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“ACCIDENTAL EMERGENCY MEDICAL INSURANCE” CLAIM FORM
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Note: By furnlshlng this form the Company makes no admlse:lon O;hablht Original |tem|z d bill(s) and suppomng document(s) must be submltted together with this form in
order to avoid delay.
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Name of Clalmant Sex Age
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Address
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A YP2E Particulars of Accident
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Describe exactly how accident occurred?
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Eescrlbe the nature and extent of injury
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lease state amount claimed
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Have you ever suffered this or similar condition or a recurrence of such previous related injury? il NOo O kL YES O

TRL > ﬁfﬁﬁiﬁ%l‘ﬁ If yes, please give full details.
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Remar—ks Elease provide the supporting documents e.g. accident report, police report, death certificate and/or any relevant documents. In the event of a
traffic accident, please provide documentary evidence from the police and/or a Traffic Accident Liability Confirmation Statement.
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Name of Hospital : Name of Attending Medical Practitioner :
1 f | [ I [If{7 Out-patient b | Medical Expenses : RMB/HK$
Consultation Date : [ =% Hospitalization A | Medical Expenses : RMB/HK$
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Date of Admission (DIMIY) Date of Discharge (D/MIY)




[ ol 2
i Gk A NO. O kL YES O
Are you completely recovered? f
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Have you presented all medical receipts? fi =
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Remarks: Please provide the original medical certificate issued by the attending medical practitioner (stating the nature and extent of injuries,
diagnosis and the treatments provided) and all original bills/receipts issued by the hospital concerned with detailed breakdown of

costs/expenses.
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| hereby certify that | have personally examined & treated (name of the injured) for the above injury and

details are as follows:
2 #rDiagnosis:

iF’p‘?: Treatment:

A Result:
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To the best of your knowledge are there any other factors that may have contributed to this accident? f
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Does this accident result in Permanent Total Disablement of the claimant? |7‘| NO O L YES O
FOORL %}{Qﬂ F~;|\EI$FJ}L;| If yes, please provide the detailed medical report
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P
jﬁ:} DO B IR 2 @S pIY SRR Remarks : The attending medical practitioner may issue his own diagnosis report.
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Any other policy is covering the expenses involved? F‘, NO 0O kL YES 0O

FOTRL ?«A&T*ﬁpﬁ If yes, please give full details
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Name of Insurance Company. Policy No.

ﬁpjﬂé_t : ﬁ?[lﬁfﬁlg‘lﬁﬂqﬁ. Bil%ﬁﬁﬁqﬁﬁw ¥ Remarks: please attach copy of policy & discharge receipt

b PIZAEE AR L R R R I e U R R -
I/\Ne hereby warrant the truth of the above statements and declare that | have n t withheld any material information connected with this claim.
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I/We hereby authorlze on behalf of myself/ourselves/the Insured Person 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/us/the Insured Person and who has attended or may hereafter

to myself/ourselves/the Insured Person to disclose such information to China Taiping Insurance (HK) Company Limited. This authorization shall bind my successors and
assignees and remains valid notwithstanding death or incapacity. A photocopy of this authorization shall be as valid as the original.
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I/We declare and agree that I/we have the fulI authority from and consent of the Insured Person to make the above authorizations.
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P\lote In order not to prejudlce your cla|m please complete {h|s Claim Form with signature and submit full documentation within stated deadline in the policy in person or
post to Accident & Health Department at below address.



