Avo Insurance Company Limited
Unit 3701, 3705-6, 37/F, 118 Connaught Road West,
Sheung Wan, Hong Kong

T +852 3572 8222
E cs@heyavo.com

W www.heyavo.com CIVO
Avo Domestic Helper Protection

Avo XERFE
Claim Form Z{#®5E%R

Please complete this Claim Form in Block Letters and provide all supporting documents to the Company within 30 days after
the incident occurred to avoid delay in claim process. The Company is entitled to request for further information, documents or
other specific claim form to be completed, and assign a loss adjuster for investigation. Completion and submission of this Claim
Form shall not be construed as admission of liability on the part of the Company.

BUERBEZ TR BIREPFER  EREMERNAREHRERIORARBIART - URERREER - ARTBEEERREA / REFA
ARKEZEN  XHEREMBARERE - MRERABTARETRSE - AR KERBREFFBRILAZRAATHIEREST -

Policy Holder Personal Details fREFAABAER

Policy No.: Name of Policy Holder:
IREESRNS : REFAAES

Mobile Phone Number: Email Address:
MENEERIRES B

Correspondence Address:
B

Insured Person Personal Details SR A B AZER

Name of Insured Person:
SRAHS -

HKID No. & / or Passport No.:
BEBEMERB R / SRR

Claims Payment Method (The request for payment method is not an admission of our liability)

BESMNAR (AATBLBPLESERTARESADEDEEST)

O Cheque &

O FPS #EgiR
FPS registered Mobile Number / E-mail / ID: Payee’s Name:
ERRTTMAEE RS - S - EEUREAIE WRABE :

O Bank Autopay iRTBENEEAR
Bank Name: Payee’s Name:
RITEHE : WRABE :
Bank Code: Branch Code: Bank A/C No.:
IRITERE - DITHRSE RITIRERES -

General Information —fiZ=18

Is there any other sources / insurance covering the loss / damage? If “Yes”, please submit your claim to the other
sources / insurance company before proceeding to us and provide the following information
%"F%:R,—%EEE%%ZTE?E/ BREEARZAMARREEEMREESRE >N "2, - MEEEEMKR / RIEATRERETIREUTE

O Yes & ONo &
(a) Name of the other sources / insurance company: (b)  Amount claimed:
RIBAS] / EtRIEEME RESE :

(c) Relevant policy and claim number:
BERERREEER .




Insured Person’s Medical Expenses SR ABEEMR

Please M the applicable option(s) Date and time of incident (DD/MM/YYYY, hh:mm):
BEREBREERAE LY (TEZIR) EHREEAPAREE(B/ B/ & K:2) ¢
O Inpatient Expenses
FRER
O Out-patient Expenses
Fi2EH
a Dental Expenses
INER
Date of Treatment Diagnosis Claim amount (HKD)
AEHE PEER RIESEE (E)

Other Accident Details EfthEIMF15
Please M the applicable option(s) Date and time of accident (DD/MM/YYYY, hh:mm):
BEREBIREEERANELVS (JEZIE) BONEHEBERE(B/B/ & K. 92)

O Employer’s Liability

BEET

Personal Accident

ABES

Service Interruption Place of accident:

PR 75 o R RN MRS

Repatriation

RIR[EIE

Replacement

HEXRE

Personal Liability Claim amount:

BASRE RETE

Fidelity Protection

RIRIE

a Family Member Medical Expenses
REMEEEERRE

Full description of accident:

BEAMERRER

o o o o o g

Particulars of loss / injuries (please describe injury part and severity)
Bk | ZEHE (BHLAZGHUAREREE )

If the accident has been reported to the police, please provide the following:
MBRE - FRHUTER :

Name of Police Station: Police Report no:
REEEZH EHEERT

Name, contact number and address of the third-party claimant and other involved parties:
ERRENE=-EBHFAA TGS - BEEE R

Extent of injury / damage caused with estimate on quantum if possible:
BREE-ENEL / BUREEREISEER MERE=FRENIE .

Has formal claim been received from the third party claimant? B FESERXWRFE=F 2 REEXK ?
O Yes B O No %

*IMPORTANT - Please furnish us with all correspondence directly relating to the third party claim and do not
admit any liability to the third party.
*EEEE - NMRBIE=FMREEHT 2L TELDE - B TOABZSEHERERT -




Authorization and Declaration E# &XEHA

I/We hereby authorize any hospital, physician, police, person, party and/or authority that has any records or is holding any
information of the insured person or me /us to disclose to Avo Insurance Company Limited (“the Company”) or its authorized
representative, any and all information with respect to the insured person’s or my/our loss, disability, medical history, police
statement made and the like for the purpose of assessing my/our claim request(s). A photocopy of this authorization shall
have the same effect as the original.

I/We hereby declare that all the above information and particulars given herein are accurate, true and complete and are
given to the best of my/our knowledge and belief.

I/We have not withheld any material information and acknowledge that failure to supply true and accurate answers to this
request or inform the Company of all material information may render the Company unable to accept or process this request
and all rights to recover under the Policy shall be forfeited. I/We understand that the issuance or completion of this application
does not constitute admission of liability or guarantee payment of the claim on behalf of the Company.

I/We confirm having read and understand and agreed to all the Declarations, terms and conditions and the Company’s
Personal Information Collection Statement as accompanled with this form.

AN/ BRPZEEREOFEERERATEA / RAZEACHHERNNER B - E5 - A+ BEAS - R /HEEES  @2REREBE
RAS ( "E&EAE, ) NEERRARERTOHAEBEZRATAEAA / HMZEX - BE - BE - OHSEOHEEERETLRESRFEZA
R WEEEZIFPAREINEERSNA -

%)\ / BELLERR - FMFAARBNEREEMAEN AR ERESR EERASEZRH  THESEAA / RMOMMEFAEMIEE
KA/ BAIE BRI M EEES R K ERDUWKRE }xd#\E S RERBRZENFBHNSASTMUERALRERFEZEZER - FoEEREL
;KEE%%‘JZFE@&E?\EEE%%&%'E?E}EEE“ ENREER ZERN - AA / RAPALRERFRZBHEZ U AN EZE AT R IETESRER
KA/ RAEREHERARLURSMEZR  ERRARRBEAREEN FERSASNWRERASKE

Slgnature of Claimant / Insured Person: Date (DD/MM/YYYY):
REAN/ SRARE . HE(B/B/%) :

Personal Information Collection Statement W& E A ERZHA

It is the policy of Avo Insurance Co., Ltd. ("Avo Insurance”) to safeguard and keep confidential the personal data of all our
customers. Avo Insurance shall at all times observe and ensure our staff strictly adhere to all the requirements under the
Personal Data (Privacy) Ordinance ("the Ordinance").

1. Personal Data collected and/or held by Avo Insurance
Personal data such as first name, last name, HKID Card, date of birth, email address, telephone number, policy number,
medical and health records, and question or comment will be collected by us when you make enquires or submit any
forms for products or services provided by Avo Insurance.

2. Importance of Personal Data Collection
From time to time, you will be requested to provide your personal data to Avo Insurance. Provision of personal data to
Avo Insurance by you is voluntary. However, Avo Insurance may not be able to provide or continue to provide products
and services to you if you fail to provide your personal data as requested by us.

3. Purposes of Personal Data Collection and Usage
Your personal data held by Avo Insurance may be used for the following purposes:-
a. Administration of insurance or reinsurance related business, which include underwriting, processing and evaluation
of applications, identity and credit checking, suitability checking, policy servicing, claims processing, investigation,
account/debt collection, litigation, communications, preparing statistics, data analysis and research, internal and external
audit, maintaining quality services, sales and marketing;
b. Avo Insurance will collect, use and disclose my personal information (including claims history) for the purposes
necessary to process my application, investigate and settle claims and detect and prevent fraud (whether or not relating
to the policy issued in respect of this application);
c. Make disclosure to any applicable regulators, governmental bodies or industry recognized bodies as required by any
law, rule, regulation, code of practice or guideline, binding on Avo Insurance or our affiliates including without limitation
the laws and regulatory requirements of Hong Kong SAR.

4. Personal Data Confidentiality
The personal data you provide to Avo Insurance will be kept confidential, except that it may be shared with following
parties:-
a. Avo Insurance will transfer personal information to the following persons who may collect and use this information
only as reasonably necessary to carry out the purposes described above: insurance adjusters, agents and brokers;
employers; health care professionals; hospitals; accountants; financial advisors; solicitors; organisations that consolidate
claims and underwriting information for the insurance industry; fraud prevention organisations; other insurance
companies (whether directly or through fraud prevention organisation or other persons named in this paragraph), the
police and databases or registers (and their operators) used by the insurance industry to analyse and check information
provided against existing information;
b. any subsidiary, holding company, associated company or affiliates of Avo Insurance for any of the purposes set out
in section 3a and b;
c. Any agent, contractor or third party service provider, including but not limited to providers of risk intelligence, loss
adjustors, private investigators, letter shopping service providers and debt collectors who provides administrative,
telecommunications, computer, internet, payment or other services to Avo Insurance for any of the purposes set out in
section 3a;
d. Any actual or proposed reinsurers of Avo Insurance for any of the purposes set out in section 3a;
e. Any co-branding partners and our business partners for any of the purposes set out in section 3a and b; and
f.  Any person to whom Avo Insurance is under an obligation to make disclosure under the requirement of any law or
regulation binding on or applicable to Avo Insurance or any of our group companies.

5. Personal Data Access / Correction Request
a. You have the right to check whether Avo Insurance holds personal data about you and of access to and correction
of your personal data.
b. Avo Insurance has the right to charge a reasonable fee for the processing of any personal data access request.
c. Requests shall be made in writing to our Personal Data Protection Officer, Avo Insurance Company Limited, Unit
3701, 3705-6, 37/F, 118 Connaught Road West, Sheung Wan, Hong Kong.




6. We reserve the right to change this Statement.
g&f%ﬂ ?&Fﬁ*ﬁ’aﬁ;ﬁ?g%@)\ ERZZHRBARAS ( "ARAE L ) WEBEK - ARTE—EEITNBRERELERET (BAER (TAE) K
(T ) TE °

6.

KRBPIRER / HEFBENEAER

EE NEHAFERBANTRUNERIRBUFRER  AATRGWERBAERNES - SHF - BEBH - S - EFZRE - ]
BE  BERERCHE URBEXER -

BAERNENEEZ M

ARATEARMEREEB THEAZR - @AQTRUBTHEAERZERN - EETEERBARINERREZEEN - Ut
SARNTEEOE T RHNEBERBRIGEm KR -

BABREMERNEHN

BTHEAZERIEEARMUTERN : -

a. (RREEABRBEBEMOAR - HPSFAR - BENFERE  SNMNEARE - BAMRE - RERS  BHEE - B#
& IRE / BHEBW - 5FaA - B - REIFRE - 8BS ﬁ%ﬂﬁﬁm WW/%%%# 1?%1%%‘5’])%5?“ f)é]’iﬂ ;

b. ZRRBBRASIBUWE  FRMNKBERNWEAEN (SEMERRLE ) - URFEERNSE wﬂé%ﬂﬁ@/ﬁlﬂ,% PURAERIF
BILEEETR (EmESERILPREMBRLRESRE ) FIENER -

¢ UEHARTFEMBHBEBORNWEOERE  EZR - Rl BBFRIFESINEKRT (BEELRREBEIREENE
12))\ H%ﬂiﬁ_ﬁﬁﬂﬁﬁ“*%% BT B e AR BT3RO RR DI B E T IR EE -

& R

AATEHE THEAERMURE - BOfEE R TNISHEEZSEN @

a. ZHERBARATIRKEBABNEBRAEUTAL - Ffﬁﬁﬂﬁ%m%ﬁﬁﬂ@?a%@ﬁiﬂﬁE’JZ%R'FZ‘TH&Z%%DEFHL% S fRRIE
BA - NS ; BE ; BEFXEAL ; B, Steh ; MEER ; 260 ; BESRBESEMAREROAS ; PHEEEAS ; Hitn
R AT (ﬁuﬂmﬁ}xﬂﬂ ‘JZzELLIZHH%FZHi"t‘JZKExDP?a%E’JEP&Ai) B NERERES IR MYFHRROTRIEL ST
MBENEEES S ( REEEE )

FARQTMBAE - ERAT] H‘%é’\T‘EH‘%E’ATT’E{E%%?‘FﬂbExﬂPﬁﬁﬁlJ&E’JEH%L

FARASTIRIEA - ZAEFREQAQSHRMHTE - Bl - BhE - FRAEK - IR %EWJEE%“E@%_HHEW trem ( B EBARN
RBAWER - ART AARBE  EREINMBEEEBRUBAT ) FEE3aRPASILHEARR
FAORATNERYEZEBREASEES3aER P PASIHNERTAR ;

O REEEKEREATERKEEEE3aMbER RS L NERIRR ; &

E¥T$/\TYEEH%I ADEBNRNNBRAEN AR ERNER T HEAADARCHLETRBEOTOAL -
BAZRBER / EZER
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(If any conflict or inconsistency between the English and Chinese versions, the English version shall prevail. PXEAABTMEAFEIAFBIZR - —HUHEIRE - )




Appendix: Checklist for Claim Items Documentation
ek - RIEEBXHEE

Claim Items H:EREER Claim Documents Checklist REXHEE

Employer’s Liability == F

Employer’s Liability 4+ You are reminded to report the case to Labour Department by completing
BEX=F and submitting TWO ORIGINAL of respective form within 7 days (for
death cases) or 14 days (for injury / occupational disease) from the
accident date and do not make any promise or pay for any claim against
you nor admit liability thereof without our consent; All writs, summons,
letters or communications regarding any such claim must be sent to us
immediately unanswered.

FBAERIRBINEERBMNTRA (ETER ) H14XA ( RIEHWHEMERERE ) OSFTERER
2(ERASIEMNRIEEASERERLNIREARANTEE - WE=FFLEMEREEEE
gg%ﬁiﬁﬁ%ﬁ  BEULHR - BR - EENENEFCAELOE - BUBFIAATEE—
TR}

v" Copy of Form 2 / 2A / 2B / 5/ 7 (obtaining from Labor Department)
=182 /2A/2B/5/7 I ( E“* REG)

v' Original sick leave certificate(s)
SRR EER

v Original medical receipt(s) (if any)
BREEAEELR (UW8)

v' Copy of employment contract
EBESHEIR

v' Copy of salary paid records for past 6 months
1B E61E B R FM X Ao EREI AR

v Original Letter of Authorization S|gned by Insured Person for medical record
ZHRARZENERE EAURIEBERLCH

Insured Person’s Medical Expenses SR ABEEEA

Inpatient Expenses v' Original of medical receipts with diagnosis
Ve Y=z HAREZ N ERERIEER
v Copy of letter of hospital admission and discharge summary
Bl 5 H B AR R A
v' Copy of full medical report
=R

v Copy of Police Statement for the accident (if applicable)
FrEEROHARR (MNEA )

v Original sick leave certificate(s)
RIREIRE LR

v Original Letter of Authorization signed by Insured Person for medical record
RERAZZBNEEE EAURINEELCH

Out-patient Expenses v Original of medical receipts with diagnosis
FI B AARIEZENERERIBER
Dental Expenses v Copy of Police Statement for the accident (if applicable)
FREE PREZR OHARIA (MNEA )
Personal Accident Benefits ABEIMRIE
Accidental Death v' Copy of full medical report
BINET AR SRR
Permanent Disablement v' Copy of Police Statement for the accident
KA FrEE s OHARIR

v Original Letter of Authorization signed by Policy Holder
REFAARBNRESER
v Copy of Death certificate and/or autopsy report (if applicable)
Tk / SREREEA (WNER )
v' Grant of Probate / Letters of Administration (if applicable)
BT EBBEE /}E%éf@i ( @A )
v' Permanent Disablement Benefit section completed by Registered Medical Practitioner (if
appllcable)
FREE MBS S AR R R KA SR (NER )
v Orlgmal Letter of Authorization signed by Insured Person for medical record (if applicable)
RRABBWIRES EARDIRINEELCHE (WER)




Personal Liability AAZE

Personal Liability
BAEE

Please do not make any promise or pay for any claim against you nor admit
liability thereof without our consent; All writs, summons, letters or
communications regarding any such claim must be sent to us immediately
unanswered.
BRAARERARTRAE - WE=FELEMEAEETHE - ARSETHEE ; ETLHK -
BEF EGEUENEFNEFLEOE - BUBFIELATFE—DEIE -

Demand correspondences of claim from third party

E-ERENH

Photo(s) to show the accident scene, damaged item and/or extend of injury of
third party

BINRIBERE=EBEYmE / HIBEHNAER

Report or statement from police or relevant authorities (if applicable)

HZSSiRRMEE R LRSS O (NER )

Original Letter of Authorization signed by Insured Person / Policy Holder

SRAN/REFBAZZENEEEER

Others EAftf
Repatriation Original receipts of relative expenses
XIREIE RS RUEIER
Replacement Copy of full medical report
HIERE AR EEIA
Service Interruption Copy of Police Statement for the accident (if applicable)
RR 75 ol FrEER OHARAR (MNER )

Family Member Medical Expenses
REMEBEER

Benefit related to hospitalization section completed by Registered Medical Practitioner
FREE i Ee L e A R YRR AERA B0 5

Copy of employment contract with temporary domestic helper

R BN RESHEIAR

Fidelity Protection
BRI RIS

Original receipts of relative expenses
TR ERUBGEIER

Copy of Police Statement for the accident

FrBEE R OHARIAR

Copy of the proof of your pecuniary loss

Ea:2i=ESAEERN

Original Letter of Authorization signed by Insured Person / Policy Holder
RRNREFAAZZNERELER




Only applicable for permanent disablement benefit
RIEBRARREXKABERE

This section is to be completed by the attending Registered Medical Practitioner at the claimant’s own expense.
IEMAERELHMELES - FIRERBAREABTEE -

Please fill in this section when claiming for Permanent Disablement Benefit

MREXXGERE - FEZTER

Patient Basic Information FAELRER

Name of Patient: HKID No. of Patient: Date of Injury:
5 A BB BSHERE - eyl

Attending Registered Medical Practitioner’s Statement 2B EERE
Diagnosis (in respect of the disability described in accident details) 2k ( BEARERBREM 2EE )

Had the patient become permanently, totally and irrecoverably disabled? O Yes 2 ONo &
BAREXA  TERATERNIERE ?
If yes, please provide the details #1 "2, - FHIREFE :

Part of disabled £5&&R1 : Severity of disability / injury 155 / SEREE :

O Hand F O Leg i

O Head 8 O EyefR

O  Others Hfh :

First consultation date (DD/MM/YYYY): Name of referring Registered Medical Practitioner (if any):
BXRKZBMBE/B/F) : EOGMEENE (UF)

Has the patient ever had the same or similar symptoms / medical conditions before? O Yes 2 ONo &

RARELRZEBRE—FBECURE ?
If yes, please provide the details #1 "2, - FBRMEFE -

Declaration ZH0f

I hereby certify that all information given above is accurate and true to the best of my knowledge.
RAFFICERR - SARARE] - EAFABEERNI9ERER -

Contact Telephone Number Email Address Address

WA BB RR R E ALt Mk

Signature of the Registered Medical Name of Registered Medical Signature Date
Practitioner with official chop Practitioner H=ZB#

AMBERZERERE FEMEE R




Only applicable for hospitalization related benefit
RiEARRELRFRARBERE

This section is to be completed by the attending Registered Medical Practitioner at the claimant’s own expense.
IEMAERELHMELES - FIRERBAREABTEE -

Please fill in this section when claiming items related to hospitalization

MEREZRELEERAER - BEZ TR

Patient Basic Information FAEAER

Name of Patient HKID Number

RALEE EEBMHER

Name of Hospital / Clinic admitted

AFEIR / Z2FhaE

Hospitalization Period (DD/MM/YYYY, hh:mm) From To
AlRBEB(B/B/® K:72) 2] Edl

Level of ward class AFEERE!

O Day Centre / Clinic HE S/ / 2257 O Semi-private ¥fMZK=E
O Ward E@%E O Private fhx /=

Consultation Details i2iEE1E

1. Clinical History P3:2J& &
Symptom(s) or diagnosis(s) & / Z2Ei#ER

First consultation date EZX:ki2 H#i (DD/MM/YYYY B / B /%) | How long had the patient been experiencing these symptoms
before the first consultation? IEBATEERKZAICBBILESZX ?

2. Hospitalization Details fEPza¢15
Final diagnosis &#&ZH Date of operation FftfHE (DD/MM/YYYY B / B/ F)

Operation procedure(s) performed Fflizf1E

If the patient has been referred to other Registered Medical Practitioner during this hospitalization, please provide the
following

MEARZERER B S W E T o E M MEAK2 - BRUUTER
Name of Registered Medical Practitioner consulted
KegrtfEE s

Reason(s) and treatment(s) performed by
Registered Medical Practitioner

K2 RA KRB B




Only applicable for hospitalization related benefit
RiEARRELRFRARBERE

Please give a brief discharge summary (including onset and Please provide reason(s) of hospitalization if this type of
duration of sign and symptoms / disease, etiology, types and cases can be managed on day care / out-patient basis
results of major examinations, treatments, complications and | yp=EEZROROBEE / 2B ER  SREATERER
follow up plan)

ARHHRREE (@RRERERER - BR - fRRTIERSES - &
B HEEZEARKIRESTE)

3. Professional Comment EX2R
Is this a chronic/recurrent illness? ILE R 218 / B8 MER ? O Yes 2 ONo &

To the best of your knowledge, has the patient ever had the same or similar O Yes £ ONo &
symptoms/medical conditions before? If yes, please state the date of consultation, details

of conditions and diagnosis BB T FrHl - MAZRT LR BER—FAELURE ? 15 - FRHEHE

Was the condition due to / associated with the following? (Please tick the appropriate boxes)
FEREEHNFAL TEIEERE ? (FEEREER)

O Accidental bodily injury 29558515 O Pregnancy %% O Congenital condition Xt ER/EE
O Developmental condition 85 E#E O Self-inflicted injury BRIEZ O Infertility or sterilisation FEZBE

O Contraception %2 O Hereditary condition & RjRE O Abuse of drugs or alcohol &R ZEY)S0HE
O Mental disorder 15123l O General check-up — 2 S igiaE O Refractive error 18]

O Treatment for cosmetic purpose =& Fiil O Vaccination & i iEiE O N/A RiEM

O Venereal disease, sexually transmitted disease or AIDS / HIV related illness t% « M {ERFAEELRE / BBLHRSHAMNVER

4. Others Hfth

a. If the patient was referred by other Registered Medical Practitioner, please provide the referring Registered
Medical Practitioner's name and address

R AREMBEEE  BRHEZENBEZER I

b. Are you the patient’s usual Registered Medical Practitioner? O Yes £ ONo &
BTEEZmANESTMEE?

Declaration A8

I hereby certify that all information given above is accurate and true to the best of my knowledge.
RAFEICERRR - BAAAFTAD - EHFTAE R ERER -

Contact Telephone Number Email Address Address

M4 B EERE E L ik

Signature of the Registered Medical Name of Registered Medical Signature Date
Practitioner with official chop Practitioner #=EZEHH

AMBEREREE FEME S




