BEAkERRABRAA

® Sun Flower Insurance Brokers L|m|ted CvB Wing Lung Insurance Company Limited
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We are pleased to get in touch should you have

any enquiry regarding the captioned insurance
CMB WING LUNG INSURANCE

EiE Tel: (852) 2830 5449

{BHE Fax: (852) 2840 0769

EE Email: claimsenquiry@cmbwinglunginsurance.com
www.cmbwinglunginsurance.com

Personal Accident Claim Form

AEBEIMRIEHRES

Please submit this Claim Form with all necessary original supporting documents within 30 days after occurrence of accident.

RIEHFEREFE AR S 2 IEARANESME 4 1% 30 RIS -

Note: In the event of the insured being unable to write on account of disablement, this form should be filled up and signed by his / her spouse, or
some responsible person acting as attorney for the Insured for the time being.

st - WIRERSEEEEM A REER > sFHICHEEAE IR NER KFE

Part T — To be completed by Insured, or policyholder if Insured is below 18 years old (Please attach receipts with this form)

— bty — SRHRARMNEE - W2Or AR 18 5% > ATPREERFA NS (R FER 2 e B —ffscm )

Personal Details {i A&k

Policy no. {REE5RHE Name of policyholder {fE8355 A4E44

Name of Insured {4 Date of birth 4= HHA

Age i Sex Al M 5 [ /F 2z [

Address ik

Occupation Fz# Position held ~Z{gRkr

Tel. no. EEEEYEHE (office 237]) (Residence (£5)
*Fax no. {HE5RHE E-mail address ZB&E -

*Name of current employer

BifEe £+

Address of current employer (T ¥ it Office tel. no. /\&|&EEE

*JE AR Optional information

Details of accident ZF4NEE

Please state the following particulars of accident: :5#ltLL N ERIEHR! :

Date [ #j Time B am EF /pm [
Place of accident 44 3 B
How did it happen? ZE4M&E

Please describe the injuries sustained, indicating the part of the body injured and the type of injury (e.g. fracture, cut, bruise etc.)
M AGERAL R BAGES (A T ~ TG -~ AR )

Was the accident reported to the police? F#iEINGERHZE T#HAE 2 NO j8F [] YES A& [
If “YES’, please state name and address of the police station to which the accident was reported, the case reference no. and provide a copy of the

police statement. 411 " & > FEFIBAFTIEE ~ 2 BE > HEARIT AR I HAREIA -

Please list all doctor(s) or hospital(s) consulted and the date of consultation. 3551 -5k il ZoNR2 > Frass e fn 2 A K2 HE -

Name of doctor / hospital Date of flrst consultation
Bk 1 Bbr i Wz HH
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Others HAtr&¥k}

No. of work hours per week (if applicable) & FEHI T{EZ/ D/ Ntk (A )
Percentage of clerical work and manual work (if applicable) =& T{EFIR% ) TAEFTIEELE] (2@ )
Any concurrent claim about this disability with other companies? 775 5k [ {578 RS [a) EAt fRfs A SR RE 2 NO )85 [ YES A [
If “YES’, please give the name of the company and the policy number. %175 » H5HHE/N B 458 5 (- B SREE

Name of witness 5 A4 Address ik
Notes 1. By furnishing this form the Company makes no admission of liability.

£ BIERRIFR AN EREIARIELE -
2. Claims will not be processed unless declaration and authorization are signed by the claimant.

AT AEZEHEZEH ARSIV RETHE -

Declaration and Authorization EBHH K Pz

1. 1/We declare that the above information is in all respect true and complete to the best of my/our knowledge and belief;

AN/ BATERBLIE LRI - SEAN / BTSRRI RS - EACEri s i B ae sl -

2. It is agreed that upon request by CMB Wing Lung Insurance Company Limited, I/we shall make a statutory declaration to re-affirm the
genuineness of all information contained in this claim form; and

A ERRAIR A FHRHARZER - AN/ HPREFEHERAREFFRNE B AT RN © &

3. |, the undersigned claimant, hereby authorize the parties concerned to disclose to CMB Wing Lung Insurance Company Limited or its
representative or its authorized loss adjusters any and all information with respect to my medical history regarding illness or injuries, my
claimed loss/damage under the above Section(s) and my full claim history with other insurance companies.

AN CPZRBHREN ) IREAERRA L AR A R A IR A S s AR SRR AR T fUE M — AR A AR LR
EIHE T HEA N ~ ZGHYHEE / HBRATE Rk AR N A R A SR A R IEACH -

4. 1/We believe that the facts stated in this claim form are true and correct. 1/We acknowledge that the Insurers will rely upon the information
supplied by me/the policyholder/the Insured, which I/we verily and honestly believe to be true and correct, in prosecuting or defending any
claims or proceedings in future, and the signatory/the policyholders/Insured under this policy, if so required by the Insurers, will be asked
and are bound to sign any court documents on the basis of information provided herein.

AN/ BIWEREREHFZNZEFTIYRET RN - AN/ BIFERERE A S EIREAN / RERFA A / 2R AFTREHY
B AN/ TR EHEZ E SRR ENIER) - (FARIAETERRE TR RaTaAME P 2 - B AEIEK - A%
BN/ RERA N / 2R NG R E R B S BHE A R A 5Eaz T BRI 5 RS -

5. 1/We confirm that I/we have read and understood the CMB Wing Lung Insurance Company Limited Notice to Customers relating to the
Personal Data (Privacy) Ordinance attached in this Claim Form.

AN/ FefPIHER ERRENDE I S T A AR NS F N R R IR A TR A E] (B EA R (AR REVEGE RIS -

Signature of Insured =Z{% A\ %% Signature of claimant Z{E A %%
HKID card no. S {55:5520E HKID card no. E{55:55EHE
Date HH#f Date HHA
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Part1I - Attending physician statement (To be completed by the Insured’s attending doctor at the Insured’s cost)

FEMy - EeeRAwE MARZRAZ E2RAEE - MEAHAHZRART)

Full name of patient 375 A\ #:%4 Age Flig
HKID card no. S{57:55%E0E Sex M

Details of injury BESMFE

Date HHA Time B[ am F4 /pm [ 4
Place of accident E 44 BE

Please give the circumstances of the accident in detail. FEEEHliEZINEANM2E4: -

When is the first consultation date? Any external visible signs of bodily injury revealed at the first consultation? Please give details.
FRERZ BT ? GBI EIORREN » ZEEMUA G R IME ? SEr -

What is the exact diagnosis? {524 22T ?

Investigations, treatment, therapy and surgical procedures done: RZEZSNMEEZ 2 ~ J&E & FiiEE

Type of treatment given J&FFIEH Date given HHj

Has the patient previously suffered from this or similar condition or is it a recurrence of a previous injury or illness? DIfE{GEH & B FIEMZ &
THECEERS | ifE3 PNO J24 [J YES 5 [ If*YES’, pleasestate. 401 " 45, > 5&=ii Y]

Name of hospital (if hospitalized) B&f745E (205 EFE) Date of admission A7 HHH
Period of hospital confinement {F:fzEART Date of discharge ftfs HHA

Regarding the current condition of the injured, Ftf5&ERES > (555

1) Was there any functional limitation revealed (i.e. range of motion, weight bearing power etc.) B & EEYEAITHEE 2 &gt (402 EEN 2 0E
BHIESS > FREREIESE)
1) According to the occupation of the patient, please indicate the period of insured disability. #{53& 2 I%E @ HfaHHHER I HFES -

a) Inability to perform one or more duties from (YY/MM/DD) to (YY/MM/DD).
FREMESE sy 2 TAEH ES
b) Inability to perform each and every duty from (YY/MM/DD) to (YY/MM/DD).
PREE T EH 2 TAFH E)

c) Inwhat ways & how did the injury prevent the patient from his / her work / any occupation as indicated above (a & b)? Please give
details. EAGHEAA K EREPHBEGEESE Hill THF | Bk ? Sharil

Please indicate if the medical condition and its subsequent treatment are associated with the following: F5$5 4 s BB DL A RE -

NO/YES Congenital anomalies, infertility or sterilization NO/YES Routine medical check-up

&/ FRUAREEEN - FEIEFER N BTE R

NO/YES Under the influence of drugs or alcohol NO/YES Rest cure, rehabilitation, convalescence or extended care
o2 2 KE AR 2 g ~ (B SR

NO/YES Self-inflicted injuries or suicidal attempt while sane or insane NO/YES Psychiatric problem

T AT RS ERELE T 2 BERIRESE TR Oy~ G LS T

NO/YES Pregnancy conditions or any related complications

&1 BB S (B R

Signature of physician B&4: 2558 Hospital / physician stamp 2&f¢ / B&4EZ5E]
Qualification &JE Date signed %52 HHA
Clinic address of physician E¥z2#bit
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