ABBINRRERE
PERSONALACCIDENTINSURANCE CLAIM FORM

IREEH
Insurance Policy Details
RE&TE TREESRAD

Name of Insured Policy No.

B RNS Hhl HAEHE H A F [HES RS
Identity Card No. Sex___Date of Birth DD___MM YY Occupation Contact Tel No.
ik BT

Address E-mail

REA/HBRAER (WIERF)
Particulars of Claimant / Insured Person (if not the Insured)

REAN/WRA S R BRIt Bt 48 &R

Name of Claimant / Insured Person Relationship with the Insured Contact Tel No.

BRI AR HEHE H A FOBE

Identity Card No. Sex Date of Birth DD MM YY Occupation

ik

Address

RESER

Particulars of Claim

(1) BIBEENBHREE H H £ KE EF FF
Date and time of accident. DD MM YY Time: am pm

() BIMNEERIMES

Place of accident.

(3) a. ZBIMFIE

Description of accident

b. MNBEHE JRBMENEZ RBERT
If the accident has been reported to the police, please
state which police station and police report number.

@) BRREEMI

Nature and region of injury.

5) ERxE=XLFRENREE =2 H = F = H A
Period of Temporary Total Disablement from engaging in | From DD MM YY To DD MM
or attending to usual employment or occupation.

) a ZEABRE LR
Was thls accident occurred in the course of and/or a @& No = Yes
arising out of your em onment
b. MZIEFERFEEHRERNFREATINETER

REBRS

If yes, state the name of insurance company of
Employees Compensation Insurance and the
respective policy No.

() a BRAEEREXRBEIOEMFRATRE

Is the Insured Person entitled to claim under any other & No Z Yes

ad

insurance policies in respect of this accident?
%;DE SRR ASINEE RERRRRERE
b.

If yes, state the name of insurance
company(s), respective policies Nos and
details of benefits.

(R) a #WRADFEREENHEER

Has the Insured Person ever sustained similar iniurv?
h 4082 FIARZEE R a1 05 284

If yes, please give detail and date. b. & No 2 Yes

a. &No Z Yes
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E R DECLARATION
KA/ BEBE KA/ SECER—VBENER  BYIER  TEBHIRE - AA / BEHASA / BEEANERBRILERR
BUBRADEHRBESRE - LTA E%%Tﬂ@%'nEﬁ@ﬁM%M%E%mﬁm%W% AREERURBENTAEY - 2
F - BUHSUER ; i) TORE - NRSREGEEAH ; i) TEEORE ; RIEBETIOEENAT  iTTEtRERERR
FERBEFERNAT  FRRREFEBODPNALRERBEREMRISIRME - LUEEE Lt AEEN -

| / We declare that the Statements and particulars given in this application are true and that | / We have not withheld any material information.
The information provided by me / ourselves to Taishan Insurance Brokers Ltd. is collected to enable Taishan Insurance Brokers Ltd. to carry on
insurance business and may be used for the purpose of: i) any insurance or financial related product or service or any alterations, variations,
cancellation or renewal of such product or service; ii) any claim or investigation or analysis of such claim; and iii) exercising any right of
subrogation; and may be transferred to any related company or any other company carrying on insurance or reinsurance related business or an
intermediary or a claims or investigation or other service provider providing services relevant to insurance business for any of the above or
related purposes.

YK 41 PAYMENT OF BROKER COMMISSION

ZWRBBBEARAS (T&ZAS. ) ERREATWERNAE - (FASEMEHRRBNMNE - BTERETERARRS - BEHETE
EEYNCSIg ﬁ%

Taishan Insurance Brokers Limited is remunerated for its services by the receipt of commission paid by insurers. Your agreement to proceed
with this insurance transaction shall constitute your consent to the receipt of commission by the Company.

TN/ BREATHRERURBRBREABRATVDEREAEA / REAULENER - Z7IUEERA / RIRAZRRPE -

| / Proposed insured further understand that the above agreement is necessary for Taishan Insurance Brokers Limited to proceed with the application.

REAN/BRAEE
Signature of Claimant / Insured Person

REEE WBATHFEER)
Signature of Insured (with company chop if applicable)

HE3 HEA
Date: Date:
N REQUIREDDOCUMENTS
AREREER
Original sick leave certificate(s)
BREERAIARIBIER

Copies of statement of account and original receipt(s)
MBERE FREMBLEH OHEARX

Copies of all police statements, if any

AU RATFENNRE FRESIE 12 BBHAR

REARX (4B AR

Copy of documentary proof of income over the 12 months preceding to the accident for claim under Temporary Total Disablement from engaging in or attending to usual

employment or occupation

Form no: SF/HK/TIB/008r.0
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This statement should be fully completed and signed by Attending Physician. Any expense for completing this statement must be paid by the

Insured.

ARBUWEARETZELEBENZE FFEERBRFETXMN -

ATTENDING PHYSICIAN’S STATEMENT
FRBEARE

Name of Patient:

Identity Card No.:

Date of birth (DD/MM/YY):

Date of Accident (DD/MM/YY) :

(1) a. What is the exact diagnosis?
b. Is there any external and visible evidence of injury at your first consultation?
c. State part of body injured

d. Describe the cause and extent of injury

b. nNo

Yes

(2) Present condition of injury:

(3) a. Is there any treatment administered?
b. If yes, please give details (such as suturing, physiotherapy, type of dressing,
etc.)

b. Date

E Yes

Time Treatment

(4) a. Did any other physicians treat the patient for the same injury?
b. If yes, please give:

%)
=2
o

b. Name

ﬂ Yes

Address

n Unknown

Date of Treatment

(5) Did injury require the followings: (If yes, please give details)
a. hospitalization
b. x-ray?
¢. special diagnostic procedures?

d. surgery?

a.EI] No EII Yes
b‘EI No EI Yes

c.EI No EI Yes
d.EI No EI Yes

(6) a. Did any permanent disablement expected as a result of his/her injury?
b.Ifyes, please state the proportionate disabilityin percentage

a. DNO DYes
b.

(7) Did injury cause Temporary Total Disablement from engaging in or attending to EINO Dyes From To
usual employment or occupation?
(8) Was such injury induced from or effected by any of the following which may
contribute to the accident and/or lengthen the period of disability? (If yes,
please give details)
a.  physical defects / congenital anomaly a EI No EIYES
b.  unfavourable past medical history b, EI No EIYGS
¢.  degenerative . EI No DYes
d.  alcohol or drugs
€ d. EINo EIYes
(9) Bearing in mind the Patient’s occupation , do you feel that the injuries would
have prevented him/her from working?
a. at your first consultation. a.EINo DYes From To
b. at your last consultation. b_EINo Dyes From To

(10) If an absence from work of more than two weeks was necessary, please
describe in detail the reasons why you feel the Patient could not return
to work earlier.
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I hereby certify that | have personally examined & treated the Patient for the above injury and that the facts as given above present my opinion of his /her condition.
Address :
Signature
Telephone No.: Name of Physician :
(with stamp )
Date : Qualification :
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