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Personal Accident Insurance Claim Form
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Itis a policy condition that a detailed statement describing the occurrence likely to give rise to a claim under the policy has to be supplied to CAF International Insurance
Co., Ltd. within 30 days of that occurence. Please complete this form and return to CAF International Insurance Co., Ltd. within that time period for handling.

INSURED / INSURED PERSON %} A &%

W 151 {REERTE

Name Sex Policy No.

e A H &8 SRS BHRERE
Date of Birth HKID Card No. Phone No.
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Address

EMPLOYMENT PARTICULARS Fi¥& %l
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Present Position Present Salary
DRAREEZ B BHRETE
Employer's Name Phone No.
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Employer’s Address

ACCIDENT DETAIL E /M ¥15
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Date of Accident / Sickness Time am/pm Location
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Detailed description of the occurrence of the accident / Sickness

RBUERES
Nature of Injury
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The following document(s), if any, should be attached with this claim form:
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(1) Sick leave certificate from to
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(2) Receipts issued by registered doctor(s) : HKD
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Receipts-issued by non-registered doctor(s) : HKD
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(4) Others :
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Are you fully recovered? I:I = YES D E: NO
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TREATING DOCTOR’S STATEMENT
IN RESPECT OF THE DISABILITY DESCRIBED ON THE CLAIM FORM

DIAGNOSIS:

Date of first consultation Are you the patient’s regular physician ? I:‘ YES D NO

Date unfit for work

Date fit for work If uncertain, please estimate

If there is a prior history of same or similar condition, please give details.

In my opinion the patient is / was totally disabled from engaging in his usual occupation

from to

Address Doctor's Name, Chop & Signature
Professional Qualification(s)

Date

PERSONAL INFORMATION COLLECTION STATEMENT Ut @ A & %5 p
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The information you provide to us is collected to enable us to carry on insurance business and

may be used for the purpose of:

— any insurance orfinancial related product or service or any alterations, variations, cancellation
or renewal of them: '

~ any claim or analysis of it; and

may be transferred to:

~ any related company or any other company carrying on insurance or reinsurance related
business or an intermediary or a claim or investigation or other service provider providing
services relevant to insurance business or any association or federation of insurance
companies that exists or is formed time to time.

You have the right to obtain access to and to request correction of any personal information
concerning yourself held by CAF International Insurance Co., Ltd. Requests for such access
can be made to Personal Data Officer

DECLARATION AND AUTHORIZATION & [ 124
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| declare that the answer given above are true and complete to the best of my knowledge.
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| hereby authorise any physician, hospital, clinic, insurance company or organization (including my employer), that has any records or knowledge of the tnsured Person
or his/her health, to disclose to CAF INTERNATIONAL INSURANCE CO., LTD. or its representative all information about the insured Person with reference to the
accident, his/her health and medical history and any hospitalization, advice, treatment, disease or ailment, or attendance record. A photostatic copy of this authorisation
shall be as effective and valid as the original.

Date B Signature of Insured / Insured Person 3R A REH &

=~ (HKID No. )



