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PERSONAL ACCIDENT CLAIM FORM B AE/NZERE

A. NOTES ' ZE18
1. All questions must be answered. If not applicable, write "n/a".
FIEMENSEES - TERE  FELE [TEA] -
2. The issue of this claim form is not an admission of liability by QBE Hongkong & Shanghai Insurance Ltd.
BHURERBFRI FRKRELWBRREERARAZIEATEE -

3. If there is insufficient space or further comment on any area is considered necessary, please use additional pages.
EERERNNNETE - FEBERWMEL -

B. DETAILS OF THE INSURED R E & ¥}

Policy no. Name of the insured

REETRAS ¢ REHE :

Address

ok

Home tel. no. Office tel. no. Mobile tel. no.
FEEE : PAEEH : MENERE ¢
Contact Person Email

BIRAMS B :

Occupation / business Present posmon Present salary
e ETE IR R BIFEFHS .

Employer’s name, tel. no. and address

BEEME - BEEHER ML

C. ACCIDENT DETAILS EshE R

Date Time am/pm
HE: / / B EFITHF
Detailed description of accident

BONFEE

Nature & extent of injury
ZEMERREE !

Have you ever previously met with similar accident or sustained with similar nature of injury? []YES2
MTBEETELEUZEANRIEE? [INO&
If "Yes", please give details (including insurance claims). 20 "2 & FRHEH (BIFRERE -

The following document(s), if any, should be attached with this claim form:
A RER R Z X HNH):

* Hospitalization period certificate {£pzz5BF=: from g: to E:
¢ Sick leave certificate fH{E2:5RF 2 from g: to E:
* Receipts issued by registered doctor(s) Hi:AfZ& 4 25 H 2 INIE: HK$ &t
* Receipts issued by non-registered doctor(s) F3EEEAFEE 4 55 H 2 Igi5: HK$ &t
Are you fully recovered? BT EXEi&ER? [JYESE [INOE

If "No", please state what treatment(s) that you are now receiving. 1 "' & | & FBAREBIRAFES ZAE -

D. DETAILS OF THE POLICE OR OTHER AUTHORITY % 75 s H 1th 45 B Bk T 1 5 6L
If the case was reported to the police or other authority, flease provide the following information.

EBHERELEH S EMERBUTHKE  BFEBTIIER
Name & address of the police station /other authority reported to {RREE R H B BBUTHIE 2Bt

Re ort / reference no. Date of report
EPR -E WEAH : / /
Please attach the followmg document(s) with this claim form EE R L T X EILERFR—HHER :
- Letter of consent @& &
- Copies of report from the police / authority and statement, if applicable B 5 £t EBBAKE 2 REXHROEBEER (WEA)




E. OTHER INSURANCE DETAILS E {7 k& ¥}

T EERESREIRESHURRESHERE?

Do you also report this case to your employer for employees' compensation claim? [] YES 2

CONo&

ERBNBERET ﬂﬂ%4€ﬁftt1%3ﬁ2{%ﬁa(ﬁ%féa%ﬂs{%ﬁﬁﬁ
If "Yes", please give details. 21 " & BIEMER -

Name of insurer

Was there any other insurance (including employees' compensation insurance) covering this accident at the time of occurrence? [] YES 2

ONO&E

Type of msurance

L NGIER RIpES
Policy no. Claim no.
RESRAS: RIG RIS

Claims amount received / claimable amount S HY 2 851E £ 48 / A RIES£%E: HKS Bt

F. DECLARATION & AUTHORIZATION EM K 2

| declare that the answers given above are true and complete to the best of my knowledge.
RABEZERAAFN » LIRS EIBERTHE ©

| hereby authorize all physicians, hospitals, clinics, insurance companies or organizations (including employers) that have any records or knowledge of the insured person
or his / her medical and health conditions to disclose to QBE Hongkong & Shanghai Insurance Ltd. or its representative all information and / or documents about the
insured person with reference to the incident, his / her other insurance covers and / or insurance claim history, his / her health and medical history and any hospitalization,
advice, treatment, disease, injury or ailment, or attendance record. Such authorization shall survive me and be binding on my estate in any event even if | may be suffering
from any kind of mental mcapacﬂy in so far as legally possible. A Photostatic copy of this authonzahon shall be as effective and valid as the original.
RAEREEREEE - Bl - 277 RBARAIEEFHAZIRAENREBRNERCLEHE(ERET)  AELHBERREERABAIERRKERRESZIRA
WRBINZFEBRERR / B30 - MR RERRERFERE BIEZRER ﬁf—&f‘)‘* o (EA{ERT - DM~ SAE - KR 2ESERRLBREE o MEE
ErArT - ZQS&E?TEZFA%E&‘EE{IHEF“E’J#EwTﬁiéémf’&ﬁx& ' I%TZFAZ;EFEﬁ%’]ijJ LREE 2 EMUT\J%?E%Z °

HK'I.D. no. Signature of the patient
EBGME BAKE

Date

HE :

G. ATTENDING PHYSICIAN’S STATEMENT £ B4 EHE

(To be completed by the claimant’s attending physician at the claimant’s own expense WWZBHEFREACELBEES  FiREAHBAEBREABITRIE)
IN RESPECT OF THE DISABILITY DESCRIBED ON THE CLAIM FORM % FAZR{ERERIEILZ 8%
Diagnosis :2[f:

Are you the patlent's regular physician? []YES 2 Date of first consultation
HTEERARERZ2ELE? ONo&E BRKEE BER:

Date unfit for work Date fit for work (If uncertaln please estimate)
ARBREE: S8 T IR - SEEED:

If there is a prior history of same or similar condition, please give details.
e BB MRLFELIRE - BFMERR -

In my opinion the patient is / was totally disabled from engaging in his usual occupation as
AARBRATZTEEEBEUTIEEEMA

from to
(state briefly the nature of duties required fSLEKAIREF14E) M E=H
| CERTIFY that to the best of my knowledge the foregoing statements are correct.
SEERBFAAN ARTAD » L PRt B IE 7 -
Doctor's name
BEEne:
Qualification(s)

&R

Address
Hhif:

Tel no.
B

Date Chop &

ignature
B MEREE:

PERSONAL INFORMATION COLLECTION STATEMENT Wt 518 A & 15 85

The information you provide to us is collected to enable us to carry on insurance business and may be used for the purpose of any insurance or financial related product or
service or any alterations, variations, cancellation or renewal of such product or service; any claim or investigation or analysis of such claim; and exercising any right of subrogation,
and may be transferred to 1) 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; 2) any association, federation or similar organization of insurance
companies (“Federation”) that exists or is formed from time to time for any of the above or related purposes or to enable the Federation to carry out its regulatory functions or such
other functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the Federation,
and 3) any members of the Federation by the Federation for any of the above or related purposes. Moreover, we are hereby authorized to obtain access to and/or to verify any of
your data with the information collected by the Federation from the insurance industry. You have the right to obtain access to and to request correction of any personal information
concerning yourself held by us. Requests for such access can be made in writing to the General Administration Officer, QBE Hongkong & Shanghai Insurance Limited, 17/F,
Warwick House, West Wing, Taikoo Place, 979 King’s Road, Quarry Bay, Hong Kong (Telephone: 2877 8488, Fax: 3607 0300)

BETRENER @ AAQRRMRBERAE  YARERR | FMRRBRIGBEENERRRYE  IZSEQRRBNEMER - #F - BUS  SURE  REMRE ﬁ;ﬁ%?f&“ﬂ@%ﬁﬂﬁéﬁiﬁ_
M SATEEEARAAEZA » LLEEHR  RATREBET ‘% .’cﬂﬁ BHAR  RAEMEAEBRENBREGENDE « REREEBERBHTPN A‘i?faiﬁﬁﬁﬁ{ﬁﬂﬁﬁ}mﬁ%% BUZBE Ll
SEREH ; 2) BERTRALNEMRIEA AHE e Zﬁxﬁﬂﬁﬁ% (a) - DEIEALAREREEN  RAEHERTHEERE ‘RE( RRBERFAHESENFEM AR ESEE
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