‘AI G ‘ Domestic Worker Claim Form
KERBRIRIMEEERS

This form must be completed truthfully and accurately. If the space is not enough or no applicable field available, please supplement information by attachment.

FBEREBILRFER - MERKEE T ESREEAZM0L - FBUMGFHITEN -

The list of documents required is not exhaustive and we reserve our right to request from you any additional information/documentation, as necessary. The
submission of an incomplete form or insufficient information or supporting documents may delay the processing or result in the denial of your claim.

FEHz TAENG ) ARBMEER  AQFRREENEETESERB TRAES NHUREGRNRERS - MANERMRERFBRKEZSEAER S
XHRRE  BTHRERFG AT LRI AEIER -

The completed form should be returned to us together with all supporting documents as soon as possible at the following address:

FBERFRERFRIEREH X4 RN E LT it :

AlG Insurance Hong Kong Limited (Macau Branch) EDREFEFRAE CRFIST
Claims Department BEMEER
Unit 506, 5/F, AIA Tower, No 251A-301 Avenida Comercial de Macau TRPI 7 K EER251 A-301 SR R FBEIZ51E506
Facsimile: 853 2835 5299 fBE: 853 2835 5299
Telephone: 853 2835 5602 / 6321 3633 a5 : 853 2835 5602 / 6321 3633
Email address: claim.mo@aig.com EEPHbAIL : claim.mo@aig.com
www.aig.com.hk/macau www.aig.com.hk/macau
Section IA - General Information Z8—&B{p —RAXE#
Policy/certificate no. Name of Insured (Chinese & English) ID card no./passport no.
{REERES ZRAME (PXREX) B 1738 /ERRRES
Telephone no. (Residential) Telephone no. (Office) Telephone no. (Mobile)
BERE (1) TSRS (A E) LS (FIREED)
Mailing address E-mail address
BigHbht (FERELUREIER) EEp L
Name of agent/broker Agent / broker’s email address Agent / broker’s telephone no. (Mobile)
&icua RACE BN RACERERS (FIRER)
Name of domestic worker ID card no. / passport no. of the domestic worker
RiEw4a KBS 17 :8/ERRIRES

Section Il A - Medical Expense Reimbursement/Hospital Income/Loss of Income

E_ER(R) BERER/(EREE/ESABENY

Documents required under SECTION IIA: 38— &85 (BB) i XX {4

Medical Expense Reimbursement B8 E

¢ Original hospital/medical bill(s)/receipt(s)/medical report stating diagnosis and the date of the injury/sickness commenced and certified
by a qualified medical practitioner. FHEFMEE 4 B HAYEE B /WIBLEAR - IR EE R R ZEEFRZEEBL

Hospital Income/Loss of Income {EB5E = AS

* Medical certificate from a qualified medical practitioner certifying the number of days of hospitalization. FEF B4 5% HHAYEE B S ZERH IR
HE&

* Hospital discharge summary. i@

e Letter from employer/company stating that the insured is under employment during sick leave period as a result of injury/sickness and
amount of the salary earned, if claiming loss of income. MBS ABIBMRE @ BRRUEBAR/ EETBEZEH  BAZIRAEZEHEHFAIHFR
R RAZERFMEEE

Date of injury/sickness Time of injury/sickness Date of first consultation with doctor / hospital
BEBII SRR B E BEBIN SRR 00 [ |&xKeeEH
DD MM YYYY AM./P.M. DD MM YYYY
H A F EFITF B A F

In the case of injury, where and how did the accident occur? In the case of sickness, what were the symptom(s) and when did the symptom(s) first appear?

MBZEEE - FFHLEIFENBRR TS - MBERBESR » FFGRIEIRKE 8RR R AR

Nature of injury/diagnosis of sickness

BB/ RIS E R




Name and address of the attending doctor

EX ez gubobils

If hospitalized, please state the name, address and the period of the hospitalization

INBMERE - BBV HERTIES - it K HAR

From To Claim amount (Please indicate the currency) :
B DD MM vyyy | E DD MM vyyy | RIEEHE (EREPANE) :
=] A F H A F
Was the injury due to any other party’s fault? | If yes, pleose provide the details of the third party, including the name, address and contact number
BORTE=ENER? MR FEREE=ENER - SENE  BiStLREE
m)'y
0 No

Section Il B - Accidental Death and Disability 88 —&8{n (C) BIMET R E5E

Date of accident Time of loss [0 [ | Place of accident
p=¥ e A=) DD MM YYYY | BERS AM./PM. | 25
B A T LFITF

Full description of how the accident occurred and the injuries sustained

FHl B R EREBRTEZNIRE

Name and address of the attending doctor

PELEME Rt

Full name and telephone no. of witness(es), if applicable

BAMEREFRIS(ANER)

Cause of death, if applicable Permanent disability (degree and extent), if applicable

ETRE (INEA) KABIRAIRZE (B A)

Name of the claimant (Chinese & English) in fatal case Claimant’s relationship to the domestic worker (the deceased) | ID card no. / passport no. of the claimant
RERFEAMR(PUREY) » EEANFETHER RERBARTEE ZRRF RIERBA ST/ EBRE

Section Il C - Domestic Worker Liability 38 — 283 () KIS

Full description of the incident, including how, when and where it happened, and the extent of the damage/loss

FHBEGEI AR  BRITE - UREBKXEE

Full name and telephone no. of the third party / claimant Full name and telephone no. of the witness(es), if applicable
B=F / REAMEREBERS BAE REFEWRES (WiEA)

Remarks : Any lawsuit, demand, claim or proceeding of any types relating to the incident of which becomes aware of, and received from the third party claimant, should be immediately
forwarded to us without acknowledgement.
No liability should be admitted and no settlement or promise of payment should be reached or made to the third party without our prior approval.
fimsx :WWEUEHM_%%iﬁEI$1¢E’J*F‘§'K EESE - BEREEG S EREFEEFN  IVETEIE  EIEBMRIRERAAFEE
BAABNBERBR 0 NEME=FAREAEEHIERMBRS AT RAE

2



Section Il - Declaration and Authorization 8=EB{% EFHRIRIE

B.

A. The undersigned Insured(s) / Claimant(s) HEREBY DECLARE that to the best of the Insured(s’) / Claimant(s’) knowledge and belief, the above statement and particulars contained are true and complete in every

respect and are made without reservation of any kind.

In relation to the personal data collected in this claim form, the Insured(s)/Claimant(s) agree and acknowledge that:

(a) (unless specifically indicated otherwise in this form) the personal data requested in this form (or otherwise provided during the course of the claim process) is necessary for AIG Insurance Hong Kong Limited
(Macau Branch ) (“AlG Macau Branch”) to process the insurance claim and any such data not provided may mean the claim cannot be processed.

the personal data collected in this form may be used by AIG Macau Branch for purposes which include 1) assessing, investigation, adjusting and making a decision on this claim; 2) otherwise for the purpose
of administering the insured(s’) insurance policy (including pursuing recovery from reinsurers) and 3) for other purposes stated elsewhere in this form.

(c) AIG Macau Branch may transfer the personal data to its head office in Hong Kong or to the following classes of persons (whether based in Macau, Hong Kong or other jurisdictions ) for the purposes identified
in (b) above:

i) third parties providing services related to the administration of the Insured’s policy (including reinsurers);

i) financial institutions for the purpose of processing this application and obtaining policy payments;

iii) loss adjustors, assessors, third party administrators, emergency providers, legal services providers, retailers, medical providers and travel carriers;

iv) another member of the AIG group (for all of the purposes stated in (b)) in any country; or

v) other parties referred to in AIG Macau Branch’s Data Privacy Policy for the purposes stated therein.

The Insured(s)/Claimant(s) may gain access to, or request correction of their personal data (in both cases, subject to a reasonable fee) at any time, by writing to the Privacy Compliance Officer of AIG Insurance
Hong Kong Limited (Macau Branch) at Unit 506,5/F, AIA Tower, No 251A-301 Avenida Comerical de Macau or enquiry.mo@aig.com. The full version of AIG Macau Branch’s Data Privacy Policy can be found
at www.aig.com.hk/macau.

(b

d

C. The Insured(s) / Claimant(s) hereby irrevocably authorize:

(a) any organization, institution, or individual that has any information, record or knowledge of the Insured(s’) health and medical history or any treatment or advice rendered thereto to disclose to AIG Macau
Branch such information, record and knowledge;

(b) AIG Macau Branch or any of its approved medical examiners or laboratories to perform the necessary medical assessment and tests to underwrite and evaluate the Insured(s’) health status inm relation to the
Claims therein and any matter arising therefrom. These tests may include, but are not limited to, tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders, acquired immunodeficiency
syndrome (AIDS), infection by any human immunodeficiency virus (HIV), immune disorder or the presence of medications, drugs, nicotine or their metabolites;

(c) the police that has any of the Insured(s’) information to provide AIG Macau Branch with the information including but not limited to the police reports, witness statements, investigation and/or prosecution results;

(d) airline(s) that has/have any of the Insured (s’) information to provide AIG Macau Branch with the information including but not limited to flight details, booking details, irregularities reports and all information
related to the Insured (s’) bookings; and

(e) any organization institution or individual that has any information, record or knowledge of the Insured(s’) travel record to disclose to AIG Macau Branch such information, record and knowledge.

This authorization shall bind the Insured(s’) / Claimant(s’) successors and assigns and remain valid notwithstanding the Insured(s’) / Claimant(s’) death or incapacity in so far as legally permissible. A photocopy of this
authorization shall be as valid as the original.

A RARERFRBEBZSRA / RERFAELERAREAMNIE - LOMARE—ERSRIERER - BREARE -
B.

AR RERBERFINENBAAEY - SRA / RERBARNERE? :

(a) BRIFMARIE LSHETH » ARBAAEREHOEAES (SREEREEFAZREG/OBEAZN) SHEXTRIEBEFEFTRAE CRAZT) ("XRREEFT) RERREREPBOFMHEN  BXRE
TRAHEFIATR BRI SR IM R AR T SE T AR EE ;

(b) ﬁ%g;ggFﬁ?gﬁ%ﬂ?gﬁ@%ﬂﬂ%ﬂ%ﬂ?Fﬂi%ﬁﬁﬁﬂtaﬁ*ﬁﬁﬁ”ﬂliZﬂﬁ}\Eﬂ CHAEEE ) M BT BERMURERFBFELRE  2) EESRANRE BEMBRMARRIEE) &3) A

S HEuBYIRNEN ;

(c) EERFRZAPID TR AEMREEMARFATERIHAL (TmEi&F‘i CBEFHTCHE) ERFZEEAER - FLE (b) HERFIBAZMAEE :
) REEEAAN/ EERETERBHE=E (BREBREAF)
i) PATSHES  (EMRIZICAREARUIERRER ;
i) DA BEE  F=EEEA  RSERBRGEE  ZERBEME TEH BREEME RXBTAME  URBERMEEE
v) BEEEAERZAICEEZMEAE  E Ll (b) BFRBEFIAZAE ; 5
v) HEREDREERPIDITFABBERFIFIBBRIAL » ERFARBBURFIBAZ A -

(e) BRA/REHFHATRERRRIZEREEETRAF(RFIAT) ZFBBHEE (Hhht: RPIHEKXBIE251A-301 A FPREIB51E506EHEE ¢ enquiry.mo@aig.com) B + HEREWHBAERN (X
DREEPISTUMERERENERKINSIZER ) ERREPISTHREERII 2 X E R www.cig.com.hk/macau ©

ZRA / RIEERFEALRE

(o) EMABSBEGZRAZBERTRBERIFERABAACHRERR D BRI RBZRALEZMEE  BRIAL  IXTRPRFIMTERGMERRLH |

(b) ELEREERPISITSEMER T 2T BE NG  BZRAETHRZERTERAR - BHIRAZRRKNTETEGRTME - FREEARERFARLRRZEHMNEBEHESEE - F(BERE - Bl
TIRAEERERARZMARE « ¥R - FFBEASE  BURSIBRAREENRZFHS « RERGAEIRAEY - B4 - BHTREREVZEES(LE;

(c) "7'3‘["1ii‘é{%ll-“,%F‘iﬂ???z{ﬂﬁﬁﬁx{%}\,z{iﬁéﬂﬁ?i{ﬂTBEﬁ""Riﬁ* SEACHHE s BER / SARIERER

(d) fiZEABMEDRERMISTRETHZIRAZEMEXQRBETRMMITER  FTUEN  ERBSRAEEMZRAZITUER &

) Eﬂﬁﬂ’&'ﬁ?ﬁﬁ"“{%}\z.‘ﬂlf‘é*q[%ﬂ%iZ%*% HEBIALTAEDRGEMI D ITER GBI R

(e E
IREERGEE  MERFAUT » BMEIRA / RERBARTHERKES » HREENAFEEENN  MBRA/REPBAZERARERATEZULREEOR © IRES ZBIAREAHBEY -

Name of insured Signature of insured
ZRAEE ZRAEE
ID card no./passport no. Date
B RE/ERRS HER
DD MM YYYY
H A F
Name of domestic worker Signature of domestic worker
REA E
ID card no./passport no. Date
B9 58/EMRRNS BH#
DD MM YYYY
H A F
™
]
AlG Insurance Hong Kong Limited (Macau Branch) 4 g
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