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ALLIANZ HOSPITAL INCOME PROTECT ZHt (X A B{RkE /
ALLIANZ ACCIDENT PROTECT CLAIM PROCEDURE ZHt=IMRIERERF

N~

1.

Claim Submission

RRERE

Submit your claim within 30 days
from the date of accident/ sickness.

RESN / EREEst 30 RANRRERE
BB -

Submission Method 2R A

By Post # & =:

Allianz Global Corporate & Specialty SE
Hong Kong Branch

Suites 403-11, 4/F,

12 Taikoo Wan Road,

Taikoo Shing, Hong Kong

*H“ﬁi%ﬂ“iﬁ%?i’zﬁlﬁ%ﬂﬁ%%%ﬁﬁﬁ
BEEXEMAEEE 12 5%
418403-11 %

By Email EFE:

claimshk@allianz.com

General assistance and enquiries
— iR REH

Allianz Customer Services Hotline

LHE PR AR
+852 8100 2402

Important Notes EZ 518

Q

2. 3.

Claim Assessment

RIEFTL

Your claim will be assessed in a timely

Claim Result
‘?r:‘{EmI:I

Claim result will be provided soonest we

manner to ensure smooth claim received all the required document(s).
experience. REBHNERBR G BEERRRBEH
HMBRREBE FRINRESE - BT -

Claims supporting document(s) = {EEAX 4

Claim for medical expenses (Allianz Personal Accident Protect)

EREARE (XMEIMRE)

Copy of completed and duly signed Claim Form

BERZREFRBEIR

Copy of medical receipt(s)/ bill with diagnosis

B 75 B PR A2 BT 2 BRI & BB IR R AN

Copy of diagnosis Proof

Z BRI A

Copy of referral letters for any specialist consultation, if applicable
ERARENEEIA - MEA

Copy of progress note for physiotherapy / Chiropractic or any other related therapy
MEaEs A BARNHBR AR EE RN

Copy of completed Attending Physician Statement (Appendix B of the Claim Form)
BERZETZBERSEIR (REFRBZH4 B) BIR

Claim for hospitalisation (Allianz Hospital Income Protect)
FERARRE (ZBERARRE)

Copy of completed and duly signed Claim Form
BERZRERRS
Copy of medical receipt(s)/ bill with diagnosis
B 75 i PR 2 i 2 B& R U R S 1R Bl AR
Copy of dlscharge slip/ summary
HERA / HiREZERI A
Copy of diagnosis Proof
i AREIZN
Copy of proof of admission time and discharge time
B3t e 8] % 4 B s R R 28 BR ST 4 &l 2R
Copy of completed Attending Physician Statement (Appendix B of the Claim Form)
BERZETZBERSEIRN (REFRBZH4 B)
Copy of medical report(s)/ certificqte(s)/ note(s) related to the hospitalisation
ARZERNZBERES /&H / FASEIR
Copy of sick leave certificate(s)
R ERAREIAR
Copy of Employer’s confirmation of sick leave (Appendix A of Claim Form)

EBEERRBREIER (RETBZMHEA)

- For any document(s) to substantiate your claim, you have to bear the charges on your own expense

ARRESPEXGHZERRRPRASMN

- Depending on the nature of your claim, we may require you to provide original document(s) or additional document(s)/ information

M/ RBREBERERE M REERGREMRE
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Allianz Global Corporate & Specialty SE

(incorporated in the Federal Republic of Germany with limited liabilities)
Hong Kong Branch

RHMREEREERE
(REESHARNBERRIZ2ARLA)

BERIWA

Suites 403-11, 4/F, 12 Taikoo Wan Road, Taikoo Shing, Hong Kong
EBALHALEBE 128741840311 F

Tel BFE: +852 8100 2402 Email BE: Claimshk@allianz.com
www.agcs.allianz.com

ALLIANZ HOSPITAL INCOME PROTECT ZH{X R A BRI /
ALLIANZ ACCIDENT PROTECT CLAIM FORM Z i BIMRIERE RIS

Part | - TO BE COMPLETED BY THE CLAIMAINT BB - HEIE AHE
1. CLAIMANT DETAILS BB & A&t}

Name of Claimant Occupation of Claimant
EEPN SEPNEES

Policy No. Contact No.

RER PR ERE

Date of birth
H4 B

Email address

Bt

Correspondence address

AU I

No BB Yes, please specify below B , FER T 5I5EEA
Did you reside outside of Hong Kong for more than one

hundred and eighty (180) consecutive days during the Country
Policy Year? EIER
ETSAEZREFENEE —T/\1+ (180) BFREEE? Date of departure Duration of stay
BEEAH R

2. CLAIM INFORMATION ZE{EZEIH (Please tick the appropriate box ;A E S BRI 1E EIE Fv”)

Personal Accident A B E

Date of accident (DD/MM/YYYY) Time Place

ESNBH (B/AIF) ST 1 B
Hospitalisation Benefit 1¥ Bt R B&

Date of sickness (DD/MM/YYYY) Date of first consultation (DD/MM/YYYY)
BHEH (B/AIF) BREZBE(B/AIF)

3. ACCIDENT/ SICKNESS INFORMATION E5b / EERE 1

Details of accident/ sickness

B RIREE

Nature of injury/ diagnosis

218 | KRDHRER

History of similar accident/ injury/
sickness

BB 28 | KRZRE

Claim amount

RESHE

Current status of your treatment Still under treatment Fully recovered

RICARZ BN 1o SRR EReRE
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Any hospitalisation for vou related to No Yes, please complete the table below and submit the Attending Physician Statement
thiZ/occiZent/ sickness’y w"E (Appendix B) duly signed and completed by your attending Physician/ Doctor
EEEBRREN | ERTEE? A BERTIFIRERREXATZEBLEER T EERE (H4B)

Please tick “v" this box if you need us to return invoice(s) and receipt(s) after claim processing.

MRREBEEMYIER , FEERREL TV e
Yes, please return invoice(s) and receipt(s) by post to correspondence address written in this Claim Form
2, BHEERENBRERE EWEA Y,
Note ¥ : The originals will not be returned and will only be retained for 3 months from the completion date of the claim process.

EAXHRTERIE U RARRERETH B HEHREIEA.
4. HOSPITALISATION INFORMATION (IF APPLICABLE) X Bt ¥ ¥} (1058 )

Name of hospital

BREB

Date of admission Date of discharge
ABEH oA

Total days of confinement Diagnosis

BIEBT B8 S iE

Name and address of doctor
recommending admission to hospital

BEARNBELEAER I

Any operation/ surgery performed No 8& Yes, please provide date and name of operation/ surgery & , FEREF BB R B H

during hospital confinement? If yes,

please provide date and name of Name of surgical procedures

operation/ surgery FMEE
RRERREEESFN? 0F , & Date of operation
RHFHEBRAN oy
From To
M ES
Period of medical leave after Total number of sick leave days day(s)*
discharged from hospital EBREER g*
BT 2 e R A

*Remarks #3F: If the total number of sick leave days are more than seven days, please ask your employer to duly,
signed and completed the EMPLOYER’S CONFIRMATION OF SICK LEAVE (Appendix A)

MRFBRBEHERLX , FRXHEZEE ZEZHIHBERE MHA)
If you are claiming under a section of the policy not provided on this claim form, please provide details below (e.g. : Total Permanent Disability)

MRMTHRESATSEELRRERNEE T , FEARTIZEE (HIM: T2 XKAER)

( )
( )

5. SETTLEMENT METHOD &A=
For the claim payment (if applicable) direct credit to Policy Holder’s bank account, Please complete all of the following:

FBEBUATHARENNERLARBERANER) ERFARERFAAZED

Nome of accounthowser WFRAARSE | | | | | [ [ [ [ [ I[Pl ]l
onkrome #&® | | | | [ LI PP PP
swittCode Re5% + | | | | [ /[ LI PP PP

Bank account No.

RITIRF RIS

Bank code $R1T#wE Branch code 7 {T#wm 5% Account No.tk 5 5215
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Please provide account proof (e.g. bank statement/ bank book copy showing the name of account holder and account number

MESUR S ERES (0: HEIRFEEAME RIRERERTIRE / BITFR2EO0E)

6. OTHER INFORMATION E{th= i}

Have you submitted a claim for employee compensation for this sickness/ accident?

BMTHEEMRIRER | BARESE TRE?

No B& Yes, please provide Name of Employer and complete the table below & , FREAEETZBREE T 55X
Name of Employer
e
Any other insurance policy covering the claimed items? LA EH ZEESRRECHRBEH ?
NoBH Yes, please specify below #A , FEFFBER THFIR
Name of Insurer {R B2\ B B 78 Policy No. {REE SRS Claim Amount (HKD) 3R1{E £ XE (7B %)

7. DECLARATION AND AUTHORISATION Z R K 151
1. 1/ Wedeclare and agree to the best of my/ our knowledge and belief that the above information and particulars are accurate, true and complete.

AN BOBMAAELES |, U EFRSEGRBAAN / RAIFFARFAENERTRYE  YEAEBIRRTE,

2. |/ We hereby authorise i) any party, including but not limited to police, insurance company, hospital, clinic, registered medical practitioner or other
persons and/ or government institution that possesses any records or knowledge of me/ us, to furnish any and all my/ our information or copies of
records to Allianz Global Corporate & Specialty SE Hong Kong Branch (“Allianz”) or its authorised representative as Allianz may request; and ii)
Allianz or any of its appointed medical examiners, paramedical examiners or laboratories to perform the necessary medical assessment and tests
to evaluate my/ our health status in relation to this application and any claim arising therefrom. This authorisation shall bind my/ our successors
and remain valid notwithstanding death or incapacity. A photostat copy of this authorisation shall be as effective and valid as the original.

EAERMARE)EA—F , SRETRRES. RIBRLE. BiR. 2. SMEEIARALR/ IBFEE , AAERFEEMEEARA
| Bzt , ARZMRREGEREERBEES QAR "L2EAR )REREZARNERERAZENRLEILX, R i) RBRBREE
E2REBE, BRASFBAUHRLFFIEMRLBEARCRFESA | BNETHRECBRETGERAUR , FABEEA I B2k
Bk, AREHMBALIZBEARZREAEGTNRSD ; MEHEBAALECRBTRENR , ZREDER D, AREEZHOANESR
BMAFERER,

3. I/ We confirm I/ we have been advised to read carefully the Personal Information Collection Statement as accompanied with this form (the “PICS")
and acknowledge and confirm that | have read and understood the PICS. Based on the foregoing, I/ we hereby give my/ our acknowledgment
and agree to the use and transfer of my/ our personal data by Allianz in accordance with the PICS.

EA I BMEREEA I RMICHREHNAFARBEBARREN E2BAER NSRS ( "ZBH, ), YEERA / RMACERLAOKER. B
BUEPTR , AN/ RASERZEL RS LZHRBRBHEZBACEAREBERA /| RANBEAER.

Signature of Claimant ) Signature of Policy Holder
RRAES ’ REFBEAESE

HKID No. &8 & 3 & 5% 1% : HKID No. &% & {3 iR
Date B : Date A &
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8. PERSONAL INFORMATION COLLECTION STATEMENT {E A ¥ U £ 22 B

"o

Allianz Global Corporate & Specialty SE Hong Kong Branch (“we”, “us” “Allianz” or “the Company”) may use the personal data we collect about you, which
may include your name, address, email address, telephone number and other contact details, date of birth, bank account or credit card details, HKID card
and/ or passport number and in some cases, medical records and/ or other data, and which we may collect when, for example, you apply for, renew or make
a claim under a policy and/ or you correspond with us, for the following purposes:

ZBRRRGERGEARBEBINR ( "EM . TRBREL | TRRQFL ) FIRESHNEAER  BEEE. ik, Bk, SERBREM
BigER., HERY, |RTRFREAFEN, BEAFIBR/ RERFB. RPOELTHERR / HMAER , UK AREREARERE. BR.
RSN  AEBEMBARBENER , AL A TERAETIINRHE:

i) processing and evaluating your insurance application and any future insurance application you may make;
BRERIHEHRBBEFR B RREINREEBTE

i) administering your insurance policy and providing services in relation to your insurance policy;
IR R B R AR it BB AR BE AHBARY RS

iiii) undergoing any alternations, variations, cancellation or renewal of any insurance and related services;
ETEMREER, BE, FUHRBERREBRE ;

iv) investigating, analysing, processing and paying claims made under your insurance policy;
RBE, 2. REERINEHREMBRE ;

V) conducting identity, medical or credit checks;
HIT55. BRIEAKE ;

Vi) designing insurance and other financial products and/ or services for customers' use;
R EMEMERR / SRBHRUEETFER ;

vii) exercising any right under the insurance policy including right of subrogation, if applicable;
THEERREMEFHETARNSERCE , MEA ;

viii) invoicing and collecting premiums and outstanding amounts from you;
BHBARREBANR QEBERER KK ;

ix) reinsurance purposes;
BREMAE

X) conducting research, surveys and analysis for the purpose of product design and/ or the development and improvement of our services to you;
EITREERRETR / RBRRENE A AT RMZRENHAR, BERDWN;

Xi) conducting statistical or actuarial research, data matching and/ or verification purposes;
HITHRITNBERR, EREER / AREZA ;

xii) the operation and administration of the Company's internal business including without limitation any corporate reorganisation;
NARDEBNEERER , SFETRRL TS ;

xiii) contacting you for any of the above purposes;
B A AR B B

Xiv) other ancillary purposes which are directly related to the above purposes; and
HttfR P RAREETECHB AR ; &

XV) complying with any applicable laws, regulations or any industry codes, guidelines, requests from regulators, industry bodies, government
agencies, law enforcement agencies and court orders.

EFEMERNEERAL  REEHRE, XRE8. BFHM. SURBEMRHNERSTR, B5l. BXR, IEERT.

You may also provide us with certain personal data about other proposed insured person(s) or third parties such as your dependents, and if you do so you
confirm that you have their consent to provide their personal data to us.

MEEBEMREAREMEZRARE=EFHNRBOEALR , ERHEIRRECEDCERDNZFATNEEUREEFEAERTFEM.

Such personal data may be disclosed, shared, divulged, supplied or otherwise transferred to the following persons for the purposes set out in the above
paragraph or directly related purposes or as otherwise permitted by applicable law:

HUEBABERTESHEE, 22, B8, RHIBBIATIESATUERLASHERGRACHE AR  REMER EEMATNAE

a) any of our directors, officers, employees, representatives, agents or delegates;
EAXLRNES, LB, EE. A%k, RBA, HZBEREAL;

b) any of our shareholders or related corporations, and any of their successors or assigns, and their directors, officers, employees, representatives, agents
or delegates;
EARABRWRRFER LT , RETARESIBRELAURZILTESE, A, EE. K. REA, SFHFEAL;

c) any service providers, agents, contractors, delegates, suppliers or third parties (or subcontractors of the foregoing) which we may appoint from time to

time to provide us with services in connection with the website and/ or the products and services that we offer to you, and their directors, officers,
employees, representatives, agents or delegates;

FARATHEREEEALRAMENR /  IBMNALEHERRBRENMARE. RE, i, XZ2RXE. HEEIF=F@HHEIEH), REE

AGCSHK/PAHHICF/2304 Page 4 of 5




Allianz @)
E. AE. EE. K%, REA, HZERAL;

d) business partners (including reinsurers, brokers and bank partners), associates and third party service providers when reasonably necessary, and on a
need-to-know basis;

HEAF(EFEERBAT, RERBITUE). RECELENEEZIBENNERE=ZERBHES ;
e) our professional advisers, consultants and auditors and any person who we believe in good faith to be your legal advisers or other professionals;
BMWEXER. SRERBMREIARMRFBEGRENEIEDHMEXER ;

f)  anyone who takes over or may take over all or part of our rights or obligations under this Personal Information Collection Statement (“PICS") or anyone
this PICS (or any part of it) is transferred to or may be transferred to;

EAEERTEEERMRE (KEAERKERR) ("B, ) TAERBOEFREAHAL , IEALEREERY) EEBRTHEERH
TZAL;

g) another entity in the event Allianz is intended to be acquired by or merged with, or is acquired by or is merged with, that another entity;
NLZBRBEEREHE ML TRERELSHNZEMAT ;

h)  anyrelevant governmental or regulatory authority pursuant to a request by any relevant governmental or regulatory authority, or any person to whom
we are, in our belief in good faith, under an obligation to make disclosure as required by any applicable laws;

MEAEERAREEREER , AIRBNREEHE, IEARARFBECREALZIEZEETOHFHEENAL ;
i) third parties for direct marketing purposes with your written consent and in accordance with our PICS (see further details in Direct Marketing section
below); and/ or

MECREBAGEARNUTHERRESMG TEERE , MMECEREHEAENE=E R/
j)  parties whom assist us in carrying out the purposes laid out above in this PICS.

R METHERA ERARHA L,

We may transfer, store, process and/ or deal with such personal data outside Hong Kong. The personal data will only be transferred to locations where we
are satisfied that adequate or comparable levels of protection are in place to protect personal data held in that jurisdiction, and (where we are required to
do so) with your consent. In doing so, we will comply with all applicable data protection and privacy laws, including the Hong Kong Personal Data (Privacy)
Ordinance.

EMIRERENLEES  RE , BER / IREZXBEAEN,. ERMAESERFRELHERBTEMRENTENEARARERFLUREXT
ZEEREANBAERNE  FESAEAERERERMBE BERMASEENENER (NBRLE) . EEBEY , RISETHEERERRE
RAEEE  SREBEAAER (FAE ) KA

In the unlikely event that our or substantially all of any of our assets are acquired by an unrelated third party, such personal data may be one of the
transferred assets. We may disclose the personal data, on a confidential basis, to any prospective transferee and its professional advisors (in each case
whether within Hong Kong or overseas) for the purposes of their due diligence investigations, the completion of any such transaction and the continued
operation of the acquired business.

EHABRTERMNNBRIABDEERFEREE=ZWER , REAEHNIEREF - ANKEBEE, ERFOERLT , RMREEEBER
BEFHEXEREEZBAAER (LERTTREBDEN ) AHASHESATHEMRBEER TR S RIBBEEEN AR,

If you do not agree to the provision of the personal data requested or the use of such data for the above purposes, we may not be able to process your
application and render the services or to otherwise correspond with you.

NMREFEER LRABRRERRBHEALEN  BMRBERELHNRFERAERERY.

Allianz Global Corporate & Specialty SE Hong Kong Branch is a company incorporated in the Federal of Republic of Germany with limited liabilities.

ZRRROEREARBEE D N ABRESEHAAMEZTMA L ARLF.

We are committed to ensuring your personal data is kept secure and confidential and not kept for longer than is necessary.

BMAHERREEAENZ2RRE , YETSFEBIBIRREE,

Note: In case of discrepancies between the English and Chinese version of this PICS, the English version shall apply and prevail.

AN AERAMALSE  BUARAXERE,
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Appendix A - Employer’s Confirmation of Sick Leave

P4 A - EEHEEREE

This letter must be completed by claimant’s employer

( HWHEZBEXAHBRARIER )
Date of Sickness/ Accident
&wis | BB H
Sickness/ Accident Description
&I | BOVER
Dear Sirs and Madams
BENEEMMZ M,
This Letter is to clarify that (Claimant Name) (HKID. No: ) being the
HEH (AEAHR) (BB SRR ) &
employee of our company (Current Position) with basis of employment of
b /N (REN) ZEEXA
Permanent / Part-time / Casual / Contract / Seasonal !/ Others (please specified: ).

S / TR

/I wx /& /=T / HitGEE

Eﬂ: )o
The above sickness/ accident caused him/ her to have sick leave period from (dd/mm/yyyy)
FiRRE / BB Bt / dt (A/R/F)
to (dd/mm/yyyy).
ES (B/B/F) K.
Signed & Stamped by Authorised Person Signature of Claimant
SRAZBRATED BRAEE

(I CERTIFY that to the best of my knowledge the
foregoing statements are correct.

LEABAARA , S ERRIDEER)

Name of Authorised Person

ZRAMSR

Position of Authorised Person

AR

Date

B

Company Name

nEEH

AGCSHK/PAHHICF/2304

Company Address
NGB B

Appendix A
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Part Il Z¥B : Appendix B - Attending Physician Statement {4k B - T2 BEBE
To be completed by the Insured Person’s attending doctor at the Insured Person’s own Expenses. HERAZ IR BREREMBAHSIRASN,

2. Please attach copies of any specialist or hospital reports, together with any tests, or similar evidences to support the validity of your patient’s claim.

FEHLEMERERDRA, EREE. WERERAMEEASF , SBEIRANRKBRE.

Full name of Patient JEA £ % HKID/ Passport Number & & {75 / MREH Gender 51

Part I: General Information 3 —3p{a: —REH

Date of first consultation related to this sickness/ accident Name ot tirst consultation doctor and clinic address
BBHRXER | EACEXRED Y BRDRNBEEBRD ATt

Symptom(s)/ complaint(s) of the patient relating to the first consultation/ hospitalisation AT BB EREY | ERZEM / &R

How long had the patient been experiencing these symptoms before the first

i is®
consultation? EE A BEL N ZHRBEREHBERFAL L2 A2 Diagnosis &

Was the patient referred to you by another doctor for further management? 5 A R B H B — U EBE BN FIE/EH —FHEK?

No & Yes, please specify the name and address of referral doctor 2 , SRR B A 2 & Rt it
No, please complete the Part Il & Part IV of this form Yes, please complete Part Il to Part IV of this form
T RERARRZEZRENSH £ BARARNZE-EEOBH

Part II: Details of Hospitalisation 55 =& {¥BLE15

Name of Hospital BR & &

Date of admission (dd/mm/yyyy) ABT B 8 (B/B/%) Date of discharge (dd/mm/yyyy) Bt BE (B/B/5F)

Did the patient take any home leave during the hospital confinement? & A 8 & A Bt Hf B 55 R Bl B 2

“No BE ~ Yes, please specify the reason and the period of home leave & |, FEEEBRIFER KRR

Final diagnosis Bx#& &2 T

Please give a brief discharge summary (including investigation tests and results, procedures, treatments, operations, result of such treatments and/ or any

complications and follow up plans) FERH HEHE (SEZERAERER. DERIB, A&, FIH. HRER / SEARESE)

If the patient has consulted other physician during this hospitalisation, please provide the following:

MAEARRRERAEMEMEMELERD , FRUUTER

No 88 Yes, please specify the following Name of doctor and clinic address B4 & F8 & L AT b it :
B, FEEHE

Treatment performed 1254 %&:

Reason [RA:

Please provide reason(s) for hospitalisation if this type of cases can be managed on day care/ out-patient basis.

e REZ TR H L TRRERE, FEfR AT BRI,

Part llI: Profession Comment 55 =#{0: H¥X 5

Please tick the box if the medical condition and its subsequent treatment are associated with the followings.

mERERKRERAARETIRERERE , BN T %M LS55,

Congenital condition, infertility or sterilisation e X4 &F , TRHEBEER Mental psychiatric problems OB R}
Pregnancy conditions or any related complications R Z2 5 It 5| 3% 2 & Cosmetic/ Plastic surgery BRI F 47
Patient’s occupational activities & A Z B % EE Aerial/ Mountaineering/ Professional sports ZEF / BIL / B ¥#iEE)

Part IV: Declaration £ 9&5{3: %85

| hereby declare that all the above information are to the best of my knowledge, is true and complete.

AARH LROERRIBERAFTAE A EREH.

Signature and chop of attending physicion T B4EHBERES Address and telephone no. #biit & Bi4& B
Data B &: / / (DD/MM/YYYY B/R/E)
AGCSHK/PAHHICF/2304 Appendix B ¥ B
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