
  

 
 

 
 

 
FAMILY PERSONAL ACCIDENT INSURANCE CLAIM FORM ���������	��
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        (Please complete in block letters ����������� )      

MAKING A CLAIM    ��� �"!��� �"!��� �"!��� �"!  

 

Insured’s Information ## ##"$&%('")$&%('")$&%('")$&%('")  

Name of Insured *,+.-./10   Policy No.  +321415   

Name of Claimant 6,73-1/.0   

Corresponding Address 8391:.;   

Date of loss <>=.?.@BADC   Daytime Contact No. A�EGF1H.I1J 415   

Name of Employer KML 0.N   
Present Business or Occupation  O3P,Q1R

  
Business Address S1T3U :1;  

 

Present (a) Age (b) Height (c) Weight O3P1V
(a) W1X   (b) Y1Z   (c) [.\  a)                          b)                          c) 

HKID No. ]1^._1`1a 4,5   

Have you applied for claims in another insurance company for 
this event/accident? If “Yes”, please specify. b3c1d1e / <>=�fg1h.ikj�l1m +on Tkp 617&qsrut hBv�w fyx1zo{ hk|�}3~��  

 

Please indicate your current status.  x1�M� g O,�o� ~1�  Fully recovered from this injury  ������� /Still under treatment ���,� * 
*Please delete the inappropriate one ( �s�D�s�s���s� ) 

 
Please put a � in the appropriate box of your claim below. Please list items & indicate the amount of your claim in details.  �����,���

� ���� �¡�¢�£3¤¦¥�§�¨�©�ª� �¡�¢ ��« ¥�¬3¤®­  (If there is insufficient space on the claim form, please specify the details on a separate 
sheet clearly and indicate which section the information relates to. ¯�°>±�²´³¶µ ��·�¸�¹�º���� µ¼»�½1¾s¿�À�Á�Â�ÃDÄ�Å&Æ ) 
 
��Accidental Death ÇÉÈ(Ê�ËÇÉÈ(Ê�ËÇÉÈ(Ê�ËÇÉÈ(Ê�Ë  
��Education Fund Ì(Í"ÎÐÏÌ(Í"ÎÐÏÌ(Í"ÎÐÏÌ(Í"ÎÐÏ  
Date, Time, Location and Circumstances of the Accident A�C	f P EÑfÒ:MÓ>Ô.d,e.?.@ �GÕ3Ö  
 
 
 

 
Documents Attached ×>Ø.Ù e   
 

�  Medical Report  Ú,Û3Ü1Ý                        �  Police Report Þ3ß,Ü1Ý (case no. à.á.â14 :    ) 
� Death Certificate ãkä a {,å                                             �  Others (Please specify) 

l1m
 ( x.æM{ ):   ______________                     

�  Original Receipts of Travel Expenses and Air Ticket ç,è.é3ê1Ô,ë3ì V1í1î.ï1ð    
�  Others (Please specify) 

l,m
 ( x1æo{ )      _______________________________________ 

�  Birth Certificate of Insured’s Children *>+3-1ñ.ò V �>@ a {,å  

��Loss of Limbs or Sight or Hearing or speech óõôÐö&÷Ðø&ùûúüø&ù"ý(øÐþ&ù"ÿ������óõôÐö&÷Ðø&ùûúüø&ù"ý(øÐþ&ù"ÿ������óõôÐö&÷Ðø&ùûúüø&ù"ý(øÐþ&ù"ÿ������óõôÐö&÷Ðø&ùûúüø&ù"ý(øÐþ&ù"ÿ������  
��Permanent Total Disablement ���
	�� ö&÷���
	�� ö&÷���
	�� ö&÷���
	�� ö&÷  
��Disfigurement / Scarring of the Face �� ���

 

  / ���Ðö
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����Ðö
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�  

Circumstances of Accident  <>= ~,�  
 
 
 

 

Description of Injury  *�� ~,�  

1. Please READ your policy and relevant documents to 
check if your claim is covered under the policy terms and 
conditions. ���������������� �!#"�$&%('���)+*�,�-.#/�0+1#2 ��3�4#5�6 7  

2. Please SUBMIT a completed claim form, together with original copies of 
all relevant documents supporting your claim, to Claims Div., RSA at 
32/F., Dorset House, Taikoo Place, 979 King’s Road, Quarry Bay, Hong 
Kong. 

��8#9+:+;  �¡�< ��=�>@?�ACB�DFEFG ¢FH+I
JLK�M�N�O�P+QFR�ST�U
979 V�W�X#Y[Z�\+]#^ 32 _ RSA  �¡�`�a�b�c"­  

 

32nd Floor, Dorset House, Taikoo Place, 979 King’s Road,  
Quarry Bay, Hong Kong dfehgjilkfmjnfo

979 pfqjrlsutwvhxly 32 z    
Tel {f|~}  +852 2968 3221 Fax �u��} +852 2917 6179 
Email �j���  hotline@hk.rsagroup.com    
Website �j��� www.rsagroup.com.hk 



Documents Attached ×>Ø.Ù e  
 

�  Medical Report  Ú,Û3Ü1Ý  � Police Report ÞMß>Ü.Ý   (case no. à.á.â14 :                               ) 
�� Consent Letter for Medical Record 6��3Ú,Û3Ü1Ý �������  � Others (Please specify) 

l1m
 ( x1æo{ ):   _________ 

��Medical Expenses ���
������
������
������
���  
��Hospitalization Allowance �����ÐÏ
��������ÐÏ
��������ÐÏ
��������ÐÏ
���  

Circumstances <>= ~,�  
 
 
 
 

Description of Injury *�� ~,�  Currency/Claim Amount 6,7����  

Documents Attached ×GØ3Ù e  
 

�  Original Medical Receipt Ú1Û éMê V 2 î.ï1ð                               �  Medical Report Ú,Û3Ü1Ý  
   �  Others (Please specify) 

l1m
 ( x1æo{ )                 

��Temporary Total Disablement ����	�� ù��� �¡��&�����	�� ù��� �¡��&�����	�� ù��� �¡��&�����	�� ù��� �¡��&�  
��Coma ¢�£¢�£¢�£¢�£  

Circumstances <>= ~,�  

 

 

 

 

Description of Injury *�� ~,�  

Documents Attached ×GØ3Ù e  
 

� Original Medical Certificate showing the Period of Sick-Leave Ú @�¤�¥ V�¦�§©¨ {,å ï.ð      
� Confirmation from Employer stating the Leave Period that Insured has taken and Monthly Salary KML>?o� V�� e a { *>+3-«ª ¦x §MV A�C1Ô�¬[­ a {  
� Others (Please specify) 

l1m
 ( x1æo{ ) ®                 

���� Bonesetters’ Fee ¯±°³²µ´¯±°³²µ´¯±°³²µ´¯±°³²µ´  
Circumstances <,= ~1�  

 
 
 
 

Description of Injury *�� ~1�  Currency/Claim Amount 6,7����  

Documents Attached ×GØ3Ù e  
 

� Original Medical Receipt Ú1Û éMê V 2 î.ï1ð                          �  Medical Report Ú1Û.Ü.Ý  
� Others (Please specify) 

l1m
 ( x1æo{ ) ®                 

 

Declarations ¶�ú¶�ú¶�ú¶�ú  
 

I declare to the best of my knowledge and belief that the information given is true in every respect. I agree that any concealment or 
incorrect statement in connection with this claim may result in prosecution and the policy shall become void. 

ð -�· c�¸o{�fº¹ îð -�»�¼ Ô » � f ð 617�½�¾�¿�À.Ü V�Á�Â�Ã�Ä�Å�Æ�Ç � ð -�È�É <	fËÊ�Ì�Í3<�Î�Ï�Ð«Ñ�Ò�Ó�Ô©Õ�Ö�×�Ø�Ê È©Ù�Ú1+.2�Û�Ü �  
 

 
 
 
 

Signature of the Insured   *>+3-�Ý�Þ  _______________________________________  Date ADC                 

 
For claims assistance, please call our CLAIMS HOTLINE at 2968 3221 (9:00am to 5:30pm) every Monday to Friday. ß�àâá�ã©äæå

 çéèëêíì�îðï[ñâò~ó
ô+õ÷ö�ñùø�ô�òâö�úûçýü�þ�ÿ������ÿ������ÿ������ÿ������ 2968 3221 �� ��  

Notice of Personal Information Collection �	��

�	���	����	��

�	���	����	��

�	���	����	��

�	���	���  
Any person from whom the Company has collected personal information shall have the right to enquire the purpose of using the information, the right of 
access to and the right to request correction of the personal information concerning themselves. Such request can be made to the Compliance Officer of 
the Company via, mail to 32/F., Dorset House, Taikoo Place, 979 King's Road, Quarry Bay, Hong Kong, or fax to +852 2968 5111, or email to 
hk_compliance@hk.rsagroup.com. �����
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Royal & Sun Alliance Insurance plc g	h�i�j
k�l�m=n!oqp�rqsg	h�i�j
k�l�m=n!oqp�rqsg	h�i�j
k�l�m=n!oqp�rqsg	h�i�j
k�l�m=n!oqp�rqs  
(incorporated in the United Kingdom with limited liability) 


