FIDELIDADE BARSNRIERE

R R R Personal Accident Claim Form

| REFEARR Policyholder Information

Eain IREGRES

Name Policy No.

ik EEESRS

Address Tel No.

LTSN HESRS

Contact Person Fax No.

iz TR 3 -8

Name Gender I:l M |:| F

SRR R SRS HAHH EEESRS

ID Type & No. Date of Birth Tel No.

il

Address

TE ANE AT

Occupation Company Name

A EHHE AN E] R

Office Address Office Tel No

FEOM SR E-Sigiith

Date of Accident Time of Accident Place of Accident

HEFTEANLCE Details of Accident

1) {GEERIMEERE S 2 EEY e O] = O] =
Was the injured under the influence of alcohol or drugs at the time of the accidents? Yes No
2) BEEBIEERETORET - AREERER? O] = O] =
Was the injured suffering from any physical infirmity, disability or sickness at the time of the accident? Yes No
3)  (GERGREREINER mEAM IR A SRR E? O] = ] &

Have the injured proceed for claims regarding this accident with any insurance company? Yes No
ER T FHIRIRE EE R T 0 SEEAERTA - Please give details if you answer “Yes” to any of the questions above.

YIS LESN HE &R - Please state the details of any person who witnessed this accident.

#4 Name &5 B/EE Contact No. {E4F Address
ZAGEML Z R
Region of Injury Nature of Injury
Bt - 2P A Wz HEf
Name of hospital, clinic or physician Date of First Consultation
TEFEN Fiz O] Bl ek H S E)
Treatment Status Out-patient In-patient In-patient period from To )

RNEH B S TEE R A HE RS B ANTEAZCES MO ST A R R E - A ABE BEE 1) WL, EATSIEA AR AR (AT EORHA R R BRI AL
53+ MR Z CRERE G (ERE - T — DM T I OR B RAERE RN RHRY - 2) [ESURPIIRIRRE O A PR A E (N SRS ) iR A T S HA AT PSR A A Z (B A
R HMRIRERR - MR - (67 © B RECZE DN T ELEHRFTE R AL - EHECRE 2 E=% B EM B RIGE R SE AR 2 5] ~
N~ BREEE S - B - R - BURFHERRAECORIR AR S -

| declare that the above statements and particulars are true and correct, and | have no other insurance policy indemnifying me in respect of this accident. | understand and
agree that: 1) if | have made or shall make any false statement or concealment, the related insurance shall be void and all rights recovery under this policy shall be forfeited.
2) Fidelidade Macau — Insurance Company Limited (hereinafter referred to as “Fidelidade Macau”) may use any of my personal information, 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.

{REEFEHE A ZZ Signature of Policyholder &= HH#A Date Signed

{5k Remarks:

1. {(REEA ANEFEERE NS SR AIRE /N F] o The Policyholder must inform the insurance company of an accident coming to its knowledge.

2. HEEPMERFTAMERS R IEA RS o DR AR ZE AL - Please submit all relevant documents and original receipts as soon as possible to avoid any claims handling delay:
a) FEZEHNVZEEHFEZ Completed and signed claim form
b) EESHESEIA ID copy of the injured
c) M7 Bzegh g | BafrEadiadL e bl | BRamepd | X S - FE{EEEHASE M7 medical receipts, hospital medical receipts, medical report, X-ray report, recovery certificate, etc.
d) A o i o SETEE R/ e {aI A AHRBHSC {4 If applicable, police report, death certificate and or any relevant information

{R-EE5EHE Policy No. Z{E4RYE Claim No. 1B EARE Period of Insurance BH17. H # Open Date
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