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Accidental and Health Claim Form

R HIE AR IER VGRS PR, PRI RIBEN TR TREFHRE 3 0 RNKERAZ KM

Please complete this form accurately and return with the supporting documents within 30 days after the occurrence of the claimed condition to the
insurance company.

MRBEREEH, REARENERE—SER. S FERNR—AREFEARET.

Further documents may be requested depending on the nature and extent of the claim. Separate forms must be used for different claimants.

BARR N /R iE AN E R Insured / claimant

LRI 5579 Policy Number (i€ 1T [5:2% Travel Insurance only){7#£ H # Trip period:

FH From % To

H () /Destination:
W44 Name (B {5 A Insured/Z % A Claimant) P53 Sex Fwy Age | BRK Occupation B 45E /37 I8 555 ID/Passport Number
JE M IE Address MR gAY Postal Code | B¢ HLi% Phone FAL R A3k Email

HMEFZAL Claim Authorization (UI3&EF] where applicable)
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I/'We , hereby authorize (Delegated person‘s ID number /Company code )
to deal the claim procedure with Starr Property & Casualty Insurance (China) Company Limited on behalf of me/us.

AL Authorized Signature: TR Delegated Signature:

RSB Incident Details

3 & Loss Location & HI Loss Date B} 1] Time

H A Loss Description

IEA 14 Witness ik Address I 22 H1. 1% Phone /HEHE Email

| ISR UL K T ) SAh RES: 22 7 2 WE, 7 U B3 If this incident can be claimed through other insurance company, pleasestate |

{672 7 Insurance company: £R[5; 5555 Policy number:
FIEWH Claim item: A& B3R 440 Claimed/Settled amount

AT P % B Bank Details
I Ok B AR AT K S A . BT RIS, HAUHS 4 Settlement will be credited to your account by bank transfer, please provide the following
details:

K32 Fund Transfer Authorization (Z13EF] where applicable) :

NN o VSR Sy I 7 R G B 3 A PR 2 WRE DA DR 6 S ) 4 A BRI R TR A AR E 1 GHIEE
AHNBGREALII A7) FILURIK . G ES (BRAZWIAARRS) - .

I/'We , hereby authorize Starr Property & Casualty Insurance (China) Company Limited to release the indemnity of above incident to the below
bank account of (please fill the name of payee) on behalf of me/us. Payee’s ID number (company code) :

AL Authorized Signature: Bk K P BT A&+ Payee Signature:

J1 4 Payee Name: ¥ R AT (BR AT 4 /43 4T)Bank(Name/Branch): K5 Account Number:
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R K VEIR R Insurance Anti-Fraud Alert

BIER AR ARIERRN, SSHRERIIERREUTRE:

Integrity is the basic principle of insurance agreements. Being involved in suspicious insurance fraud may lead to the following liabilities:

[(MEHE] #HTRERIERICRES), FTRESZENG. FAER, HLHSREZRRM~HORIELT . RERFGHEEAN, ERASERKERIERSH, &
fie A VEBRR SR AD, MIELURIR E IR TRAOEIR I 4L
[Criminal Liability] Anyone who is involved in insurance fraud criminal activities may be subject to criminal penalties including detention or fixed term imprisonment
with fine or forfeiture. The identifiers or witnesses of the insurance accident, who provide mendacious documents intentionally or assistance to others who is involved
in the insurance fraud, should be considered as accomplices in the offense of insurance fraud.

[iTBSRME] #TREERER), STARILER, TSR 15 HATHE, 5000 TA FHIRAIITEALS; REESNEEA. iEAASER G ERAIEAS
#, AEAERERSMGEN, B2ZEIERATEL.

[Administrative Liability] Anyone who is involved in insurance fraud activities without constituting a crime may be subject to administrative penalties including
retention for no more than 15 days or fine for no more than RMB 5,000. The identifiers or witnesses of the insurance accident, who provide mendacious documents
intentionally or assistance to others who is involved in the insurance fraud, may be subject to corresponding administrative penalties.

[REFHE] SEREEALLRBITMLEHLS, FEARTEARABER G TRESHFIE.
[Civil Liability] Where the client fails to perform the obligation of telling the truth intentionally or for gross negligence, the insurance companies may not be liable for
paying indemnity or insurance money.

B, BB E Declaration, authorization and signature

FRBFFREFANERAY, U EFRREATEBRMERHK. ARG, ERWEREEHERAT ( “BAF" ) MAAREESR. RRARAENEERRE.
BRIEZ AR AR, BASHMER A FREM%IKKIR /. The undersigned declare that the above statements are fully and truly made. I understand that
the furnishing of this form to me, its preparation by any representative of the insurance company, or taking or retaining any claims documents, shall not constitute its
waiver of any of the conditions of the policy.

ARG IR NBBUL A B EARE AN BRR A 8 RRIL B FIBAL AV TT S HRR . BN RE AR RIENBRRAZ SR EE. B
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The undersigned authorize any physician, medical practitioner, hospital, clinic, police authority, insurance company or any other organization and institution that has
any record or knowledge of me/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 the insurance company. This authorization shall bind me/the insured's successors and assigns and remain valid notwithstanding me/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.

R HIE A& Signature of claimant: W NZEE (FRMEHENARBEEN) Signature of guardian(if claimant is
minor):

5K i A\ 9% % Relationship:

H i Date: H %] Date:
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