bolttech

Insurance

Personal Accident Claim Form (A) B A E5MEEHRER (A)

Please send the completed claim form to claims.hk@bolttechinsurance.com
BB SRR RIR X T claims.hk@bolttechinsurance.com

It is important that a complete answer be given to every applicable question. If insufficient space is provided for
your answers, please continue on a separate sheet.
A ERFE FE—EBANIER - MR FEERTEER °

Policy number {R & 555 Name of Agent {REGEIEA

Insured {RF

Full name

e

Correspondence address#

imERhE #

Tel no.# E-mail address#
B # EEHAL #
Insured Person Z{RA Same As Above [ E [J
Full name Occupation

= i
Correspondence address#

et #

Tel no.# E-mail address#
BEE # EEHAL #

# For the use of this claim only IRF IEZ(E > B

Accident E5MBENR

Date and time of accident E 454 H B &5 RS
Place of accident B4 %4 24

State how the accident occurred B4 KB

Nature of claim Z{EIER (please puta'\/"in the appropriate box FAESANA 'V " EIZESER )
[] Medical expenses B&J& &5 FH
[J Chinese bonesetter / acupuncturist treatment expenses T / $t% &R

Total amount claimed ZR{E48%E
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Ainjury ZE1ER

Nature of injury 252> 48

Part(s) of body injured S5 &k 1

Are you still receiving medical treatment? Yes/No*
BTERNEES AR ? E/AB*

If NO, please give details BT » shstil

Other Insurance or Compensation E{th{R&ekESE

Is/Are any other insurance policy (ies) covering the expenses involved? Yes/No*
LFRIEE RS RN EMMREREH ? B/E*

If YES, please provide the following information 412 > sAfe A TNER :
Name of Insurance company 1RF&A S & 18

Class of insurance {RE7ELE Policy no. {RE53EHE
Amount claimed Z{E$%E Currency &i&

*Please delete whichever is inapplicable 55| &~ #EAE

Claim Payment Method BZ{EFRIAS T

Subject to the terms and conditions of your policy, the Claimant may select to receive the claim payable amount
by way of direct credit or cheque. If you do not provide payment preference as below, a cheque will be issued for
any claim payment.

EREBFRETRNER T 0 B T rERLURTEIRI ST R 5 SRR ERIR  INE TR AREUTIRITERERE
WERBEERIAS I » MRERGPFRIZER  FRIFERUZRBEEEERIE

Option (1) 88 (—)
(] By direct credit 817888k — for HKD account only REREEE O

Important Notes for Direct Credit $R{ TR E R EI

a. The claim payment shall be credited to the bank account in the name of Insured Person in accordance
with the terms and condition of your policy. To prevent any unnecessary delay, please make sure the
bank account number and account holder name are correct.

BRZERRIZEREGRNR  FAZZRAR TZRITIRP « BRMARAFIBRIRPITE AR BIERE
MRS BABEZ IR o

b. If the claim payment is remitted to a third party as a result of your provision of incorrect bank account
number and / or account holder name, we shall not be liable to make any further payment and any
other extra banking handling charges regardless of whether the claim payment can be recovered.

IR MRHZSRITARE SRS K / SUE DA A BB IR > MERAARRERERFES =851
ERARMBRAESEE » ARTBENEEBNIZERRES IR BT FEER -

Please provide the Insured Person’'s bank account details. A copy of bank book or bank statement showing the name and bank account number
of the Insured Person MUST be provided. ;iR =R ABERITER » MABIRMEREERZ MR ANGER KER1TIRA ORISR TERB N B 45EEIA o
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Bank Account Information $R{TERE &R
RITRH HRITHRSR IRITDTTARIE RITIRA SRS
Bank name Bank code Branch code Bank A/C no.

BRPFA AR (RXKRAER)

Name of account holder ( In English & Block Letter)

Option (2) &EE ()
[J Hong Kong Dollar Cheque &% 2=

Terms and Conditions &R R 4HR! :
i, This option is NOT applicable to: ILEEIEREAR :
(a) Approved claims amount over HKS3,000 #E#t iZ WIS ESBES N BE =T 7T ;
(b) Claims under life insurance policy purchased through FULL online application or direct marketing i 249 -5 BIEEEN A SR
BMRME ; and &
(c) Claims under individual medical insurance plan underwritten by Bolttech Insurance (Hong Kong) Company Limited. 1E{7 EHR4F (R
(&%) BRABARZEANBERES BINERE o
ii.  Any approved claim will be rounded up to the nearest whole number. it M BEE S RE G THEE L] o
ii. ~Collection is only available at 7-Eleven stores located in MTR station. In the event that the claim payment via 7-Eleven is not successful, the
claims benefit will be paid by cheque. YgEXFRIE R B 7 #1148 > 7-Eleven o S1RAER 7-Eleven WRENFRIE » BHESBIUZ ZR AT
iv. bolttech Insurance shall not be liable for any of the Claimant’s loss if a wrong/invalid mobile phone number has been provided or the
Claimant has lost his mobile phone or the Claimant forward the QR code to any third party. {R45HRE R S RE AR ER B BETES -
BERMBNEFE TSI QR ISR E = MR = 2 IR EREARET -
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Declaration EEH

|/We have read, understood and accepted the Personal Information Collection Statement of the Company ("PICS").
By signing below, I/We confirm this application and agree that the Company may use and disclose all personal
data about me/us that the Company currently or subsequently hold for the purposes as set out in the PICS, and |
understand | can scan the QR code below for review of the PICS or else | can request a copy of the PICS by calling
the Company’s Customer Service Hotline at 2603 9435.

AN/ HFICEFE B REIAATHREBABNZR BBUTRSR AN/ RFIEDBILRFLRE
AR ARBEEEBEAENERYIHZ BNER KB AT BRI ARFE AR AN/ HANAEREAE
b WIRARA AR LURHE A T R EEAQRANBEBEAENER A NEXATNEF RFBHR 2603
9435 RIS B A B FIEZBRR -

B

=

[=

Claimant's signature H.K.I.D. Card no. Date
REAEZ BB BMHEIHG HER
Insured's signature HKID Card no./B.R. no. Date
(& Company Chop, if applicable) EESMNETENE / BmESELTE HAR

RARS (RAREE > MEA)

=P

The following document should be submitted (if applicable) 5 23z M FAERAS {4 -
1. Please attach the relevant medical report, original medical expenses receipt, sick leave certificate and Doctor’s referral letter to certify the

expenses. FEILARMZBERE « WIRER  HREHRBEENEEFLEPREDE -

Notes JE&

1. Submission of this form does not constitute admission of any liability by bolttech Insurance. £ It RA& I R RIFIHRIG A SDBRIS T ©

2. Completed claim form together with supporting documents should be forwarded to bolttech Insurance within the time stipulated in the
insurance policy. 5% BIR% 2 FA& KRB RBAXH » TERBIEEHINE LRIFRME

3. Claims will not be processed unless declaration is signed by the claimant. {R45R G RIEZEHEE > ZEBPHEX o
If you are claiming for reimbursement of medical or other expenses, full details and documentary evidence must be provided. HEZERZREE N EH

EFBEEE - FRMFHRE R R -
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It is important that the Certificate of Medical Attendant be completed by a fully qualified and registered medical
practitioner at the expense of the Insured.
BAEPRE N ARBUN MR ENE 2 BEMAR , TR EAHRZRARE

Certificate of Medical Attendant 224::5BAsE

1. Name of patient ID Card no. Age

2. Date of accident

3. Cause of injury

4. Diagnosis

5. When did you first consult for these injuries?

6. Treatment given (e.g. suturing, physiotherapy, type of dressing, etc)
Date:

Treatment:

7.0ther medical treatment or examination required (if yes, please give details)

(@) Hospitalization? ... Yes/No* Date admitted ..o,
Date discharged .......cccccccooviiniinns

() XTAYS? oo Yes/No*  Please specify.......ccccoooovoiviicenn.

(c) Special diagnostic procedures? .........cccccccovvvieeenen.n. Yes/No*

(d) SUMGEIY? oo, Yes/No*  Please specify.......ccoocoviiiinnn.

8. How long has the Patient been totally disabled from
engaging in or attending to his usual employment or
occupation as a result of these injuries or illnesses? From .o 1L

9. How long do you think such disability will last? From oo 10t

10. Does the Patient have any other disease or physical defect? Yes/No*
If YES, (a) What is the Nature? ... (a)

(b) To what extent may recovery be affected thereby? (b)

Signature: Qualifications:

Address: Date

*Please delete whichever is inapplicable 5l &=~ EAE
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Personal Information Collection Statement (“PICS”)

U B A B EHEA

Please scan the following QR code for review of Bolttech Insurance (Hong Kong) Company Limited's (the
“Company”) PICS. You can also request a copy of the PICS by calling the Company’s Customer Service Hotline at
2603 9435.

AmEUT ZEBREERERER (B8) BRAF ([ A28 ) NKEBABRER - SR ERRTNE
P ARFEEAAR 2603 9435 REUKE AN ERIZARIA -

=

English 2204
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