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Personal Accident Insurance Claim Form
BAEIMREFRERIE

Please complete this claim form in full carefully. Forwarding of this claim form for completion is not an admission of liability upon the
part of Prudential General Insurance Hong Kong Limited ( “the Company” ). For queries, please contact your Financial Consultant
or us by email at gi.claims@prudential.com.hk.

BAVOMEZARRERE - FEARERRTFLUER » WARRFERBVRERAT ( “AAF" ) CEARERENSE - WEEH » 7
#&ARA9IE B EERT = S B £ gi.claims@prudential.com.hk o

Please complete in BLOCK LETTERS
ALERIESS

PART | S5—&B{%

Name of Insured Policy number
SRALES IREESRAS

Date of birth Sex

A B EA izl

Address

ik

Contact number Occupation
Hi& B EES
Employer's name & address

B AT Rk

PART Il S5_&}{5

Accident Details EJM#1E

Date of accident Place of accident

BohEA R RN RS

Detail description of accident

BONBAFE

liature of injury
L

Any witness to the accident?

== 0 A = o<
ELAERIIEEEANY Yes = O No Z& O
Do you have any other insurance or scheme, which may provide cover for this claim? Yes 2 O No = [
RSB HMREREET B AT AR BB E 7 = =

If yes, please state the name of the insurance company and the policy number.
B2 IR A RN AT LRERE -
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Detail of Injury &R

Totally unable to attend normal duties from to
FEENEEMIEIER T/FH ES
Partially unable to attend normal duties from to
[REREEIAIE IE R T/F i ES

Whether have you fully recovered? = =
RRGETEREE 7 Yes = O No & O

If yes, please state the recovery date.
e wreftERE A

If no, please give details of further treatment required.
BE o B ARMHBIAR -

PART Il =237

Declaration and Authorization

BARRE

The statements and particulars given in this application are, to the best of my/our knowledge and belief, true and complete and that
this application shall form the basis of the contract with Prudential General Insurance Hong Kong Limited.

?tf%lﬁﬁ%;;ﬂ%%ﬁw  WEBRIERN—IER  WERETE  AAN/ESLRBLUBRBERIEAAN SRR RERAT ZER
ng::m‘ IR °

I/We hereby authorize Prudential General Insurance Hong Kong Limited to access, obtain and utilize all of my/our information from any
person, company, authority, enterprise and/or legal entity for the Company's reference, and/or processing of this claim and/or other claims
submitted previously and in the future. A photocopy of this authorization shall be considered as effective and valid as the original.

RNARBLEERREH B RA R PER A ARBBRIEEANABRNEFRERLUE EARSE NSRBI REN/TLBIA
RAVZRIE » HREERFINARREARERRFRT]

Personal Information Collection Statement

WEREAEHER

Prudential General Insurance Hong Kong Limited (referred to as "the Company", "our", "we", or "us" in this Part entitled ‘Personal
Information Collection Statement’ ) may collect certain personal information, including without limitation your name, identity card number
(and copy of identity card), passport number, contact information, family history, health and medical information and financial information
("Personal Information™) from you when you apply for insurance or financial products and services from us, or when you apply to make
changes to your policy, or when you make a claim against a policy. We may also collect Personal Information about you from third parties
such as other insurance companies or agents, government agencies, medical personnel, credit reporting agencies, courts or public
records.

RBABRERART (A TWEEAAENEN | A - B8 "ARE ., X "HF, ) JESRENREMRBRBNEEER KR
% - REFRURE SRR EIR D RERRE T RE—LEALY - BRBARINE TS - BOERN (RBOEEIA) - ERRERE -
BN ~ IEESE - BREMEREREN - DEMHBEN (UTHE "EABEH, ) - ZFAETREE= - IEMRBRARTHAE - BUF
W - BBAR - ERAMEEE  ERUARRES - WERRE THEAER

1. Purpose of Collection E&EERZBW

We may use your Personal Information for the following purposes: (a) to process your application; (b) to administer and process
insurance policies, insurance claims and medical, security and underwriting checks; (c) to process payment instructions; (d) to verify
your eligibility for insurance, financial or wealth management products and services; (e) to design and provide you with insurance,
financial and related services and products; (f) to communicate with you; (g) to perform a policy review or needs analysis; (h) to
conduct research and statistical analysis; and (i) to meet disclosure requirements imposed by law or regulatory authorities.

W

KA ATRE S EHE FHEABERME FFIMR : () RIEFETHERGE ; (b) BENEERE - REBRE - BFE - BHRARRS ; (¢) mEH
FIEn s (d) ZRBE NHERR - SR EEEEMARENER ; (6) &t RAE NMef iRk - RSEBIIRBNER ; (f) EET
HEITIE 5 (9) ETREZBBNT RN 5 (h) ETHMRMGIT; & () FEEENEEEREBAVKEREK -

2. Classes of Transferees #{EF|EIZEEERI

We may disclose your Personal Information to third parties (within or outside Hong Kong) for the purposes outlined at Section 1
above, including without limitation the following third parties: (a) insurance agents; (b) re-insurance companies; (c) other entities
whose ultimate parent company is Prudential plc ("companies within the Prudential Group"); (d) claims investigation companies;
(e) third party administrators; (f) third party service providers (including without limitation insurers, bankers, lawyers, accountants, and
other third party service providers who provide administrative, telecommunications, computer, payment, printing, redemption or other
services to us to enable us to operate our business); (g) industry associations and federations; (h) medical bill review companies; (i)
professional advisors; (j) researchers; (k) credit reference agencies; (l) debt collection agencies; (m) partnering financial institutions;
(n) regulators and government agencies; (0) law enforcement agencies; (p) the Courts.



R EAE—BARSIEY BN > BMNAARRESS (EESERNEN ) SERTHEASL  BEETRRUTESH (@) Rk
K1 ; (b) BRIAR ; (OLBFATARERAEENEH ( T RAEBRNAS, ) ; (0) ZEFEAF  (6) B=J7EBA ; () =
FRMHAER (REEARRRBAT - 4017 « G0 ~ @athn o LR E AR AT - Ba, - AL ~ {95k - DRl ~ BEEIS AR A LS T
WIS AT LUB(EEE = S RIS HLIERT ) 5 () TERERES ; (h) BRkEEBAT ; () BEEN ; () HREALS ; () SEENRGE
() WERFCIE ; (M) BRESEIEN ; (n) BB RETIE ; () SUAHE ; (p) 14k -

We may transfer your Personal Information in connection with a transaction with another company which affects the control,
governance, structure and/or management of all or a substantial part of our business, or if required to satisfy applicable legal or
regulatory requirements.

HEBYETI RN MAEARSLBORIE AT SRR ERNRI - WEVEGEROERRBEERT « BETEn
SR T B AR -

3. Consequence of failing to provide Personal Information FREEIRH{E A BEFIRNE L

Unless otherwise specified by us, it is mandatory for you to provide the Personal Information requested by us. In the event that any
such Personal Information is not provided, we may be unable to provide you with the services or carry out the activities outlined at
Section 1 above.

BRIEBMABERE » SRIETUREBBMMERNEAEY - ERERUEMNHFEAER - KA TREERE NMRARESGET Lt
FE—HBD P HADEED ©

4. Access and Correction Rights ZRF15E IERIEF

Under the Personal Data (Privacy) Ordinance (the "Ordinance"), you have the right to request access to and correction of any
Personal Information that you provide to us. You may make such a request by writing to our Data Protection Officer at 3/F, Berkshire
House, 25 Westlands Road, Quarry Bay, Hong Kong. In accordance with the Ordinance, we have the right to charge a reasonable
fee for the processing of any Personal Information access or correction request.

RIE (EAER (B GRED ( "R, ) - EFAEEREFHLEIFEME MEHAKRMNEAZR - B TIREHANEEEAL
K mARMANERRESEFRERER - I RESH SR ERR25RATAEIRE - RIEGHIRRE - RFIEELEEERAEL
EREABRNER » WIRSENER -

The Applicant/ the Insured/ Insured/ Claimant hereby confirm understanding of and agreement to the contents in this Part entitled
'Personal Information Collection Statement'.

BHBA REFAEAN ZRA BRARIERPOAAURSEER "WEREAERER, ZAEBOTNAZR -

Signature of Insured Date

HRAEE B

Hong Kong ID Card/Passport Number
BBGME /TR E RS




Important Notes
EEEH

Please substantiate your claim application with relevant document(s), you are referred to the list of document(s) that we would require

for processing your claim application.
BIERBBEXHLIEPRE THNRERS | S2ETIIRE » BRIEBRMEEER TRERBRAIGEHRENS -

. All reports, information and evidences that you provide to substantiate your claim application shall be furnished at your own expenses.

BATHRERMUAFEHARERBHRE - EHLE

Please submit this claim form to us within 30 days of the occurrence in the case of non-fatal bodily injury, or within 7 days in case of

' death.
MBI TCERNERIBERE - FRRIBERIORNIERIARERIE c MALTHRE » FREINFERTRNIERARERE o

. To expedite the claim process, kindly submit this claim form together with all original supporting document(s).

HEBRIFHERATE MUERAREASFEAR - LERMBREEEERE -

. According to the terms and conditions of your insurance with the Company, the following types of claims and/or expenses shall not be

recoverable:
AT AR TR GRS ATR -
e Claims relating to sickness or disease

BRSNS RN RE

ERBRE/ T H T

MRAFTSIZ - — B AR RIS :

e Medical expenses incurred for specialist consultations without a referral letter issued by Registered Medical Practitioner

RARMEER B FERAENEN

MEZ ERUEESH

¢ Sick leave granted by Registered Chinese Medicine Practitioners

AP E R YRR

. You are recommended to refer to the policy wordings should you be uncertain on the coverage of this insurance.

F2RBRARERX -

R T RLAR R R ATIR AR E R B M 75 -

Please ensure the following original relevant document(s) will be submitted together with this claim form.
ARERUT IR ERXIER » ERARERE—HRRE -
In respect of claims of the following B2 N E B R(E :
Accidental | Permanent Temporary Temporary Medical Hospital
Death Disablement Total Partial Expenses Cash
BINET KA EETE Disablement | Disablement | E&E&R | (X[xiH®
A 2El | HFEAE )
T1FeeD T1Fee
Death Certificate (If applicable) v
T (FNEA)
Medical report v v
EpaRE
Original sick leave certificate v v
WRERE
Medical Certificate as attached in Appendix 1* v v v
ERREE FB2RmRE1)
Employer's Confirmation of Sick Leave as
attached in Appendix 2** v
1%35%\7?1&5@%\5
(F2RRE2)™
Hospital/ medical receipts with diagnosis v
M2 BRI BE ., BRI
Referral letter from Registered Medical
Practitioner for specialist consultation v
M MEL RSB FSRARNENE
* Medical Certificate has to be completed only if you are claiming Temporary Total or Temporary Partial Disablement Benefit
(Appendix 1).
NFEY LA DE TIFR I E R e L& TIFae D ZEFREE(ME) -
** Employer's Confirmation of Sick Leave has to be completed onIy if you have been granted sick leave for over 10 days (Appendix 2).
MAEEEREETRIERSERAD TR EZEERAREEIZ(E2)

Please also note that further information and /or document(s) may be needed. We shall write to you when necessary.

WERE » KFIHEHST

End

TERERRIMIMER Rt - BEEE -



PLEASE HAVE YOUR ATTENDING MEDICAL PRACTITIONER COMPLETE ;._\A

THE FOLLOWING MEDICAL CERTIFICATE FOR CLAIMS OF TEMPORARY DISABLEMENT. ‘F-?‘ = [
AR EEE M TRERS - EREREATEENIREERE - ;P \cj

MEDICAL CERTIFICATE (to be completed by Medical Practitioner registered in Hong Kong) PRLJIN'I‘I AL
BEESE (AESMAEES) e :
Notes for the registered medical practitioner s+ 75 2 /+ = =18 9& 1% Eﬁk

Deflnltlons EE
. Total disablement occurs when, through accidental bodily injury, the patient is wholly and continuously incapacitated from attending to
his usual business, occupation and pursuits.
TR BENIER AR BN B M2 REEMAEE R TIF -

2. Partial disablement occurs when the injury sustained does not wholly prevent patient from attending to business, or when, after total
disablement ceases, he can attend to some part of his usual business or occupation but not the whole.

RERERAEDIERABHNZ BRI AR LNTR2AETFENZERA T IRERE I -

The following must be completed by the attending registered medical practitioner at the expenses of the insured person.

DT /R ZmaMAmsas  BRBEIAAS

Patient's Name HKID Card No Date of Accident
RAES EBBMERE 2INEAHE

1. a) When did you first see the patient after the accident? E4h % » HEAIEAIBEE — R A{RKE ?

b) To your knowledge, what was the cause of the accident? {E{RFT4] » (IR EANEAEMER ?

2. a) Regions injured — If a limb, state whether right or left S {£&( 7 @ 200U » RABA A

b) Nature and extent of injuries /2T E KIZE

3. a) Are the patient's symptoms solely due to this accident? 5 AIEIE 2 A T2 R A R ZINmES ?

b) If not, are they traceable to a previous injury or any other cause? &7 » 24 AP BENEFESEMRAmMER ?

4. a) Is the patient now, or was he at the time of the accident suffering from any iliness, disease or infirmity?

MAEBRERINTHIRE - REEELER 7

b.) If so, state the nature and to what extent his recovery has been or may be retarded thereby.
WA - SRABERRIERZGRRE AT AR B R M= R A2 EEMRE -

5. Bearing in mind the patient's occupation and the two definitions above, please state
THEE T (@) K(b) 188 » 5 S0m AR R EAmIEES
a.) the period during which the patient has been totally disabled from attending to his usual business, occupation and pursuits:

MATRAEMEIER TFERHR

From (& to=

b.) the period during which the patient has been partially disabled from attending to his usual business or occupation but not the whole:
WAR R LIEAHE -
From F to £

6. Did the injury require Hospitalization / X-rays /Physiotherapy / Surgery or any other special diagnostic procedure? If yes, please specify.
BRREREFER/ X/ PR/ FHERRBNAR ? 52 BIIBMHEE

7. Is there any other information, professional or otherwise, that you consider should be made known to us?

AEEMBENNEXERARAARTSE ?

Signature % : Qualification &#% :
Address i} : Date HEHA:

Appendix 1 [fE1



PLEASE HAVE YOUR EMPLOYER COMPLETE THE FOLLOWING

CONFlRMATlON FOR CLAIMS WITH GRANTED SICK LEAVE FOR OVER 10 DAYS. ? ’»—‘f (‘
FERUHETEELUTERS  DERSEREE - RNERIZHERE - ;P \cj

Employer's Confirmation of Sick Leave (to be completed by the Insureds' employer) LmN-r

BEXROERERE (AZREANEFER) PR IAL

R OEH K W

Important Notes ;=18

1. This form is applicable if you are claiming Temporary Total Disablement Benefit.
IRBITEREADE T NNER MEHREREM -

2. Completion of this confirmation is waived if you have not been granted sick leave for over 10 days in total.

B EEMERNRR—IRERE TR » AAERCESARRE

This is to certify that (Name of Employee)
LER(EERT)

is our employee serving the position currently as (Position)

RANNTE) (Bifi)

had suffered an injury of

H(EIN=EREA)

occurred on (Date) and as a result he/she did not attend to work during the period
BAR(EH) MRMR

From to

HH# E

Date Signed by employer Position

H &7 EBEXEHEE il

Contact Person

%/\\D A

Telephone Number

Company address
A

Company Chop as confirmation
AREE(FE

Appendix 2 &2



