claimant.
AABAERCEEREERENE 2REPE




Supplementary Sheet claims detail

REBERNZHER

For Claims Department use only
ARTEE
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