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PERSONAL ACCIDENT CLAIM FORM BA B/ RERE

1 AH quesilons must be answered If not appl cable wr:te "n/a"
FrEMBaEFE - MRERE  IBEE [TER) -
2, The issue of this claim form is not an admission of {iability by QOBE Hongkong & Shanghai Insurance Lid.
Bt ESRERET AR E L WBERSER L RRAEEEEE -
3. If there is insufiicient space or further comment on any area is considered necessary, please use additional pages.
i&ﬁﬁﬁ-‘}[ﬁu%%? %@%"E"Wﬁﬂf&to

Policy no. i Name of the Insured

{RERE ¢ REHE .

Address

Hht

Heme st no. Gifice tel. no. Meohile tal. no.

{FERERET N RERE

Coentact Person Emait

BEEE h BEE

Occupation / business Present posrtion Presant salary
B TE BTN ¢ Fiﬁ.ﬁ‘rﬁﬁi

Employer's name, tel. no. and address
HBIE - BHEERE Lt

\ me S N SO PR fm |
/ f R EF T

Detailed description of aceident

BAEE

Nature & extent of injury

EEMNEREE

Have you ever praviousty met with simfiar accident or sustained with similar nature of injury? [ IYES®
FTEEETEEEGIEN ISR NS
If “Yes", please give details (including insurance claims). o T& ) - BIBEEREE RS -

The foliowing document{s}, if any, showld be attached with this olaim form:
M AREER — B T e

* Hospitalization period ceriificate {XfRIEERE: from F: to E:
* Sick leave certificate B IROAE: from FH: to &
¢ Receipts issued by registered doctor(s) g3 35 AP8E A B2 W2 1018 HKS 5 71
= Receipts issued by non-registered doctor(s) S3EETAEE 3 e EE: HKS

Are you fully recovered? BITETREERT LIYESE [INOT
if "No", please state whal treatmeni(s) that you are now recelving, 0 7 & 1+ BEHIHIRBEE 269 -

d to the police o hotit

Do
§a Fiﬁ"“%fﬁix"ﬁ‘ﬁ_’ﬁﬁﬁﬁﬂ’ﬁ&% %@%T?iﬁ ‘
Name & address of the polfce station / other authority reporied to R B H40H W HFRE S e

Report / reference no. Date of report
W/ EERE BEEM i /

Please attach the foliowing document(s) with this claim form BEREB MR o ER —G#ET

« Letter of consent EE
« Copies of repott from the police / authority and statement, i applicable A S S0 BBURBE 2B ETE R OIHEE ()
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report this case to your employer for emplovees' compensation claim? [IYES R
ST RSB RERE S RIEERY Onos

Was there any ofhier insurance (including employees' compensalion insurance} covering this accident ai the time of occurrance? [ JYES#
EXEND IR REEEEGEEL RIEEHESMIEREY N E

if "Yes* please give details. I T2 - BIFEHEH -

Name of insurer Type of insurance

RELEEE R
Policy no. Clairn no.
REIRE: SRR

Claims amount received / claimable amount BIEN 2 IS €5 / TRHESL: HKS B 1

{ declare that the answers given above are true and complete to the best of my knowledge.

A BEEEH A EESEBEERERE -

| heraby authorize all physicians, hospitals, clinics, insurance companies or arganizations (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 Lid, or its represeritative all information and / or documents about the
insured person with reference 10 the incident, his / her other insurance tovers and / or insurance claim history, his / her bealth and medical history and any hospilalization,
advice, treatment, disease, injury or ailment, of attendance record. Such autherization shall survive me and be binding on my estate in any event even il | may be sufierng
from arny idrid of mental incapacity in so far as legally possivle, A Pholostatic copy of this autherization shall be as effective and wvalid as the original.
ARSI RS B B GROTIBESEREEA NS RBRAEENSE BEEEED) a2t RHRRBEELSTAAREREFEMRTRA
AT EEEEREE RIS BORRREREESREAES  BEIRMCERRE - ARK - 28 RE - £F - TEREFESLEEE - BES

i

EET  AEEEFET ARSI EARENER T EERORER  BEERAZBERRHRD - AEEE L REFRREN -

HK 1.D. ne. Signature of the patient
EBRHE RAHEE

Date

HE

. {To.be complats :clairmant’s iticnding phy mant’s i sxperiss AEE
IN RESPECT OF THE DISABILITY DESCRIBED ON THE CLAIM FORM & S8 S Sl 2 /%
Diagnosis 52 #f:

Are you the patient's regular physician? [ivesg Date of first consultation
HTETRAMBEREZZEE? GNOE Bk EEER

Date unfit for work Date fit for work (If uncertain, please estimate)
BB A LE RN EEE - RERED

if there is & prior history of same or similar condition, please give details.
WIE BB E S IREEE - BT -

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

fro to
{state beefly the nature of duties required B ERAVEHEIEER) i Z:

FCERTIFY that to the best of my knowledge the foregeing statements are correct,
SHERERSE AR AETH - LI EPRNISREIERE -

Doclor's name
33

CQualification{s)
B

Address
ficaTie

Tel ne.
Date Chop & signature
21k GVER R R

PERSONAL INFORMATION COLLECTION STATEMENT WS {5 A a2
The information you provide to us 1 collecied to enable us to carry on insurance business and may be used for the purpose of any insurance or linancial related product or
service or any alierations, variations, cenceftation or renewsl of such product or service; any claim or investigation or analysis of such claim; and axergising any right of subrogation,
and may be transferred to 1) any related company or any other company carrying on ISUrANCe or reinsurance redated busingss or an intermediary of & claims or investigation or
other service provider providing services relevant ta 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 of refated purpeses or fo eriable the Faderation to carry out iis reguistory Junctions or such
other functions that may be assigned o the Federation from time {o time and are reasenably recuired 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, Mareover, we are hereby authorized to obtain access fo and/or to verify any of
yaur 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
cancerning vourself heid by us. Requests for such agcess can be made in wriling to the General Administration Officer, QBE Hongkong & Shanghal inswrance Limited, 17/F,
Warwick House, West Wing, Tatkeo Place, 973 King's Road, Guany Bay, Hong Kong {Telephone: 2877 8488, Fax: 3607 0300}
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