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INSURANCE CLAIM FORM fRigZE HiF 7ok

THIS FORM IS ISSUED WITHOUT ADMISSION OF LIABILITY. Completed Claim Form together with supporting documents
should be forwarded to us within 30 days following the loss. Otherwise, it may prejudice your claim under the policy.
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Policy No :
Name of Insured :
2R AL

Name of Claimant :
TN

ID Card No :
B e
Insured’s Bank Account Number :
SR AR TIE FOREE
Type of Claim :
et

Description of Claim ZE{EEH

Date, Time and Place of the incident :
B - bR R Rk
Detailed description of the incident :
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Claim Items Purchase Date Original Cost Claim Amount
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1.

2

3

4.

5

Please submit relevant documents to suppott the claim amount. Additional documents may be required.
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NOTE 88

Any person from whom the Company has collected information as aforesaid shall have the right of access to and to request correction
of any personal information concerning themselves held by the Company. Request for such access may be made to the Data Protection
Officer of the Company of 18t Floor, China Merchants Tower, Shun Tak Centre, 168-200 Connaughl Road Central, Hong Kong,
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DECLARATION AND AUTHORIZATION SBHHEBFRER
I declare that to the best of my knowledge and belief the above statement and particulars contained are in all respects true and

completed and are made without reservation of any kind.

T hereby authorize any hospital, physician, or other person who has attended or examined me, to furnish to China Merchants Insurance
Co Lid or its authorized representative, any and all information with respect to any illness or injury, medical history, consultation,
prescriptions or treatment, and copies of all hospital or medical records. A Photostat copy of this authorization shall be considered as

effective and valid as the original,
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Signature of Claimant : Date :
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