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Travel Insurance Claim Form

YU FAT ] RLEN Tl A o IR €FR] < If the space is not enough or no applicable field available, please supplement information by attachment.

FE»IE’I{E‘]"EJ ~T2+2 (il * F¥E] POLICYHOLDER AND INSURED PERSON INFORMATION

fﬁl?ﬁ?’ﬁﬁ% Policy number

fﬁi?ﬁﬁj €J ~ 1t € Name of Policyholder

Ak £ Name of Insured Person

EN[i i (U £L2fp ~ ) Name of claimant (if not Insured Person)

zEag R~ Fﬁ‘df&ﬁ Relationship to Insured Person

£33 FYERE HKID number

%ﬁ{é}%ﬁ Contact phone number

==

?#?ﬂi‘"ﬂij_’- E-mail address

jpjF 44kl Correspondence address

HEEEH] % £ 48 TYPES OF CLAIMS AND AMOUNT

Dﬁi?ﬁ“ﬂ /7 AR S

Accidental Death / Permanent Disablement / Burns
[ wemaere s/ =2 e O / At
Travel Delay / Re-Route / Baggage Delay

T
Others

[ wmeatsn | /3aot & Bek iy

Medical Expenses / Overseas Hospital Cash

Trip Cancellation / Trip Curtailment

O~ 7% /10~ 28 /@ A%
Personal Baggage / Personal Money / Document Loss

O~

Personal Liability

#E Claim Amount:

() %fﬁ DETAI

LS OF ACCIDENT

HItaE | ’giJk"l*’ﬂ%!rDate and place of accident

{F5t e o f%—u'ﬁﬂ'"j' Nature of injury and affected part of body

At EU%I‘FF] Circumstances of accident

&~ % €, Name of witness(es)

L'F:H Contact phone number of witness(es)

&ﬁ%[‘ﬁ DETA

ILS OF SICKNESS

T 'Cﬂfrfjf%ﬁ 1] Date of symptom first appeared

T173 772 [11¥] Date of first consultation

/ / / /

'ff/f- Diagnosis

[ R A l"ii]_'—“’r?(ﬁjﬂ Name, address & contact phone number of doctor

B2t 4485 M i hil: Name and address of hospital

LT /£ /TR DETAILS OF LOSS

OF OR DAMAGE TO BAGGAGE/MONEY/DOCUMENT

ﬁiﬁ%ﬁ}ﬁjt@%{m 114 &H%#,‘Date and place of loss or damage

ﬁiﬁg‘}ﬁ}i%%{lfiﬁlﬁ Circumstances of loss or damage

R PRV

Lost or damaged Items

NI

Date of purchase

IR

Repair or replacement cost

EIRTE

Purchase cost

=2/ F*@gﬁ%\}ﬁmiﬁ‘[ﬁ DETAILS OF

BAGGAGE/TRAVEL DELAY OR RE-ROUTE

gﬁ‘ﬁﬁg‘?ﬁﬁ/ﬁﬁﬁﬂﬂ Actual departure/arrival time

JERRLN Reason for delay

?JF\, Eﬁfﬁiﬂ@ﬂ/“?ﬁﬁ#[ Any emergency purchase of essential replacement items

of clothing and toiletries? L. Yes i No

'FLUEfiv = # Original itinerary

RIuxiE i 5 #d Re-routed itinerary
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VA i E7HRE N, DETAILS OF TRIP CANCELLATION OR CURTAILMENT

VIR AEAYEL Reason for Trip Cancellation or Curtailment

'RUEfY A Original itinerary AHTI Y A Curtailed itinerary

i * 1 FZ9i§#FE1] DETAILS OF PERSONAL LIABILITY INCIDENT

Qi#{ﬂ{ ',kifjwi“ﬁi;%f#|‘Date and place of incident

$ﬁ5{f'li‘|?i’|ﬁ Circumstances of incident

IS ES R S TR T

%% Name and contact details of third party claimant M £ ERREE YR Name and contact details of witness(es)

ETRIfE Important Note: -

=By HEE rsjrﬁuiﬁ“ﬂlilé‘%lﬂ* Py R BT REIRGA A STARR E! « 4 JH STARR | ;pl[[ BV > DRI B PR L (R
fif -
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
unanswered immediately. No admission of liability, offer to settle or payment of claim with third party claimant is permitted without written consent of STARR.

H Hﬁllﬁﬁ“‘)ﬁﬁfﬁj‘ OTHER INSURANCE OR COMPENSATION

FMCFE RL F‘, AT A i f‘[-?J Do you have other insurance policies covering this loss or expenses incurred? ?‘, No Ui_ Yes (TIF~L0 [ Please specify below)
i ’FJ V€5 Name of Insurer |§x$‘{sfﬁ'f|5 Policy number fWIZEIE ! Benefit {H &€ Sum insured
F ML F SETH A gﬁ%ﬁﬁ‘/@ ?ﬁﬁ{ﬂ Eﬁ iyfr’ﬁ‘?i’}‘:’EDid you receive any compensation or offer from common carrier operator or hotel for this claim?

DF‘, No Dﬁ_ Yes (ﬁﬁ?‘fi Please specify)

Pﬁ[’ﬁ‘lfﬁﬁﬁl‘?ﬂ ff DOCUMENTS REQUIRED FOR CLAIM twh/9{{LbD

. Tl Wi’['ﬁ"“%" . ﬁ%ﬁ_ e 2 IS U 7 A UL Travel proof, such as air-ticket, boarding pass, travel agent or airline’s official receipt
. zﬁﬁ”ﬂ SR A ’h‘?‘ 5 @ e T =) Visa copy (Applicable to Overseas Student Insurance and Working Holiday Insurance)

. ” £| @"’rf(i’[ B S HGEER R s s F’TE@" Incident report issued by relevant authorities (e.g. police, common carrier operator, activity organizer, etc.)
. F‘F}k AR 584 Original hospital/medical receipt

. B/, -4 Original medical/examination report

® o F/EE UT Copy of death certificate/post mortem report for death cases

. f_l‘};/} Jl%[ﬂrf éé]gjq»#;;g_ ¢ Y s "%[F} Original purchase receipt of the lost/damaged items or repair quotation

o FERL JFIK/HWLJTLIJL g[/‘&‘;{_ﬁ'“' I[85~ Original receipts for additional or forfeited hotel accommodation and travel expenses

. 29 E%SIEJ‘ s |f |FYIE Original receipt(s) for emergency purchase of essential items

. = SR ﬁlbj F“ LR H [ Original documentation indicating trip cancellation and non-refundable/refunded amount

. 1 %i[ﬁ‘ S /i g 5‘%' Demand letter/writ of summons from third party claimant

51 W?ﬁﬁlbﬁﬁ%’ﬁ'ﬁ' MR f*ﬁ{%'ﬁ«i’ {*FFUR#F|| We reserve the right to ask for any other documents to substantiate the claim

FPH %1% DECLARATION AND AUTHORIZATION

. ARG S R WS/ PRI o A A IR R R - 25/ PRI (P 2 SO FE R R ﬁﬁiﬁw\iﬂ%f% Z5/25 7" [fil 1 Starr International Insurance (Asia) Ltd
(STARR") L S S (A - 0S50 STARR PPt g5 UV i ) /25 IO sTAfR B RS T AR B (kU R R RS o W
HSESEES SR - 255 wﬂgwrrm AR AR STARR Y A0 IR R - 25725 M ¢ M STARR B et~ S9R] = HIFOH T35 STARR ogbis
o Pl iﬁ"*iﬁiﬁ‘i 118 #[Ilﬁ’ 3 19 161 1901 # =

. IS5 MR 2Rl STARR H5EL FU2R! 2 FF** BRI ~ 20 i@t |l it F*EJ Mo ISR
s SIS s - fﬁéﬁw PRI R

. The undersigned hereby declares that to the best of my/our knowledge and belief, the above statement and particulars are fully and truly made. I/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
(“STARR”) or its authorized representatives is provided and be held, used and disclosed by STARR to individuals/organization associated with STARR 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 STARR may be able to process the claims herein if I/we fail to provide any
information requested in this Claim Form. The undersigned further understand that I/we have the right to obtain access and to request correction of my personal information held by STARR. Such request can
be made to STARR’s Operations Services Manager at Suite 1901, 19/F Central Plaza, 18 Harbour Road, Wanchai, Hong Kong.

. 1/We hereby irrevocably authorize STARR 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.

TSR0 L A s« SIS 5 P e 1o > Wiy otk T

O & S/4 R IlE STARR [ Fﬁl{fxrﬂu RN Eﬁl"’:{qﬂ‘ﬂl?f VATE| ﬁ’fﬁ%{«l’ Fpy ,[“J/F{’J % o I/We disagree STARR to release copies of documents and correspondence related to this claim to the
authorized representative of this policy.

SR /AR BT Signature of Insured Person/claimant | (RUITH ) * B (i 2 il i) - ™ IR F 1] Date
Signature of Pol|cyho|der (W|th company chop, applicable to group policy)
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PURESE, (FijE12 P SR MEDICAL REPORT (TO BE COMPLETED BY ATTENDING PHYSICIANS)

ﬂ ~ ik £, Name of patient 2% Diagnosis
F1-%:+7 [ 1] Date of first consultation SR ’f?“"’f {1 11V] Date of occurrence of injury or first symptom
/ / / /
A J’[i r~ﬁrl'7‘,U’.fF'{p *ﬁ‘/i‘r I NF 2 YpRL %‘#ﬁqﬂ 4] k’.; [F‘ 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 cond|t|ons/symptom

L IF bdiﬂx TR |ﬂ:vzl?f.i f‘;ﬂﬁlfV gL » %‘T{i{ﬂ [F‘ Was the condition caused by any underlying disease? If yes, please specify.

Flw I‘FWEJKFAP\ [ TR IPRL :ﬁfpﬁ I% > Will the current condition(s) or symptom(s) result in any permanent disability? If yes, please advise detail.

QgL Iﬁ’wﬁ’ “HET %J ?‘F ||§, SR ‘J/Fﬂp iina [ 177 - If the current condition or symptom relates to burn injury, please advise (a) degree of burnt and (b) estimated % of

burnt body surface.

= 5] lgqu%[ﬁ » Y[ | - Date and details of operation, if applicable

A (S ﬁ | AT AR 0 IR ET ) Discharge summary (including investigation procedures, result, diagnosis, treatments, complications and follow-up plan)
A% €% Name of hospital 7 [ [ 11U] Date of admission 115 | 1] Date of discharge
/ / / /

R /72 - Address of hospital/clinic

ﬁﬁ%/?@ﬂ’?ﬁﬁ Phone number of hospital/clinic Fﬁ’?’%’rl F 18] Date of medial report
/ /
= S % £ Name of attending physician/specialist ~EZRLE %’—%{ | Signature and stamp of attending physician/specialist [ 1] Date

/@A
W

STARR

COMPANIES

GLOBAL INSURANCE & INVESTMENTS

Starr International Insurance (Asia) Limited
,?ﬁ?ﬁ Yﬁ 18 #ﬂ]lﬁ’?,ﬁi 19 £ 1901 %" Suite 1901, 19/F, Central Plaza, 18 Harbour Road, Wanchai, Hong Kong
Fq i =- General Line: (852) 3765 5566 [H1H!' Fax : (852) 3765 5501 } i =21l E-Mail: asiaa&hclaims@starrcompanies.com
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