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Edif Tai Wah, 13" Andar A & B, Macau

Taikoo Shing Hong Kong ,
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Personal Accident Claim Form  * ZJE 9} E]%f‘éﬁ'?w’f‘ﬁ

(Please complete in BLOCK letters) fgfg F&)
Procedures and Notes: xﬁm
1. Please submit the Claim Form to us within 30 days from the date 1.

of accident. 2 lF
2. Please submit a completed Claim Form, together with original '
copies of all relevant documents to:

MSIG Insurance (Hong Kong) Limited
Claims Division

9/ F Cityplaza One

1111 King's Road

Taikoo Shing Hong Kong
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MSIG Insurance (Hong Kong) Limited
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3. Incomplete Claim Form cannot be accepted for processing of 4. SEH{DE t’HFJ *ﬁﬁ: SRR 2 ?‘* VHIE
payment. imq S, b?%@ﬂi&¢ﬁ§}°

4. For all medical reports and original medical receipts, please 5. F jilprRaE m&ﬂ?g ?}J’g&ﬁ;ﬁ ~ VR B AR el
provide the treatment date, patient's name, diagnosis and T
countersigned by the attending physician with stamp on it. 6. ﬁi; % F' giﬁlﬁgﬂ TR -

5. All medical reports, information and evidences as required by us 7. e (0% TR 3122 6922 -
shall be furnished at the Claimant’'s own expenses. ’ P ‘}(FL* F Vit

6. Further information may be needed.
7. For inquiry, please call our Customer Service Hotline at
3122 6922.

Insured’s Information <> f)l * ¥

Name of Insured > f{l * I ¢,

Policy No. fp HT9fRE

HKID No.
BRSO

Daytime Contact No.

l: ! FU /Qﬁ'l 1 H Hpﬁﬁﬁ

Correspondence Address 3774

Present Business or Occupation

EITE

Name of Employer
M= £

Business Address &£ % il

Date & Time of Accident
f DD !/ MM ]/ YY
R E TRt o [ J

o
Place of Accident

am T /pm N

o | O

Have you applied for medical claims in other insurance company for this
event/accident? If yes, please specify.

ré‘ 7 %@w "WE | L ’Vfl LH:BJ FJ‘H &l |#KHE}<|# ?

Note: Please send copy of the payment document if other insurance company has already paid of
a4 ‘ﬁﬁlﬁﬁ EL P il 2 il t"‘Ef‘[l‘ ’ ﬁ%&# F%Wfa? Fild Eﬁ[’l‘i‘%m .

[]Yes,

please specify % i [JNo ¥

the part of medical expenses.

Please indicate your current status: [_] Fully recovered from this injury 5t = S8
% BHEE G A [] Still under treatment ip:’itflf

+ Please v the appropriate one (ﬁﬁ VORI

Note: Benefit stated in the Schedule shall be payable when you are fully recovered and the total amount of the Benefit shall have been ascertained and agreed.

B © % 2 PR T % 2 R U A B - ST R -

Claim Settlement Method [ {43

To quicken our settlement for any valid claim, please provide your banking details

if you prefer direct credit. We must stress that this request

should not be treated as an admission of our liability whatsoever means by law. Finally, we hereby reserve all rights for assessing your claim

subject to terms, conditions and exclusions of the related policy.

PSRRI o T DRRRE - 0 ST SR T AN R R PR A
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For claim payment (if any) dlrect credit to Policyholder’s bank account, please comple

E fllﬂ“?ﬁl?‘ﬁ EA UL TE= A U [N ﬁﬁ@ﬁﬁ)“?ﬁﬂ :

te all of the foIIowmg.

Account Holder's Name (Must be the same as the Policyholder .U\EEJET’P&JEJ‘{]HJ:?J * ﬁl(ﬁj)

£ Il: [F{j*‘l IS & b

Bank Name Bank Code Branch No. | Bank A/C No.
= 1{?‘5 %LH,’?JFI% 53 7 BETE frf\LHﬂEﬂ%
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Please put a v in the appropriate box of your claim below, please list item & indicate the amount of your claim in details.
LA YRR R e Rk F”VES#
klf there is insufficient space on the claim form, please specify the details on a separate sheet clearly and indicate which section the information relates to.

kel DR R T IPAAOTEE EE - )

O Accidental Death #i 9} 3=

State fully what happened: ﬁfﬁﬁjﬁt It gt

What was the Injured Person doing at the time? i3 “ﬁfmﬁ HH = ?

Documents Attached [fffpd [

O Medical Report B/, O Police Report %‘Tﬁ%ﬁ (case no. 1% fﬂ?rf“ )
O Death Certificate j=t F5PH, O Original Receipts of Travel Expenses and Air Ticket e q's2 [ W #5511V s8R~
O Others (please specify) ! EB %iw

O Loss of Limbs or Sight or Hearing or Speech 4% (R FY-% PARS -+ JEy da L FHF
0O Permanent Total Disablement s« X% 2 (&

State fully what happened: ﬁ%}éiﬁﬁl JHfe st

What was the Injured Person doing at the time? i3 “ﬁfmﬁ HH = ?

Documents Attached [fff i< [F
0O Medical Report P/ O Police Report %13, (case no. ﬁi‘i"r.}% )
O Consent Letter for Medical Record IVl o= O Others (Please specify) {4 (%F )}
[ Copy of HKID/ Birth Certificate* (*applicable if Insured is below age 18)

Sy AR Cogn v 18 5pl ) N R )

O Temporary Total Disablement  Fi#{5 = %3 el

State fully what happened: izt I & 2

What was the Injured Person doing at the time? fiE]@Eﬁf,‘Ev*I]’%jﬁﬁ'?f‘Ffﬁ’@ ?

Documents Attached [fff i< [+

O Medical Report &5+, O Confirmation from Employer stating the Leave Period that
O Copy Medical Certificate showing the period of Sick-Leave !US\UEEd has taken and Monthly Salary

AER N E s s (S N S s R R e E N A E R b
O Copy of HKID/ Birth Certificate* (*applicable if Insured is below age 18) O Others (Please specify) ! {4 (%?W

Sy AR Cofn B 18 5l Vo il )
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O Hospitalisation Allowance =& & B,
O Medical Expenses &/g{45 |
O Bonesetter's Fee Bk §42]

State fully what happened: ﬁj’ﬁ?‘liﬁt Ity aEE

What was the Injured Person doing at the time? fiE]@Eﬁf,‘Ev*ﬂ%%jﬁﬁ'?f‘Ffﬁ’@ ?

Currency/ Claim Amount 3 {#i & &

Documents Attached [fff i< [F

O Original Medical Receipt /'™ | HH8~% O Medical Report 35,

O Copy of HKID/ Birth Certificate* (*applicable if Insured is below age 18) O Others (Please specify{ E Y (ﬁﬁﬁéfﬁllj)
e AR ORI 18 7R T VTR )

Declaration & Authorisation — ERE s $24#

1. I/IWe declare that the above information is in all respect true and complete to the best of my/our knowledge and belief;
25 /28 PRI B+ ) PR RS 2 PO (RO R 2 2 R 20 S -

2. Itis agreed that upon request by MSIG Insurance (Hong Kong) Limited. I/We shall make a statutory declaration to re-affirm the genuineness of
all the information contained in this claim form; and
;{" MSIG Insurance (Hong Kong) Limited $Z{if ?Jr%;]t;q; BT Wﬂ AN X ( Rl Fep Yk LA

3. 1, the undersigned claimant, hereby authorise any party concerned to disclose to MESIG Insurance (Hong Kong) lelted or its representative any
and all information with respect to my medical history regarding illness or injuries and my claimed loss/damage under the above Section(s). A
photostat copy of this authorisation shall be as effective and valid as the original.
R ﬁEEg’.'J/ ES (I S 507 ] (ﬂj MSIG Insurance (Hong Kong) Limited f5E (el (= ffp— =74 M e g f Ol e hfd
F RNy TR R IR - M o B ST -

Signature of Insured i)l * 55 Signature of Claimant 3 {# * 354
1.D. Card No. E'yiﬁ};%‘%ﬁ% 1.D. Card No. ,ywy?ﬂ]@%
Date ['#] Date [ !#]
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Medical Report EBvg:5p

1. Name of Patient

BRI

2. From what injuries or illnesses is the
Patient now suffering?

R

3. Is disability/ sickness due to an accident?
PR R 7

4. Was the condition congenital or inherited
or pre-existing?

T N FOIRRL A R BT 2

5. When you first consulted for these injuries
or illnesses?

(B i 8 i SR 2

6. How long has the Patient been disabled Totally from to
from engaging in or attending to his usual Pz %H:;’ =i E
employment or occupation as a result of
these injuries or illnesses? Partially from to
PRL A o H AT an?z,[sapﬁ:j [ ES
filE) %% ?

7. How much longer do you consider such Totally from to
disablement will continue? F=E %HZ'; =g ES
(R i 2

Partially from to

8. Has the Patient suffered from any other

disease or physical defect?
If YES, (a) What is the nature?

(b) To what extent may

recovery be effected thereby?

B g £ 2
?ﬁjiﬁPUgwyﬁ%%? ™

) fm&m{ﬁiw i

YES #|,/NO

@ (FD

(b) (4)

Signature:
SRRt R

Qualifications:

T

Name: Date:
Elo Ry g FI -
Address:

e st
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