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PARTI 57— #[(7

In order to help us process your claim promptly, this form must be completed by Insured / Claimant, and please returned to the Company within 20days from the end

of waiting period with original sick leave certificate.

INDIVIDUAL ACCIENDT CLAIM FORM
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Insured’s Particulars BEfR{& * T¥E

Policy No. : Name of Insured : Age/Sex I. D. Number

i HRRiSA Pplfa ~ 1t F R VIR

Claimed Benefit(s) (please tick) = {#f i [ 4]l (%ﬂ[] B B

Case Type Eﬁ EEEEE]E

feI™ ?JF‘,BTH'—“%L%‘IFI 1557 ?Vg )it

(] posdc mia (] J[Iﬁn 9 = fin VR R [] New Claim i-*#f# [ ] Further Claim F| "% 3 (if
LI Pt Cppg e [ A ao e [] Pending c1a1m g [ ] Review/ Appeal Fi / ity
Mailing Address : Contact Phone No.
Sl bR R
Accident Particulars i 9} F {5
1.When and where did the accident occur ? L. At on
AR ~ P R : :
Bt F -~ R ISR = AM/PM (1 7/ 7) YY/MM/DD (& /7]/FT)
Place
2. How did it occur ? Please describe in detail. 2.
R BVESNECIR bw’ixﬁf‘!lﬁ
3. (a) Which part of body was injured ? 3.(a)
A J/Fgﬁﬁ@
(b) Type of injury ? (b)
LR
4. (a) How long have if you been/be away from work after disability ? 4. (a) From to
S e T (R 1Y i YY/MM/DD (F/E|/FT) YY/MM/DD (& /£]/F1)
(b) Date on which you returned to work ? (b) On
PHTRED = W YY/MM/DD (F/E[/FT)
5. Date on which you expect to return to work if you have not already done so ? | 5.
A 2 SR - 18I SR B R [
6. Are you making a claim under any insurance policy for the same accident ? 6. [ Yes L [] No 7\
If yes, please state : name of the insurance company and policy number
Fé‘ BRI AR |FJ-E[ b s Fil %A 2 Please specify :
UPRL, % Lﬁlﬂua, Fil €78 Bl HARIBE iR
Employment Particulars o 2%YR|
7. Present occupation & exact nature of occupation duties 7.
(if more than one, state all)
giﬂﬁ?@'i Eﬁf’%ﬁ»%;ﬂ (I e % N113))
8. Name, address and telephone no. of business or employer 8.
SRR 678 - B
9. Did you file a medical leave certiﬁcate to your employer ? 9. [] Yes L [] No 7\
P ST R P S IH&‘%F'F
10. Did you submit a claim for workmen’s compensation for this accident ? 10. [] Yes fL [ ] No F;




Treatment Particulars 3¢ §E{5

11. Details of hospitals confined or'physicians consulted for the inj ury (Please attach discharge note)

? [l i) S AT ?'?J/Fkl%p&?irlf (?‘ﬁﬁ\ H;ﬁ%‘—ﬂq?;)

Name of Physician(s) &/or Hospital(s) % /g% £7 Address(es) P Date of Consultation(s) &/or Period of Confinement(s) HiEgZ/ (= [ | 1H#

Declaration and Authorization BHPH % $2f#E

DECLARATION

I/WE HEREBY DECLARE AND AGREE on behalf of myself/the Insured and all Covered Person(s) and other Persons referred to in this claim form (“Relevant Persons™) that (1) all the foregoing statements and answers to all questions whether or not
written by my own hand are to the best of my knowledge and belief complete and true; I/we also understand that in the event of doubt as to whether a fact is material, it should be disclosed here. (2) the Company is not bound by any statement which I/'we
may have made to any person if not written or printed here. (3) any personal data of the Relevant Persons collected or held by the Company (whether contained herein or otherwise obtained), may be used in connection with matching for whatever
purpose(whether or not with a view to taking any adverse action against the Relevant Persons) with such other personal data and/or may be held, used, stored, disclosed, released and transferred (whether within or outside Hong Kong) to such persons
as the Company may consider necessary including without limitation any of its affiliated companies, or any other company carrying on insurance or reinsurance related business or any intermediary or claims investigator or other service provider
providing services relevant to insurance business or professional advisor or any association or government authority or federation of insurance companies that exists or is formed from time to time or any individual/organization associated with the
Company or any selected party as the Company may consider necessary whether local or overseas for the purpose of (i) any insurance or financial related product or service or any addition, alteration, variation, cancellation, renewal or reinstatement of
them (ii) any scope of insurance coverage, claim processing and analysis of it (iii) process and deal with this claim and/or underwrite and evaluate any other existing policies and/or application for insurance (iv) provide all services related to this claim
and underwrite and evaluate any other existing policies and/or application for insurance and promote, improve and further promotion of services by the Company and its affiliated companies (v) direct marketing and data matching (vi) communicate with
the Relevant Persons for any other purpose and/or comply with the laws of any applicable jurisdiction.

If the Relevant Persons fail to provide any information requested in this claim form, it may result in the Company’s inability to process and deal with this claim.

I/WE declare and agree that I/we have the full authority from and consent of the Relevant Persons to make the above declarations and agreements.

The Relevant Persons have the right under the Personal Data (Privacy) Ordinance to request access to and correct any of the personal data held by the Company concerning the Relevant Persons. Any request may be made in writing and addressed to
the head of the Claims Department of China Life Insurance Co., Ltd. (Macau Branch) at Avenida dr, Rodrigo Rodrigues , No. 338 15 Andar, Edificio do Grupo de Seguros da China Macau. I/we further understand that a reasonable fee may be charged
for such request.
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AUTHORIZATION

I/WE HEREBY AUTHORIZE on behalf of myself/the Insured and all Covered Person(s) (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, or other organization, institution or person,
that has any records or knowledge of me/the Insured or any of the Covered Person(s) and who has attended or may hereafier attend myself/the Insured and any of the Covered Person(s) to disclose, release and transfer such information to China Life
Insurance Company Ltd.; (2) China Life Insurance Company Ltd. or any of its appointed medical examiners or laboratories to perform the necessary medical ssment and tests to evaluate the health status of myself/the Insured or any Covered Person(s)
in relation to this claim. This authorization shall bind the successors and assignees of me/the Insured and remains valid notwithstanding death or incapacity. A photostatic copy of this authorization shall be as valid as the original.

I/WE declare and agree that I/we have the full authority from and consent of the Insured and all Covered Persons to make the above authorizations.

h M TR R T PR A (1) TR E - P - B~ P (MR ST - IS - i PR - A - e e Jf‘f‘i‘ R R M
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Dated at on
P Place Tt YY/MM/DD Signature of Agent/Witness  Signature of Insured  Signature of Owner/Claimant (if other than insured)

B Eyans P PVpdE - a PLfplba - A (R TRl /I~ @t (U7 *)

Remarks : This declaration and authorization must be signed by the Insured. If the Insured is a minor, the Insured’s parent/legal guardian can sign on his/her behalf.
R PR ATHI R A E BRI S B R A W -
In the event of[he Insured is physlcally mcapacltated and prevent from signing, PART I may be signed by a close relative or other representative authorized by the Insured.

IETRR * PR T B R O i SR A

Please complete if the signature is not given by the Insured. ¥ &% H B R E ~ - ﬁ%*ﬁ;ﬁ fefllng i

Name (in block letter) Relationship with Insured :

i £ (A D) R T

Suggested Checklist F %2 ¥ fi

* Please write down the correct Insured name & policy number. SfilFE H1" ’FT: e~ g WJEF f}’?ﬁﬁ’}‘:
* Please complete all the questions in Part 1. [P35 H57E | f '@B S fE FAT

* Please ensure Part II to be completed by a registered doctor FA:H%@ AT L B f;_:tF‘JE 73

% Please attach the original sick leave certificate. If need to return please tick * YES” %Q il 'Fj'f A ' 'J 55l Sﬂ,ﬁ%ﬁ?‘ R E v B [ YES fL
* Please attach discharge note, if any. %&1 NG| _F“ g™ 1)

* Please attach the certificate of compensatlon assessment, if any. T 557 g PR E T EEE lﬁ,ﬂ P S (P = )

* Please attach the employer’s confirmation, if any. %Q\Jﬂ"éj Jﬁ[ﬂiﬁg il ?; s (Oragn ?f{)

* Please make sure the signature of the Insured / owner is consistent with that in policy application. ﬁ%fp%[ﬁi,l‘ (R Ra=a I [ﬁfj‘ I BB — o
For Agent’s / Witness’s Use only 73 Ei/fL5E * Hi®'|
I believe that the answers given above are true to the best of my fmowledge &FM AN A Rk e ﬁ?f:"[‘ G
Documents attached with this claim form == I%&%ﬁ SEHEVYF
. [] Sick leave certificate from to
Gt al YY/MM/DD (¥ /£]/[ 1) ES YY/MM/DD (¥ /£]/[ 1)

2. [] Other(s) £ {4 :

Signature of Agent/Witness Name of Agent/Witness (in block letter) Agent Code & Region (if any) Date (YY/MM/DD)
S UL N EH FVELE A £ (LA D SR O BRSO ) I G L




ATTENDING PHYSICIAN’S STATEMENT EZ# 4 QEBF“ =

PARTII 37~ Iﬁﬂ (7

Fl

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.

i%;‘rﬁuﬁpﬁh’@,w\m IS El;al,l,‘i‘gj% ’\?};Fﬁ [/fﬂi:ti—l II%%EJF—'@ I” 7 .ﬁ/\ﬁ

DT fri o B A -

Full name of Patient ”ﬁ Mg

Age/Sex F 5/ 1% ]|

rri=zen,

L. D. Number £} {7jser5HE

(b) If yes, please give details (such as suturing, physiotherapy, type of dressing,
ete.) J[ELH - ﬁ?i?[ﬁ (Upadsrt ~ PIENE > TR e BRI

(b) Date [

1. Date of Accident. 1.
HOt AR F At on
Ve AM/PM kT /T YY/MM/DD = /%[/F!
2. Date of first consultation for this injury. 2.
T E TV SRS ] At on
e AM/PM FT1 /%1 YY/MM/DD = /F|/}!
3. Dates of subsequent consultations for this injury. 3.
=PV E F%J%JJ/ =z F‘?Wﬁ?’; > ifi@‘tﬁ 1]
4. (a) Cause of accident. #HiJf5E %+ I FIN 4. (a)
(b) State part of body injured. ~fi~> pr?ﬁ [ik (b)
(c) Type and extent of injury. = {FRE [ F # % ©
(e) Is there any evidence of a visible contusion, an accident cut or wound of the (e [ Yes L [] No ¢ f 1
exterior of the body at your 1st consultation ? If yes, please describe in please describe ﬁ%‘ﬁ?’ﬁﬁ
detail.
TSR B S HEE R LY AP G
5. Present condition of injury. fﬂﬂﬁ R l'%—f}‘['ﬁiw 5.
6. (a) Is there any treatment administered ? T JF‘, 0 iF"[‘v’?t 6.(a) [ ] Yes kL [ ] No F‘,

Treatment jF' o

7.(a) Any other physicians who treated Insured for the same injury ?
Ffplfa ~FERL ] P I ) RO MR R

(b) If yes, please give U[ifl. » ﬁ%ﬁéﬁ'ﬂ

[] Yes fL

Name(s) 14 £ Telephone No. & Address(es) ?f‘ﬁ{,b“ﬂ i

[ ] No \ [ ] Unknown THLE

Approximate Date(s) VA

213

8. Is hospitalization required? If yes, please state

]: 1 |-| E‘ L B%:?(FI}?: L%v%’iﬁgj[ﬁ
(a) which hospital ? [F— [LfR%
(b) Date of admission to hospital * [ [ I

(c) Date of discharge from hospital ‘[ [ I

8. [ ] Yes flL

(2)

DNO‘

(b)On

(YY/MM/DD = /E]/FT)

(c) On it

(YY/MM/DD = /E]/FT)




9. Did injury require: (If yes, please give details) 9.
RPTFRHE S ISR AR P

(a) X-rays? XA 1}%@ (@ [] Yes kL
(b) Special Diagnostic procedures? 4 |7 #i# - (b) [] Yes hL
(c) Surgery? = f*u‘ﬂ“f[@‘: (¢) ] Yes fL

If any of the above is yes, please give details. J|I_Ft (=~ ZfikL > ﬁﬁﬁ%f'ﬂ?ﬂﬁ

[ ] No F‘,
[ ] No F‘,
[ ] No F‘,

10. Was such injury induced from or effected by any of the following which 10.
may contributed to the accident and/or lengthen the period of disability ?
s Ii‘uf‘cf\{ RS0 21 [ H R AL 9 /R

kaf' Fﬁf

(a) Physical defects / congenital anomaly E'j/‘ﬁ%%%/ LAl F’J @ [ Yes kL
(b) Unfavourable past medical history iﬂ}f}j\ﬂliﬁiﬁlﬂ{ﬁ\]?'% () [] Yes kL
(c) Degenerative changes 3L 47~ (©) [] Yes fL

(d) By drugs or alcohol BEPIES I 1fF (d) [] Yes kL [ ] No F‘,
If any of the above is yes, please give details. J[1 == {7~ fikL - % F'F ?E
11. (a) Wa,s_healing corjlpligated ? o 11.(a) [ ] Yes KL [ ] No 7\
MBI TS P
(b) If so, state why & any special treatment given.
UL :tF'F PR ERA LY R il
12. Bearing in mind the patient’s occupation as stated overleaf, do you feel that 12. at Ist consultation #*Fj- F ﬁ [] Yes | [] No F'
the injuries would have prevented him/her from working ?
) W N
H‘z"? kjfl\%drﬁ‘ [_tgﬁ} jﬁ&i , far ;utr ”_-ﬁ_xh ELIH’ AT If‘l }?J/%?BBE at last consultation ﬁ\ F Ef I:‘ Yes EJ l:‘ No fl
o w fe
BELYE Sick Leave from to
Jﬁ[ﬂiiﬁﬂfjﬂl (YY/MM/DD F/E]/f1) 2= (YY/MM/DD = /E[/[1)
13. If an absence from work of more than two weeks was necessary, please 13.

describe in details the reasons why you feel the patient could not return to
work earlier.

YT I)—%IHX-(EJJETF AR - 2 B )
[N . :

14. Additional information which you feel will help the assessment of this claim. | 14.
(Example, complication or similar condition before)
PRI EPSREgE VR - 1R e 2 Il (R e
SRS ATV PRNED

I hereby certify that having personally examined and treated the above named patient for the above disability and that the facts as given above present my option of

his/her condition.
S A S I, swft e T GRS A R fF?c]?,:%% VRV A ¢ SRR S AN e R L -
I declare and agree to make the “Declaration” on Part I of this cﬁalm form.

+ B [ Jﬁnlf—%‘dfl 197 ey “wp V- ‘L”JI‘J”rﬁ' °

Signed : Name of physician (with stamp) :
] P I € Gl )
Qualification / Registered No. : Address :

H T | PR i
Date : Telephone No. :
g it

For identity purpose, the Insured must sign below in the presence of the Physician :
PRREGEV] > BEipbe o TR R

Date : Signature of Insured. :

F1i] PLfplle * g




