FIDELIDADE B SR E R

B R R Employees’ Compensation Insurance
RIEHEEFE Claim Form

1. #%{REFEF POLICYHOLDER INFORMATION

IRELRSE

Policy No.

YN

Name of Insured

[TEEIN EEERES HER
Contact Person Phone No. Fax No.

Hhk
Address

2. ZEREER INJURED EMPLOYEE INFORMATION

e TR
Name Gender
SRR B SRS A HHA BUEE
ID Type & No. Date of Birth Nationality
il FEARIRL
Address Marital Status
EBEESRHS
Phone No.
FdaZ e~ HHA(H/HIE) ZeI &L BT
Start Date of Employment (DD/MM/YY) Type of Employment Regular employment Casual employment
2R W=
Employed Occupation
BN IE R BEZ T2 TIFsE ? b I:' &
Engaged in this occupation when accident happened? Yes No

3. B4MEERS DETAILS OF ACCIDENT

A4 HI ~ R RO,

Date, Time & Place of Incident

A
Details of Incident

AL LR B 2 B s & 2 D & D 3
Was the injured person under the influence of alcohol or drugs at the time of the accident? Yes No

GEEBINE BN ROAER 15 S SRR SE R 217/ ?

Was the injured person in violation of any order or rule, or guilty of misconduct at the time of the accident?

GEERINFERE S ST - ARRSH R ? I:' P I:' &

Was the injured person suffering from any physical infirmity, disability or sickness at the time of the accident?

BT EFIME B "2, - st
Please give details if you answer “Yes” to any of the questions above

]
=
w

]
Z ol

WS MRS 12 a) PR
For accident caused by machinery: Type of machinery
b) REFRAEMEEEE? I:‘ b= I:‘ =
Was it fenced or guarded? Yes No
AESNGIEHREET2 a) (RERGHARMZERI ? D & D &
For accident not caused by machinery: Did the employer provide any safety measure? Yes No
b) REZEGAEM? 2 %
Did the employee use it? D Yes D No
Hs Y=gl
Witnesses Name & Capacity
TS
Phone No.
itk
Address
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4. G K FE1E TS DETAILS OF INJURY AND RECOVERY

Z{GENL Z{GER

Regions Injured Nature of Injury

Bt - 22PTEiE AR

Name of Hospital, Clinic or Physician

TR D fi2 D PR B D BERHFEES (H/A/F)

Treatment Status Outpatient Still hospitalized Discharged from hospital on (DD/MM/YY)
AR D KE2EIKETIE D BRI EA LI

Recovery Status Already resuming full duty Only able to resume partial duty

Z15E B T HIA(E/ A1) Z R B RAE T (F HHA(E/ A1)
Date Injured Person Ceases to Work(DD/MM/YY) Date Injured Person Resumes Work(DD/MM/YY)
5. ZHMEE R =M@ H Z WA INCOME OF INJURED EMPLOYEE IN LAST THREE MONTHS
ERE:S HARH & R k250 2N &
Month / Year Basic Salary & Wages Allowances Double Pay & Bonus Subtotal
&=t
Total

ZEREREE LVIZEANEEYLET? (00" 2, o @sfilE T RER)
Has the injured employee been absent from work at any time during the 3 months above? (If “Yes”, please give details of period and I:'
reason)

= it
Yes No

6. B[BES 2 BE=2% THIRD PARTY CAUSING ACCIDENT

ZHEERGHEMASEZFER? (FINESHE SERE - RETERES) D = D &
Any right of indemnity against third party? (e.g. motor or civil liability insurance of third party causing the accident) Yes No
EEEHNE EeAt RGN & Tt
Name of Third Party ID Type & No.
il HSRES
Address License Plate No.
EEEESEHS
Phone No.
R AR Prbassny
Name of Insurer Type of Insurance

7. BBH &S0 DECLARATIONS AND DOCUMENTS

B TR HE (H/RIA)
Date Employer Informed of Accident DD/MM/YY)

AFEEANEAEEH - SRR

Reason if not on same day as accident

AN Bl &I E RS B E E e H AR IR ECE R - A A HE B ESURM IR (A IR A T (N SR ) i R AR RS S H
MURIC PR A SRR BRI R ER AR - Rl ER ~ G5 - AR NESCX S BN TR BLESCRM AR 2 A - s E =% -
BFEEAM BRI RIS AR 2 A E] ~ A - IR B - BRERRS - BN - BUNTBSRE SRR 244,

1/We declare that all the statements and particulars above are true and correct, and without any omission or concealment. I/We understand and
agree that Fidelidade Macau — Insurance Company Limited (hereinafter referred to as “Fidelidade Macau”) may use any of the information
related to this claim, contained herein or obtained otherwise, in its insurance business and may use, store, disclose and transfer such
information to any individual or organization associated with or appointed by Fidelidade Macau, including any company carrying on insurance or
reinsurance related business, intermediary, claims investigator, medical facility, advisor, government authority or industry association.

B F EZK/\EEE Signature & Company Stamp of Employer HEH Date

1. EBIRE (R EAEER A TR SR - N TN BRI RBR A E] -
The employer is under legal obligation to inform the insurance company within 24 hours of an accident or occupational disease coming to
his/her knowledge.
2. RRIERPRERMERRS - FRIEERTA RS RIEARR - 65 ¢
AR To avoid any claims handling delay, please submit all relevant documents and original receipts as soon as possible, e.g.:
Attention o M7 BEEELLE - BEbTR/ B T REEE RS B - (bR - XOUES - REEEET - BEERIAE
M7 medical receipts, hospital &/or SS Clinic medical receipts, medical report, laboratory report, X-ray report, sick leave certificate,
recovery certificate, etc.
o ZBREEBZBHEIIARIA - WA AR

ID copy, attendance record and salary payment slip of injured employee
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