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9/F Cityplaza One 1111 King’s Road Avenida Da Praia Grande No. 693

Taikoo Shing Hong Kong Edif Tai Wah, 13" Andar A & B, Macau
M S I G Tel: (852) 2894 0555 Fax :(852) 29029109  Tel : (853) 2892 3329

Website : www.msig.com.hk Fax : (853) 2893 3349
Helper Insurance — Outpatient Claim Form G Chope T
¢ AT (180 e (A
(Please complete in BLOCK letters) )
Procedures and Notes: 1% ﬁu@ N

1. Please submit the Claim Form to us within 30 days from the date of
accident.
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2. Please submit a completed Claim Form, together with original copies 2. el
f all relevant documents to:
© v ocu ° MSIG Insurance (Hong Kong) Limited
MSIG Insurance (Hong Kong) Limited i’F gk
Claims Division RN
9/ F Cityplaza One RS
1111 King’s Road +?,gg[[l,u\»~ 9 18

Taikoo Shing Hong Kong
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3. Incomplete Claim Form cannot be accepted for processing of 4. L t”ﬂFJ j;ﬁ{i: k’ﬁ" : ?‘* VN
payment. SR |1 T e

4. For all medical reports and original medical receipts, please provide ’irr”J " IE’FU?'TJ i Tﬂf%: o) .
the treatment date, patient's name, diagnosis and countersigned by 5 i F‘ﬁ‘ R %@'%‘fl R R AR
the attending physician with stamp on it. ﬁ

5. All medical reports, information and evidences as required by us shall 6. i H "Q:E'?ii{ﬂ — PR -
be furnished at the Claimant’s own expenses. 70 E R y‘f?&‘& MRV F 55w 3122 6922 -

6. Further information may be needed.
7. For inquiry, please call our Customer Service Hotline at 3122 6922.
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Name of Domestic Helper % il £, Email &= 20

Claim Settlement Method B ¥ 3

To quicken our settlement for any valid claim, please provide your banking details if you prefer direct credit. We must stress that this request should
not be treated as an admission of our liability whatsoever means by law. Finally, we hereby reserve all rights for assessing your claim subject to
terms, conditions and exclusions of the related policy.
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For claim payment (if any) direct cred|t to Policyholder’s bank account, please complete all of the following:
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Account Holder s Name (Must be the same as the Policyholder R TR S ATIRD
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Bank Name Bank Code Branch No. Bank A/C No.
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Treatment Details ZifZ 1

Date of Treatment Pldase put a “v"” in the appropriate item(s) Amount
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Declaration & Authorisation B} $f3

| hereby declare that all the above information given Fs true and correct and no relevant information has been omitted.

| hereby declare and agree that any hospital, clinic, physician, insurance company, organization or any person that has any records or knowledge of
my health, or that of the above named patient, to furnish such information to MSIG Insurance (Hong Kong) Limited. A photocopy of this
authorisation shaII be considered as effective and valid as the original.
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Signature of Policyholder Signature of Domestic Helper % {# &5 Date Signed (DD/MM/YY)
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