bolttech

Insurance

Personal Accident Claim Form {EIA Z 9P ={E RS

Please send the completed claim form to claims.hk@bolttechinsurance.com
B RIERE SRR I X T claims.hk@bolttechinsurance.com

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

A ERFE FE—EBANIER - MR FEERTEER °

Policy number {R & 555 Name of Agent {REGEIEA

Insured {RF

Full name

e

Correspondence address#

iBERMhAE #

Tel no.# E-mail address#

B # UL #

Insured Person Z{RA Same as above [F E [
Full name Occupation

e e

Correspondence address#

iBERhAE #

Tel no.# E-mail address#

B # BEHIIL #

# For the use of this claim only IR IELZRE > B

Details of the Accident E5MER

Date and time of accident E4Mg4 HEA & FFR
Place of accident &4 #h 24
State how the accident occurred EIMEAELL B

Nature of claim Z{&IER (please put a "v/" in the appropriate box FEERA A 'V " EZBESIER )
[] Medical expenses B&E &5 FH

[] Chinese bonesetter / acupuncturist treatment expenses FREIEFT / $15E A

(] Temporary total disablement EEFMESE 2L TIESES] [ Hospital allowance (£Br3R %285
[J Accidental death 4t &k [J Permanent disablement sk A f55:%
(] Others Efth

Total amount claimed Z{E42%8
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Details of the Injury S{E 1572

Nature of injury 252> 48

Part(s) of body injured S5 &k 1

Has he / she previously suffered from injury to the same part? Yes/No*
BERDBEER—ESIZE? E/AB*
If YES, please give details &8 > shstl

How long has he/she been totally disabled from engaging in or attending to his/her usual employment or
occupations as the result of the injury?
BERZEMTEBATIFENNRERSA ?

From g5 to &

Name and address of the Doctor attending the injured person fEz2 B2 44t 2 Ry thik

Is he / she the injured person’s usual doctor? Yes/No*
ZBREREBEBERS ZBLE? =/E*
Date of Hospitalization (if applicable) {XFz B AR ( {0iEFA ) :

From H Time BFRE

To H# Time B¥fE

Name and address of the Hospital B&Br52 #& K it :

Has the insured person fully recovered? Yes/No*
RRAREETERE? /B

If NO, please give details &7 > F5eEift :

*Please delete whichever is inapplicable s5M &R iEAE

Other Insurance or Compensation E{th{R&ekES(E

Is/Are any other insurance policy (ies) covering the expenses involved? YES/NO*
EIEERERRINEMRERE ? B/E*

If Yes, please provide the following information #1:2 > sHIRMHEUTER :
Name of Insurance company 1R/A 51 & 7%

Class of Insurance {RiE4E Policy no. TREE5EHS
Amount claimed R{E 4% Currency &i&

*Please delete whichever is inapplicable M| =R ERE
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Claim Payment Method BZ{EFIAS T

Subject to the terms and conditions of your policy, the Claimant may select to receive the claim payable
amount by way of direct credit or cheque. If you do not provide payment preference as below, a cheque will be
issued for any claim payment.

EREMERETAIER T > BTSRRI TERN T R A VAR ERMIE - ME T RE R TRITEIRERE
WERRRERRIAS T - MRERFRFREER , R EEEU ST RIEREERNRIEA

Option (1) 48 (—)
[] By direct credit $847#28E — for HKD account only S REE A

Please provide the Insured Person’s bank account details. A copy of bank book or bank statement showing the name and bank account
number of the Insured Person MUST be provided. :5iIR ISR ARSRITER » LR ERHETZRANES RETIRE OSRERNIRTEFRESRA
BRI o

Important Notes for direct credit $8{ TR E R E1E

a. The claim payment shall be credited to the bank account in the name of Insured Person in accordance
with the terms and condition of your policy. To prevent any unnecessary delay, please make sure the
bank account number and account holder name are correct.

BRIZ BRURRERBIRRR - FAZRRAZ FTZIRITIRF AR RARF S RARF B AR MBIER
MR AN E 2 IR ©

b. If the claim payment is remitted to a third party as a result of your provision of incorrect bank account
number and / or account holder name, we shall not be liable to make any further payment and any
other extra banking handling charges regardless of whether the claim payment can be recovered.

SR TR 2 SRITAR P SEAE K2 / S0P A A BB IERE » MERA AR EERER 2R =5F 1
ARG NE » AAREEMEEE X IZBERRES IR ZBRIRTFEER -

Bank Account Information $R{TER A &l

RIT=E RITARSE RITD1THRTE RITER P 95
Bank name Bank code Branch code Bank A/C no.

BRPFA AR (RXKRAER)

Name of account holder ( In English & Block Letter)

Option (2) EE ()
[] Hong Kong Dollar Cheque &8sy =
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Declaration EEH

|/We have read, understood and accepted the Personal Information Collection Statement of the Company ("PICS").
By signing below, I/We confirm this application and agree that the Company may use and disclose all personal
data about me/us that the Company currently or subsequently hold for the purposes as set out in the PICS, and |
understand | can scan the QR code below for review of the PICS or else | can request a copy of the PICS by calling
the Company’s Customer Service Hotline at 3123 3344.

AN/ HFICEFE BAREIAATHREBABNZR BBEUTRRZ AA/HFIRRILRFLERE
ARAARBEREBAENERI L Z BNERRKREA QT BRI KB NBR AN/ HFNMEREASR
b WIRRA AR LURHE U T B EE A ARNBEEABHZR A NERARTNEFREBHG 3123
3344 REUEBAER BERRRI A

oie

Claimant's signature H.K.I.D. Card no. Date
REAEZ BB BN EIHE EEG
Insured's signature HKID Card No./B.R. no. Date
(& Company Chop, if applicable) EESMNETRNE / BmESLTE HAR

RARS (RAREE > MEA)

i 2c

The following document should be submitted (if applicable) &5 23z M FAERA {4

1. Please attach the relevant medical report, original medical expenses receipt, sick leave certificate and Doctor’s referral letter to certify the
expenses.
FENRARMZBERS « BWIRER - REREARBEENEELRBREREE

2. For accidental death, 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 authorizing that person to act in this capacity.
EARIISTRE > ANRBMEHIRINRSE - EFRE - ATERBAXHGS > IRTARBRREAL  FREENEBAZER > UWkE
B2 R RIEREA A ©

3. For compensation relating to Temporary Total Disablement, please provide the relevant income statement stating gross income for previous 12
months.
ERARMYRMTRRATIEENRE » A _LHIBRRIT 12 88 AU A RIS -

Notes F& :
1. Submission of this form does not constitute admission of any liability by bolttech Insurance.
2 LR AR READEREE o
2. Completed claim form together with supporting documents should be forwarded to bolttech Insurance within the time stipulated in the
insurance policy.
FHRHEEZ 2 RIERAREAXM - EREEEABRRNZE LRFRE
3. Claims will not be processed unless declaration is signed by the claimant.
RERBERAIFZERZEZREFFE
4. If you are claiming for reimbursement of medical or other expenses, full details and documentary evidence must be provided.

EERRBREUEMBANEE - BRUSHAERREIAXT -
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It is important that the Certificate of Medical Attendant be completed by a fully qualified and registered medical
practitioner at the expense of the Insured.
BAEPRE N ARBUN MR ENE 2 BEMAR , TR EAHRZRARE

Certificate of Medical Attendant 224::5BAsE

1. Name of Patient ID Card No. Age

2. Date of accident

3. Cause of injury

4. Diagnosis

5. When did you first consult for these injuries?

6. Treatment given (e.g. suturing, physiotherapy, type of dressing, etc)
Date:

Treatment:

7.0ther medical treatment or examination required (if yes, please give details)

(@) Hospitalization? ... Yes/No* Date admitted ..o,
Date discharged .......cccccccooviiniinns

() XTAYS? oo Yes/No*  Please specify.......ccccoooovoiviicenn.

(c) Special diagnostic procedures? .........ccccccoovvvvevreenen.n. Yes/No*

(d) SUMGEIY? oo, Yes/No*  Please specify.......ccoocoviiiinnn.

8. How long has the Patient been totally disabled from
engaging in or attending to his usual employment or
occupation as a result of these injuries or illnesses? From .o 1L

9. How long do you think such disability will last? From oo 10t

10. Does the Patient have any other disease or physical defect? Yes/No*
If YES, (a) What is the Nature? ... (a)

(b) To what extent may recovery be affected thereby? (b)

Signature: Qualifications:

Address: Date

*Please delete whichever is inapplicable 5l & EAE
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If compensation is related to Temporary Total Disablement, the Employer's Confirmation of Sick Leave must be filled
by the Injured Person’'s employer.
ERERERMEERARTFENRE  EIRAINREBIASVEREEEIER

Employer's Confirmation of Sick Leave {EX:2A]{A{i:EFHE

To be completed by injured person's employer FHIE& R EIES

This is to certify that the injured who is our employee serving the position
currently as has suffered an injury of occurred on

and as a result of the said injury he/she did not attend to work for a total of days
during the period from to

We further confirm that his/her basic monthly salary (excluding bonus, commission, overtime and other
allowances) during the twelve months prior to the accident was

HKS
PRCE (15EBHER)  AXRRE (A1) » EEBEER
ZESNME T/ S HRERFE_ Ko

BN | BRBBARGEERING 12 BANESRELRHE (FERETEA - A » BREHAE MR )

Employer’s signature & Company Chop Date
BEBERABIEER HER
Injured Person's signature Date
BER HER
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Personal Information Collection Statement (“PICS”)

WEEA TR

Please scan the following QR code for review of Bolttech Insurance (Hong Kong) Company Limited’s (the
“Company”) PICS. You can also request a copy of the PICS by calling the Company’s Customer Service Hotline at
3123 3344.

AU T EBEEERERE (B8) BRAE ([ x281 ) NKEBABHER - GIRRNELARTNE
P AR EMAR 3123 3344 REUNEE A B RIZRRIA ©

e

English 2204
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