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Domestic Helper Claim Form
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AIG Insurance Hong Kong Limited

Claims Department

7/F, One Island East, 18 Westlands Road, Island East, Hong Kong
Facsimile: 852 2838 9916

Email address: claims.hk@aig.com

www.aig.com.hk

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

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 denia of your claim.
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The completed form should be returned to us together with all supporting documents as soon as possible at the following address:
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fEH : 852 2838 9916

BIHAL : claims.hk@aig.com
www.aig.com.hk
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Section | - General Information (Required) 8

—Zpp —RE

Sk (WRIEE)

Name of Insured (Chinese & English)
RIRALE (PREX)

Policy/certificate no.

TREESIERS

ID card no./passport no.

S0/ RS

Telephone no. (Mobile)
> =1 >
AR (FIRE)
Acknowledgement will be sent fo this mobile phone number via SMS upon receipt of this original form.

FAER R B RERBRERR XD AE L FIRBENRS -

E-mail address

ottt

Mailing address Bit4& it (GEEREMUESVER)

Name of domestic helper

ENpeE=

ID card no./ pusspoﬁ no. of the domestic helper

RIE S 155/ HIRIRE

Please download Form 2/2B from the website of Labour Department for Employees’ Compensation Claim.
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Claims Payment Method (Required) (Please tick)

B2 AI(E

FIEE) (WEER)

The request for payment mode is not an admission of our liability. If the claim is eligible, the indemnity shall be payable to the relevant Insured only based on the following details provided.

FAFFIEBRALEER I ARRA AR ADBEEE MRFERY FAABEIRAIXAFREREZARRRAN TRMHANER

|:| Faster Payment System (FPS) BRIEZ (424t ( TE8BIIR) )

Please choose one.

Notice: 1. Purpose for collection: (i) Solely to enable AIG HK to effect seflement payment for eligible claim(s). (i) AIG HK shall only make payment according to the details provided in this section.
2. AIGHK reserves the rights to determine the claim payment method at its absolute discretion.
AREE: 1LWEBR () EEERRBAEAHTSRENREETREMR o (i) ZRABRE R EBRBUATREMNERIETAM
2. EDREBMAE BITREHRERIENRA AR o
**Only applicable for claims pay under HKD10,000.

*EARTEBEEE10,000 THREZ(FEE 2 EE -

R — o “or

D Direct credit to Hong Kong Bank Account (HKD account only) SZ{3ZIiR1TIRE (RREEEO)

If you choose Faster Payment System (FPS) for your claim(s), please complete the followings:

YEEEGER RIBSZ (SR ( TEIEIR) ) BIRERRMER SN - SBEBUTER

Notice:

1. Please ensure the proxy (phone number/e-mail address/FPS ID) you've provided is already
registered with Faster Payment System, otherwise the payment cannot be proceeded.

2. Claims Payment only addresses to Policy Holder /eligible Claimant. Please ensure the
registered proxy with bank account holder name is the same as the name of Policy Holder
/ eligible Claimant(s), otherwise the payment cannot be proceeded.

be proceeded.

3. Please provide One (1) of the proxy (phone number /e-mail address/FPS ID) in below field.
4. Please provide e-mail address for sending Claim statement, otherwise the payment cannot

ARFEE:

1. SAREGRUATHRMRORIRI(USK (REEESRAR/BIB/ PRS2 (A R AHFIS) BEREZ MR
MRGER - BRIESREITNR o

2. BRENRRESMARERA AN/ SERFRREAE o FRAZMIRESZ I RRERT
IRARE AR RREFAN/ ﬁ‘A{I%TLT-E’J?T*"%ﬁi%*HH > BRVEEEITM -

3. ENTERREMHE —B REA ARG (BEIRS /5 EF Atk /3 riEsz
IR BIRE) -

4. EIRGIETF I AE U BHXEEEBAR - TRIERETOR

FPS Account Holder’s Name E-mail address Claim statement will be sent to this e-mail address upon payment
FPSIEE B At EERHHE BE{RBAARRIG X B I B ER
(FPS)  Telephone no. +852 g | (FPS) E-mail address a | FPSID

(BB8hR) EEESRES ~or| (BHBUIR) BELHUE ~or | TRIRZ I RMHFIS

B} “or

AIG Insurance Hong Kong Limited
We are now a participant of HKFI Insurance Fraud Prevention Claims Database




If you choose Direct credit to Hong Kong Bank Account for your claims, please fill the followings:  YNEIZER Z(GEISRITIRS » :FEUTER ©

Notice: AREE:

1. Please provide a copy of bank passbook or ATM card, otherwise the payment cannot be proceeded. 1. ;5121 $R1T7FE 5k IRXEEIZs » BRIEXEITHAR o

2. Claims Payment shall only address to Policy Holder/ eligible Claimant. Please ensure the 2. BEMRESZNEREFAA | FERENERES - FRERITIRAFEA
bank account holder name is the same as the name of Policy Holder/ eligible Claimant(s), WEBARERFEAN/ HERENRESERER > TRIEEETAR -
otherwise the payment cannot be proceeded. 3. AR EF I SRR ERAR > TR EETHR -

3. Please provide e-mail address for sending Claim statement, otherwise the payment cannot
be proceeded.

Account Holder’s Name Bank Name

ROFAAMSR RITRE

Bank Code Branch Code Account Number
ERITIRES PITIRES BOSRES

Eéglﬁ&fjfdress Claim statement will be sent fo this e-mail address upon payment
-1 REMHBAMBERIS S AT L B E ik

Section Il (A)- Medical Expense Reimbursement/Hospital Income F_Zp7 () BEER/(FRIRE

Documents required under SECTION II(A): B2 () FREXF:

Medical Expense Reimbursement BRER
e Original hospital /medical bill(s) /receipt(s) /medical report stating diagnosis and - EHEMEBEFHNBRRE/MWIRIES - WA EE R RGN
the date of the injury/sickness commenced and certified by a qualified medical practitioner s B E
Hospital Income
Hospital Income RIS/ A B
* Medical certificate from a qualified medical practitioner certifying the number of . EEEER A I pY B R B AR (R A B
days of hospitalization. - HiRAEAE

¢ Hospital discharge summary

Date of injury/sickness Time of injury/sickness Date of first consultation with doctor/hospital
FERI BRI B SRR O / O | szkeam
AM./P.M.
DD MM YYYY DD MM YYYY
] )2 = EFITF ] )2 &

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?

NEBRGERE > FFRTINEEAPORTRATIA - BFRKRER » FFRRRIEI R B R H IR REVERE o

Nature of injury/diagnosis of sickness

B2/ RN SR

Name and address of the attending doctor If hospitalized, please state the name, address and the period of the hospitalization
FoBREHR ML WMEERT > SEYIHAERTMES « kR HARS
From To Claim amount (Please indicate the currency) :
2] DD MM Yyyy | E DD MM YYYY | RESIEGEEAEE) !

= A F = A
Was the injury due to any other party’s fault? | If yes, please provide the details of the third party, including the name, address and contact number
BINEERE=EMNEE? MR > FREF=EFMNER > SRS - B RES

DYes% DNO;Z:.:

Section II(B) - Personal Accident Insurance 58 &% (Z) A B 2IMRFE

Date of accident Time of loss D D Place of accident
B SERM DD MM vy | HH AM. /M. | B
B B & LF | TF

Full description of how the accident occurred and the injuries sustained

BN ERIB R FTER BVIRG

Name and address of the attending doctor

ORREN R Rtk

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

AR BRI (WEA)

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

FECIRE (NER) KAIEFRHIFZE (MNE )

Name of the claimant (Chinese & English) in fatal case Claimant’s relationship to the domestic helper (the deceased) | ID card no. / passport no. of the claimant
REFFALE (PXREX) - EEARFETER REPFAEITEEZRER RIEPFANSD BRI

AIG Insurance Hong Kong Limited
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Section II(C) - Domestic Helper Liability and/or other claims 58 Z— &7 (R) KIES1EM/HEMERE

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

BRI RN ARG © B RASI - LIRIBRIZE

Full name and telephone no. of the third party / claimant Full name and telephone no. of the witness(es), if applicable
B=B/REANEEBREERE HAYE KR ESEIRHS (MNEA)

Remarks: Any lawsuit, demand, claim or proceeding of any types relating to the incident of which becomes aware of, and received from thethird 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.

i MBEEAEZEHEMEGNREER EEER  BEREASS  HREMEENRR  YNBTRE » BB RERSAEEE

REEARELERER > FEAF = ERDEREERERMNERTREE

Section Il - Declaration and Authorization 8 =287 EEAEIZE

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.
B. 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
(“AlG HK") to process the insurance claim and any such data not provided may mean the claim cannot be processed.

(b) the personal data collected in this form may be used by AIG HK 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 HK may transfer the personal data to the following classes of persons (whether based in Hong Kong or overseas) for the purposes identified in (b) above:

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

ii) 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 HK’s Data Privacy Policy for the purposes stated therein.

(d) 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 at GPO Box 456 or cs.hk@aig.com. The same addresses may be used to contact us with any comments on our service. The full version of AIG HK's Data Privacy Policy can be found
at www.aig.com.hk.

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 HK such
information, record and knowledge;

(b) AIG HK 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 in 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 HK 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 HK 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 HK 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 RERERFRBZZZRA/REPEAZILERZEFAAAAIE - CHPTRRN—IIEBIBIERER » WRERRE o
B. AR ILRERARFIRENBAER » ZRA/RERFARRRHRED
(a) BRIFR ARG ES AT - AREPAZREHOEATR (RN EERERAEREENEAES EHETRIBEBARAR( FERE ) REFRREPANMREL  SRERMEAMTEERER
HREARAIATAE TR R IR
(b) =EE(RERAIZFIN HAAREERA B R AU RAEFIREZ BAER - HRREEL)FZ 5T  ARRMEREREFHRTE, 2) EERRANRE (BEABRBRABDRIGEHE) B3)EAREAREECUE
FIRREYERY ;
(o) ERRBE A MU TERN AT (FAREFBIEINBZZEBAER > (F Ll (b) EFFIBAZ AR
(i) RIHAERAN/BEREEERBNE=F (EBREAR) ;
(ii) ATSHEAE > (RERERILFR AR MNEIRE 5
(i) A/A ~ HEE ~ F=EBEEA  RZRRBREE ERRBENE TEH  BRENE  RBTAKRE  UEERHEEH ;
(iv) REAEAERZAIGERZ B AT » fFLif (b) BFRIAFIAZAR ;
(v) HERREBRIGTABBERFIFIBRN AL » (EIFARRBUERDIFAZ AR -
(d) ZIRA/RERFADBRRRNFEDRBEEBRAB ZFABEH AU | SBHBHAFE745657H B © cs.hk@aig.com)ER ~ AEREHABAER (EEREATREMRERERBNEEE
A o ISR RERIZ MRS A EAER - Al Eilsti BHE SR (R - R RIRTASBERIIZX M www.aig.com.hk
C. RN /RERANLIRE:
(a) EABHFEAZRAZBERRRBEREFSRAAACHNEL R B AR ARRAL A ZEE « AR T > IETRIBERAMER Ktk
(b) EERBRERER ] 2 525 A SCERFT - BRRAEITAIR 2 BEHE KA - WHRRAZRERTETER KR - FAREAREFRERERAZ BRNBHESEE - LHEREE - BUEFRT
MEEIRE R AR MARH: ~ #8PR « FFBAERE « BRRNRRARRRNRZAS « REARKEHBAEY S0 - BH T RARENZSEEEE
(o) BESMEGREREAMZR/RAZEAEHQEBERRNERES  SEAOM « BER/FURIEER;
(d) iz AR MR RERHAMRRAZEAEH SFERRICABIER  sTUEN ERBSKAEAMZRAZITUER R
(e) EARIZEHIEA R MRAZ HARERHCEZ 18 « A A T RXBRIBERBMERRLCHE -
IEREERSEE - AR T > BMERARA/REPFASTTRERERAES » RBENAFTEEZER) > MERA/REPBAZEAARBRATEZILREEOR © ILEEEZAIFRERTIRER

Name of insured Signature of insured

RIRAER RIRAEE

ID card no./passport no. Date

51988/ IRIE 5% bD M iy
=] B F

Name of domestic helper Signature of domestic helper

N eE= RIEHEE

ID card no./passport no. Date

%19}%%/%&6\%&&% Eﬁﬂ DD MM YYYY
=] B F

Agent/Brokers information(if applicable) {REELL4CE R (dNEH)
Name of agent/broker Agent / broker’s email address Agent / broker’s telephone no. (Mobile)
FEE G2 ek ckicibaubsl R BETRIS(FIRE)

Claim Acknowledgement will be sent fo this mobile phone number via SMS upon receipt of this orginal form.

FABREGHEREIERMPREREA R R XREDENE I FIREERS -
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Important Note EELFEEIE

e If your domestic helper sustains an injury or dies as a result of an accident arising
out of and in the course of his Employment, YOU as the Employer is obligated to
report his case to Labour Department by completing and submitting TWO
ORIGINAL:

i) Form 2B (For sick leave(s) not exceeding 3days) OR

ii) Form 2 (For sick leave(s) exceeding 3 days/ For incident resulting in death)
i) Form 2A (For Work Injury)

within the respective time period below:

Work Injury / Occupational Disease: Within 14 days from the date of accident
Death: Within 7 days from the date of accident

* NO admission, offer, promise, payment or indemnity shall be made or given by
or on behalf of the Insured without AIG written consent

* Summons, police letter or any formulated claim or correspondence from third
party must be forwarded to AIG IMMEDIATELY for handling. DO NOT
acknowledge or respond.

c MECHRERLIAEZEHNELEEBEIMNMRZERET » BEEHEA
& T = 2 IRERIEG
SEERIMEE R TORAREZHNRIE 2 RIG2A RIE2BIES MR ER K
{REBIAZRIAERE TR - MRZERIMERIETC » BREZERIMELRAE
R2RETHE TR
i) ®182B - (EAMNHEEBRFBB3IRNER)
i) ®E2 - (BRANHREBA3XR/ERHRENER)
i) /I&2A - (BRARBERNER
o ERBHRMZSEBEN » A7 AEAE=EFRSERELZHREEE > B
B ERRIBREFENER
o SAMEIEEAEE » £HKRE > REBRFF=FLFHNEMAEH > LEAFIR
B FIRE
° MREB[RMAMERTREITS > BE24)FRRE SRR
* MRTBHREBEAERIERNEL » BRIRIBEREM

¢ If you discovered a fraud or dishonest act committed by your domestic helper,
please report to the Police WITHIN 24 hours

¢ If you have any changes of employment of your domestic helper(s), please notify
us as soon as possible for policy endorsement

Guidelines on General Documents Required for Domestic Helper Claim

XERBRRE—AFIRXHT

* In the event of any occurrence which may give rise to a claim under this Policy,
written notice of claim must be given to us within thirty (30) days, together with all
relevant documents. If you are unsure, you should still notify us of the occurrence.

* The documents listed below are not exhaustive and we may 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.

o MBEFEAATRES ERFERERENEMS  KWEESHRER=T (30) XA
MEMIERXEEMRERS > W EFAEERXH - MREFREEREINESS
A5 EEKERERME » SINHARZIENERIEKT]

° LUFFIHBIX At R BIEFRARREHIRER - HAAEARERERGRME
EXHUREARNRERS - MR RERFRAIAZHE REN ST
FRE > BHZRERER o] SE B 2 IE R HRIBAR o

General Documents Required for Domestic Helper Claim ZR{E{REEFRE—RE S

Benefit {RFE Types of Documents X {1&48 Checklist BI23%
Employees’ Compensation 1. Copy of Form 2/Form 2B D
B S REEIRE =& 2/2B
2. ORIGINAL sick leave certificate(s)
RS ES D
3. ORIGINAL medical expenses receipt(s), if any
BREAWRESR Q
4. Certificate of Assessment (Form 7) & Certificate of Compensation Assessment (Form 5), if any
B5HERET MRETECHEBREKAMLER) D
5. Employment contract
EEER D
6. Salary payment proof/bank in records for 12 months prior
EWEIERE 12 B8N I EZ(1:500/R1T A #ci% D
Clinical Expenses/Dental Expenses 1. ORIGINAL hospital/ medical bill(s) /receipt(s) &/ medical reports with DIAGNOSIS and D
Be s | DT B& 2 F (RhE the date of the injury/sickness commenced and certified by a registered medical practitioner

B EE TS R B P HAVEERA - BIE(ERT / BRARE / WiE / SRERIIED; M EEBA EiAS R

Hospitalization and Surgical 1. Payment receipt of the Hospitalization expenses with breakdown D
Expenses R FE U R BR AR
ERARRE 2. Medical certificate from a registered practitioner/Discharge summary certifying the number
of days of hospitalization & Hospital Discharge summary D
s EE IS E B FAFA 5 HAVEERE/ BB HIRIE - IE R A FESNBRESRIRE,;
WA EAER
Repatriation Expenses 1. Medical report(s) and death certificate D
iR EE#E BRI SR /LTS
2. Consular Mortuary Certificate and Report of Death issued by the Consulate |:|
EEEFHNARREEERAMETRE
3. ORIGINAL payment receipt for repatriation expenses
HESE X E AR RURES D

AIG Insurance Hong Kong Limited
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General Documents Required for Domestic Helper Claim SR {E{REFFE—RES S

Benefit {Rf& Types of Documents X {41&48 Checklist B#232
Personal Effects 1. ORIGINAL purchase receipts for the property(ies) lost or damaged D
FIERIRIE BRHERMYEEWIRIES

2. An estimate of repair costs. (It should be_submitted and approved by AIG Claims
Department before making any repair)

{EE(EERE (EIFHEMEER - WASAHMEREERELEESZE)
8. Color photos of the damaged article(s).
BRYHHTERR

4. Police report(s) (Only for loss caused by theft, burglary or robbery)
LriRE CERRBEE  BESUREFTS I REER)

Fidelity Coverage 1. Police report(s)
EXlEoE EhHE
2. ORIGINAL purchase receipts for the property(ies) lost or damaged
R SIRRA Y B WHRIE DS,
Domestic Helper Liability 1. Colour Photos of the accident scene (if any)
KIEEREERE BRYHREGRSZHER

2. Details of the involved Third Party(ies) including:

i) Name of Third Party(ies) and details of damage/injury

i) Telephone Number

iii) Address

FoERHEREEN QNS « BERBAMIL « UK MYIRRRREZFE
3. Name and Telephone Number of witness(es) (if any)

ERERENYESR « BIERES
4. Police investigation document and/or report

EHREXHHRE

O oo oo 0O

0O

** This note is for your guidance only and does not vary the terms of the policy or form part thereof.

ARBEHDE, UAGIEEAREGTEMRRSERERD.
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