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Personal Accident Insurance Claim Form
BEAEIMREFRERE

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.

BNMVEEARERSE BFHARERKTLUAS  WAEEAERBMBRERAR ( “AAR" ) EAREBEENET - WEEH B8
EARRYIE BT EERI S B EF 2= gi.claims@prudential.com.hk ©

Please complete in BLOCK LETTERS
BAERSARS

[PART | £—283

Name of Insured Policy number
RN IRES SRS

Date of birth Sex

HAHH izl

Address

ik

Contact number Occupation
Bii& B ‘

Employer's name & address

(==Y EYSE bl

[PART Il =513

Accident Details =5 M¥iE

Date of accident Place of accident

BoNEAERE BN ES

Detail description of accident

BONEARS

Nature of injury
2518

Any witness to the accident? =
%‘e%\ﬁ BONEEBEA ? Yes 2 0O No & O

Do you have any other insurance or scheme, which may provide cover for this claim? Yes £ O N O
RSB EMREREETEI PR AR _ LAREEE ? s = 05

If yes, please state the name of the insurance company and the policy number.
B et PRIR R AR AT R AR E SRS o
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Detail of Injury Z1&R

Totally unable to attend normal duties from to
TR RIS IER TIFH S
Partlally unable to attend normal duties from to
[BEBBEIAIE IE R T/FH )
Whether have you fully recovered? = -
(REBBSRREE ? Yesm=O  No&dO

If yes, please state the recovery date.
i mietEERD

If no please give details of further treatment required.

AR DEEH El 'fﬁﬁﬁ E’]/LE?K

|PART IIl 5=2513

Declaration and Authorization

BEANEE

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.

%ZK}%/E;#?;D*ﬁﬁW  IWERFBRERN—IIER  ERETE  ANEFURBLUIRBRIEAANESSRRBIA BB RARZER
TERNIMR

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.

RNF QAR LIEERBY A RABRAERNANARBBERINBEARANRATDNEAERLUE SATSE R/SGREILRE R/ R
RMVZRE o IREENFMARRIEREERFRD -

Personal Information Collection Statement

WA N E IR

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 W|thout 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.

REHRERAT (7T TWEBAGRRN | AR - @ TAAR ) 3 T8, ) TRESRE N HEMARGERRNERER LR
¥ AEBRRE NG RERHREFRAE PURE—LEAEY - BERERRNE TS - SOERE (K30 ”:‘JZIK) ~ REDRSERS -
g ER  SURESE ~ REMERGE - EMBER (LTHE TEAER, ) - BMENEEE=  WEMRRATIAE « BT
R~ BIEAR ~ ERMEHEE  ERNARRERS - WERRE THEAER -

1. Purpose of Collection W& HZBEH

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.

REIATRES (AR FAVEANGRAE FIURIE : (a) MIBR TRORG © (b) BEAERMRE - RIS » B  ARMERRS ; () BB
I (d) RBETHGERER MM EEEERARBENER 5 (e) &t RAE NMeftiRik - SRSEBRIRFENE®R ; () LET
EITEN ; (9) ETREZENFIRDT ; (h) ETHENREADT & () FREENEEERERNVIKEESR -

2. Classes of Transferees #ERIBREMLER

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; (I) debt collection agencies; (m) partnering financial institutions;
(n) regulators and government agencies; (0) law enforcement agencies; (p) the Courts.



RiEE| DE—FA L B - RFTREEAE=S (AEEENNEN ) BEETOEASY - BFEEARRUTESS : (a) RR
R 5 (b) BRIRAT ; (c)EMB AR R R B ( MRHEBAKIAS) ) ) 5 (d) ZEASTRA ;5 (e) E=FEEA () =
FIRBHLIER (BEERRNRIAR - 117 » A - BI60 u&ﬁm%@ﬁﬂ\%ﬁ\%%\ﬁﬁ\mm CREAnT DT
BB E =D RBHER) ;5 (9) TERGRBE ; (h) BERIRESRSAR ; () BXEM ; () HRAR () FEENERBE
1 () WERAIE © (m) BAHSRIGE  (n) (e iy (0) BUEHHE 5 (p) EBx -

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.

AR ERI IR ENE RO KBV - RN/ EENR SN - ENANTEERNEENEEERT » KfITReE
RETHEAER °

3. Consequence of failing to provide Personal Information FREEIZMEA BRI E

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.

E@F%g?}ﬁﬁ%%g%ﬁ%EJT%\Zﬁ%i‘rf%ﬁﬁﬁﬁ%ﬁiE’\J@/\léf*ﬂr o ERMRMEALSFEAZR - B REEAE T RERBET L

4. Access and Correction Rights ZRIF15E IFHIHEF

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 DCH
Commercial Centre, 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.

IRIR C(EAZR (RES) B:BI) ( TRGI, ) - B NARERSE LS IHEME T REAGIMOEAER - BTORERINE EEAZL
BARPINEMRETEFHEMER - MR FEH SUBERMKSNASTERET O3 « RIFEFINAE - HMEENEEERMEILE
EREAEBRNER - WIRSENER -

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

RN REFAAN ZRA BRARIEBADLREEER "WEBABREBNA , 2ABRHHAR

Signature of Insured Date
RRAEE B

Hong Kong ID Card/Passport Number
BEZNE [ REEATRS




Important Notes
EEEE

. 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.

PR E BN G DS T R E R BB T RIERED & oPB) Hi SlP (AR R B I 2R {8 BR B B ) sE R R - 9

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

Esjniy=g =il g S e il N = e AR = ¥ N A

. 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.
MU SN B B ERED HREIMNED G 30R NIER AR E I E MM T ERED B S (7 R N ERR AR R (H R 1% 0

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

Bt 5 (5] B HE B Al v S DL R B R BR B A S (8 TE AN DUE B P BB TR ER R B BRI

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

R AT AR ONE) AR B RER I AR B O 127 BR R / BUEF R R R BRI A Bl B D - I B PR R (S IR
e Claims relating to sickness or disease

EER I o B R S B T R {E

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

R T B B A B h (FEERUA BRI I (&1 BB b ER R
¢ Sick leave granted by Registered Chinese Medicine Practitioners

i 1 0 6 6% it D 1R

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

0 B T B R i R B R (D CR BB v PSS B B D5 O B 2 Bl R (R B (R DL 9

Please ensure the following original relevant document(s) will be submitted together with this claim form.

FATEGR CUTF PRI A B S (G [E AN ) 2 (B AR BR (B B A -t RR B 9

In respect of claims of the following BRI il BRI 2RI O
Accidental | Permanent Temporary Temporary Medical Hospital
Death Disablement Total Partial Expenses Cash
BONELE | EKAMEEEE | Disablement | Disablement | BREREEFR | (X[RERE:
EERe kB RS | ETEFERERELGD
T{FEEDD T{FEED
Death Certificate (If applicable) v
PETCRE (ANiEAR)
Medical report v v
ERRREREE
Original sick leave certificate v v
RS
Medical Certificate as attached in Appendix 1* v v v
BRREE (FoRWE)"
Employer's Confirmation of Sick Leave as
attached in Appendix 2** v
EEROHRERS
(FSBUE2)"
Hospital/ medical receipts with diagnosis v
W2 i P BB B 1/ R R IR
Referral letter from Registered Medical
Practitioner for specialist consultation v
H L B B R (P BHA BN (&

* Medical Certificate has to be completed only if you are claiming Temporary Total or Temporary Partial Disablement Benefit
(Appendix 1).
0 R (8 T B B e B (L P BRI BN I B g BN (L AFREDD O R LY B ERER R S (MR 1) 0

** Employer's Confirmation of Sick Leave has to be completed only if you have been granted sick leave for over 10 days (Appendix 2).

WER (BB IR O R A BT EFEE A B BR L IFEEMD U R B A0 B RERE (T E2)E

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

WA ERER D) BkIMIHE S (T B & FR BREN CAM B I8l R [ BRI (- BB B

End




PLEASE HAVE YOUR ATTENDING MEDICAL PRACTITIONER COMPLETE ;—\A

THE FOLLOWING MEDICAL CERTIFICATE FOR CLAIMS OF TEMPORARY DISABLEMENT. ‘f-?‘ =5
ARIMABERU TEARE - UERERRATIFENRERE - ;', \qj/'

MEDICAL CERTIFICATE (to be completed by Medical Practitioner registered in Hong Kong) PRLJIN'I‘I AL
BRmEE (R EBEMAEER) . 3
Notes for the registered medical practitioner 7o 55+ = =18 s 1% Eﬁi

Definitions: &

1. Total disablement occurs when, through accidental bodily injury, the patient is wholly and continuously incapacitated from attending to
his usual business, occupation and pursuits.
FTER R BE N IER AR BN B M T 2R EEIRIB IE S LIF -

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.

RERERABENIERABINZ BRI AR LENTR2AETFREN BB AN RERE L

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

T /EZmAMAERR  BRBEIARASS

Patient's Name HKID Card No Date of Accident
RALE# EBBMES BINEAEHE

1. a) When did you first see the patient after the accident? E5MN2 1% - | ATERIBFE— R AMRK

&

?

b) To your knowledge, what was the cause of the accident? #E/RFTH] - AEESBIINEAENRA ?

2. a) Regions injured — If a limb, state whether right or left %843 : 2000 - sRAALSA

b) Nature and extent of injuries ZZ M E MIZE

3. a) Are the patient's symptoms solely due to this accident? J5 AAIHBIE RS o2 A A LRI E SN ER ?

b) If not, are they traceable to a previous injury or any other cause? A4 ' & HNAETNTERENEMRERMER ?

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

AAERERINGHIRE - REEELHEMR ?

b.) If so, state the nature and to what extent his recovery has been or may be retarded thereby.
WA - FRERRILRREHRE R B R EA R R EEMNIRE

5. Bearing in mind the patient's occupation and the two definitions above, please state
THER T F(a) K(b) 18R - FHEEm ABEN FAmIEES
a.) the period during which the patient has been totally disabled from attending to his usual business, occupation and pursuits:
RATENEEMEIERE TFRHR

From H to £

b.) the period during which the patient has been partially disabled from attending to his usual business or occupation but not the whole:
WA B IIERMAR -
From H to £

6. Did the injury require Hospitalization / X-rays /Physiotherapy / Surgery or any other special diagnostic procedure? If yes, please specify.
SARBHB (I / X6/ WIEEE / FMSEARNEE 2 52 » BIBEAE -

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

BEMBENNEXERARAARSE ?

Signature % : Qualification &#% :
Address i : Date HEHH:

Appendix 1 FiE1



PLEASE HAVE YOUR EMPLOYER COMPLETE THE FOLLOWING ;._\A
CONFIRMATION FOR CLAIMS WITH GRANTED SICK LEAVE FOR OVER 10 DAYS. ? ’w‘f (‘
ERHETEEN TREE - WER GBI +RNE RIS HZE - p 3/ f

Employer's Confirmation of Sick Leave (to be completed by the Insureds’ employer) PRLmN-I-IAL
EER I RERERSE (AZRANEIES)

" B R W

Important Notes ;¥ =518
1. This form is applicable if you are claiming Temporary Total Disablement Benefit.
IEREEE R R R 2 A TIFRE RIS N TR RERER -
2. Completion of this confirmation is waived if you have not been granted sick leave for over 10 days in total.

WP EEMERNRE—LRERE TR - AAER R ESARERS

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

is our employee serving the position currently as (Position)

R AT (Bifi)

had suffered an injury of
H(BZEBRE)

occurred on (Date) and as a result he/she did not attend to work during the period
BAF(BER) MR

From to

HEA|R E)

Date Signed by employer Position

HE BEEE v

Contact Person

B A

Telephone Number
W& B

Company address
NGBk

Company Chop as confirmation
NRIHEEFE

Appendix 2 fiE2



