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Maid care insurance (hospitalization) claim form #=

Please note the following:

It is not necessary to complete this claim form for Outpatient Claims. Please write the policy
no. and your contact telephone no. on the original medical receipts and then send them to

us by post. ERFEMZRM , YFARERURNE. FEREVRNIEFR LR LR RBERE
RBHEBFEMR , ARBFRRM.

If you are claiming under the Employee's Compensation Ordinance (e.g. Your domestic servant sustains bodily injury by accident or disease arising out
of and in the course of employment), please contact us immediately. You need not fill in this claim form.
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Name of insured: Policy no.
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Correspondence address:
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E-mail address:
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Phone no.: (day) (Night) Fax no.
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Name of patient: Sex Age
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Patient's id/passport no.:
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Please attach the original of all medical recedpid reports pertaining to the claiﬁi.[ﬁﬁfﬁ’ﬁj“éj%%Fm%@zq’w%?&j@gf[ FuT=4 -

If hospitalization was due to illness ¥

Please describe the symptoms before hospitalization. ﬁ%%ﬁ‘ ﬁﬁﬁrﬁjr%r

When did these symptoms first appear? ]?ZJFJ e E\Hﬁ] TR

Date [ '] Name(s) and Address(es) 1% €, % #ygt-

The physician first consulted for the illness.
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All other physicians consulted for the illness.
HrE ) Hi@;?;ézvﬁpa%;

Physician who referred the Patient to hospital.
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If hospitalization was due to an accident &

When and where did the accident happen? ﬁl%‘ﬁ?[’ﬁ‘ﬁ (R e

Please describe how it happened. ﬁ%?ﬁ‘liﬁvyﬁ;;ﬁ}

Please describe the injury. ﬁ%}‘ﬁig[%ﬁh b K (5 5k




Declaration and authorization
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1. I/We declare that, to the best of my/our knowledge, this information is true. I/We also agree that if any of the above is intentionally untrue
or missed, Zurich Insurance Company Limited has the right to repudiate my claim.
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2. I/We hereby declare and agree that any personal information in this claim form or otherwise obtained is provided by me/us and may be held,
used and disclosed to enable the Company to carry on insurance and financial services business; and may be transferred to any individuals,
related companies, any other organizations, any independent third party and other service providers for the purpose of (i) processing this
application and providing subsequent services for this or other products and services, and or (i) direct marketing, and/or (jii) data matching,
and/or (iv) communication with me/us for such purposes.
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3. I/We understand that l/we have the right to obtain access and request correction of any personal information concerning myself/ourselves
held by the Company Request for such access can be made to the Data Protection Officer of the Company
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4. | hereby authorize any physician, hospital or other organization or persons, that has any records or knowledge of the patient or his/her
health, to disclose to Zurich Insurance Company Limited or its representative any and all information about the patient with reference to the
accident, his/her health and medical history and any hospitalization, advice, treatment, disease or ailment. A photostatic copy of his/her
authorization shall be as effective and valid as the original.
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Patient’s Signature Date
i i
Name (Block Letter)

G0

Insured's Signature Date
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Name (Block Letter)
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129039388 [r*lld/ {fdr : 29681660
Zurlch Insurance Company Limited (a company incorporated in Switzerland)
Claims dept.: 24-27/F, One Island East, 18 Westlands Road, Island East, Hong Kong
Tel : 29039388 Fax : 29681660



Attending physician statement
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(Must be completed by the attending physician) “Zifl1= ZF < HH

Name of patient Age Sex Date admitted Date discharged [Final Diagnosis

1. Date on which the patient first consulted you for the hospitalized illness or injury.

2. Please describe the symptoms and complaints of the patient during the first consultation.

3. If possible, please give the names & addresses of all other physicians consulted by the patient previously.

4. a) According to the patient, how long had he/she been experiencing these symptoms before consulting you?

b) How long do you feel the symptoms will last?

5. What was your clinical diagnosis?

6. Medical treatment given and test(s) performed

Operation performed

Date performed Surgeon

7. Prognosis of the Patient's condition?

8.  What is the chance of having a relapse?

9. Was injury / sickness due to pregnancy?

10. Was condition caused by congenital anomaly or infertility?

11. Had the patient previously been treated or hospitalized for this or any other disorder? If so, please give details.

Dates Disease / Disorder Details of treatment / hospitalization Name of Physician / Hospital
Name of Physician Quialification

Date Name and address of Hospital

Signature

Hospital Stamp




