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oA IR R RIH AR F FHIFTRE SN R IEE S AE30R AN — BB AL S HREES - AN T E iR R
FE R SRR TR SN AR R EE R RO - BHEREFFRAIARAAFEEARBEEE -

Completed claim form must be given to the Company within 30 days from the date of accident together with the following
supporting documents. We reserve our right request additional information / documents when needed. The issue of this claim form
is not an admission of liability on the part of our Company.

L. BRE I ZERN [ RIENER
INFORMATION OF POLICY HOLDER / INSURED PERSON / CLAIMANT

HEEA A TRELGRHS

Policyholder: Policy No.

ZERA ERESEESHS PRI
Insured Person: HKID No. Sex
A H 4 B B SRS

Date of Birth: Contact Telephone No.

PR/ R fE AR

Residential Address:

& - 447 e S

Name of Employer: Occupation:

REN EHES RS

Claimant: HKID No.

EXCONCIEZTIN LA

Relationship between Claimant and Insured Person:

1I. E4N¥K% DETAILS OF ACCIDENT

BINEH / BFE BN 2 BB
Date / time of accident Place of accident
S el A N r] S A

Describe how the accident occurred in details

FEEFEREERFAE

What was the injured person doing at the time of accident

111. BAIMER RESULT OF ACCIDENT

2L ZGMWE R 2GR
Part of body injured: Nature of injury and Degree or Severity of injury:
[ 1 /&7F Right hand Z{EME Nature of injury: ZEFEE Degree or Severity of injury
[] /F Left hand [ ] 5 sprain
L] Kl leg U] BT fracture
[] BH head [] f#{& contusion
(] R eye [] #i{& laceration
[] %K coma
[ ] EAf others [] {5 burns
aiar I please specify) [ ] HAf others
(ﬁ;’ﬂﬁﬂ please specify)
GBI F A 25 ? (2 &
Has the m_]ured person previously suffered from injury to the same Part? [1Yes []No

ﬁ[[;%‘ uﬁ D?}\_
If yes, please give details:
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IV.  REHE - SERFEREU
CLAIMED ITEM, AMOUNT & SUPPORTING DOCUMENTS
HIEHE PR RS (GEfTY) EXCER
CLAIMED ITEM | SUPPORTING DOCUMENTS (Please ') CLAIMED
AMOUNT

BIMET h/B%3E
“H

Accidental Death
and/or Funeral
Expenses

[ ] ET-28 Death certificate

(178 E W Bkt #e Coroner’s Report/ Post-mortem Report

[ 7EBEE M2 R N BRERSE AV (A2 HE) Presumption of death as

proclaimed by a court (in the event of disappearance)

U] B s (1) Police report (if applicable)

U] 5%2EE: A 2 58 HH {4 Documents in support of the funeral costs

[ S frban st 2 2e AR S (e (e AR RBESRDIEE I - PR 5248 A B A

Z&HH Identity documents of the beneficiary and relationship proof

KA ST A B E 3 5
¥~ B RIEE AT

Permanent Total or
Partial Disablement,

Burns, and/or Broken

U] B& 42 > A REERT2 50 Certificate issued by a Registered
Medical Practitioner certifying the degree or severity of disability

(] #7845 (4178 FH3) Police report (if applicable)

Bones

BN RE A S/ | [ KBS 2 SOaR » BiEZ R AV ~ IR ~ 208

N = HEA Kz U#E Diagnosis and treatment, including Insured Person’s name,
diagnosis and date of diagnosis, certified by a Registered Medical

Accidental Medical Practitioner, and receipt

Expenses and/or

Coma Benefit

U] 285 R IEE F 2 22 Frek B [ IF ANBR B8 Original receipt with itemized

list/ receipts issued by clinic or Hospital

AR AR (HIRES)
Emergency Medical
Evacuation &
Repatriation of
Remains

(For Accident only)

R R L N E B IR (HIRESD
o BUER2A/NIFREN(E B SR AR EAGR (852) 2862 0191 - iRt N AIE
14
- ZER NHIORERERSRES ~ £ ~ B0y 5G5S K ed s
- SRR (B B4 T ~ THI5)
- BT SRR
© HIEEEHUHBIRET > 0E D ~ Bk - BeghOE
© PRI OH R ER R SCR S B R A 2

Emergency Medical Evacuation & Repatriation of Mortal Remains (For
Accident only)
. Call 24-hour MIN XIN Worldwide Assistance Service Hotline at (852)
2862 0191 and provide the following information
- Policy number, Name, ID Card No., contact number and of Insured
Person
- Location of the incident (e.g. name of hospital, hotel)
- Nature of assistance service required
Call the relevant authority or department, e.g. police, hospital or
medical emergency unit, etc
All the services must be approved and arranged by nominated
Emergency Assistance Provider
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HiFE 2 ]2 B2 ~ 2B EA » SNEZBEANZEEH A Original
Temporary Total Medical Record from in-patient/out-patient/emergency units with

Disablement attending doctor’s diagnosis

(] HiBe&ass R (3 e BEIE A Original Hospital Record / Discharge

Summary

(] {EprER (F ¥ IE A Original In-hospital Services Bills

[ &l BAYFTE fe & 25 Medical Examination Reports issued by the
Hospital

U] & F 238K {ERE58HZ Employer’s Confirmation of Sick Leave

V.  Hfr&k OTHER INFORMATION

BELH R

Name of Police station Case Ref:

FRE4E 4 B S RS

Name of attending physician: Contact telephone No:

B e/e2 ALt Rtk
Name of Hospital/ Clinic and address:

Bt 0

Date of first treatment

B e kB LIFRETHIHAR]

State the period during which the injured person has been totally disabled from attending to his/her normal occupation

FH From 2 To

H Day / 5 Month / £ Year H Day / H Month / &£ Year
GEB RN R ER TS ? LZE O#f
Is the injured person still totally disabled? [1Yes []No

WIS > B HRIE LAFRE S ?

If no, from what date was the injured person able to return to his/her occupation?

HEHA R ORIE? OB O®
Any other Insurance covering this event? [ 1Yes [ |No

WA - GRS Bz R BEAYORESRES - CrbR A EIHHE - BIA S ER % -
If yes, please provide the policy no., name of insurance company, copy of the policy and the respective claim/payment
record.

PRELSRIS (N NCIEA
Policy No. Name of Insurance Company:

HE 1 A SRR GBS A 0 I EN B
2. YIFHE ZEEHEET » A5 IR - AN A5
Noted: 1. Any documentary proof of accident and/or other reports shall be furnished at the expenses of the Claimant.

2. If more space is required, please write on a separated sheet and sign your name on a separated sheet.
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EHA B PofEE Declaration and Authorization

1.

RNEEFHIEY] > AN/EFEMHE - DUEFHHER BB R AT SIH 2 B85 2 B S  prig A S EET &R

ZORE -

I/We declare that all information and particulars contained above are true and complete to the best of my knowledge and belief

and they are made without reservation of any kind.

ANEFEHALFEEL N AREEREAERAE (TAXE ) mEFTUERE R REANE S Z A BRI 25 -

I/We understand and agree the following issues about the arrangement of my/our personal information collected or held by Min

Xin Insurance Company Limited. (“Company”).

() HEATPESFANZE FEEAERBRAAN - ZRA - 2 A RENFA - GFEEA - REZBARREN)E
NERE AR AT EAELL SRR - ERE FIRIRS (GRIRATREE ARG IATHR &Y
ZERHERE) ¢
The personal information of customers (include policy owners, insured persons, beneficiaries, premium payors, trustees,
policy assignees and claimants) collected or held by the Company may be used by the Company for the following
obligatory purposes necessary in providing services to the customers (otherwise the Company is unable to provide
services to customers who fail to provide the required information):

L P SRE (RIBBIMAGRE ) FIRE RIS ~ ORI R R AR (R PRbg IR
to process, investigate (and assist others to investigate) and determine insurance applications, insurance claims
and provide ongoing insurance services;

1. FRER(RUEDK
to process requests for payment;

1. FRHRE TS S HYRE S0 R FERR R  PURATEEAA I HIRER] (GRS R R PPTE) . EFEER
RIS ARALHE ;
to manage any claim, action and/or proceedings brought against the customers, and to exercise the Company’s
rights as more particularly defined in applicable policy wording, including but not limited to the subrogation
right;

Iv. RERETE  BUF ST R
to compile statistics or use for accounting and actuarial purposes;

V. FrEHARNE BLFRTJAERAR B NEER] ~ BRI~ <FRISEES B9 R HUE AN FR s TR R
to meet the disclosure requirements of any local or foreign law, regulations, codes or guidelines binding on the
Company and conduct matching procedures where necessary;

VL BIEE AR R G E R F I G AZOREEE < ARBERRNREERR - FARRERE - 5
Bl ~ BURFAHERAIBURFAH BRI
to comply with the legitimate requests or orders of the courts of Hong Kong and regulators including but not
limited to the Insurance Authority, Hong Kong Federation of Insurers, auditors, governmental bodies and
government-related establishments;

VIL fEBEET
to collect debts;

VIL  {EFARAT R AR AEERS - 5t bl I RAAT R B PR IR © &
to facilitate the Company’s authorized service providers to provide services to the Company and/or the
customers for the above purposes; and

IX. (EARA TR E IR e KR N RE SR AL B T S A RN S -
to enable an actual or proposed assignee of the Company to evaluate the transaction intended to be the subject of
the assignment.

(2) BAF]EHIREIMERR - WL E ARG MY A TR AT P E AR
The Company may provide any personal information of customers to the following parties, within or outside of Hong
Kong, for the obligatory purposes:

L AT o BRI TR ORISR R SE B HAM A E s A
companies within the Company, or any other company carrying on insurance or reinsurance related business, or
an intermediary;

1. B AN A TE - B - B (TREE S R B A RIS IR~ R EREEEE =
AR (RS -
any agent, contractor or third party service provider who provides administrative, telecommunications, computer,
payment or other services to the Company in connection with the operation of its business;

I1L. FE=ITIRALER - ERRAEER - GEtEl - AR - BRE - ERAE - BRERERER - FEE -
B~ fEEBAR - KEREHE |
third party service providers including legal advisors, accountants, investigators, loss adjusters, reinsurers,
medical and rehabilitation consultants, surveyors, specialists, repairers, and data processors;

Iv. {EEHRN  MIER SRR (B EBEIAE EE TR E AR BHAE]
credit reference agencies, and, in the event of default, any debt collection agencies or companies carrying on
claim or investigation services;

V. RIS A B s EAT R B AR BV ERNED > Kot E R HBURT - BaE SRR A s A
B S A ] B A RS TR B P TR G PR S [ S AT A B R HAE EER I EA AL
any person to whom the Company is under an obligation to make disclosure under the requirements of any law
binding on the Company or any of its associated companies and for the purposes of any regulations, codes or
guidelines issued by governmental, regulatory or other authorities with which the Company or any of its
associated companies are expected to comply;

VL R T ETAEEAVER I ERIHSIER AL - &
any person pursuant to any order of a court of competent jurisdiction; and

VIL FAFHIE EFE SRR NN AT HRER A AN ZRA -
any actual or proposed assignee of the Company or transferee of the Company’s rights in respect of the policy
owners.
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E2HA Ky PIFESE (48) Declaration and Authorization (continued)

Q) FrAEEFEARUEHEAQT ZEAERREEE (I T) ZORER - B1E /B AT A AR
HAGHIE(E &R -
All customers have the right to access to, correct, or change any of their own personal information held by the Company by
request in writing to the Company’s Personal Data Protection Officer at the address below.

B ANBERHRE FT Personal Data Protection Officer
HEREBAERAE Min Xin Insurance Company Limited
BB IBAL AR 85 17th Floor, Fairmont House
WEKRE17H# 8 Cotton Tree Drive

Central, Hong Kong
(4) MRIBERLRRRE] » RATARUNEEEE A - FELURB LA E R AR E0K -
In accordance with the Ordinance, the Company has the right to charge a reasonable fee for processing any data access
request.
(5) AIBRNET T HESLREAAA (AT R A —8 > BEPASSR R E -
In the event of any discrepancy or inconsistencies between the English and Chinese versions of this notice, the English
version shall prevail.
3. ANEERENEMGYERNEEFSHELBE - BB AR - Bits@ R AA N EERE &R THEAT
HAHA -
I/We hereby authorize any physician, medical practitioners, hospitals or clinics by whom or where I/We have been observed or
treated to give full particulars about my/our health to the Company or its agents.
4. KNEERERAEANGERMRER  RELHSUEMAERMER 2 —J7 SRR ERRNE T REFHRE - fizzaE
TN fRbR A T EAE AR A L EER » 7T LURFED B EVA B AR REHER S R (B A B s A
A e
I/We hereby further authorize any parties, including but not limited to police and government authorities, airlines, travel agents,
insurance companies etc. who are in possession of my insurance proposal information, claim information or any related
information to release part or all of the information about the subject or related incidents of injury, loss or damage to the
Company or its agents.
5. HAREE 2 e EIATRNB AR

A photocopy of this authorization shall be considered as effective and valid as the original.

REFFA ANABAEFHIE) / SN RIENEE
R/ EEEE N SEE EANZRARR8HR) Signature of Insured Person / claimant

Signature of Policyholder (with Company chop if applicable) /
/ Parent / Legal Guardian (if Insured Person below age of 18)

HHA Date: HH#H Date:

WA o S5EIERIEE ¢ (852) 2826 3660 {HELEAE : (852) 3020 5063
For any inquiry, please call our Claims hotline: (852) 2826 3660 Fax hotline: (852) 3020 5063

AR L FRAR L E] — V)R BRI

Please return this form together with supporting documents to:

FIEREEATRAE (BFHBHET)

BT RAARESSTR B ARE 17/

BEMREER

Min Xin Insurance Company Limited (Hong Kong Head Office)

17th Floor, Fairmont House, 8 Cotton Tree Drive, Central, Hong Kong

Claims Department
BBEE Tel: (852) 2826 3660 {HE Fax: (852) 3020 5063 #gh--Website: www.mxic.com.hk
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Certificate of Medical Attendant

To be completed in full by an attending registered medical practitioner

Name of Patient: HKID No.: Age:
1. Date of accident:
2. Diagnosis:
3. Are you the above patient’s usual medical attendant? [ ]Yes [ ]No
4. When was the first time you attended to the patient?
5. When did the patient first consult you in relation to the injury concerned?
6.  What are the details of the injury
7. Are the symptoms/injury exclusively due to the accident? [ JYes []No
If not, please elaborate
8.  Was the patient under the influence of intoxicants at the time of accident? [ ]Yes [ ]No
9.  What are the details of the medical treatment given?
10. Was other medical treatment or examination required? (If yes, please give details) [ JYes []No
a) Hospitalization?
b) X-rays?
¢) Special diagnostic procedures?
d) Surgery?
11. TIs the patient still under your care for the injury? [1Yes [No
If yes, please state his/her current condition
12. Period of total disablement: From to
(i.e. wholly prevented from attending to his/her usual employment or occupation)
13. Period of partial disablement: Form to
(i.e. prevented from attending to a substantial portion of his/her present business)
14. Will the patient sustain any permanent disablement?
Please state the percentage of permanent total disablement:
15. If burns injury, please state the percentage of body surface suffered:

I hereby certify that the above statements are true and correct to the best of my knowledge and belief.

Signature and chop: Tel No.:

Name: Date:
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B EX TR REHE

Employer’s Confirmation of Sick Leave

HBERIER

To be completed in full by injured person’s employer

FE  WEREEE SRR TN ZRE - HMARGEZBTERILEEEIREEHSE
Note: If compensation is related to Temporary Total Disablement, the Employer’s Confirmation of Sick Leave
must be filled by the Injured Person’s employer.

246 (BEER) > BAXEZET » HERMIZ °
RS (EAHMAH]) NESNEEL (ZEHEN) -
A Rl s 2 6 2 i £ 3t PN

ANAL G BB RN A AT 128 H iV A AT & (R EFETEAL ~ (s - B AR L) &

s :

This is to certify that the injured person (name) who is our employee serving

the position currently as

On (date of accident), he/ she had an accident and caused injury of

(nature of injury) . As a result of the accidental injury, he/she did not

attend to work for a total of days during the period from to

We further confirm that the basic monthly salary of the injured person during the twelve months prior to the accident

was HK$ . (Excluding bonus, commission, overtime and other allowance)
B E %2 R AEEE GEEE

Signature of Employer with Company’s chop Signature of injured person
8z Position : 44 Name -

HHH Date : HHH Date :

HK-CLM-PA-04 (Jan 2026) Page 7 of 7



