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| hereby make a claim for insurance benefits, by confirming the accuracy of the contents
hereof and also by agreeing to the matters mentioned below, after apFend\'ng my signature
thereto. | agree to regard a copy of this form as effective as the original.

O EEEBRORMBLVUSBHEAEICEATBEE  Authorization for provision of medical records and information on the case.
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I hereby authorize any hospital, physician, or other person who has attended or examined

me, or any government authority or other person who is related to the accident, to furnish

Zurich Insurance Company Ltd or its authorized representative with any and all information

or documents with respect to any sickness, injury or accident that relates to this case.

3 Such information means details such as a doctor of medical certificate and a medical bill to
verify the insured’s symptom and the extent of treatment given to him/her as well as family
registers to verify the identities of the claimant(s) and inheritor(s).

When “Cashless Medical Service” is provided for me by the hospital or medical provider, |
authorize the hospital or medical provider to make an insurance claim for the medical
expenses for my treatment. In case the medeical expenses turn out not to be payable under
insurance policy, | pledge myself to pay such medical expenses as not covered under the
insurance policy to the hospital or medical provider(or to the Zurich Insurgance Company
Ltd/authorized representative) without delay.
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BARITESIRE (RIREFERE OVERSEAS TRAVEL INSURANCE CLAIM FORM (2/4)
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Please remit the insurance benefits to the bank account below. | admit that remittance shall constitute payment thereof.
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Do you have any other insurance which covers this accident /illness?
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BARITESIRE (RIREFERE OVERSEAS TRAVEL INSURANCE CLAIM FORM (3/4)
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Please ask attending physicians to fill in.

Name of patient E&& Patient's Date of Birth B&E4£FHH If patient has had same or similar prior
illness, please give first date of manifestation.
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Month B Day H Year £
Date of illness(first symptom)or injury fERRD'ERNT=H | Date of first consultation #J52
Month A Day H Year £
Describe any other disease affecting present
Month B Day B Year & Month B Day & Year & condition.
State diagnosis or nature of illness or injury {BR&HITRRE HOFRRDEZERFITSVEITH?
If patient was injured, please give place and circumstance of accident. Is condition due to pregnancy?
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BARITESIRE (RIREFERE OVERSEAS TRAVEL INSURANCE CLAIM FORM (4/4)
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BHRITIE SRR RIREFEKE OVERSEAS TRAVEL INSURANCE CLAIM FORM
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OVERSEAS TRAVEL INSURANCE CLAIM FORM

SHHRITIERR (RIRRINR® OVERSEAS TRAVEL INSURANCE CLAIM FORM (3/4)
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Please ask attending physicians to fill in.

Name of patient & Patient's Date of Birth B&EEFFE If patient has had same or similar prior

illness, please give first date of manifestation.
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Describe any other disease affecting present
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If patient was injured, please give place and circumstance of accident. Is condition due to pregnancy?
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Name and address of facility where services were rendered for this illness or injury. Date of transfer
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