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{BHE Fax: (852) 2840 0769

Helper Insurance Claim Form BER Email: claimsenquiry@cmbwinglunginsurance.com
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Please submit this Claim Form with all necessary original supporting documents within 30 days after occurrence of incident.

FREE PP S 2 [ P A M RERE A S 2 IEAR VTR S i3 4R 1% 30 RINIEAT -

CMB Wing Lung Insurance Company Limited (the “Company”) is entitled to request from you any additional information / documents as
necessary, and assign loss adjusters for investigation.

BrxlERERARATE (RN ) EAERENFER NARZERE M REFE L& /S0 DRZBIRASTETHE -

Completion and submission of this Claim Form shall not be construed as admission of liability on the part of the Company.

SR RO BEIEE FREE R AL A Fon AL SR ISR E AT -

Insured’s Particulars Z{& A &R}

Name of Insured / Claimant {5 / ZE A%

Policy No. {5t Tel. No. #EzE57H5

E-mail Address ZEEHE

Correspondence Address @ zHihE

Insured Helper’s Particulars Z{RFFEE

Name of Helper S {44

HKID Card No. / Passport No. B{7555%HE / sEIE5RHE

Type of Claim &E{EIEH

Hospitalization and Surgical Expenses Temporary Helper Allowance Personal Accident Benefits

BB T U | s | s -
Repatriation Expenses ] Replacement Helper Expenses ] Fidelity Protection O
24 [0 [ JE S TSR e S PR

Notes: 1. This Claim Form is not applicable to employees’ compensation / clinical expenses / dental expenses claim(s).

2. For employees’ compensation claim, please complete and submit a Form 2 (incapacity for a period exceeding 3 days) or Form 2B (incapacity for a
period not exceeding 3 days) in duplicate to the Labour Department within 14 days of the accident in the case of injury, with a copy to the Company for
claim notification. Form 2B and Form 2 can be obtained from the Labour Department or downloaded from the website of the Labour Department.

3. For claim for clinical / dental expenses, please write the name of Insured, contact number and Policy No. at the back of original medical receipt(s) and
submit the original medical receipt(s) to the Company.

BE 1 EE RN EARMEEE / MR ERA / FREARE -
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AR B85 LR SRR — (SR A EHAE -
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Claim Information ZEE&#

Date of Accident / Consultation / Loss &4 / #2238 / 18- HHH Amount Claimed Z{&$%H
Diagnosis 22 Hospitalization Period {¥:[%l$EE From to &
Has the Helper ever suffered from this or similar condition or is it a recurrence of a previous injury or illness? NO & [J YES & [

FIEY S B EHESEHLER ? RS REE / BREE
If yes, please give details. & » Hefil -

Description of Accident / Loss =41 / 18L5E

Place of Accident / Loss =4} / 843t Bh

Has the accident / loss been reported to the police? HE A% HHRZE ? NO & [ YES & []
Police Station District 2= 5 Police Reference No. 22 5k 22455k

Any other insurance covering this incident / accident / loss? 7575 E A& (R BT / BN /8% 2 NO & [] YES & [
If yes, please state name of insurance company #17% » 55|BHLREE A 5447 Policy No. {fEE5EhE Type of Benefit {E[EHE ]
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Claim Payment Method FZEREEH T

[] HKD Cheque <25 : Name of Payee 3 A#k+%
[] Hong Kong Bank Transfer Z<ithsf{7i#%; (HKD account only. Not applicable to claim payment over HK$50,000. - FREHE 5 11 » R 388 P AR ZGHE 28 S % 71 85 7T)
Name of Account Holder (Must be same as Insured) = C1#75 A% (VEBLEEAFEHEET)

Bank Code Branch Code | Account Number
RATHRES PAR B FOsR

Bank Name $R{7441%

Document Checklist BB {355 |

Below is a list of documents required to proceed with your claim. In certain circumstances, more information may be required to substantiate the claim.

SEERAE I HISCAR « AN T RERE A AR — PSR ARG » DU B RS -

Hospitalization and Surgical Expenses [] Original hospital receipt(s) / bill(s) with diagnosis %I|HHz2E 1SS g FH Ui (F A
e R Tl F [] Discharge slip H1f54%

[] Medical report B2
Temporary Helper Allowance &Rz [ # [] Discharge slip HHFE4R

[] Service charge payment receipt duly signed by temporary helper G55 (5 2 SRR E s
[] Copy of identity card of temporary helper E&H%52 (i S5 3554

Personal Accident Benefits [ A &4 M [] Medical report B&isi e
Repatriation Expenses %[0 & [ 2 [] Medical report certifying the Helper is medically unfit to continue employment

B s AR ERTIR A B (8
[[] Copy of death certificate LT z5EI4A
[] Original receipt(s) for repatriation expenses {4 0| & &t & AR IE A
[] Copy of employment contract of the Helper S {Et gk &4IRIA
[] Copy of identity card of the Helper Z{REfY 5 (584

Replacement Helper Expenses &5z (% [] Original receipt(s) for replacement expenses {f#l&5 (Fe: R IEA
[] Copy of employment contract of replacement helper #4532 (B R & LRI
['] Copy of identity card of replacement helper {fE45Z (B {HEEEIA

Fidelity Protection 35{= {7 L] Copy of police statement %77 1fitZCEkEIA

[] Police report %545

[] Police prosecution result 27 fgfzess 5

[] Valuation proof for stolen property #5470 (E(E 5550

[] Copy of employment contract of the Helper S {Et gk &4IRIA
[] Copy of identity card of the Helper F{Ef 5 (5584

Declaration and Authorization ZBH & #ZREE

1. 1/ We declare that the above information is in all respects true and complete to the best of my / our knowledge and belief.
AN/ B IEREE R - AR/ TR RS - AR s B -

2. It is agreed that upon request by CMB Wing Lung Insurance Company Limited, | / we shall make a statutory declaration to re-affirm the
genuineness of all information contained in this Claim Form; and

G EREARASHRHARZER > A/ B EREFLERARE RGPS EHEN AT BN &

3. |, the undersigned Insured / Insured Helper, hereby authorize the parties concerned to disclose to CMB Wing Lung Insurance Company Limited or
its representative or its authorized loss adjusters any and all information with respect to my medical history regarding iliness or injuries, my claimed
loss / damage under the above Section(s) and my full claim history with other insurance companies.

AN CPHEBNRE / ZR%E) BRIEAR AL REE K ERRE IR A S AR A TR AT — VAR A A7 EaURETE H
FRA NGB ~ 2GRS / BBV B REC R AR NN H A ORb A FIHY T R B -

4. |1/ We believe that the facts stated in this Claim Form are true and correct. | / We acknowledge that the Insurer will rely upon the information
supplied by me / the policyholder / the Insured, which | / we verily and honestly believe to be true and correct, in prosecuting or defending any
claims or proceedings in future, and the signatory / the policyholder / the Insured under the Policy, if so required by the Insurer, will be asked and
are bound to sign any court documents on the basis of information provided herein.
BN/ BIRERERERFEN BT HEE RIERE - AN/ RPEREIRG AT ERIEAN / RERFAA / ZORAFREAVER (B / 241
MEHIEHEERRE T RIER) » (F AR AT RS MR R EMET 2 H - B IR ATIEDR - AEBN / (RERA A / IR Rw)
JE A s B A Rl e ek BRI AT e i VA

5. 1/ We confirm that | / we have read and understood the CMB Wing Lung Insurance Company Limited Notice to Customers relating to the Personal

Data (Privacy) Ordinance attached in this Claim Form.

AN/ BT RE A B M ARHE R 55 RA Z HER K R R A TR A E] (BAREAE R (FAR) REIEE FrYEA) -

Insured’s Insured Helper’s
Date signature signature
H i RE#HE ZRHEEHE
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