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‘We are pleased to get in touch should you have any enquiry regarding the captioned insurance. e
BHBERGFS
This printed form is forwarded on receipt of notice of an accident, and its being sent is in no way an admission of claim.
It, and the medical certificate annexed, must be completed and returned within Seven Days of Receipt.
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1. (a) Policy No. (b) Name #:4 (c) Age “Ej
PREASETS (d) H.K. 1.D. No. &35 ()85

2. Corresponding Address & 2f 41

Telephone No. LGRS

3. Present occupation st 2%

If more than one, state all
MW EFE L
Name, address, and business of employer

(REMSE - ik {73

4. State fully the particulars of the accident.
FHMEINZ
(@) Whendid it occur? (@ On The Day of 20 At a.m./p.m.
REE F A H I g
(b) Where did it occur? (b)
st L
(¢) How did it occur? (©)
WAL
(d) What were you doing at that time? (d)
EREEIEE
(e) Nature and extent of injuries-if arm or leg (e)
State if RIGHT or LEFT
2152 E WA 2GR A s

5. (a) Give name and address of the medical attendant who attended you (a)
for the accident.
2 kLA 4 2 A Bt HES IEA
(b) Is any surgical operation required due to this accident? If yes, state  (b)
clearly which part of the body is to be operated.

MRS BN AN Tl A BABE T (i

6. Were you under the influence of intoxicating liquors when the accident

occurred?
S REICT 4 2 1l R A
7. Have you ever beeen or are you at present assured in any other
Accident Company or Benefit Society?
State Name.
E‘l %E‘U%EE*S@Eﬁ%&ﬂ{%ﬁﬁt@%%{%ﬁ@ VR FILAE
i
8. (a) State the number of days you expect to be necessarily and entirely  To House [£5z H 1 To Hospital {35 HEA
confined to house or hospital, by doctor’s orders, as the sole and
direct result of the injuries sustained. FOP ot AYS  FOF ..o days
B8 AW R 2R (T A e R 2 % B H
From.... ..o From.... ..o
S| E|
0 e 0 e
ES) ESS
(b) State the name and address of the hospital you are confined to. (b)
Detailed hospital bills must be attached to this claim form to
substantiate your claim for hospital indemnity.
HEER B 2 B br A Rt BRI BB 2 AR B —DF 24 A
AE 2
9. (a) Are you at present attending to any portion of your business or @)
occupation? If so, state whether superintending or working.
BIRFRE S E— 00 TIF ST - (A rTREss 2 E M A T
fFEEC I
(b) Or are you totally disabled and confined to bed? (b)
HEE TR REITEIMER
10.  Quick Claims (Optional) {52 % (35E1E)
Quick Claims service is applicable to the policyholder only with claims amount of HK$5,000 or below. SRR AR 75 H 38 P A R 28 48K 2% A HKS$5,000 -
Bank Name Bank Account Number
ST TR SRATIR = 570%
WItNESS  (FEB AT A) ettt Signature of Insured (R B 1) oottt
AAAress  (HEHE) ..o Date (=02 ) I PPN

In the event of the assured being unable to sign the form, it should be filled up and signed by a near relative or other responsible person in charge of the assured during his disability.
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DECLARATION
I/WE SOLEMNLY DECLARE THAT TO THE BEST OF MY/OUR KNOWLEDGE AND BELIEF THE FOREGOING PARTICULARS ARE TRUE AND CORRECT IN EVERY
RESPECT.
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