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Note: By furnlshlng this form the Company makes no admission of Ilablllty riginal itemized bill(s) and supporting document(s) must be submltted together wit! thls form in order to avoid delay.
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Name of Clalmant Sex Age

Gl
Address
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ontact No. Fax No. : mail Address :

F N FE Particulars of Accident
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lease state: Tyt aE 4 1 Date Eij ] Time a.m./p.m.

*’LJE'H Place of Accident
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Describe exactly how accident occurred?
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escribe the nature and extent of injury

=k HE [Hf & Fer
ﬁfﬁj IF T T2 48 £ Amount :

lease state amount claimed
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Have you ever suffered this or similar condition or a recurrence of such previous related injury? A NO O HLYES O

TR ?“ﬁ.ﬁ[? If yes, please give full details.
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RemaE—s Ffease provide the supportlng documents e.g. accident report, police report, deatﬂh certificate and/or any relevant documents In he event of a traffic
accident, please provide documentary evidence from the police and/or a Traffic Accident Liability Confirmation Statement.

= ff"ﬁ[sl Consultation Information
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Name of Hospital : Name of Attending Medical Practitioner :
'.%%ifﬁ 1 [ 1 M7 Out-patient A" | Medical Expenses : RMB/HK$
Consultation Date : [ =k Hospitalization 4" | Medical Expenses : RMB/HK$
AR (FUFIE) T (F1/F)1)
Date of Admission (DIMYY) Date of Discharge (D/IMYY)
R =R ? :
Are you completely recovered? (' NO. O KYES O
PULERS - U S ,
Yy NO O LYES O
Have you presented all medical receipts? [ o *LYES

A %* P4 If No, please specify:
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Remarks: Please provide the original medical certificate issued by the attending medical practitioner (stating the nature and extent of injuries, diagnosis and the
treatments provided) and all original bills/receipts issued by the hospital concerned with detailed breakdown of costs/expenses.
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= ZR 4 B Declaration by the Attending Medical Practitioner
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| hereby certify that | have personally examined & treated (name of the injured) for the above injury and

details are as follows:
2 #rDiagnosis:

iF’p‘E"‘: Treatment:

A# il Result:
F=RLAVEUE [V B Is this pre-existing disease? A NO O *L YES O
¥ r,,iJ » ©1T T % 22 If yes, how long?
'F“L A EFE? |s condition congemtal'? ?\, NO O fL YES
574 [ Bl L ﬁ%}tﬂﬂﬂ Pt A NO O L YES
To the best of your knowledge are there any other factors that may have contributed to this accident? fi L

FOTRL Eﬁ FF If yes, please state specify
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Does this acadent result in Permanent Total Disablement of the claimant? |7‘, NO O L YES 0O
FOORL %}{Qﬁ F;ntfliﬁ;f, If yes, please provide the detailed medical report

& % 4% £, Name of Medical Practitioner(with stamp):
4 3% Signature: By Address /| &= i F‘F' Telephone :

Eléh COBEE | R SRR 2 GRS bV EPIF] Remarks : The attending medical practitioner may issue his own diagnosis report.

H P& Other Insurance
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Any other policy is coverlng the expenses involved? ?\, NO 0O kL YES O

FOTRL ?fﬁ*j? If yes, please give full details
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Name of Insurance Company Policy No.

ﬁpjﬂé_t : ﬁ?ﬁﬁfﬁlg‘fﬁﬂq& Bilﬁﬁﬁﬁﬁfu{ﬁﬁw ¥ Remarks: please attach copy of policy & discharge receipt
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| hereby warrant the truth of the above statements and declare that | have not withheld any material information connected with this claim.
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| hereby authorize any hospltal medical practitioner or ot er person who has attended or examined me, government department, other organization or person, to furnish to CHINA TAIPING

INSURANCE (HK) COMPANY LIMITED or its authorized representative, partial or all information with respect to any accidental injury, medical history, medical report and the relevant documents,

accident report and police report. A Photostat copy of this authorization shall be considered as effective and valid as the original.
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Rote In order not to prejudice your clalm, please complete Ihls Claim Form with signature and submit full documentation within stated deadlme in the policy in person or
post to Accident & Health Department at below address.
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