TRAVEL INSURANCE CLAIM FORM
Jilk 3 T2 Ok SR fE PP K

It is important that a complete answer be given to every question. If insufficient space is provided for your answers,
please continue on a separate sheet.

FEREAIEERER S L —THE - WAL - W BB EIAE -

CERTIFICATE NUMBER {# B 5715 NAME OF AGENT {#gE A

Notes {7 : 1. By submission of this form this Company makes no admission of liability. 2 b} =& IEWH A AT #E D EH ST -

2. Completed claim form together with supporting documents should be forwarded to this Company within the time stipulated in the insurance policy.

A EE R FE AR SE  EREEERNE EARAF -
3. Clalms will not be processed unless declaration is signed by the claimant. A\ G2 BB 2 RIEFFEE -

INSURED {55 A

Full Name #:44

Postal Address 78zt

Tel No. &EEE Fax No. {HH

PERSONAL ACCIDENT A & 24

Name of Claimant(s) 2 {& A\ i %

Date, time and place of accident F 4} #4: 2 H T ~ K[ N b 2h

State the occurrence of the accident & 4} # 4= > 4858

Amount claimed ZX 5§ %8
Please give particulars of the next kin(s) of the Insured Person. F5IE%R & A B &k

Name Age Address Relationship HKID No.
s il Hohk B % G R

to act in this capacity.

fiisE :  FEINRERERESRS B OB RERXTES > NZm AN REFEAL  HREEREAZER DR H R Z R -

Remarks: Please submit your claim with 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 not yet 18 years of age), please give particulars of the Official Administrator(s) and provide copies of the documentation authorising that person

MEDICAL EXPENSES S5 % ]

Name of Claimant(s) Z {8 A\ %

Date, time and place of accident S{F 35/ > HEH - FRfE K HhEE

Nature of injury or illness AZ {58055 & &

Amount claimed Z{E %A

Any other insurance policy covering the expenses involved?

FaEE RS RN MRS ?
If YES, please provide the following information #[1J& » EFe LA T &H ¢

Name of Insurance Company {4 /A 5] 44 1%

YES/NO*
=/

Class of Insurance {5 fE 48 Policy No. {4571
Amount claimed ZZ{E 448 Currency &1

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

ik . AR E R B R IR IEAR LG5 (2 4R -

*PLEASE DELETE WHICHEVER IS INAPPLICABLE i 24~ 7 F &

FWD General Insurance Company Limited

7/F., FWD Financial Centre, 308 Des Voeux Road Central, Hong Kong
EHEREERAE
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T 3123 3123 F 2850 3031 www.fwd.com.hk




PERSONAL LIABILITY H A #1{E

Name of Claimant(s) Z & A\ #: 4

Date, time and place of the accident E 4} 4= 2 HH ~ W[5 M Hh B

State the occurrence of the accident & ¥} %8 2F 2 4835

State details of damage / injury SEANTEAREREAY) / (& 1B

Name and address of owner / injured person {8 VIV F |/ (5& 2 itk 4 Nk

Is the injured person or owner of damaged property in your employ, or a relative to you? YES/NO:
BESREMY L BEMTZEEEEE? =I5

If YES, please give full details #[152 » 57/5E1% -

Has any claim been made upon you? YES/NO;‘k
P T A S EI R EER? &

If YES, please state detail and attach with this form ALL COMMUNICATIONS received.
Wi B Y S M BB AR -

ANY COMMUNICATION THAT YOU RECEIVE ABOUT THE ACCIDENT SHOULD NOT BE ANSWERED BUT SENT TO THE COMPANY IMMEDIATELY .
UIESE(T B Fag 7 (EE + RS L2 ] LU IRIGE & {TH) -

TRAVEL DELAY Jigf2%E %
Name of Claimant(s) Z (& A\ %

Date / Time H /RS From g To 2 Flight No. fiT 515
Original Schedule
JFEARATIE
Delay Schedule
EHRITIE
Reason of Delay % ZE 525 [K]
Hours Delayed =% i 35 5 [
Any other insurance policy covering the expenses involved? YES/NO*
bTE RSN H RS ? =/

If YES, please provide the following information #[1J& » sFFEE LA N &H ¢

Name of Insurance Company 5[5 /) 5]

Class of Insurance {4 fE%E Policy No. {#EH 5%

Remarks: Please attach the relevant supporting documents to certify the hours delayed (e.g. copy of boarding pass and/or air ticket, confirmation from Airlines / Travel Agents, etc.

HaE AN ERI A LAZE R R - PIAE RS R BRI - T ARl T 15 -

*PLEASE DELETE WHICHEVER IS INAPPLICABLE i 254~ 7 Ffl &




LOSS OF BAGGAGE & PERSONAL EFFECTS / DELAYED BAGGAGE / LOSS OF MONEY & DOCUMENT /

OTHER LOSS
ERITFE RN/ 1753/ S8R BUE Bt b/ TR

Name of Claimant(s) 2 {& A\ i %

Date, time and place of incident Z5{4- 25 4= 2 H HH ~ B[] K b2k

State the occurrence of the incident Z5 {4 & 4F 7 SEAT A8

Amount claimed ZZ (& 4%8

Please state the property lost or damaged &£ 2 sl 1855 2 BA Y & k) -

Describe the property lost or damaged and the extent of the damage Date Acquired Cost Price Amount of claim
KB Y B AR R IEE A FEE R EE RIEEHE

Have you lodged a claim or complaint against any carrier / airline or other authority for the loss or damage to your property? YES/NO*
R TR S BRI ) o 8 Ok BHR T e A 22 2 ) AL (S B 5 T AR T B 2 2t

If YES, please give details and attach copies of correspondence.

W GEYIEEE R _EE BRI -

Airline 22 /\ 5] Claim Number 2% (& 571

Were particulars taken by or reported to the police? YES/NO*
B RE I T (5 R S B 0 =SE*
If YES, Please advise which country's police were reported and attach copy of police report.

WA - SRR E RS B R BT e -

Name and address of police station %58 & & % ihi il
Police report no. 75 R ZHE AT
Any other insurance policy covering the items claimed? (i.e. Credit Card Protection Plan, Household All Risk) YES/NO*
LiE H R EZ RN B R AR ? (AE RSB IRE - FERBES) =

If YES, please provide the following information #[1J& » FFFeHE LA T &H ¢

Name of Insurance Company {2 ]

Class of Insurance {5 [ ff%H Policy No. {5 B FE0E

Remarks: Please attach the original supporting documents to certify the expenses / losses and incident and items of claim (e.g. Airlines Irregularity Report, Police Report, Receipts

of the items claimed, etc.)

R BN EREFE B RIAREE X - WTZEL AER [ IRERE - B RN IFZEZ IERLF -

*PLEASE DELETE WHICHEVER IS INAPPLICABLE i 254~ 7 Ffl &




CANCELLATION / CURTAILMENT HY 74 it %2/ 3 L 45 e i

Name of Claimant(s) Z{& A%
Causes of claims Z (g5

Amount claimed ZZ {4 %8

Name, address, phone no. and contact person of Travel Agents {74 &5 - Hudl - EBELTRHE L4 A\ &

Any other insurance policy covering the expenses involved? YES/NO*
bl EE RS Z RN E R A2 0 =/

If YES, please provide the following information #1452 » HFFEHE LI N &EH ¢

Name of Insurance Company g2\ 5]

Class of Insurance {35 fE%H Policy No. f#*E 521

Remarks: Please attach the relevant supporting documents to certify the expenses incurred and cause of incident (e.g. medical report, death certificate, original receipts of amount
claimed, etc.)

fdt : N ER LGRS T R E SRR ES SR, AERRE ~ L WIRIELRE -

*PLEASE DELETE WHICHEVER IS INAPPLICABLE i 24~ % Ff] &

DECLARATION #&H)j

I/we declare that these particulars are true to the best of my/our knowledge and belief.

ARNEEW EFVE R ANl — VR B R -

In accordance with the provisions of the Personal Data (Privacy) Ordinance of Hong Kong, by signing below, I/we consent that the personal information
collected or held by FWD General Insurance Company Limited (whether contained in this Application or otherwise obtained) is provided and may be disclosed
to individuals or organisations within or outside of Hong Kong for the purpose of administration of claim or analysis of it.

R E B A E R (L) RG], RAFBN T, RS HERERERABG B SEFE ARG (5 F R A GE7E M 3245 52 (it 2 7 H g 18
55 AIE EE T AVEEGE S 2 M8\ S RS DUE B BE R 2R 1 (A 3 i A -

Signature (& Company Chop, if applicable) HKID Card No./B.R.No. Date
B4 (RARER > WER) R g A P Bt H &

CL908/2013




