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ABEIRERE PERSONAL ACCIDENT CLAIM FORM
ATOERESREERMTRER ARBLIEGRAZMIERER, FEAS —REMT -
It is important that a complete answer be given to every question. If insufficient space is provided for
your answers please continue on a separate sheet.
{REEZLFE POLICY NUMBER
[ |
— IRRABLREIFB A - Insured or Policyholder |
2% Full Name
Bl it Postal Address
EBEEYENE Tel. No. BEEHER Fax No.
E#E Ml Email Address @
Ba4g A Contact Person
[ |
—| SEB4/ER{ES - Injured Person |
Z & Full Name F# Age
/ Em / X B .
STUDENT TEACHER / CLERICAL STAFF OTHERS '
|
— E5MsE1E - Accident |
B #8 Date B Time EFITF* am/pm*
2 Place
FEEE AR BAE AM 3@ State fully what happened
]
*MEFEMA%E *DELETE AS REQUIRED CL8-10/05

CMB Wing Lung Insurance Company Limited

18/ F, China Merchants Plaza, 303 Des Voeux Road Central, Hong Kong
BEKEREBRAS

EREHEPIKBEBEES18IE

Tel E5%: 2830 55565 Fax f§H: 2526 7045

Web Site #81lt: www.cmbwinglunginsurance.com



—| &{BIAEH - Nature of Claim |

|| ssmmm Medical expenses [ ] vEnoRstxEm
Chinese bonesetter / acupuncturist treatment expenses

— ZBER - Injury |

Z S E Nature of injury

ZEZERLEREEZZEMOUIREEERS - =/ 8"
Has he/she previously suffered from an injury to the same part? YES/NO*

W, s If YES, please give details :

FEdsug Attt Name and address of the Doctor attending the injured person:
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SIS E KBRS ZEBAE - Is he/she the injured person's usual doctor? 2/8* YES/NO*

se® 182 Has the insured person fully recovered? 2/8* YES/NO*
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&l IfNO, please give details :

— Efth{RpE st #i{E - Other Insurance or Compensation |

ZEELEEREERNEEMERZEREMRBITEIRENERZHMRIF ZHIE - B2IB*
Is the injured person claiming under any other insurance or receiving compensation YES/NO*

from any other source?

N2 5E e (VNGB

If YES, give details : Name of Insurer
REGTELE REESRES
Class of Insurance Policy No.
EREEH(EE)

Amount Claimed(HKS)

—| &B8f - Declaration |

WME/EMEAA, A EFRIITEEE -
I/We declare that these particulars are true to the best of my/our knowledge and belief.

RBEEBEAEHGBIRG, XA EZUNT, IEBEXERBERAGEFGIIAFTELZFIABAEN ZFEN T4
BHRBREACEMEEFITERTFAERNBHICEARNEBERBUEREEETATREINCAE -

In accordance with the provisions of the Personal Data (Privacy) Ordinance of Hong Kong, by signing
below, I/we consent that the personal information collected or held by CMB Wing Lung Insurance
Company Limited (whether contained in this Application or otherwise obtained) is provided and may
be disclosed to individuals or organisations within or outside of Hong Kong for the purpose of
administration of claim or analysis of it.

BB NEE School Signature & Chop HHg Date

*MEAERAZF *DELETE AS REQUIRED

R Note:

1.
2.

3.
4.

EFHRBIEF LK QS RZFEREE - By submission of this form this Company makes no admission of liability.

EIEERCREREHEEANY EREEETHHEAZE LARRT) - Completed claim form together with supporting documents should be
forwarded to this Company within the time stipulated in the insurance policy.

KAATIREZSEHEEZZEEHRFER ° Claims will not be processed unless declaration is signed by the claimant.

EERZEENEMEBRANEE  FIREFMER NEASXHE o If you are claiming for reimbursement of medical or other expenses, full
details and documentary evidence must be provided.




