Employer’s Confirmation of Sick Leave for Insured (Claimant)

BEHRE R ERBHEF

This form must be completed by claimant’s employer
(but not applicable to self-employed individual)

BEEEHEWARRE AN Z BEEE (FMERRERALL)

Name of Employee (& E#t:%4 First Date of Employment 7 H Hf

From (5 / / To & / /
DD H/MM B/YY & DD H/MM B/YY &

Basis of Employment of the Employee: Permanent/ Part-time/ Casual/ Contract/ Seasonal
st e BB EX VS Ve (M S

This is to certify that:
£ Ity 58 HA:

Claimant (Full Name)

RIEN (W)

Present Position

ST AL

Reason of Sick Leave

RN

Date of Accident
EANHEA

Period of Sick Leave . From / / To & / /
R (e : DD F /MM H /YY 4 DD H/MM A /YY 4F

Employer Information {g ¥ &%}

Company Name 7\ 5] F#

Address of Employer 2\ &k

Signed & Stamped by Authorised Person Claimant’s Signature
(Other than Claimant) TENEZ

ZHENFEZ BN FIEED (RIE AR

Name of Authorised Person Telephone No. of Claimant
ZHEN I EXCUN

Position of the Authorised Person Date HEf

SZHE NI for

Telephone No.
s AT




