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Accident Claim Form

BINRERNS

Before sending in this form, please read below Important Information
AR REIEERFRASTAR TAEZRETIEEE
1. Please complete this form by the Policyholder.

HFRERAAER

2. Ifthere is not enough space, please attach an additional page.
MERUEARRE » FER1TH EERERE
3. Additional documents may be required and to be forwarded upon request of Chubb Seguradora Macau S.A

WERE » RERRAFIRMARABRERZHERI XM

Part I- To be completed by the Policyholder —28{% : s5HREIFEAEE

Personal Particulars 1 A &1l
Name of Policyholder {REEFFHE AR :

(Eng) University of Macau ($32) CARPN
Name of Insured Person S{F A4 :
(Eng) (F2)
Macau ID Card No. of Insured Person R ARPIFHEEIRHE : | Policy No. fREZSRES :
HGAO0002311

Date of Birth H4HEA : (DD H MM B YY £ ) Gender £71) #: Occupation FZE :

OME/0F% Student
Correspondence Address i@sfthilt :
Email Address EEf#hhE *: Mobile Phone No. F2EESRHS *:

Name of Current Employer IR{FETZ78 : Position Held S {EEA1I : N/A

N/A
Address of Current Employer I{F{E3 #iiil N/A Office Tel No. ‘A E) B EIRHE N/A
Local Bank Account Details Zsi#hR1TERAEH}
Account Holder’s Name (Must be the Policy holder) Bank Name $R17278 :
IREIFAEANR (W BAREREA):
Bank Code £R175%85 : Account Number §EF :

Please note that claim settlement will only be made payable to the designated recipient mentioned in the terms and conditions of the relevant policy. Please provide the above information
of the designated recipient accordingly. This local bank transfer will only be facilitated to the local bank HKD account of the designated recipient if all the information above has been accurately
provided and the settlement amount is lower than HKD100,000. Otherwise, we will proceed with the claims settlement by delivering a cheque payable to the designated recipient according to
the terms and conditions of the relevant policy. This information request should not be construed as an admission of our liability.

FAB R GV ILREFAMRBFRISENIHR > SEAREZSAH RN LA ERNER. B EMPAEROBERPIERREH » URBESEOBETBIH  ZA0HSHREZXN
HEWMFMIITRIERS ; TR FRARUZRZMEREFERREGETIEENZMHR, WERREFAREABFIRBEEE

*Correspondence may be sent to this email address and / or mobile phone no. ZAF)HE LULEE UL E: /| RFIRBEFBIEH B AR
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Other Insurance Details H{th{EEEEl

Do you have other insurance covering this disability? If so, please state &5 & EMEERELIEE 2 U0F » it :

Name of Insurance Company Type of Coverage {RFE$E7] Policy Effective Date {fREE4 4 HE
(YNGR

Details of Accident S ¥15
1. Please state the following particulars of accident 512t FEREINTER ¢

Date HHf : (DD H MM B YY ) Time BFfE :(HH Bf MM 43 am/pm) Place Accident Happened E9MthEf; :

. Please state how the accident happened 57t B9 E £ 438 :

. Please describe the injuries sustained, indicating the part of the body injured and the type of injury
(e.g. fracture, cut, bruise etc.) FFMZBEBURIEE (20 : FiT ~ TI1E ~ HEX) !

. Was the accident reported to the Police? If so, please state name of Police Station to which the accident was reported and
case reference no. EitEIMNETIBRE S ? WA » :A5AFTHHE 2 EERE R IRZARIR |

. Please list all doctor(s) or hospital(s) consulted for the injury and date of consultation

AL ERINmRES 2 T B B IR B R K2 AR ¢
Name of doctor/hospital B84 / BEfR 275 :

Date of First Consultation #J32 BB :

Declaration& Authorization BB IZRE

The Company (“We/Us”) want to ensure that Our Insured Persons (“You/Your”) are confident that any personal data
collected by Us is treated with the appropriate degree of confidentiality and privacy.

This Personal Information Collection Statement sets out the purposes for which We collect and use personally identifiable
information provided by You (“Personal Data”), the circumstances when Personal Data may be disclosed and information
regarding Your rights to request access to and correction of Personal Data.

(@) Purposes of Collection of Personal Data

We will collect and use Personal Data for the purposes of providing competitive insurance products and services to You,
including considering Your application(s) for any new insurance policies and administering policies to be taken out with
Us, arranging the cover and administering and managing Your and Our rights and obligations in relation to such cover. We
also collect the Personal Data to be able to develop and identify products and services that may interest You, to conduct
market or customer satisfaction research, and to develop, establish and administer alliances and other arrangements with
other organisations in relation to the promotion, administration and use of Our respective products and services. We may
also use Your Personal Data in other ways with Your consent.

(b) Direct Marketing
Only with Your consent, We may also use Your contact, demographic, policy and payment details to contact You with
marketing information regarding Our insurance products by mail, email, phone or SMS.

(c) Transfer of Personal Data

Personal Data will be kept confidential and We will not sell Your Personal Data to any third party. We limit the disclosure
of Your Personal Data but, subject to the provisions of any applicable law, Your Personal Data may be disclosed to:

(i) third parties who assist Us to achieve the purposes set out in paragraphs a and b above. For example, We provide
it to Our relevant staff and contractors, agents and others involved in the above purposes such as data processors,
professional advisers, loss adjudicators and claims investigators, doctors and other medical service providers,
emergency assistance providers, insurance reference bureaus or credit reference bureaus, government agencies,
reinsurers and reinsurance brokers (which may include third parties located outside Macau);

(ii) Our parent and affiliated companies, or any company within Chubb local and outside Macau;

(iii) the insurance intermediary through which You accessed the system;

(iv) others for the purposes of public safety and law enforcement; and

(v) other third parties with Your consent.
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With regard to the above transfers of Personal Data, where applicable, You consent to the transfer of Your Personal Data
outside of Hong Kong.

(d) Access and correction of Personal Data

Under the Personal Data Protection Act (“PDPA”), You have the right to request access to and correction of Personal Data
held by Us about You and We will grant You access to and correct Your Personal Data as requested by You unless there is
an applicable exemption under the PDPA which We may refuse to do so. You may also request Us to inform You of the type
of Personal Data held by Us about You.

Requests for access or correction of Personal Data should be addressed in writing to:

Chubb Data Privacy Officer
39/F, One Taikoo Place
979 King's Road

Quarry Bay, Hong Kong

0 +852 3191 6222

F +852 2519 3233

E Privacy. HK@chubb.com

Your request to obtain access or correction to Your Personal Data will be considered within forty (40) days of Our receipt of
Your request. We will not charge You for lodging a request for access to Your Personal Data and if We levy any charges for
providing information, such charges will not be excessive. No fee is charged for data correction requests

AAT ( THF ) BHRESEA (T )Y TRM EREEATHSENES > R RESEADRENEAZEHIE
IRENE 2 AR R LU R TARE T A R B o

AMEAEEBARE (R WERFMS (BT RBEMEE (T BAREE (MEAZEE ) NEH  EAZ TR
ABNERE (BT ARERERRENEA SR o
(a) WEEAEEEH
TEA) WERER (T EAEREN  BATH THT) RHAERNRRERRES  SEREEE THT) &7
ERHORIRES » RERA (R RHENRE  RUHRE > RATNEE (T & (R ELERE FOBRIRET o
FBS > TR TEKERER HT) EASNURHRHERIERS M) NERRRS SRR RS R
REBIE B R SRR SIS W TR R (R AREE R RIRSM AR E R o7 [T WAET (R
) TRETAEER (R MOEAEEHERMER o
(b) E3{ESS
REEEE (BTN BB TR SEE T BEEN  ADGHEN  RESNRENENEERS  EH 8
S5O0 SMS TS RHE TRITT LUEBIRGVERD TR MRREQISERE o
() fEAZKKmMR
AR TLURE > T1 TR THESTEHE HTH) EAENEEAESSE - (R SHAE TN BAZME
IR ; BIEEAERIEGIEST T (BITH EAZKLE
() EREET R SUEEMMN EE a REDBFIERNZ E=E o G0 R B TETH) BASREHRT R
1) FERAROE TR, AW « REREMS RO ANZ AL > MEBEEI AL - BEAL « JBETEABREEEES -
B4R EMBRR HRAE  FRSERBENE  RRBNEER  BFEE - SRARSRERE (EhTeSEER
PS5 ) 5
(i) B TR OSATRMBHEATDRBEEANREINIIERIA SR ;
(i) BREFRBRFAA > (T TUSBIEEAGENARMEN ;
(v) BEFEMALUERARR2RARE ; &
v) & TET) AETRMTEMESE o
PR EEAZR0EE - MAERNHS > AIRE TR SR EEHERPIL N S o
(d) ERIRBEHREAZE

RBEAER (FAR) 156 > TAT) ARERSRAKENRBAT (FF) NER > SHRIFEEEAER (AR ) KB TEER
e T RAIAHEEEN - TR 13 ©BR TETH) X4 AT SRKEAESGHEARR - TET) 779
| 3 EXREHEE TETH BABRER -

HEABREABRNER » HABBEEREHREFH

ZEBABRILEERE
ERMIEBREEE 979 5
Kyth—FE 39 12

5% +852 3191 6222

{5 H +852 2519 3233

EF Privacy. HK@chubb.com

£ T3 KR TR SRNESEABRNERRE > G (40) RAFUEEZBRER » T —RHEAFWREEFRER ;
BENE T3 TRESHNREBNER e EERENKT - ERENERNER > AIRGIREERER -
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Part II - Attending Physician Statement (to be completed by the Insured Person's attending doctor at the Insured Person's cost)

FEMy - TR BERS WREARZRAZEIZBEER, MERAAHZRFRAESR)

Personal Particulars {E A Z¥El

Name {#52 : Macau ID Card No. JBPFY 51555508 : Gender 4581 #:
OME/OF%

Details of Injury }8{E:¥15

1. Detail of Injury Z{EHEA 2. According to the patient, under what circumstances was the patient injured?

(DD H MM B YY £ ) BHEEBW  HIEEWMAaEE?

. Diagnosis of condition, please locate and describe the injured area 22452 > 553

. Did you notice any visible signs of injury such as bruising or external wound at your examination? If yes, please state

AR GE A RAP RZREGR  MGOSHIR ? 108 » 55l

. Investigation, treatment, therapy and surgical procedures done FEINMIEZ ZIHE /AR &FMIEE :

Date / Period HEf / HAfS Type of medical treatment Details /5
AEIER

(o Were there any complications associated With the injured area? If yes, please state

A= BER A S5 | BUERGHENE ? A > 55t

7. Is the condition related to any previous injury or medical conditions? If yes, please state

B Lt 2 ERAETRREFEBEZREREFAME 2 MF - Hit

8. Did you recommend any sick leave for the patient? If yes, please state the period

BIRAEIM LR EEEFRBRTHEE ? A » BUFER IR

9. Please indicate if the medical condition and its subsequent treatment is associated with any of the following

safat AR RESRES R T IERAR

O Congenital anomahes infertility or sterilization O Dental care
SERMARESER  FERBBER Frbak
O Under the influence of drugs or alcohol O Rest cure, rehabilitation, convalescence or extended care
RBENEY T E REE RS EIE
O Self-inflicted injuries or suicidal attempt while sane or insane | O Psychiatric problems
TREASERET T2 BRIBEHBERITA 1w
O Pregnancy conditions or any related complications
EEFHLSIEZFR

Details of Hospitalization {Fpz &5}
Date of admission Az HHE : Date of discharge Hfz HHA :

1. Investigation, treatments, therapy and surgical procedures done during hospitalization

ERBBEEZ RS ARRFMES
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. Please provide the reason(s) for this hospitalization if this type of case can be managed on daycare / outpatient basis
HILIERETE B IR / ZFMEITAR » FARAERRER :

. According to your professional opinion, does the aforesaid duration of hospitalization appear usual for the average patient

with a similar condition? If not, please advise the reason ‘
BeimzEEXRR » Pz ARBS#E—fRREGEEZ FIEREHEEHET ? 11E » FHRARERER !

. Did the patient take any home leave during this hospitalization? If yes, please state the date and time

BERSN DA EFAARREFREE ? I0F » FeFdI B EAAASRE ¢

Siganture &

Signature of Physician B4 %55 : Hospital / Physician Stamp &[5z / B84 25E] ©

Date Signed 222 HER : (00 B MM A YY &)

Physician Name B&4-#457 : (in BLOCK CAPITALS M ERER) Clinic Address of Physician: sts2#thiit :

Chubb. Insured.
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