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Domestic Helper Claim Form

F IR E AR

Please submit this Claim Form with all necessary original supporting documents within 30 days after occurrence of incident.
FAE F B[] A MR RHEE I S 2 IE ARV B ME 1% 30 RAIEAS -

Personal Details {E A &#

Policy no. fREESHHE Name of Insured {fF#:44

Tel. no. LIRS E-mail address ZEE[ i

Address ik

Name of helper ZZ{E#:+54 HKID card no. / Passport no. E{/yz&5%HE | RS

Are there any other policies covering the helper? F{EE&HAE MR 2 NO & [] YES & [
If “YES’, please give details of the following %5 " & | » FHefalian ~

Name of insurance company {515 F%
Policy no. {REE5RHE Amount recoverable TJ4E[0|<4%H

The accident / sickness E4p / ¥R

Date of accident / sickness 4N H HH
Description of accident / sickness Z4NECEEIFEEE

Name of hospital B&[744%E
Date of admission A iz HHH Date of discharge H:f5 HEA

Has the helper ever suffered from this or similar condition or is it a recurrence of a previous injury or illness? ZZ {8 745 E FIEDI > B » S
| %185 2 NO & [] YES & [ If ‘YES’, please give details. %5 "2 > 3tk -

Attending doctor’s name Address Date Disease / Injury
[lE): e B UASIN HHA B | RE

Statement of claim ZE{E#HE

Types of benefit Per day Total OFFICE USE ONLY
bl (HK$) (HK$) HfRIR A TS
H HeE

Clinical Expenses

MZEH

Bonesetter / Physiotherapist Expenses

BRIT | U AERE

(First treatment was received from registered medical practitioner &2 E B HEE
HPEEsHRAL)

Room, Board & Miscellaneous Hospital Charges
B BB

Surgical Fee

FfrE

Anesthetist’s Fee

TR BRI
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Operating Theatre Fee
Filr=e

Others EAth (please specify z5zFHH)

Notes 1. By furnishing this form the Company makes no admission of liability.

£ ERERBIFR BN RERARELE -
2. Claims will not be processed unless declaration and authorization are signed by the claimant.

AT AEZEHREEV RIS IRETHE -

Declaration and Authorization EHH =

1. I/We declare that the above information is in all respect true and complete to the best of my/our knowledge and belief;

AN/ BATFRLIE RN SN/ eI ATAR RAE(S - Ll Eri s E e et -

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

G EREAIRAFRHARZK - AN/ HMTREREFHERFARERFENEIBEENETEY K

3. |, the undersigned Insured/domestic 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 illness or injuries, my claimed loss/damage under the above Section(s) and my full claim history with other insurance
companies.

AN CNIFZHIRT / 520 ) BIEA R A LAk lZ R AR A S e AR BB A TR I — U AR
RN EHRETAE P AR - 2GR YHES / IRV ERECE A NS HA R A FHIFTA R E L -

4. 1/We believe that the facts stated in this claim form are true and correct. 1/We acknowledge that the Insurers will rely upon the
information supplied by me/the policyholder/the Insured, which I/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 Insurers, will be asked and are bound to sign any court documents on the basis of information provided
herein.

AN/ B HER I REFFENZEEY R EE IR - AN/ PR R A S GRERN / RERA AN / Z0rA
PRty &R (AN / PR EMAEZEEREEEMNIER) - (FRRAGETERRE TR TR 2/ - 11E
TR ATEIEOR » AFEZBAN / REFFA N / 2 A& R E R B #HZ T AR A SE% F &R e A -

5. 1/We confirm that I/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/ Bl CRRENE I B A B M s I N Z HEr K R R A TR A (REREANER (FARR) FREIEE PR
AL

Signature of Insured (%2 Signature of domestic helper F{F%Z Date HHH
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