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DOMESTIC HELPER INSURANCE CLAIM FORM
RBERBEERFE

Enjoy Speedy Claim Submission via eClaim in 3 simple steps BRETREFAHEITERRESRH
1. Input claim details 1. BAREER
2. Upload the scanned copies/photos of receipt 2. FEEZEEEIA /48R
3. Confirm 3. R

Smart eClaims
Please complete and sign this Claim Form, and provide the relevant documents listed in Part V to avoid delay in claim process. TE . 5 Claims

FEZWHZLBERFER - BRELBOAIAERNARE - MRERREER -

The Company is entitled to request for further information or other specific claim form to be completed, and assign an insurance adjuster
for investigation.

KRB ERERREZRHELENNETHMBARERE - UIARZRREBESAETHE -

All submitted documents to the Company will not be returned.

FIBIERZ T ARB Z G AHERIE -

Completion and submission of this Claim Form shall not be construed as admission of liability on the part of the Company.

ERRERIEERBERIT AR NAQSFEBEERE -

Claim No. (Office use)

. . REEY (AATHRE)
I.  Policy and Personal Particulars fREE R {E A ZH} e

Policy No. fRE#RTE Name of Policyholder fREFFE AEH
HKID Card / Passport No. &ES 75 / # iR 55H Contact Phone No. B 48 &5E

Correspondence Address 3@ Tl

E-mail Address B8#3 i

Il. Domestic Helper Particulars X{EZ K

Name of Domestic Helper ZR{E##

HKID Card / Passport No. &B 5707 / EHRIEHS

111. Benefits Claimed ?JE{%BEIE\E (Please select the appropriate item(s) 75 & {E i =18 H)

Employer’s Liability |:| Personal Accident I:l Out Patient Benefit
BEEE ANBESH SR

[]

Loss of Services Cash Allowances I:l Dental Benefit
PETARFEIR 220 FRURE

Hospital and Surgical Benefit
R FiMTRE

Fidelity Protection

GLEL T - RS RAE

Replacement Helper Expenses |:| Repatriation Expenses I:'

Personal Liability
BAEE

" For work-related accidents resulting in injury of the insured helper(s), notice must be given in Form 2B (incapacity for a period not exceeding 3 days) or Form 2
(incapacity for a period exceeding 3 days) to the Labour Department within 14 days of the accident. If the accident results in death of the insured helper(s), notice
must be given to the Labour Department within 7 days of the accident. Forms 2 and 2B could be obtained from the Labour Department.

T NRRRBERIRE - FRENEERTIRALERSE2B (RATIFENABR=X ) StFRiE2 (BALIFENBE=X ) A5 LEZR - NEASHENZ
REFET - ARBHNBERCRABSETRER - RiK2R2BI O TERE -

ME511/08.2022

Blue Cross (Asia-Pacific) Insurance Limited B+ (Z5/) RIBBRASE
www.bluecross.com.hk



IV. Details of Claim REZER

(Please complete where applicable and use a separate sheet if insufficient space FHEBBEEIRE - HZEMAE @ F5 EFMERE)

Date of Accident/Consultation/Loss B4k / #2238 / BREH

Diagnosis 52

Date of Hospitalisation ¥t H %3 From B to &

Place of Accident/Loss =9 / IR IR

Description # 15

Has it been reported to Police? B &A1& HRZR?

Yes B 0o No 2B o

Police Station District £E @13

Police Report No. ¥ Z 455

Item(s) Claimed ZR{EIEE

A

Claim Amount RIE£%8

Any other insurance covering this incident / loss? A& E M RIRFAREREMH / 1BR?

Yes B 0o No8%A o

Name of insurance company fREEA S

Policy No {RE#R5% Benefit Type {RFEHEA]

V. Claim Documents R{E X4

Employer’s Liability
BEEME

Personal Accident

ABES

Outpatient Benefit, Hospital and
Surgical Benefit, Dental Benefit

PIRZIRIE ~ BT RFATREE - T RHRE

Loss of Service Cash Allowances

PEARTSIR SR

Replacement Helper Expenses

IR WE R

Repatriation Expenses
ZRER

Fidelity Protection
S RIE

Personal Liability
BAEE

Copy of Form 2 or Form 2B submitted to the Labour Department, original physician’s report & original medical
expense receipt

ERBTRMNFSE 2 54 2B BlX - BEEFBEELS - BEEAWELEE

Medical report
BERS

Original medical expense receipt, medical report/laboratory report (if any)

BEERWBLES BERS /BRES (08)

Hospital discharge report
Bl dbRRE A

Medical report, laboratory report, letter of termination of employment contract, employment contract of new helper,
original receipt for relevant expenses

BERE  BRES  RLEFESVEN  FTEXENERSY  ERERWEBLER

Medical report, laboratory report, original receipt for helper repatriation costs

BRERS mRES  XEERFREHERNOWEELR

Police report, statement to police, valuation proof for lost property

ERWE  EHOHRE - BRYmnEER

Police report (if any), statement to police (if any), letter of claim from third parties

ERWME (NE) - EXOHRKE (NE)  F=BREXH

This Claim Form must be submitted within 30 days from the date of accident or date of discovery of the occurrence, even if any of the claim documents is

not readily available. =B RBEIR I AAA RESM - MARBENEESRNEINEWERLER 30 RAZEBEPHFE -




VI. Authorisation and Declaration E# K ZHA

I/We hereby authorise any person, party and/or authority to disclose to Blue Cross (Asia-Pacific) Insurance Limited (“the Company”) or its authorised representative,
any and all information with respect to my/our loss, disability, medical history, police statement made and the like for the purpose of assessing my/our claim request(s).
A photocopy of this authorisation shall have the same effect as the original.

KA/ HELERETAL - ABEAS R/ NEMES OE+TF (2X) RBRARAS ( "ERT), ) AEEEAREREOUNABEEREAN / KM 2R
KBS RE - ORSNEUHEFERMEIERERBE AR - WEEEZ EARAIREERSHS -

I/We have obtained all necessary authorisation from my/our insured helper(s) to provide the information requested on this request (if applicable) and to deal with,
receive or request for information from the Company concerning the insured(s) in relation to any matters arising from this claim. I/We further acknowledged that the
insured(s) have been explicitly informed that his/her/their personal data would be transferred to the Company for the purpose of this claim request and his/her/their
rights under the Personal Data (Privacy) Ordinance.

EN/ BMEEZREIFBRERRAREPBAB L —UER (WER) - UNEBREAREPS HEBEE - BERTETRY - UHHRWIRNABZER -
AN/ HMUERBZRIZECEPEEN - HEAZENERENTERSMENELARESE A  ARKTEHNIZRIBEAREAZR (B ) ROIRETNR=
A — IR -

I/We hereby declare that all the above information and particulars given herein are accurate, true and complete and are given to the best of my/our knowledge and
belief. I/We have not withheld any material information and acknowledge that failure to supply true and accurate answers to this request or inform the Company of all
material information may render the Company unable to accept or process this request and all rights to recover under the Policy shall be forfeited.

I/We understand that the issuance or completion of this Claim Form does not constitute admission of liability or guarantee payment of the claim on behalf of the
Company.

KA/ FMEILER - LA AEBENERBEMAENRMEIZERER  EERA/BE YR - WHESEARA / R PREMIEER - AA / RMIAL
BRMICUEZENRERMAERHAE ERER VEANYBNEASIUEBILRESE L EEZER - B UEERERTFEEIN BRI RERFRELR
FrAEN RERRA ZEN - A/ RMPEMREFB I BRHREZUANKEATEREENRERE -

I/We confirm having read and understood the Company’s Personal Information Collection Statement as accompanied with this form. & A / MR S RE KB EEE
REAEN LB ERSTHWERAEREDR -

Signature of Policyholder (with company

chop if appropriate) fREFFBAEZE (T4

SEE - MER)

Name %54

Date HEi (dd/mmyyy B/ B/ )

The Chinese version of this Form is for reference only. In case of any discrepancy between the Chinese and English versions, the English version shall prevail.

IEFRAENPIGERERSE LA - NENERTABIRRE - RS %E -
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