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lease complete thEs claim form in full. Ifspace prowded for youpanswers is insufficient, please continue on a separate sheet.
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The issue of this claim for is not an admission of liability on the part of the Company
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Name & I.D. no. of the Insured
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Date of birth / Sex / PM - #F
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Correspondenceaddress
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ephone no. Office/Residence

Occupation

CESCL AR E S EeE

Name, address and business of employer
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leasestate : Date 1)
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Time a.m./p.m.
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Place ofaccident

2) Y A | nE
Describe exactly how accident happened and what you were doing at the time? 2)
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escrlbe the nature and extent of the injuries you sustained thereby 3)
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Name of Witness of accident (if any) 4)
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ephone no.
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Address
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Give name and address of the Doctor attending you for these injuries 5)a)
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Is he your usual MedicaIAttendant? Yes No
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Has any other Doctor been consulted? Yes o]
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Any further treatment(s) required? Yes Iilo
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Have you ceased work after the accident? Yes Iilo
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If yes, when” b)
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Date on which you returned to work? c)
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Date on which you expect to return to work if you have not already done so 7)
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If after you return to work you were notimmediately able to perform all your duties, indicate
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Date of your return to work 8)a)
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Details of duties you were notimmediately able to perform b)
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ate on whlch you were f inally able to perform all your duties o]
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Are you insured W|th any otheri |nsurance company for accident benefits? Yes Itlo
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DECLARATION AND ATHOURIZATION

I/We hereby declare that to the best of my/our knowledge and belief the above statement and particulars contained herein are in all respects true and complete and are made without reservation
ofanykind. I/We agree that any of my/our/the Insured's personal information collected or held by AXA General Insurance Hong Kong Limited (whether contained in this claim form or otherwise
obtained)is provided and may be held, used and disclosed by the Company to individuals/organization associated with the Company or any selected third party (within or outside Hong Kong,
including reinsurance and claim investigation companies and industry associations/federations and other service provider providing services relevant to insurance business) for the purpose of
processingthisclaim.

I/We further authorize any organization, institute or individual that has any records or knowledge or my/our/the Insured's health and medical history or any treatment or advice and
that has been or may hereafter be consulted to disclose to AXA General Insurance Hong Kong Limited on its authorized representatives such information which is/are relevant to the
settling of this claim and/or the Insurer's rights of recovery. This authorization shall bind my/our/the Insured's successors and assigns and remain valid notwithstanding my/our/the
Insured's death orincapacity in so far as legally possible. A photostat of this authorization shall be considered as effective and valid as the original.
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Date Insured'ssignature
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Certificate Of Medical Attendant

No claims can be admitted unless medical certificate from a duly qualified and registered medical practitioner on the form below be furnished at the
expense of the Insured.

Patient'sname Identity Card no. Age
1) Date of accident 1)
2) Cause of injury 2)
3) Partofthe body injured 3)
4) Nature and extent of the injuries (Describe complications, if any) 4)
5) Isthe condition due to pregnancy? 5)
6) Date on which the patient first consulted you for this condition 6)
7) State whether there is evidence of a visible bruise or wound at 1st consultation 7)
8) Treatmentgiven (e.g. suturing, physiotherapy, type of dressing etc.) 8)
Date
Time
Treatment
9) Didinjury require (If yes, please give details) 9)
No Yes
a)Hospitalization? Ll L] Dateadmitted
Date discharged
b)X-rays? L] L]
c) Special diagnostic procedures? ] ]
d)Surgery? ] ]
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10) Bearingin mindthe patients's occupation as stated overleaf, doyoufeel thatthe 10)

injuries would have prevented him/her from performing his/her duties? No Yes

a) Totalandabsolutelydisabled(unable
Ifyes, please give details 4 4 ) Y (

to work)

from to

b) Partiallydisabled

from to

11) Give details of any circumstances, such as physical impairments, medical 11)
history or intoxication which may have contributed to the accident and/or

lengthen the period of disability

12) Names and addresses of other doctors who have treated Insured for 12)

the sameinjury

Name

Address

Date

Ihereby certifythat|have personallyexamined/treatedthe Insuredforthe aboveinjuriesand thatthe factsas givenabove presentmy opinionofhis/hercondition.

Signed Name of Physician
Date Address

Tel. no.

Qualification

Foridentity purpose, the Claimant must sign below in the presence of the Physician

Date Claimant




