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NEEI R ER OR bR e
PERSONAL ACCIDENT AND HOSPITALIZATION INSURANCE CLAIM FORM

TREABERS TREEZIEAE

Policy No. : Expire Date :

LTI PN
1. Name of Claimant :

BLGER N B FR
2. Relationship to insured person :

N DS
3. Name of insured person : Identity Card No.

e P Fi
4. Occupation : 5. Sex 6. Age

Skl
7. Address :

A
8. Tel.

TN LTI/ B 1] IR

9. Date of Accident/Date of sickness first began : Time :

Al BT - HER RN

10. Describe when, how and where accident happened :

WHTHFEN - e Eull HCRA4 - kil R ias P i
11.  Any Witness? Q Yes Q No

If yes, please provide us the name, address and tel. no. of the witness

2005 1R
12. Nature of Injury / Sickness :

VIZEHEH ]
13. Date of First Treatment :

EiRR

14. Name of attending physician :

PR e LAt ERBR 2 P e CR IR AR IR AT - G UL ERBRIA 25

15. Are you insured with any other insurance company for similar benefits? If so, please give particulars :

ANAUE AN OIS BEFR ORI AL P S Tl B RS TF - hy Serh ey i SRS it AT 11 -

I believe that the facts stated in this Personal Accident and Hospitalization Insurance Claim Form are true and the opinion expressed in it is honestly held.

19 BINCIE RN ==

Date : Insured Person / Signature of Claimant

HEE
AUTHORIZATION

ANZEFZHEFTATRE NG - SIS A e A N2 - B > sibgdte . At - R O e AT A5 7 1 a2l il 15 B 38 5 2 ML A B
PSP RBRATIR A R8N - BLEZRES - WIRSH A EIA » NSZEIABL SRS 2 20 ) -

I hereby authorize any hospital, physician or other person who has attended or examined me to furnish to Liberty International Insurance Ltd. or its
authorized representative any and all information with respect to any illness or injury, medical history, consultation, prescriptions or treatment and copies
of all hospital or medical records. A Photostat copy of this authorization shall be considered as effective and valid as the original.

il K 139 G INL T UN S

Place and date Insured Person / Claimant Signature(s)



Intemationalm Liberty International Insurance Ltd
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13/F DCH Commercial Centre
25 Westlands Road , Quarry Bay, Hong Kong

Tel : (852) 2892 3888
Fax: (852) 2577 9578

ATTENDING PHYSICIAN’S STATEMENT B§4-#4
(to be completed by physician FHF 2 B4 H L)

Patient’s Name Jj5 A #:44: Age Fin:

1.  Diagnosis and concurrent conditions 27 K AfEAR:

2. Is present condition due to injury or sickness? 5 | UM R R 12

2. Is present condition due to pregnancy? 5 A&7 K525 |[BUEAR? Yes 2/ No &

3. When did symptoms first appear or when did accident happen? J55 A\ {r[HFZEER /58 E =42

4. When did the patient first receive your consultation about his/her present condition? Ji&5 A [K|_ i &0 & Ktk 2 H HA

5. Nature of surgical or obstetrical procedure, if any: 2[5 A\ T EHEZFlT » Foa et Fiir B B g

Date Performed =i E1T H HA:

6. If hospitalized, please provide name and address of hospital: Z1ZEF:[5 » FHHEALEEE 4 FE Kt

7. Date of admission A5 HHA:

8.  Date being discharged Hif5 H H#A:

9. Commencement date of total disability 5 [Z{7k Z {55E H Hi:

Date of partial disability 5 |G /4GE 14455 H #: From To &

10. Is patient still under your medical attention for this condition? ] N2 i A2 F2884: 7 Yes &/ No &5

If not, please advise us the cessation date of medical care 2145 » EHFRHEZ ER AR HE

Signature of Physician 254 %555

Qualifications & f&:

Address Hffl-:

Date:




