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ESMiE{E A5 2 ACCIDENT CLAIM FORM

fREF A ALEZ Name of Policyholder Z{RALEEZ Name of Insured {REEHRSE Policy No.

ZRAS DR/ #EIR5RES 1D, / Passport of Insured

fREEDP 7+ AZE ] INSURANCE INTERMEDIARY INFORMATION

RBR T A% Name of Insurance Intermediary

R A 4RSS Insurance Intermediary Code Mt 48 & 55 Contact No.

EZ’AX] IMPORTANT NOTE

- BMEBESARREE HOAENNEEN  SRANGREFBANREAVEEENHAETSEZIEE - Please complete this formin BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KBEFXRFAAZ "ARE L 8 "TEAT ) 2FRMIEFRIASRECEINRODERAET] - The expressions "the Company" or "our Company"
used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABREFRE-AIVDREAZRAGEFBEANREANER - TEREIERE_+RXRANELQBRE ZXHERERXARAT - Part | of this
form must be completed by Insured/Policyholder/Claimant and returned to the Company within 20 days from date of accident together with all original
documents.

- WRRAST\EFIUL  SRARFREFEALARBEBAZEARFER  URRAST/\EUT  KPBREAFREFEA
RERAZEGEEENEBREE - IRRAGREFEARGREARSZE  HEARBUARERARBERAET - WiIRHEAGKE
BH & 848 HE - If the insured is at or above age 18, the Insured and policyholder must complete and sign this form by his or her good self. If the insured is
under age 18, this form should be completed and signed by policyholder and the insured's legal guardian. In the event that the Insured/ policyholder is physically
incapacitated and prevented from signing, this form may be completed and signed by an immediate family member with relevant relationship proof and
physician's statement provided.

- ARRANREFBENREAUBEENZEE  WERA—NURBATURE REAZBABRRASHAREERRERFZENME
WABRFREZANS D ZA - Ifthe Insured/Policyholder/Claimant uses a signature stamp, it must be witnessed by a witness. The personal particulars
of the witness will only be used for the purpose of processing this claim and verifying and confirming the identity of the signatory of this form.

- SRANREFENRBAZEZENRBEKXNT Z4HE48E - The signature of the Insured / Policyholder / Claimant must be the same as the
Company's record.

- REBRENASRITEEZSWRARFBFRITARTA LT SUWE - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.

- WARTERN - FEE NORBP T ARSI RER AT E P IRIEELAR(852) 39995519 7Y - HZWRBAIBEXHFEFETEEEN
HERE 313 SJEEF’ B A KB 24 12 - Ifyou have any queries, please feel free to contact your insurance intermediary or our Customer Service Hotline
at (852) 3999 5519 for details. Completed form(s) and required document(s) should be sent to China Life Insurance (Overseas) Co. Ltd., 24/F, CLI Building,
313 Hennessy Road, Wan Chai, Hong Kong.

- ARTEEBRENILPRBER  UESFEBARTS R AT RKBFER - HEARLRT 4 www.chinalife.com.hk 218 K F & & Hhk
ZK = The Company has the right to update this form from time to time and to accept orto reject the form if the Company's requirements are not fulfilled. Please
visit our website www.chinalife.com.hk to view and download the latest version of the form.

- MPAIRABEMIEBHIARTZE - BLLPSIAR R EE - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

F—H8M - REENEZRA/REFAA/REAER)
PART | - PARTICULARS OF CLAIM(To be completed by Insured/Policyholder/Claimant)

A. Z{R AE PARTICULARS OF INSURED

1 ZBAEH KRR Age and Sex of Insured K48 EE Contact Phone No:

B. —A% &l GENERAL INFORMATION

1 R{E{RFELEE| Benefit(s) to claim

[ =412 % 2 A Accidental medical expenses reimbursement [0 =4S &4k 18 Accidental weekly income
[ =9MERE A B Accidental hospital income [ =9heeskpt a2 Accidental dismemberment
||

FEAFRE (B RBERA[ (RPEARKNBIMAL 2 RHBBRLR)

China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability)

HK-CL-ICLA03/202212-01 P.10f8



{REEARSE Policy No.

B. —f& &8 (4) GENERAL INFORMATION (Continued)
2 EIEHFFEERI Type of claims
[0 &% =& New Claim [0 === Further Claim [ 32852 Pending Claim [ =4t/ Review / Appeal
3 BETAEEREER—SHSREaEMFREATRE ? N2  BRUHZFRBAS BB RIFERS -

Did/Will you make a claim against any other insurance company for the same incident? If yes, please O 2ves O &No
indicate the name of insurance company and policy no..

REE/AS]BTE Name of Insurance Company {REESRAS Policy No.
4 ZEEPFEEOUIEAIZERIZR Request return of certified true copy receipt(s) O 2 Yes HEIE
C. E4Ms%15 ACCIDENT PARTICULARS
1 BIME4EHEARKASRE Dateandtimeofthe £ A H i %) EFIFF
accident Year Month Day Hour Minute AM/PM

2  EIMEEAEMNEE R 4238 Location and details of the accident

3 BHIABIIZESIMRISELER Please describe the part(s) of body injured and the type of injury

S~

B TEGIRE ? 1A - FFIRHELUTER Did you report to the police? If yes, please provide the following information
EZ 3 Police Station TEZE4R5% Case Reference No.

O 2 vYes O &nNo

7 A EEREES/RBEINRES/OAHA/EBAEESREAR -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
5 BTAERREIINCULSENEZ/EITEPEIEE ? Did you apply for compensation from Social Welfare Department / Labour Department for the
same accident?
O BN [O #F BEEHE4H/155205508 Yes - please provide Social Welfare Allowance / Labour Assessment Certificate

D. jAEER¥15 TREATMENT DETAILS

1 RAUERBINZEMRZZEENEERR(RTE - #iilk %5238 H 8f)Details of hospitals confined or physicians consulted for the injury(Name,
address and consultation date)
£ Year A Month H Day B24 /B2PT 2 78 Name of physician/hospital

| | | | | | | | | | |
B /Bt Address of physician/hospital

2 ZREAAERERPEBERIMNE 2 N5 - BYIESMNE RIRE 2 B RIS - Has the Insured taken an [0 5ves [1 25N
home leave during the hospital confinement? If yes, please state the starting and ending date and time. >
= H s i) EFITEF

F Year :
Month Day Hour Minute AM/PM

4h it B 8 K 5 & Starting date and time

R[5 H #5 % 5 Starting date and time

3 EMEZiAMBEEERBREZFESEANGRERAEANREANRBDR N ABEDR% - 5550882 - Is there any relationship between
the Registered Medical Practitioner / Medical Services Provider and the Insured /Policyholder /Claimant / Insurance Intermediary? If so, please
state the relationship.
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fREE#RI% Policy No.

E. Z{8E1 EMPLOYMENT PARTICULARS
1 /AS)/1&% %% Company/Employer Name EE A5 % Telephone No.

it Address

2 HEEUREEGESR—IERE, 558HFT A B 11K 15 =)Position and duties of present occupation (if more than one, please state all).

3 B TATEEELERR Did you file your sick leave application to employer? £ Year A Month H Day

O z5 N [ % Yes B3 From

ZTo

818 5 5 Resumed duty on

4 WMMEAREBD - FIRETEFHER EES - Ifyou are still on sick leave, please provide the expected date
-to resume duty.

FEET1E R B #3 Expected resumed duty on

F. #8773 0 PAYMENT METHOD

EMEREESRFEE-FEESMAR - RBERER  BEZETERTERAMRMEP T ABEIE - Please select one settlement options
for each claim submission. For any unspecified instruction, the payment will be issued by crossed cheque in HKD and delivered via Insurance Intermediary.
1 BE#)AER DIRECT CREDIT

[0 sz Fes
EREFAAN/MREBZEMNEEIRE O To aregistered Faster Payment System (FPS) account set up in Hong Kong held by the Policyholder/

#R172%8 Name of bank #R1T4RSH Bank No. > 1T#m5% Branch No. #RITRRE SRS Account No.

| 1 | | L | | | L | | | | | |
BRPFAALR(PY) WEABREFBA) IRPFHAAUREEY) WABREFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

D BIEFAER1T 28 ItF O TRANSFER TO HKD ACCOUNT IN LOCAL BANK*
EREFBEAREBRMIIAEITS O To a HKD account set up in Hong Kong held by the Policyholder

#8172 %8 Name of bank tR1T 4w 5% Bank No. 4T #m5% Branch No. #R1TERESRAS Account No.

L | | | L | | | L | | | | | |
RERBASR(FXY) WERRERBA) IRPRBALREX) (MWBARREFTBAN)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

D ZE[E TELEGRAPHIC TRANSFER*
B 58 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T & 16 B X #& - Please download related application form

from https://www.chinalife.com.hk/customer-service/forms-download/individual-claim

(*) &% Remark:

1. IRITIRPRBANERREFFAA - Bank Account Holder must be the Policyholder.

2. ERHRPEPXH  MHEBELPFEAURZ/ZERIRSIRBHVIRTT F/A4EZE - Bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.

3. MARBEAERBRIRITIRFHEAARBREFIANREATREBARELINBEISAR - AERIEFBGETZERLLEDL - If
there is insufficient information to identify the ownership of bank account belongs to the Policyholder/Claimant or direct credit is failed for any reason, the
payment will be issued by crossed cheque in HKD.
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fREE#RI% Policy No.

F. #8mM7A I (4)PAYMENT METHOD (Continued)

4, YEED TEER, HER - BEARLITEIE : Ifyou choose to receive the payment by  “FPS” | please note the following:
41. TEER,, FEARENEBSETNARBHNGRE  BERXSEH LRAEBITHARE 1,000,000 - “FPS” isonlyapplicable
to the payment in HKD or CNY. The maximum payment amount of “FPS” is HKD/CNY 1,000,000.
42 FIFRAREBHBIEEEANRAREEIRE - Please note that CNY currency is only applicable for CNY policy.
43 RBAMRAMEAL - WEATHYHBREE R " EER  MEMBVIRITIRE - BAEFIBFE B RIRTTE - Only applicable to the local
bank account which registration is completed successfully for “FPS” binding service. Please enquire to the relevant bank for application details.
44, ERIEREBSEEERNRITMAEZE - PHEAIGFLOBRIRITE® - The actual time to receive the payment may vary among banks.
Please enquire relevant bank before application.

5. WEEDL TEREAMIRIT ZETTEO ) ARNER - RERRAMRAIIAAEITE O - Ifyou choose to receive the payment by “Transfer to
HKD Account in Local Bank”, only applicable to the HKD bank account registered in local bank.

6. KNTEIEBEI N EBRALRRER - Our company reserves the right for final decision of the claims settiement option.
ARITEIARSZER HK LOCAL CROSSED CHEQUE

2
FEFREHEEIZ Preferred Settlement Currency
N , BEEEPBEASREB(BINRHBIRLASBAZEEZIRELE)

REEE®E Policy Currency O H L

ong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

RBIEERE D /0IEE Collect Cheque at Customer Service Centre in person

(NREESE PP L AEFHELSABEE  MREFAAGRTEHRENRE  RIBTEUZEREAZN  URREFAATRSMHEREN ST
REAQTNEEBEE L RIE P OUEISZE - ) (If the Policyholder purchased the policy online or via direct marketing, and has not completed the identity
verification, the claim payment will be made by cheque. The Policyholder should collect the cheque at our Hong Kong Customer Service Centre by presenting the
identity document.)

IS = & (U9 A\ )ZEER Pick up cheque in person by authorized person

O
O

O

REALE RANBAEER BN B0 3E AR 57 S
Name of authorized person Contact no. of authorized person 1.D. no. of authorized person
[ =+ wan Chai [ *= 3t 25+Other Location:

*%A 1 www.chinalife.com.hk B9 T B4R TP L > TS0 L BEREEEREMNEENEFD/0\(NA) - *Please visit our website www.chinalife.com.hk
“Contact Us” > “Our Customer Service Centre” to obtain information of other Customer Service Centre location(s) in HK (if any).

M E (REZFCAVBAN # L Mail to correspondence address registered in our Company
#£ARBRP /T A EZIE Deliver via Insurance Intermediary

LKIRTTEESEE (BIEERTHT ALY AE) Deliver by bank officer (Please state the branch and bank officer)

Oo0oa0

$847417 Branch #e3 A 8 Bank Officer

3  H{h4EF75 OTHER PAYMENT METHODS
O #NREAEHE EERRE—REFSEABNENZRE  BREEFRERD - BURERCEERERHE )

Offset the premium and Levy (only applicable to inforce policy under same Policyholder, please specify the policy no.. The Premium Levy has been included
into the Premium Payment.)
{RESSRAS Policy No.

[0 =t - 555788 Others, please specify

*EEEIEEB T = EE - T[jR https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection F&; 45 RIS AN BB R °

Please download “Special Payment Arrangement Request Form” from https://www.chinalife.com.hk/customer-service/forms-download/payment-collection if apply for
Uncrossed Cheque or Demand Draft.
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fREE#RI% Policy No.

G. RIEFTFRX4HBE CLAIM DOCUMENT CHECKLIST

v BRI Basic Documents ; @B INSZ 4 Additional Documents ; x“R3#F3 Not Applicable

RIEFREXH
(XHEHZBIEXRTRALQATNEF RIS D08 38) Claim Document

(Documents can be certified at our Company’s Customer Service Centres)

BINEEER
Accidental medical
expenses
reimbursement

BINZS KRR
Accidental weekly
income

BAMERRERL
Accidental hospital
income

BIMRKHRRE
Accidental
dismemberment

| HE MERWHE 2 RBFRE I Part | of this form completed

v

v

v

v

BE2BEERTHRERENZARPFERFE _ALD Part Il of this

and signed by your good self
D form completed and signed by attending physician with chop

v

v

v

v

FHRE il 70 B8 5 L L S A AR TR A2 i 2 L B Al i IR AR /B8 LERR AR S (B A
REBEREIRFEEE T B 2 A% Discharge slip/sick leave
certificate/medical certificate with clear exact diagnosis issued by attending

physician (applicable to treatment received in hospitals of the Hospital Authority
of Hong Kong)

O

e /N4 (3B R S SR R R 1A 2 & ) Discharge summary (applicable to
treatment received in Mainland China) (missed in agency manual)

v

v

v

BB IE AN R LR BEBA 4R Original medical receipt and statement of
account

(]
RFF X

Copy required only

v
RFF X

Copy required only

([ ]
RFF X

Copy required only

HMRIB AT B 2 /BB Settlement advice from other
insurer/ party

X

PEDAGERE (10 RIBRE - RMKE - EEFRRH/ERERE
HDHIRBS O EE RS BEIRIRS X Y3 5 55)Diagnosis report
and laboratory test report (such as pathological report, blood test report, PET
Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)
(not mentioned in manual)

BTHEHKMEEE L ZHERFE Labour Assessment Certificate /
Employer confirmation letter for sick leave record

LEHRER/IBEINE Police report andlor traffic accident report

MR E B B 28 R R &5 Physiotherapy / occupational therapy report

#R ZE59%R Newspaper clipping

Ooooo O |0 0|0

e BiREEENEEIZE Copy of referral letter issued by
registered medical practitioner / Hospital

® 0 00 <

o o 0 o <

H. B AZERUEEEERA PERSONAL INFORMATION COLLECTION STATEMENT

RN MERCHEERBL "PEASRRE (85 ) ROBRAT . WINERAERZR - BEEMRANWERAERZR - oK
https://www.chinalife.com.hk/zh-hk/privacy-policy "~ &3¢m0 B A= R (585 ) REODBRASTIZEEL - I/We confirm that l/we have read and understood
the Personal Information Collection Statement ("PICS”) of China Life Insurance (Overseas) Company Limited. For the latest version of the PICS, it can be
downloaded from https://www.chinalife.com.hk/privacy-policy or is made available upon request.

| BFFIZR(EEMT DECLARATION FOR ELECTRONIC RECEIPT

D ANEM  SRAMGREFAANRENELEIEZERER ZVEFEEAE—UIE - HEZABRIDS ARSI KZNBEE KN EBEHEEIEAW
# - 1\We, the Insured/Policyholder/Claimant, confirm that the electronic receipt(s) submitted for this claim application is/ are the sole receipt(s). The clinic / hospital of this visit
has not ever or repeatedly issued the original paper receipt(s) for the same visit.

ANEHM - 2HRAREFBAREATERRRERE AT - SIS ARKZHERMESD - WRAREMRR ASNHEBETERS
& - I/We, the Insured/Policyholder/Claimant, declared and guarantee that apart from our company, liwe have not filed/ will not file the duplicate claims against other
insurance companies or institutions concerning the amount to be claimed in your company for the said electronic receipt(s).

ANEM  SRAREFBENRENEEN ABIAAER  AABRREEASNZERABEKRZ 2 EMEE  WEEFE 2 —EAEETE -
I/We, the Insured/Policyholder/Claimant, undertake that if the above statement is incorrect, I/we are willing to refund the full claim payment for the said receipt(s) to our company and
bear all related legal liabilities.

J. UWZER{E A SPE{RE EE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RANHFEEWE  ERATMARREEEREXRLZEOSURERBEAMFANAYURERW "REFHE , (TH "#HE ) - RGUE
NHERZZRERITZRE - REREERERTYLREHEBEKRS - KERNIXARESESERENOBBENREFBEAENXRIL B
ZHWER - BREWEEHENFE - FAEPRAS(BINROBRATNHER

https://www.chinalife.com.hk/zh-hk/customer-service/useful-information/premium-levy 1/We hereby notified that: China Life Insurance (Overseas) Company
Limited, as an authorized insurer, is statutorily required to collect Premium Levy (“Levy”) from policyholder on behalf of the Insurance Authority ("IA") and report to
IA. 1A may take legal proceedings against policyholder in respect of any outstanding Levy as civil debt and may impose pecuniary penalty. For details of the collection

of Levy, please refer to the website at https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.

u HK-CL-ICLA03/202212-01 P.50f8



fREE#RI% Policy No.

K. E2HA K% DECLARATION AND AUTHORIZATION

1S Authorization

ANEM  SRAMGREFBANREAN  ARANBARESRREZZRAMB)ZUIZEE (1) £OEE - ZMEE - Bk - 207 R
AT~ R1T7 - BURHLE - BURERPT - SUEM%E - B A LT - NAES BB TR ANEMERREZZRAZLCHE - REsER
EF - PuRZEEREMS - BNRBRATEASRE (85 ) ROBIRAS (UTEE "TEAT ., ) ; (2 EATSEUEIEE 2 ERE/EH
PEERES NIRRT - URAREPFERANHMBRRNEZZRAETHRBZEBEI LA - FREZARNRMAERKEZR
RAZ BRI - ILREHARNBRMZEEAREBABRBNIRN ; ERNANRMASETHETRENR - IWRESDENT - ILRES
M ENAREIEARIGBREA - | We, the Insured/Policyholder/Claimant, represent me/ us/ the Insured under 18 years old (if any) HEREBY AUTHORIZE (1)
any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, government department, or other organization,
institution or person, that is aware of or has any records, knowledge or information of me/us/the insured under 18 years old to disclose, release and transfer such
information to China Life Insurance (Overseas) Co. Ltd (“the Company”); (2) the Company or any of its appointed medical / para-medical examiners or laboratories
to perform the necessary medical assessment and tests to evaluate the health status of myself/ ourselves/ the insured under 18 years old in relation to this claim.
This authorization shall bind the successors and assignees of me/us and remains valid notwithstanding death or incapacity. A photocopy of this authorization shall
be as valid as the original.

E5 08 Declaration

ANEM SRANGREFBENREA  ELBRKER() LA—TFRAKEDENMBEER - AMedfNEMRFME - AN
FRHEFRTE - IRBEZEUERERN ; AAEMABBMRNEA-IEEEEE  AAN/RMOEBEHSETEASRER LRE ; QFA
I E T AL 2 EOBR - REARFRLOERHENERE SATRERMAEN  ERATAESELIR - BHHEBEA T AGERM
EOARBERAFBNER - EATOIBER L AEEZREBARESRE -

I/ We, the Insured/Policyholder/Claimant HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all questions whether or not written
by my/our own hand are to the best of my/our 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 unless it is written or printed here
and is presented and approved by the Company. If any 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.

L. HZE(RBEZBR1E L% Z)SIGNATURE(Please DO NOT sign on BLANK form)

SR (FHR 18 BRI L) REFAAN | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness
%5 E Signature
2 Name

B {775/ 83585 1.D. Card / Passport No.

F Year H Month H Day F Year H Month H Day F Year H Month H Day

E #A Date

*REAEZFANRERB ARG

*Relationship with Insured/Policyholder
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fREE#RI% Policy No.

FEMY-ERBERES I BEER  FAERASRAREFENRBASTER)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder / Claimant’s own expenses.)

A. 7R AEH] PARTICULARS OF PATIENT

RAER R AN/ 1Rl / RN B8 /E RS
Name of patient Agelsex of patient 1.D / Passport No. of patient

B. ®2)AE 1l CONSULTATION DETAILS

= H .
1 ESMEELE HHP Date of Accident = Year S Month A Day B Hour 4 Minute EFITF
AM/PM
L | | | | L | I L | | L | | L | | L | |
2a) AR - BRI % Year A Month  H Day B Hour % Minute  EF/TF
Period of hospital confinement if hospitalized AM/PM
L Il Il Il | L Il I L | | L | | L | | L | |
2(b) EEPRZ#E Name of hospital
3 ZRSEBEIIEZRIZ HEA Date of first F Year B Month H Day
consultation for this injury O £ am O F4em

4(a) EIMEELELRIB Circumstances of accident

4(b) BBEZSZERI Part of body injured

4c) =ZSERIFNIEE Type and extent of injury

4d) BETREXREZZZFEAR  EBREASuRZREISE ? 115 - ;&MU - Is there any visible contusion, cut or wound on the exterior
body part at your first consultation? If yes, please describe in details. D% Yes D§ No

5 R E52 B Date of last consultation E Year A Month H Day
| IS I I E— 1 1 1 1

A ZBEIENR Status of recovery

6 EIREAFBEABEFBBIMER - Fii7 - MEAE - X )t - 15522 F4E) Please provide all treatments details (such as
hospitalization, surgery, physiotherapy, X-ray, special diagnostic procedures and investigation etc.)
£ Year | A Month | B Day SRS Treatment details BB 4L R /78BS HA Result/ Treatment duration

7 ERAMLGREINZE  ARESHMELEISE ? M7 - 55208 Any other physicians who treated o
. . ; O 2 ves O =nNo
Insured for the same injury? If yes, please give details

£F Year | B Month | H Day B&4E 142 Name of physician(s) EE5E KMt Telephone No. & Address(es)
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{REEHRSE Policy No.

B. 528 E 1 (48)CONSULTATION DETAILS(Continued)

8 “RRAZEEEAHATIERMA—EMERMREESE? MTREM—IER"E” - 555FAA5F15 Was such injury induced from or affected by any of
the following which may contribute to and/or lengthen the period of disability? If any of the below is “yes”, please give details.

(@)  ZpeErma / 55K R % Physical defects / congenital anomaly O 2 Yes O & No

(b) BEREREERTEEE Unfavourable past medical history O £ VYes O & No

(€) 3B{Li#% Degenerative changes O 2 VYes O & No

(d) 24573545 By drugs or alcohol O 2 Yes O & No
9 FERAHMARFEREER ? WA - FEPFERRAZEASRIARE O 2 Yes O & No

Was healing complicated? If yes, please state details & any special treatment given.

10 BURAXRSHIESiiZEmam - At =N (S EAYSZE: Bearing in mind the declared duties/occupation of this patient, please indicate
the impact of the accident / disablement:

O sesmesmmTrEsiim can perform any kind of work and duties
O Fecremameess > 285 T Cannot perform partial duties of his/ her own occupation
O Feentsamers > F@TE Cannot perform all duties of his/ her own occupation
O Fecre=mmman T s cannot perform any kind of work and duties
B K E8> TYERE JIRIASE Please state period of incapable to perform some of his/her duties

A From (ddimmiyyyy)  ZEto (dd/mm/yyyy)

BRI A 2 I T ERE SIAVASRE] Please state period of incapable to perform some of his/her duties

FH From (dd/mmlyyyy) = to (dd/mm/yyyy)

1 RBZBAZEE - LHRZSM0EEERPERERZ 2 B % B#5 Bearing in mind patient’s occupation, how would the injury prevent the patient
from performing all the duties of his/her job?

12 BRBELIEMEHLI L - FHEEATRRRARBEIREE L ZIRE - If an absence from work for more than two weeks is necessary, please
describe in details why you think the patient could not return to work earlier.

13 WMBREINEHZRAKABLEIE - Bl EIEEE SIEIEE TSR K A BRIEE (ML %FE ) If the accident caused any permanent disability
to the patient, please assess the loss of body function permanently caused by the injury, expressed in percentage.

14 WAEBREERIER  SESBLEIERIERFE ? Is the patient now/ Was the patient at the time of this accident suffering/suffered from any
iliness, disease or infirmity?

[ s8N [0 % 520515 Yes - Please provide details.

C. 2B 4 &1 PARTICULARS OF ATTENDING PHYSICIAN

FEBENS BE
Name of Attending physician Qualification
B4R ERE
i
B Contact No.
F Year H Month H Day

T BEHEE/ BREE Signature & HE

Stamp of Attending Physician/ Hospital Date
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