Marsh Study Abroad Protection Claim Form

Please submit your claim to

Marsh (Hong Kong) Limited

26" Floor, Central Plaza

18 Harbour Road, Wanchai, Hong Kong
Tel: 852 2301 7680 Fax: 852 2539 5368

Claim notification must be submitted within 30 day&{&e8:5100/87F 30 XASRKISHIERE

Name of Policyholder

Certificate No

REFBAUT RERFEASZ RS
Policyholder's Email Address HK Contact Phone No
REFFB A BEbLL SRS B
HK Correspondence Address
B8RS thiE
Student Name Student’s Phone No
BAU B RSB
Date of Loss /
Student’s Email Address Accident
B THEfhE BR/EINBE
Place of Loss
BN MRS
Details of Occurrence
BHEEFIE
Total Claimed Amount Currency
RERER =)

Pleasev”and complete the relevant section, provide docutsers requested
FRTIBESMRIL Y 5% IERBRES DR H BRI F

Claim ItemsZ=&{E158

O Accidental Death or Permanent Disability of
Insured Student  ZREBLETINMETIKABIE

Study Interruption E3PEHRESR
/&L

O

O Loss of Travel Document
O Loss of Cash IE&3&%
O

Travel Delay fRFZIESR
Please complete the follows for the Loss of Personal
WEKRITZHER LU TS

Loss / Damaged Items

B | B2

Claim Itemsz{&188

O

O oo0oad

Baggage

Date & Place of purchase

BEMH KRB

Care Visit IHERIRIFEE

Education Fund #&5ES
Baggage Delay {TZ3EER

Personal Baggage {TZ{RfE

Personal Liability {BAS{E

Original purchase value

BNBE




Marsh Study Abroad Protection Claim Form — P.2

Please provide the following information from Relevant Parties (e.g. Police / Local Authorities)

BRI OEBELS AR | SPIFEL

Incident report no.:

BEWSHRR

Name of Relevant Parties / Local
Authorities / Police Station:
BERIMIE | Z0PT | Z20981 ¢

Address :
ik

All Payments will be credited to the Insured Studan’ Policyholder’'s designated Bank Account by atpay in
Hong Kong (Pay in HKD)
FIERBERSEEGASREL: | REIFEABEZSEBRITIRS (CUBEARR)

Payee’s Name in the Bank

WERASRITERP 1

(Please use BLOCK LETTERBFAE Y IFISIEES
Name of Bank

RITBHE

Bank Account No

IRITERP SRS

Declaration and AuthorizatiorZ28 e R iSfg=E

| declare that to the best of my knowledge and Welie above statement and particulars contained awell respects true and complete and are
made without reservation of any kind. | hereby autime any governmental or private organization / fitation, insurance company or
individual that has any information, record or knaedge of my health and medical history or any tresnt, advice, accident or loss details that
has been or may hereafter be consulted, to disclasd-ederal Insurance Company or its authorized repeatatives such information.. A
photocopy of this authorization shall be consideras effective and valid as the originads A 7 8 B A A (S DL TR 8 k] K 71 &- 18
T 8 0 A TUME NG DR B A WA AT R AR B o A NS REAT AT 260 28 AT AR N 2 A8 TR W0 Ko B AT AT v 0 el st e ik ~
SRR A AW Rt 2 AR N B IR BEE B E ~ W ~ BT > DRI A W) BT AT O BORA A BERE ~ AHARERON o A OR B

A AR NG Fe A B ORE > AR o M RE 2 A BN PR B A R) B A R -

Signature of insured student / policyholder Application Date
SRELNREITHEARZ PFEOH

Name of insured student / policyholder

SRELNREFEALD

Additional documents relevant to the claim may kexjuired to be forwarded upon request of Federalnance Company
HIBEERTRE » BEF RS s K I HRBIME RS

201104v1



