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Name of Claimant / Insured Person Relationship with the Insured Contact Tel No.
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Particulars of Claim
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(1) Date and time of accident.
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(2) Place of accident.
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(3) a. Description of accident
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b. If the accident has been reported to the police, please state which
police station and police report number.
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(4) Nature and region of injury.
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(5) Period of Temporary Total Disablement from engaging in
or attending to usual employment or occupation.
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(6) a. Was this accident occurred in the course of and/or arising out of
your employment?
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b. If yes, state the name of insurance company of Employees
Compensation Insurance and the respective policy No.
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(7) a. Is the Insured Person entitled to claim under any other insurance
policies in respect of this accident?
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b. If yes, state the name of insurance company(s), respective
policies Nos and details of benefits.
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(8) a. Has the Insured Person ever sustained similar injury?
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b. If yes, please give detail and date.
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Declaration and Authorization
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I declare that the above information is complete and true to the best of my knowledge and belief and I have not withheld any material information connected with this claim.

T understand that the information I provide to Bank of China Group Insurance Co Ltd (“the Company”) is collected to enable the Company to carry on insurance business and may be used for the purpose of:
- any insurance or financial related products or services or any alterations, variations, cancellation or renewal of said products or services;

- any claim or investigation or analysis of such claim;

- exercising any right of subrogation; and

may be transferred to:

any related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service provider providing services relevant to insurance business for any of the above or
related purposes;

- any association, federation or similar organization of i ies (“F ) that exists or is formed from time to time for any of the above or related purposes or to enable the Federation to carry out its regulatory functions or such
other functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the Federation and
- any members of the “Federation™ by the “Federation” for any of the above or related purposes.

Moreover, the Company is hereby authorized to obtain access to any / or to verify any of my data with the information collected by the Federation from the insurance industry. I understand I have the right to obtain access to and to request correction of any
personal information concerning myself held by the Company. Requests for such access can be made to the Administration Department of the Company. (Tel: 2867 0888 / Fax: 2522 1705)
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Signature of Claimant / Insured Person Signature of Insured (with company chop if applicable)
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Date: Date:
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1. Original sick leave certificate(s) 3. Coples of all pollce statements, if any
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2. Copies of statement of account and original receipt(s) 4 Copy of documentary proof of income over the 12 months preceding to the accident for claim

under Temporary Total Disablement from engaging in or attending to usual employment or occupation




This statement should be fully completed and signed by Attending Physician. Any expense for completing this statement must be paid by the Insured.
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ATTENDING PHYSICIAN’S STATEMENT
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IName of Patient: [dentity Card No.: Date of birth (DD/MM/YY): [Date of Accident (DD/MM/YY) :
(1) a. What is the exact diagnosis ? a.
b. Is there any external and visible evidence of injury at your first consultation? |b. [ ! No [T Yes
c. State part of body injured c.
d. Describe the cause and extent of injury d.
(2) Present condition of injury:
(3) a. Is there any treatment administered? a. [ No [T Yes
b. If yes, please give details (such as suturing, physiotherapy, type of dressing, |b. Date Time Treatment
etc.)
(4) a. Did any other physicians treat the patient for the same injury? a [! No [T Yes [T Unknown
b. If yes, please give: b. Name Address Date of Treatment
(5) Did injury require the followings: (If yes, please give details)
a. hospitalization a. [T No [ Yes
b. x-ray? b. [I No [ Yes
c. special diagnostic procedures? c. [ No [ Yes
d. surgery? d. [T No [ Yes
(6) a. Did any permanent disablement expected as a result of his/her injury? a. |1 No [T Yes
b. If yes, please state the proportionate disability in percentage b.
(7) Did injury cause Temporary Total Disablement from engaging in or attending [ No [T Yes From To
to usual employment or occupation?
(8) Was such injury induced from or effected by any of the following which may
contribute to the accident and/or lengthen the period of disability? (If yes,
please give details)
a.  physical defects / congenital anomaly a. [T No [! Yes
b.  unfavourable past medical history b. [ No [ Yes
c.  degenerative c. [T No [T Yes
d.  alcohol or drugs d. [T No [ Yes
(9) Bearing in mind the Patient’s occupation , do you feel that the injuries would
have prevented him/her from working?
a. at your first consultation. a. [ ' No [T Yes From To
b. at your last consultation. b. [ ' No [1Yes From To
(10) If an absence from work of more than two weeks was necessary,
please describe in detail the reasons why you feel the Patient could not
return to work earlier.

Address

Signature

Telephone No.:

1 hereby certify that I have personally examined & treated the Patient for the above injury and that the facts as given above present my opinion of his /her condition.

Name of Physician :

Date

(with stamp )

Qualification :
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