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Overseas Helper Insurance Claim Form

N.B. Please attach original medical advice, admission and discharge slips, hospital bills, doctor receipts and all other supporting documents.
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THE INSURED %~
Name of Insured {44 Policy Number - BE.5%05 Tel. No. EEE5EHE Mobile No. F-{EEEEEYES
Correspondence Address Bzt

THE HELPER Z{&

Name of Helper Z{fE#E4

Are there any other policies of insurance covering the helper? F R G A HAFRRE?
No &[] Yes /&[]
If Yes, please give details. Z1E » F5aFil -

Name of Insurance Company {52\ 5] 4% Policy No. {REEFEHE Amount Recoverable T 4H [0 448

THE ACCIDENT / SICKNESS =4} / %

Description of Accident / Sickness B4 R H Date of Accident / Sickness &= 4Nl H HA

Name of Hospital B&[5¢ 4 F# Date of Admission AJEHH] | Date of Discharge Hif5E H HA

Has the helper ever suffered from this or similar condition or a recurrence of a previous injury or illness?

FEY S IR PR - SRS/ RS

No & [] Yes 72 [
If Yes, please give details. W14 » FEEHIl -
Disease / Injury 25 / 515 HiA Attending Doctor’s Name and Address 3275%8 4= #:4 K ik
STATEMENT OF CLAIM Z{E & OFFICE USE ONLY
iR A TS
TYPE OF BENEFITS PER DAY (HK$) TOTAL(HKS)
S fH g
Clinical Expenses
£
Bonesetter/Physiotherapist Expenses
BT/ AR E A

(First treatment is received from registered doctor

HOARR L MPE R D

Room, Board & Miscellaneous Hospital Charges
Fot s et g

Surgical Fee

FHlrE:

Anaesthetist’s Fee
iR e

Operating Theatre
Ffr=e

Others EAl, (please specify &5 :1HA)
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IMPORTANT EEZEEETH

I/We here by authorize any hospital physician and any other p erson/s who has attended or examined me/us, to furnish to the Company, or its
authorized representative, any and all information with respect to any illness or injury, medical history, consultation, prescriptions or treatment, and
copies of all hospital or medical records. A photostat copy of this authorization shall be considered as effective and valid as the original.

I/We the Insured do solemnly and sincerely declare that [/We have complied with the conditions and warranties (if any)of the Policy and in no
manner d eliberately caused the said loss or damage or sought unjustly to benefit thereby by any fraud or wilful misrepresentation and that the
information shown on this form is true and I/We have not concealed any information relating to this claim.
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BNEEEL B #%%EEH ANEFZCEFIRBEAFTA R OO RIEQE ) O A E BB Lt 8% - B DIGEE » #08
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PERSONAL INFORMATION COLLECTION STATEMENT
HCER{EL A Bkt T

The information you provide to us is collected to enable us to carry on insurance business and may be used for the purpose of:

- any insurance or financial related product or service or any alterations, variations, cancellation or renewal of such product or service;

- any claim or investigation or analysis of such claim; and

- exercising any right of subrogation

may be transferred to :

- any related c ompany or any o ther company c arrying on insurance o r r einsurance r elated b usiness or an intermediary or a ¢ laims or
investigation or other service provider providing services relevant to insurance business for any of the above or related purposes;

- any association, federation or similar organization of insurance companies “Federation” that exists or is formed from time to time for any of
the above or related purposes or to enable the “Federation” to carry out its regulatory functions or such other functions that may be assigned
to the “Federation” from time to time and are r easonably r equired in the interest of the insurance industry or any m ember(s) o f the
“Federation”, and
any members of the “Federation” by the “Federation” for any of the above or related purposes.

Moreover MIN XIN INSURANCE COMPANY LTD. is hereby authorized to obtain access to and/or to verify any your data with the information
collected by the “Federation” from the insurance industry.

You have the right to obtain access to and to request correction of any personal information concerning yourself held by MIN XIN INSURANCE
COMPANY LTD. Requests for such access can be made to The General Administration Officer of MIN XIN INSURANCE COMPANY LTD. on
Telephone No. 2521 5671 or Fax No.2526 7364.
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AUTHORIZATION Ffi

I hereby agree and authorize any D octor, Hospital, Clinic, Insurance Company or organization who has been or may hereafter be consulted to
disclose to MIN XIN INSURANCE COMPANY LTD. Any and all information concerning my medical history for the purpose of assessment of an
insurance claim, such as authorization to survive me in so far as legally possible. A photocopy of this authorization shall be as valid as the original.
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Signature of Insured R %44 Signature of Helper 2% (%44 Date HHA
AUTHORIZATION FZ##

I hereby agree and authorize any D octor, Hospital, Clinic, Insurance Company or organization who has been or may hereafter be consulted to
disclose to MIN XIN INSURANCE COMPANY LTD. Any and all information concerning my medical history for the purpose of assessment of an
insurance claim, such as authorization to survive me in so far as legally possible. A photocopy of this authorization shall be as valid as the original.
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Signature of Insured £ %44 Signature of Helper 2% (%44 Date HHA
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TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
CERTIFICATE OF HOSPITALIZATION

(please complete in block letters)

Name of Patient:

Date of Admission: Date of Discharge:
Name of Hospital: Diagnosis:
The first date and subsequent dates of your treatment for this illness The last date of your treatment for this illness

Was the patient referred to you by another doctor?

O No O Yes If Yes, please give name(s) and address(es) of the doctor(s).

Are any of the conditions treated due to pregnancy?

O No O Yes If Yes, please advise the commencement date of pregnancy.

Details of Treatment/Operation.

Date performed Name of Surgeon

To the best of your knowledge, has the patient previously been treated or hospitalized for this or any other disorder?

O No O Yes If Yes, please give details.

Date Disease / Disorder Details of Treatment / Hospitalization Doctor’s / Hospital Name

Are conditions due to or associated with the following: No Yes
i.  Drug addiction or alcoholism? O O
ii. AIDS, venereal disease, sexually transmitted disease? O O
iii. Infertility or sterilization? O O
iv.  Cosmetic or plastic surgery O O
v. Mental or nervous disorder O O
vi. Congenital deformities or anomalies? O O
vii.  Suicide, insanity or self-infliction? O O
viii.  Heart disease? O O
ix. Cancer? O O

Name of Attending Physician Chop & Signature of Attending Physician

Qualifications Date
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