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Travel Insurance Claim Form

YIS 2L R B B8 A 8 > i - 35 DA 78 &0k] - If the space is not enough or no applicable field available, please supplement information by attachment.

REFFA AR Z R AE R POLICYHOLDER AND INSURED PERSON INFORMATION

- EESERE Policy number

B A A 44 Name of Policyholder

Z{% A4 44 Name of Insured Person

RAE N4 (A07F 224 A) Name of claimant (if not Insured Person)

N B 5y s/ R 9ERS Claimant HKID/Passport No.

4% B EE Contact phone number FEELHIE E-mail address

iR Correspondence address

LHIESER F <48 TYPES OF CLAIMS AND AMOUNT

B2 {5 A\ [#fl{% Relationship to Insured Person

BIMET [ A AMGHE [ %15

Accidental Death / Permanent Disablement / Burns

AR [ TR SO /(TR
Travel Delay / Re-Route / Baggage Delay

D BRE A /M MEREERG

Medical Expenses / Overseas Hospital Cash

D HUH / 4EriRAR
Trip Cancellation / Trip Curtailment

I:l EATTZ /8 A28 / sk

Personal Baggage / Personal Money / Document Loss

{E AT
Personal Liability

O

I:l HAth
Others

Z(E4:%H Claim Amount:

=/N¥1% DETAILS OF ACCIDENT

AN [ HA K 3t B Date and place of accident

{584 K 2 {530 Nature of injury and affected part of body

4SRRI Circumstances of accident

5 A\ #E4 Name of witness(es)

5 \Ipi4% 2% Contact phone number of witness(es)

FiRsfl%E DETAILS OF SICKNESS

B R HER % 5 H 1 Date of symptom first appeared
DD MM YYYY
H A F

XK HHA Date of first consultation J7fiE Diagnosis
DD MM YYYY
H A F

B2 ~ Hihk K ZEEE Name, address & contact phone number of doctor

B& e 4478 et Name and address of hospital

A BRI T /4 58 /55 451 DETAILS OF LOSS OF OR DAMAGE TO BAGGAGE/MONEY/DOCUMENT

82k BB IEAY H H R 3B Date and place of loss or damage

B FARIREGNE YT A HIE TR SR %) ek IR SR SR Was the loss
reported to relevant authorities (e.g. Police, Common Carrier Operator, etc.)

EI H Yes Di’iﬁ No

AR IEAYEENS Circumstances of loss or damage

BRBEEEAIY) fEE H
Lost or damaged Items Date of purchase
DD
H

HE(ESE

Purchase cost

R E R
Repair cost
MM YYYY

A F

TZE TR IEER S 15 DETAILS OF BAGGAGE/TRAVEL DELAY OR RE-ROUTE

5 E BE AR 0% S Original departure/arrival time

BB /AR ENE ] Actual departure/arrival time

TEZRAFIA Reason for delay

75 75 1 B B 20 EE i Any emergency purchase of essential replacement items of clothing and

toiletries? EI L Yes D 75 No

[ EHI{TAE Original itinerary

H & HI{THE Re-routed itinerary




HUHsisERLIRFEa¥NS DETAILS OF TRIP CANCELLATION OR CURTAILMENT

HUM /45 T2 6895 X Reason for Trip Cancellation or Curtailment

JFERYTTHE Original itinerary UEHETZAYTHZ Curtailed itinerary

AT S DETAILS OF PERSONAL LIABILITY INCIDENT

Sl H A K% Date and place of incident

YRR Circumstances of incident

o= R NI K46 Name and contact details of third party claimant A Pk 20 Name and contact details of witness(es)

FEFHEE Important Note: -
TR = ek A R R AR SR B Ee AT > ERESM%T Starr International Insurance (Asia) Ltd. (“SIA”)EEE o {FAJES: SIIA EHE[EE A - Rl
SHRMENEREE - RS -

Any claim, demand, lawsuit or legal proceedings relating to the incident which the Insured Person becomes aware of or received from third party claimant should be forwarded to Starr
International Insurance (Asia) Ltd. (“SI1A”) unanswered immediately. No admission of liability, offer to settle or payment of claim with third party claimant is permitted without
written consent of SIIA.

HAl RIEEREE OTHER INSURANCE OR COMPENSATION

BT H 2 S A HA R &4 Do you have other insurance policies covering this loss or expenses incurred? EI 7 No D% Yes (G a£4L40 T Please specify below)
FREg /N E] 2 5% Name of Insurer FREESREE Policy number tRfETE H Benefit {%E Sum insured

ZAETE H 2SS A s AR 5T 1 FE AL 2224k Did you receive any compensation or offer from common carrier operator or hotel for this claim?

EI 4 No EI JE Yes (E=¥ 4k Please specify)

B B 95 (- DOCUMENTS REQUIRED FOR CLAIM SETTLEMENT

. TRAESEEH o FIAIEL « BT ~ 2SN T BORT T 35 25 AY i Travel proof, such as air-ticket, boarding pass, travel agent or airline’s official receipt
. FEFEIAS B TSR N AR~ TR & T /%= (%) Visa copy (Applicable to Overseas Student Insurance, Working Holiday Insurance or Overseas Employment
Extension)
o A BRSNS - NI EIRS © SEBAAS) % HAVEE ISR Incident report issued by relevant authorities (e.g. police, common carrier operator, activity organizer, etc.)
. B2 [i57 /B yp e F [thE 1E A< Original hospital/medical receipt
o BRE/ERMIER & IE A Original medical/examination report
. LU 8B 5 > Bl Copy of death certificate/post mortem report for death cases
. e RIS S E U B IE A BY 4 {Z 7{E Original purchase receipt of the lost/damaged items or repair quotation
. HEYINT B G U (R 15 /22 R B F it TE 4 Original receipts for additional or forfeited hotel accommodation and travel expenses
e e s DL L R TF Original receipt(s) for emergency purchase of essential items
ATRZHGH KA gE B 32 FH AW IE 4 Original documentation indicating trip cancellation and non-refundable/refunded amount
. = H R BT KA RE{EZE Demand letter/writ of summons from third party claimant

FRAM R TR 28 AR AL H AR SEEA S A=A FEF] We reserve the right to ask for any other documents to substantiate the claim

FEHA F2 %1 DECLARATION AND AUTHORIZATION

. RREFEHE NGRS AP S » AREE LA PR B Tl o F/RME ) & R e R & S R B - FR/ARMINGEIE Starr International Insurance (Asia) Ltd
(“SHA”) BHAZREEE TR - [EFEETE SIA FUCREURE Z L MARARARTIHI{E A T SHA AR A LA E R - FI(ERHEIL R 3 R i SR - R
RELER /TS o TR OSSR LR ERATRAVER » SHA KR A s A R R - FU/RAMER AR STA B R S AR « ARIAYREE TRk SIA AVEEATACE - i
HE Ry BB 18 SEPIRETS 19 M 1901 = -

. TRALMERIZHE SUA SCHAREE A B ~ Bt - 207 - (RIRAE - BUTHRESCA RIS, - SR RMEBUS BN R BB R, - BIER/ M B e aE ) M A A
BT 0 AR 2 R A& Z AT HEIABLIEARFE AR -

. The undersigned hereby declares that to the best of my/our knowledge and belief, the above statement and particulars are fully and truly made. 1/We agree that if any fraudulent means or devices are used in
connection with obtaining any benefit under the Policy, the Policy shall be void against me/us. I/We agree that any of my/our personal information collected or held by Starr International Insurance (Asia) Ltd.
(“SIIA”) or its authorized representatives is provided and be held, used and disclosed by SIIA to individuals/organization associated with SIIA or any selected third party for the purpose of processing the claims
herein, providing data matching and to communicate with me/us for such purposes. The undersigned understand that SIIA may not be able to process the claims herein if 1/we fail to provide any information
requested in this Claim Form. The undersigned further understand that 1/we have the right to obtain access and to request correction of my personal information held by SIIA. Such request can be made to SI1A’s
Operations Services Manager at Suite 1901, 19/F Central Plaza, 18 Harbour Road, Wanchai, Hong Kong.

. 1/We hereby irrevocably authorize SIIA or its authorize representative to obtain my/our medical records from my/our treating physicians, hospitals, clinics, insurance companies, government agencies or other
relevant organizations in relation to the accident or claim. This authorization is valid even I/we am/are deceased. My/our next of kin is also bound by this authorization. The original or copy of this
authorization has the same effects.

2% NIZRE N %5 Signature of Insured Person/claimant REFFA ANEE (FEAFE > BN ERERE) H HH Date
Signature of Policyholder (with company chop, applicable to group policy)




ety (FR 25245 ) MEDICAL REPORT (TO BE COMPLETED BY ATTENDING PHYSICIANS)

% A4 Name of patient 287 Diagnosis
E k2 H EH Date of first consultation 25 E 2 H B f# H 3 Date of occurrence of injury or first symptom
DD MM YYYY DD MM YYYY
H H s H A £

BEORFTA » 5 ALLE 8 75 HEFRL ETRE B L2 442 - S5 ME H A R 2%1% - To the best of your knowledge, has the patient ever had the same or similar condition(s) or
symptom(s)? If yes, please state the dates and conditions/symptom.

EREN E A R EAME A PR 2 W 0 S5ER LTS o Was the condition caused by any underlying disease? If yes, please specify.

ERIENEES | Bk A5 A1 > SEERAEEESS - Wil the current condition(s) or symptom(s) result in any permanent disability? If yes, please advise detail.

RIS B AR > S5 B L 1 N S B [ETf% 2 B 4L - If the current condition or symptom relates to burn injury, please advise (a) degree of burnt and (b) estimated % of burnt
body surface.

2R YIS B e A BHE s the diagnosis due to or associated with any of the following?

(a) HoRM:EHE Congenital anomalies ]2 Yes O+~ No
(b) THJIEEIE Refractive error or correction of eyesight ]2 Yes O F~& No
(c) #EH{H M7 Heredity condition & Yes E1F & No
(d) FEZEEHELIZFiT Cosmetic or plastic surgery 12 Yes O F~& No
(e) 182744k Pregnancy or childbirth O & Yes O F& No
(6 TS5 Routine medical check-up O & Yes O R& No
() JFREELEEYI22E Drugs or alcohol 2 Yes O +=& No
(h) HEwiERCFEYE Mental or nervous disorders O 2 Yes O+ 2 No

Fiilf HHA R s$15 > 40 - Date and details of operation, if applicable

R (BFE2 G ~ EET ~ 455 - (8 K A& 2 51 #) Discharge summary (including investigation procedures, result, diagnosis, treatments, complications and follow-up plan)

B2l %% Name of hospital Al5¢ H # Date of admission ke H HA Date of discharge
DD MM YYYY DD MM YYYY
H A F H A £

B2f2/=2 Bt hil- Address of hospital/clinic

B25¢/z2Fi B sh Phone number of hospital/clinic B £ 1 H Date of medical report
DD MM YYYY
H A F
F28&4: 444 Name of attending physician/specialist 2R %44 By & Signature and H{ Date
Stamp of attending physician/specialist DD MM YYYY
H H £

/@
W

STARR

COMPANIES

GLOBAL INSURANCE & INVESTMENTS

Starr International Insurance (Asia) Limited
TS EE 18 SRR B RS 19 4 1901 = Suite 1901, 19/F, Central Plaza, 18 Harbour Road, Wanchai, Hong Kong
g5 55 General Line: (852) 3765 5566 {#E Fax : (852) 3765 5501 ZE % E-Mail: asiaa&hclaims@starrcompanies.com




Claim documentation for Travel Insurance Claim Jife 37 15 Ffi Z2 18 Pt 35 044

Please submit the completed claim form together with the below required documents for relevant section(s) to our
company. Our Company may request for more information or additional documents for claim assessment.

A PR AC LI 2 AR AR KA Bl 2 TR E SRS LA R P SCIF o AN RIS AT REEERIR SRR N OB LU B HI Rl 2
£

For All Claim Sections FiA REME R IR KIS

e Boarding passes, air tickets and Travel Itinerary EH&:E - #IE L ATRER

e Copy of HKID card 7t & 1 35 5l 2%

e Copy of Student Visa and Student Card (Applicable to Overseas Student Insurance)
A e B A R R A (T8 FH A A B 2 A R )

e Copy of Working Visa (Applicable to Working Holiday Insurance)
TAREFE S EIA Gi A AR B RBs

Please submit the below documents for Relevant Claim Section(s) S5 3t A B &= & 3874238 LR S0tk

Nature of Claim R{¥IEH Documents Required 7 5 304
Accidental Death and e Medical Certificate / Medical Report with diagnosis
Disablement Clat BR2 s R 2 e s I Bl B R Rk
BANET R A 5% e All relevant documentation confirming the cause of death (i.e. Death Certificate,

autopsy / post mortem report)
BRFEACT R R 2 SO, QistToas - fif) sl e i
e Medical report with the extent of permanent disability suffered

B WL 7K A A5 % R J5E 1Y) B R

Medical Expenses / e Medical Certificate/Medical Report with diagnosis
Overseas Hospital Cash Ok B2 B SR 2 B o I B B e o
Be% B /g M e B 4 v A * Hospital Discharge Summary

H B i

e Original medical receipts from a Physician or Doctor with diagnosis
e LR T aE 2 B BRI A AR A R

e Original hospital bill or report certifying the period of hospitalization
T H A B IR B 2 A o J B B g IE AR

Personal Baggage/ e Original loss or damage report issued by police, airline, hotel or relevant authorities
Personal Money/ R o ML E] - W BCR BB 98 A I8 R BUR BR  IE A

Document Loss e Original purchase or payment receipt of the damaged or lost items

1 NFTZ/ 1B A28/ TR B W 2 i A R B A

BB e Photos showing the extent of damaged items

HUR AR ot M
e Original repair quotation and receipts of damaged items
SEARBA i MEIEERAE N AR R A
e Original replacement receipts for the lost travel documents
i SEUBE 38 R8T 2 W IR A
e Original payment receipt of the additional travel and hotel accommodation expenses
(if applicable)
REAN AT S AT A YSChE IE A (Ui HY )

Travel Delay or Re-Route e Documentation indicating the reason(s) for and the number of hours of delay
W R 25 B o T AR (e.g. confirmation from airline/common carrier).

A B o w) B TE RS 9 e R R ] A Ji R ) 5 A

e Original documentation/receipt(s) indicating the additional travel fare of Common
Carrier incurred; Or, for additional or forfeited accommodation expenses incurred
outside Hong Kong

DR S AT RE P SCAT BRSO A SRl BT B BRARSAS BRI [ -2 LS A 1R T4
1 B 2 s W SO B IE A



Baggage Delay
T2

Trip Cancellation/
Trip Curtailment
BUHIRAE / 1R 545 HOiR R

Personal Liability

PN

Rental Vehicle Excess

GIRERSES

Documentation indicating the reason(s) for and the number of hours of delay

(e.g. confirmation from airline/common carrier).

A BN 2 7] B S A A 9 T E R IR ] A TR 1) e

Original Receipt(s) for emergency purchase of essential replacement items of
clothing and toiletries

5 B 0 75 1 B AR AR e FH i L IE AR YR

Original receipt(s) showing any pre-paid costs or deposits made OR additional travel
and/or accommodation expenses incurred after the commencement of the insured
Journey

H ST O THAER B OR A BA AR AT RRAR B AN SCAY 28 38 S A1 B i IE A

Original documentation issued by travel agent, hotel or common carrier confirming the
Non-refundable / refunded amount

WG, TRAT AL, M w B TE M T o L PR KR8 I S A TR AR

Medical certificate indicating diagnosis and reason that the insured person/immediate
family member/travel companion/co-partner is unfit for travel or return to Hong Kong
necessitated, if applicable.

T H B E A R A2 RN/ B R B /T A /% V)8 250 A8 6 A s sl 2H 2
A AR 2 D AT ) e s A

Copy of Death certificate, if applicable.

SETCRERIA (hnid H)

Proof of relationship to the Insured e.g. birth certificate, marriage certificate (if
applicable)

B2 IR AR REE IO RIA, WAL, &5 IES (WiEH)

Any claim, correspondence, summons or relevant documents in relation to the
incident, please forward to us with UNANSWERED

PG SR B R R, S EBE R SEEEACHA AR, 1))
SEFIEIR]

Police report or Incident report issued by the relevant authority

77 B MR 95 2 SRR

Original Police report % J7 s 1 1F 7K

Copy of the Motor Insurance Policy for the damaged rental vehicle

FELFH 48 S ) DR B R A

Copy of Rental Agreement for the Rental Vehicle flELIpiEZ IE4S

Original Payment Receipt for the Rental Vehicle’s Policy Excess

MLEE B SRR R
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