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Regional Insurance Management (International) Limited
I L Unit 2604 26/F 9 Chong Yip Street Kwun Tong Kowloon

Tel: 2861 3122 Fax: 30169813  E-mail: claims@regional.com.hk
PERSONAL ACCIDENT INSURANCE CLAIM FORM
BEABIREHFER

-SALLIED
@WDRLD

NOTE: Please complete this form in block letters and submit it together with all relevant documents to
Claims Department at “Allied World Assurance Company, Ltd 22/F One Island East, Taikoo Place, 18 Westlands Road, Quarry Bay, Hong Kong”.

VERTEE: 55 R - HIEARIEHASIM: » 2832 Allied World Assurance Company, Ltd THE fRER A PR /A =] 3IREET -
btk o 7 AR SR T T EE RS 18 SRS B 00224 -
Tel EEEE @ +852 2968 3221 Fax {#H : +8522917 6179 Email %) : hk_claims@awac.com

Use separate sheet if not enough space on this form. We may request for further information for handling the claim application.

TEAFASARBORE SRR - AN T AREEORRME NI S B AT 5 -
Part | F—&{n
Insured’s Information Z{x A\ &}

Name of Insured {5 A %% Policy No. {EESERE
Correspondence Address

HHEAAHE

Daytime Contact No. HKID No.

H [l B ah ok EARS RS
Name of Employer {g ¥ 7%

Business Address
) NG 1|

Present Business or Occupation

RIS

Benefits Claimed ZE{EIEH Please M the appropriate box(es) M BEEAZEH

Accidental Death or Permanent Total Disablement BB Bk A 22858

Loss of Limbs or Sight or Hearing or Speech TS 5535 2 BB SR B EE Lotz tie 17
Major Burns BEEE

Hospitalization Allowance {3:FE3R$ 2R

Temporary Total Disablement G52 &k EEEIRE

Medical Expenses B 5&E

Bonesetters’ Fee BtiTE

OOoO0oOoooo

Description of the Accident E#EE%

Date HHH: Time BZR: Location H7H®k:

Circumstances {34 1945 H:

Description of Injury <Z{5{%:

Please indicate your current status. Fully recovered from this injury 24518 / Still under treatment J&4 4
SHTE HITIRAER IR (Please delete the inappropriate one(3& Il R iE %)

Currency/Claim Amount ZZ{E £ %8

(Please list items & indicate the amount of your
claim in details. 45 ZREZ AR REH)

Have you applied for claims in another insurance
company for this event/accident? If “Yes”, please
specify. BLHLE(FIESN » IRA & 1 HA frig A 1%
B2 "H L E HEYIHARRE -
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Authorization and Declarations $571# 57 &EH

For the purpose of assessing my claim, | hereby authorize Allied World Assurance Company, Ltd or its authorized representative to
collect any and all information with respect to my loss, disability, medical history, police statement made and the like from any
hospital, physician, person, party and/or authority that has any records or is holding any information of me; and authorize any
hospital, physician, person, party and/or authority that has any records or is holding any information of me to disclose to Allied
World Assurance Company, Ltd or its authorized representative, any and all information with respect to my loss, disability, medical
history, police statement made and the like. A photocopy of this authorization shall have the same effect as the original.

| declare to the best of my knowledge and belief that the information given is true in every respect. | agree that any concealment or
incorrect statement in connection with this claim may result in legal liability and the policy shall become void.

A NFELLIZHE Allied World Assurance Company, Ltd s {(REE AR A SISERERSE » mEMFERA Z( MR irsEblaveb - B4E -
M~ BEAE - RMIEERER - BEULFASATEBRAAZIBL - 185 - FE ~ DEETAERER » R A AT ek
BERHNERT ~ B4 - AL~ BAZE - R/ECERIESS 0 [ Allied World Assurance Company, Ltd (R A IR A T HIRER TR » 24T
ISFTEARANZIRL ~ 185 - wE ~ OEESUEAERER > (ERHERHE R H 2 S - IS EA K EIA S B EER T -

ANGERREN > RIEAAFTAIFTE > ARERE RS2 BT @ - AAWFEE - (B8 bR SR o A R R B R

Signature of the Insured Z{EAZEE

Date HHf

Please submit the following documents together with the form for more efficient processing of your claim.

RERBRMEEGH R - REED T HRIRERS

Documents Required

st

Types of Benefits {7[&}HE 7]

Accidental Death
BIMET

Loss of Limbs or Sight or
Hearing or speech
VU R B B Bk i Bl
JEUEERE

Permanent Total
Disablement 7k A 58 & 55

Temporary Total
Disablement
W Rk EIEERES]

Medical Expenses &% [

Bonesetters’ Fee

BRFTE

Hospitalization Allowance

FEREER g

Death Certificate
TS

Medical Report
RS

Medical Certificate (Part
Il of the claim form)
BGEN (REHFERN
F_H)

Original Medical Receipt
BB EBIER

Police Report (if applicable)
BT ()

Original Medical
Certificate showing the
Period of Sick-Leave
B R EEFHE R
&

Confirmation from
Employer stating the
Leave Period that
Insured has taken and
Monthly Salary g F 2% H
Z(EHEEHZ R ARRS
Rz HRA R A #rag s

Original Receipts of
Travel Expenses and Air
Ticket Jiki2E: ] SA% =2
WIBEEA
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Personal Information Collection Statement

Purpose of Collection
Allied World Assurance Company, Ltd (“Allied World”) may collect and use your personal data to enable it to carry on its insurance business
and to serve the purposes of:

Processing your insurance application;

Arranging a contract of insurance with you and administering the policy issued;

Claims handling, investigation and analysis;

Designing products and/or services for customers;

Promoting, improving and furthering the provision of products and/or services by Allied World and its group companies; and

Complying with any legal or regulatory requirements applicable to Allied World.
In general it is voluntary for you to provide Allied World with your personal data. However, if you do not provide sufficient information, Allied
World may not be able to provide insurance services to you.

Transferee
Data held by Allied World relating to you will be kept confidential but Allied World may, for the purposes set out above, transfer your personal
data to:
Allied World’s group companies;
Reinsurers;
intermediaries including insurance brokers and insurance agents;
claims investigators, loss adjusters and other professional advisors;
Allied World's other appointed service providers, including for the following services: telecommunications, information technology,
administration, data processing, payment processing, emergency assistance, legal, and medical;
any insurance industry association or federation and their respective members; and
= any other person necessary to comply with applicable legal or regulatory requirements, or orders of competent authorities,
in each case both within and outside of the Hong Kong Special Administrative Region.

Marketing and Promotion

Treating you as a valued customer, Allied World and its group companies may use the personal data, including name and contact details,
collected from you for the purposes of direct marketing of Allied World and its group companies’ general insurance products, services or offers
and for sending you the promotional materials or updates of such products, services or offers when they become available.

Allied World may not use your personal data for direct marketing if you have indicated objection to such use by ticking the box next to the
statement above the proposer’s signature block in the proposal form. You may also, at any time, request Allied World to cease the use of your
personal data for direct marketing purposes, by informing Allied World’s Compliance Officer at the contacts set out below.

Access Requests and Corrections

You have the right to obtain access to and to request correction of any personal information concerning yourself held by Allied World. Requests
can be made to the Compliance Officer of Allied World Assurance Company, Ltd by mail to 22/F One Island East, Taikoo Place, 18 Westlands
Road, Quarry Bay, Hong Kong or fax to +852 2968 5111, or email to hkcompliance @awac.com.

F(EPN g St 4]

RN
Allied World Assurance Company, Ltd tHBF{REEA RS (T AAE] ) VrTREURERGE AT N EE AR (E Ry BRI ER K THIH I -
PRI T 0IPRkE HR S
FHHRE AL B E S AR
RIEREE ~ B RAHT
R P E MR
TEF‘;‘ U R — R AR AN B R A BN E R ~ IR R
RPN TR AR AT
4ﬂ“ffﬁ » PR R B E A RS B R - R T REELS T RSBk - AN E A REI AR AT R CRbR AR

&irlmig
ZIK NEFFAENEFE H%H%ﬁﬁ AHAN AT REEERE NI E R4S TS 5 E Ll R
Ny \TE’JEEI
HiREA
*ﬁ)\@%ﬁﬁﬁﬁ@k&{%ﬁﬁ@%ﬂ ;
RIEREE ~ A5 R HANESERER
AN HAMAGERBIEEEE - PREVEIELU IR © Eall - BalRE ~ 178 B8R - (THOEE - BB 8  TAEREER
(RGN e R i =g S a W= S
(EAAT A N - DATF S AT AAERE A AR SR AR - SREEE M s -
UJ:%IE A BRI TS A B Ah

iEziid
BRANFNERES » ANF R HEEAF TR G EERE T ARt E B RIS T70% - | TEEA L SR E Y — iR
FEfn ~ IRBSEERE > KRR TR A i ~ IR B RIS HE R BRI .

W T ERIRE AR AN AR FE TR IR R R E M TR A RIERUAE - RATEA G AR THE SR e
R o PN IR AT RIS SR A S e IR TR BT E R R TR - b 55 IR T iy BRI A A SRR B A -

ERERERRER
B T AREZRE R M CE A A S PR A B A R G 2 (8 A&k - BRI 0 T YRR AN 5 2 GREIEE TR - B 2 EEMER
KT P EERE P18 B o o 002248 - S E £ +852 2968 5111 » ZEE F £ hkcompliance@awac.com °

Allied World Assurance Company, Ltd tHEf#{REHTRAE]
(incorporated in Bermuda with limited liability) SP-BG1115CF
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Part Il &4

Medical Certificate (To be completed by the attending physician/surgeon at the claimant's own expenses)

BREE] (HERB S - IREMHBREANBITRE)

Full name of patient (please fill in English BLOCK letters) and
HKID number

WAEH GEUIOOERSAE ) KBS (385t

Date of Accident
B4 H# (DDH/MMA/YYE)

Upon what date did you first examine the patient after the
accident described herein?

P EACES N Atk o BT IR A B AR 2

To your knowledge, what was the cause of the injuries?

BT BAEERS EZ5?

Regions injured (If a limb, state right or left)

ZEFEL (AHZES - SRIAEE)

Nature and extent of injuries

ZGE R HAEE

Is the patient’s condition solely due to the accident herein?
AR IR S — R b [

YesE O No & [ If no, state other cause

HE o SHHEAMEA

From what injuries or illnesses is the Patient now suffering?

BER TR R

Did injury required {524 R A FE
a. Hospitalization? {3:f%?

Date admitted A5 H #A

a. Yes [ No & O
Date discharged [ H H#f
(if yes, please give details) &7 - sHsfil:
b. X-rays? X5t:?
ys? Xt b. Yes 2 No 7& I
c. Special diagnostic procedures? £ HIZ2EHIEL?
P gnostic p AR . Yes 2 [ No 7 O
d. Surgery? Ffii?
urgery? i d. Yes 2] No # [
Has any circumstance, irrespective of the accidental injuries, Yes2 [O No & O
such as cardiac affection, gout, rheumatism, paralysis, disease or . . e VRS
otherwise, tended to produce or prolong disablement? If yes, please give particulars 573 » L
BRI LRz G1EA - AaEMER - Bl LR - R R
IR ~ R AR B R R R AR 2
If the patient was referred by another doctor, please provide the
referring doctor’'s name and address.
WP N Ry HA S A7 - SE TR X e AR 2 YA B
Are you the patient’s usual physician? {RE&KE A BT 284 ? Yes £ [ No & [

| hereby certify that all information given above is accurate and true to the best of my knowledge.

AAGEI BT ERHRIE A AFTAT S R ERERET -

Signature and chop of attending physician/surgeon I 2884 % &2

Address and telephone no. il K2 48 B 25

Date HHf
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