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Biksa NS EBIMEFERBERBHIEH Chubb Group Personal Accidental Insurance Claim Form

For Office Use Only

RIGHE AR IEH ARSI RER, JFER G RS R G RSO T RIGH R AES0R N E:
Please complete this form as truthfully and accurately as possible, and return this with the
supporting documents listed in this form below within 30 days after the occurrence to:

Officer Name:

3% LT B4 % : chn. claims@chubb. com

IR E EHE AR XL KB 12295 A 5I0) 37801 % (MR%H: 200122) ZiAfREG A RRAF FLIE S Claim No.:
B4 A\ % EL Policy Holder Information

RN TR PR B

Name of Policy Holder: Policy No.:

RN Wi 55

Name of Contact: Telephone No.:

et bk / E S

Contact Address/Email:

BARR: N/ R B35 A% B} Insured / Claimant Information

LN YNBSS e 53«
Name of Person(s) involved in the accident: Age: Sex:

B iE S
Identity Card No.:

L G R -
Occupation (state fully):

FRES: h WEE LR TS T
Contact Address/Email/Telephone No./Mobile:

WARBE N IR R BRAEN, TV

If Insured is a Minor, please specify:

W N4
Name of Guardian:

SRR AR R

Relation to Insured:

BAMG TS Accident Details

HMOR A
Place of Accident:

FWOR A H SR ]«
Date & Time of Accident:

HMRERIZE GEFERD -
Cause and Details of Accident (state fully):

Hii &4 /15 5277 5
Name and Contact Details of Witness:
g R 245 / BT ZARHAL A IE B

Result of Injury: Injury / Death

Part of Body Injured:

Nature of Injury:

TG 24 9 I 55 3 ] 40
Estimated Medical Expenses and other Expenses:

BN MRS 4 F S S
Claim Amount of Benefits for
Accidental Death:

1EBE RS Hospitalization Claim Details

B9 B4 TR BOREAR «

Symptoms and Diagnosis:

R INZER EFEZ A JER/SRZ AR R

Since when the symptom complained of has existed? Date of First Consultation:
R/ RAZ VIS E FLEEAK:

Name of Clinic/Hospital of First Consultation: Name of Attending Physician:
B B 4 PR« A/ B -

Name of Hospital: Date Admitted and Dischaged:

A3 By i R A7 4
Claimed Amount of Hospitalization Allowance:




HAth¥%E Rl Other Information

KEARTDCREAT s 1 1 TR Tk /4L 22 T 2 Mt L L3~ Bedr b ) 2
Are you claiming under any other Policies/Social Insurance (including employees compensation, medical and health insurance, etc.) Tl
in respect of this Accident? Yes / No
STV IR AR S PRI BT
wma, EH: Name of Insurance Company: Policy Number:
If yes, please specify: ZRIETH - BRI I AT 0
Claim Item: Claimed / Settled Amount

EERIN Important Note

A) BEAbRAE, RAreerzliafrA . BF (WEBERBIT AR ATEERD « W (MRREKR) MEFRKEHRK;

B) A Mt E=751, HREBAF=THENDF, Y17 FhEEFETE R

A) Please report the loss/damage to the insurer and the police (if any criminal offence is suspected / traffic accident occurs) or Fire Brigade
(for fire loss) immediately after an accident occurrence as soon as practicable;

B) A claim should be made in writing against any person or organization who may be liable to the insured because of loss or damage to

which thic inaurance mav aleag annly Do nat admit lighility,_acciimae anve ohlicgation mako offor ar navmaont

TH—RFTFREAE I SO, SO, T RRIRALS . WEMI SO BE AR I BRI b, EFE R AT A . RAPER, RIS E A BRI — A Bk
These are the documentation usually required insupporting your claim. Please submit as soon as they are available. If these documents are attached to this claim form,
please tick against the check box. Further documents and information may be requested depending on the nature and extent of the claim.

R H JiT e R SR
Claim Item Supporting Documents Required
1SRN BUS I B NS B A B i B E(Yes)/ 7 (N
1. Medical Record or Discharge Note issued by in-patient, out-patient or emergency unit; = (Yes)/#(No)
HAMEIT #ME 4 2. BERE TR IR 15 24 B SR G WSO IR TR A4 5 H(Yes)/ (N
Medical Expenses 2. Original Medical Expenses Receipts issued by Hospital; #=(Yes)/ 7 (No)
3. BBt E A A AR A o -
3. Medical Examination Report. r(Yes)/#(No)
1R SR, BRI EAE RS MR, H(Yes)/ (N
1. Medical Record from in-patient/out-patient/emergency units with attending doctor’s diagnosis; #=(Yes)/ 7 (No)
2. BN, B A B i o = _—
B HME R 2. Hospital Record / Discharge Note; r(Yes)/#(No)
In-hospital Services 3. AR BT IF I A .
. - EAE -
3. Original In-hospital Services Bills; #=(Yes)/#(No)
4. BERE B T A R R i o -
4. Medical Examination Reports issued by the Hospital. r(Yes)/#(No)
K AR AS
Accidental Dismemberment {1, 53 1,5 Bl A A A AT (9155 4 58 LI HH L A0t AR A Sk e R RS S s 3 #Z(Yes)/#(No)
S o (s 1. “Permanent Disability Certificate” issued by qualified Institutions or judiciary institutions.
Accidental Burns
1. BET /NG (EBETSIESTY) o -
1. Death Certificate; re(ves)/ti(No)
2. BEBE AR EA A BAAT RYBETHIE B B A AR S S AHIE B ; H(Ves)/ (N
2. Proof of Death issued by relevant authorities; re(Yes)/ i (No)
A LRI 4 R 3. WEORES NI i A I I B A AR DG S AIE B 2 (Yes)/ % (No)
Accidental Death 3. Proof of cancellation of residential registration or identity documents of the insured person; = =
4. FRIG I AP I B B A AR DS RNE R . B miErE, DLRZ 38 AR RAEH: o -
; ) : . ; . . L = (Yes)/75(No)
4. Proof of residential registration or identity documents of the beneficiary beneficiaries;
5. kAR NGEAA T 3 BV AEF o o -
5. Certificate of the successors to the inheritance and the share. re(ves)/ i (No)
1. R A A E TR FEAIEY; =) 7
NSRS IE A 1. Ticket / proof of traveling on the common carrier; #e(ves)/ T (No)
common carrier accident 2. AN IEAS T H B AS E EAMIE .
; . . ) . #&(Yes)/ % (No)
2. Proof of traffic accident issued by the relevant common carrier authority.
LE=T7 RIS AN IR R B GBI SCRAADRE CAnBRy7 i [ BORI AR &2 S8 U = R 42
P A HEAS T ZE B R A
H=H T f . . . . L. o -
) N 1. Written claim letter from third party claimant and documents supporting claim items/amounts (e.qg. & (Yes)/%5(No)
Personal third party liability . . L . . o ) -
Original medical record, medical invoices/receipts, leave certificate; repair/replacement
invoices/receipts, etc.)




1. BOREE A S EMSZENE GERRBEEN, TR AR IR NS4 B SR S EE)

o 1. Copy of claimant’s identity card with signature (if claimant is a Minor, copy of the payee’s identity card with 7= (Yes)/75(No)

Eﬁgﬁ_mﬁ signature is required);
aims
2. R NEL WERAT AT BURAT R A £ (Yes)/75(No)
2. Copy of claimant’s bank book or bank card with signature; = =
SR DU BB URIIBURL A0, B AL T ISR P
Other materials which may evidence the loss. If yes, please specify in the box below.
Y TN s TR BB Anti-Fraud Warning, Declaration and Authorization

WRARK S RZERFN, BHRBIKIERAHET HE:

CRIERAE] T REVERIBIRES), ATREZIAMR. FHEN, IFETERFBBE= KA ELT. REFHHEREN. EHAREREBBRKUERE, A
TERRELRAN, DUREERIRAIIR WAL

[TERE] #ATRRVERIESD, MAMRIEREN, WHSZI15H U THE. 500050 FHKMATBUL T RREFHRTERA EHARRREBEIEESCH, A
A VEm PR LR ARN), RS2 BMRLIAT UL T .

[REFHRE] UBREERSRRBITOEENLSE, REAFTAREREREREENFTE.

ARBHEREEAN () FHR/RMNECLMN I (RERRERRY » ULBAREHER. ZA/BERRATRRIEA T #ZERBBIFAIRA N RIS
FE-

ARBHEREEAN (5 FAUEMBBRME RN/ BREA B RRILEIRPISAEMGTERE LR RO ERAT R GABAEN/BREAZ LR EE, B
B, 5T, AW, REAFREMIIE. AHARANL, ARAFRIRBAZEA IR, FRBFAFTAETHXER (BFHERRT HEARIGME KA
WKZER, TIRBE=TrHERARNMHEREBEN, EURTHEERNREER, WRRNRARAERE, WEEN/BEREAFLTRERRETARS, WERBENRRE

RS, TARN/ R A A N R AN L ZRBRBLAR. 22 Z04SE4AREBEA .
Good faith is the basic principle of insurance contracts. Fraudulent insurance activities may result in the following liabilities

[Criminal] Fraudulent insurance activities may result in criminal sentence of criminal detention, and fine or confiscation of property. Surveyors or
appraisers of insurance accidents, who facilitate others to commit fraud by intentionally providing false evidence , may constitute accomplices of insurance
fraud.

[Administrative] Fraudulent insurance activities which do not constitute a crime may be punished by administrative penalties of detention up to 15 days
and/ or a fine up to 5000 RMB. Surveyors or appraisers of insurance accidents, who facilitate others to commit fraud by intentionally providing false
evidence, may also be subject to corresponding administrative penalties.

[ Civil] If the insurance applicant fails to perform his information disclosure obligations intentionally or due to gross negligence, the insurance company
shall be exempt from the obligations of paying the insurance compensation.

The undersigned hereby / We hereby declare that the above statements are authentic and the acceptance of this form by the Insurance Company is not an
admission of liability.

The undersigned hereby hereby declare that | have read and acknowledged the above Anti-Fraud Warning, and I/We declare that all the aforesaid statements
are true with no false and omission. I/We understand that the acceptance of this form is not in itself an admission of liability on the part of the Company.
The undersigned hereby authorize any physician, medical practitioner, hospital, clinic, police authority, insurance company or any other organization and
institution that has any record or knowledge of my / the Insured’s health and medical history or any treatment, advice or accident details and that has been
or may hereafter be consulted to disclose to or its authorized representatives such information, also authorize the Insurance company to disclose the
relevenat inforamtion obtained to any third party subject to the minimum legal requirements to meet the relevant laws and regulations including but not
limited to PRC laws and regualtions. This authorization shall bind my / the Insured’s successors and assigns and remain valid notwithstanding my / the
Insured’s death or incapacity in so far as legally possible. A photocopy of this authorization shall be considered as effective and valid as the original.

EL T PNGGE W AREE CERBEHRIENARBREN -
Signature of Claimant: Signature of Guardian (If claimant is under the age of 18):
Hi: Hi-

Date: Date:

RN E H 39

Signature of Policyholder: Date:




