cCHUBB Agent’s/Intermediary’s name {RiGCIE / HNT AR | |
Agent’s/Intermediary’s contact phone no. {Ri& X2 / A+ ABHEEEE I I Y A
Agent’s/Intermediary’s code {RI&RIE / Fp A3 I O I I

Agency #51 (I e B

Claim Form -
Accident

BINEERFF

Claim Type BE{E¥E5I O Medical Benefit
O Weekly Accident Indemnity
O Accidental Dismemberment

O New claim & X &E O Pending claim 7R3 O Further claim BEZHE [0 Review/appeal E#t/B#%

Please provide claim no. for reference 512 B ERIELUIES =

Part I (To Be Completed by Claimant/Insured) &8 (HFREA / ZRAES)

A. Insured’s Particulars S A&$}

Policy no. Insured’s name HKID card/passport no. Date of birth Sex | Age
REEHRIR SRAR EEBGDIE /RS HEEH R | FH
DDHEMMAYYYYH
/ /

B. Employment Particulars $£&3%15
Duties T {F&(E]

Tel. no.
BELIRHS

1. Present occupation IRAFHSZE Employer’s name, address & tel. no. flEE&7§ - it K& EFE5EHS

If more than one occupation, state all and exact nature of occupational duties. Z&53RHE52 25T - A6 SFREE A7 RS -

2. Did you file a medical leave certificate to your employer? & F{ETEZREEHE ? OYes O NoRH
3. Did you submit a claim for workmen’s compensation for this accident? B & FL Lt E S EREESS TBE(E 2 OYes & O No&H
Submission date JE3Z HEH : ( / / )

DDH MMA YYYYZ

C. Other Insurance Coverage Hf{th{RFgEZ#l
Does the Insured have any other insurance policy covering this case? FEAEEMEAREESEMRGEE? OYes H O NoRE

If “yes”, please complete below particulars. & "5 | » FEFFHMWEE L TERN ©

Name of insurer }%{R/AF] Policy no. {R & 5515 Benefit type {RFE5E7! Benefit amount {R#fE £ %8

As part of our endeavour to keep our records updated and to maintain high quality of service, we sincerely invite you to provide us your email address. Please
visit our website https://eservice.chubblife.com.hk to update your email address.

AEEEAR T REETEMNRBRAARATHEREFEAEH - AARRHBE T ERALQ R LR https:/eservice.chubblife.com.hk » LIRHE TAYEE il -

CLMO001/0723/1C
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. Accident Particulars EM$is

1.  When (date and time) did the accident occur? ( / / ) ( : ) O AM k&
BT (QEIRESRE) 8L 7 DDH MMA YYYY# HREF MIN4: O PM T4
2. Where did the accident occur?
BIME s 7
3. How did the accident occur? (Please describe in details)
BIMOMIEEE 7 (FEREEFS)
4. Which part of the body injured and type of injury?
G RIGEL ?
5. a. Date on which you ceased work after the injury? a. ( / / )
5% - ARHFIETIE ? DDH MMA YYYYH
b. Date on which you returned to work? b. ( / / )
AR RAE A ? DDH MMA YYYYH
c. Date on which you expect to return to work if you have not yet done so? | c. ( / / )
HERTEHEE B T FERHARIRETIIE ? DDH MMA YYYYH
6. Any hospital confinement incurred? H&E{EfE ? OYes H O NoRH ( / / )
If “yes”, please state the date of admission. Z1 "5 | > FEIEHEAPTHES - DDH MMAB YYYYH

E. Treatment Particulars jAEEEE

Details of hospital confined or physicians consulted for this injury: S5t X REMAM S 2 B4 / BRI -

Name of physician(s) &/or hospital(s) Address(es) Date of consultation(s) &/or period of confinement
B /Bl ik M2/ (EFREE
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Settlement Option B2{EX {15

[0 Direct credit to existing premium collection autopay
account (bank account which is held by the policyowner)

BEERHARMXFREZAO GITRORAAREARREREA)

HKD Bank Draft (drawn in Mainland China)
BEAE (RHERRIR)

O Direct Credit to Bank Account HiZZEARITEO
IMPORTANT MESSAGE: ONLY applicable to the policy WITHOUT
autopay bank account for premium payment. Otherwise, the
payment will be credited to autopay bank account which is held by
the policyowner directly.

EE2ERE REANTEUEHBEREAXWIRENRE - &
?% ?;EHA%)E%T?AQ EERRAVIRIT RO GRITR OB ALESR
BE °

Name of Bank Account Holder (MUST BE the policyowner)
RITROFE AR (WERAREFEN)

Bank Name

R1TRTE

Bank No. Branch No. Bank Account No.
SRITHmER THRER SRITER SRS

*Please provide copy of passbook/bank statement/ATM card with name
of account.

*RRIRMFR/RIT P OREE/ R FRIAMERTAOFE AR
LUERE -

TT Payment ;EFX
Remittance charges will be borne by the policyowner

EFRIERE RIS HEREFE AT
Name of Bank Account Holder $R7B#5E A%

Bank Account No. $R17 B [5%H5

SWIFT Code SWIFT 1X5&

Bank Name $R17% 8
Bank Address $R17t3i

IBAN No. BIFRERTTER P 5RHS
Intermediary Bank Name A7} #8717 &8

Intermediary Bank Account No. F/1#R17 5 5515

Remarks izt :

1) Bank charges may be incurred by client for clearing the bank draft and TT. Policyowner is recommended to check with the bank before

applying this instruction.

RITHEAE TBNREARNEENERTEE - BRREREANEETRIEARITES -

2) For payment by direct credit to bank account, bank account holder must be the policyowner and the maximum claim payment limit is

HK$200,000.

EEEEERTFARITAO - fRTFOEEAMRARRERE AKEESTE ERAEE200,0007T

3) For the claim payment amount exceeding HKD200,000, HKD cheque will be issued and sent to agent/intermediary (if applicable) directly.
INEEE £ EAZ HYENE200,0007T @ A$3 HBKE ST R B EEX TR ARIE / A A (WEA) ©

4) Ifunspecified or without clear instruction, claim payment will be settled by direct credit to existing premium collection autopay bank account
(only applicable for the maximum claim payment limit is HKD200,000 and the aforesaid bank account holder is policyowner). Otherwise,
claim HKD cheque will be issued and sent to agent/intermediary (if applicable) directly.
W EEAAEUEWET - BESHERS L ERBRERSAMNMIZARE 2RO (EEAMREE ST LRAE#200,000T RRITROFEA
WEBREFEAN) (AH) » SRINRHEBI RN EEE T REAIE /BN (@A) -

For Agent’s/Intermediary’s Use Only R} / R 7T AER

Attachment | O Sick leave certificate O Copy/original receipt(s) issued by O Copy/original receipt(s) issued by
B RERERE registered doctor non-registered doctor
FREI B FTes 2 B EIA / IEA IR MEE L AT 2 B EIA / IEA
O HKID card copy of insured O HKID card copy of policyowner O Others
RRAZEEBGHERIEX REFBEAZEESHERLX At

I/We have verified the original HKID card/passport/residential address proof of the policyowner and confirmed the identity details in the
HKID card/passport to be matched with the identity of the policyowner in this claim form. I/We will provide the required information and
copies of the relevant documents to Chubb Life Insurance Hong Kong Limited without delay.

AN/ BECHHREREAZEESMHE /BB / BEMUERIHIIESR - UWHEEEESHE /R ZSHERELERFEE LREFFAZ
BEH—H - AN/ B ERREIBRXE ZEIATFREAZSRGEEGRAR ©

Agent’s/Intermediary’s name Agent’s/Intermediary’s code Agency
1REG IR / AR AR - REGEE / RN AR #AR -
Agent’s/Intermediary’s signature {RfGXI2 / FNAKE : Sign date 2 ZHEA :
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Important Note ;¥ S I

In order to speed up your claim application, please attach the below documents together with this application form. Should any extra

information or document be required for your claim processing, we will notify you or your agent or intermediary. Meanwhile please tick against
the Required Documents submitted with this application form. A{FREERFIBEAIRE RS & B RBERL T XHES - NBEERINEH
B ¢ BFIHE S B TS TAURIG BN A o FBHOER L RABRTMWEAHRAE L "X 55 -

(PAWAI)
Weekly Accident | (PAADD)
PAMB Ind it Accidental
Claims Document Checklist F{EX##£&E%K { . : . necmmty .CCI e
Medical Benefit SEENESE Dismemberment
Document Type X {485 BIIER HE{E ERRLREE
O Claim Form - Accident Part II - Attending Physician’s Statement v v v
BIMNEERFEE - 28— T2 BEERSE
O Sick leave certificate with diagnosis (Period: From To ) % v %
B BRI RRERE (R ' A ES )
O Original medical/hospital receipts and statement of charges
(Claimed amount: ) v * *
Bk / BRBRINEEEAR (RESER )
O Labour Department Assessment Certificate 45 T BB (4:EEE * v v

=
<
%

O Physiotherapy/occupational report #3245 / B2 AEME

O Compensation breakdown from other insurer/party

HARIE AR / g2 BERER

O Referral letter for physiotherapy/occupational therapy
YIRAR / BEARENE

*
*

O Laboratory, X-Ray, CT Scan, MRI Report(s) {t& « X-¢ « BESIFH - O ERE

*| % AN
N
*

%
%

O Police report/traffic accident report/statement 2Ei{ L / TBEIMRE / OHHE

O Copy of HKID card/passport/birth certificate of the Insured
RRAEEEMIE / ER / HAEEREIE

O Copy of HKID card/passport/business registration document of the policyowner

REFBEAERSMHE/ER / BESLXHZEE

ANEERN

v v
v v

v Required Documents B3 % Optional Documents Fi 032 4

Note: We reserve the right to request for the submission of the optional documents if necessary. A2 E{FEE B R Z SR MM {42 HF] o

F. Personal Information Collection Statement B A & ¥} Ui s 2260

Chubb Life Insurance Hong Kong Limited (“Chubb Life HK”, “Company”, “we”, “us”, “our”).
REASHFGSBEERAR "REAEFE, - "FAT, - "HM, 5 "HM, ) -

Chubb Life HK recognizes the importance of protecting your privacy and is fully committed to implementing and complying with the Data
Protection Principles and the Personal Data (Privacy) Ordinance of Hong Kong.

LZEASEEROREFTHLRBMNERY  UHOBERMETESEN (REEHER) M (EAEH (RR) %6 -

Personal Information we may collect

BMATEEURSRAVEA B

In the course of us providing you with the insurance policy and related services (“Services”), we may from time to time collect your personal
information for the purposes set out in this Personal Information Collection Statement (“PICS”). We may collect your personal information
directly from you, or indirectly from other third parties in connection with the Services, including but not limited to when you complete or
submit an application form, submit a claim, access our website, or participate in any of our and/or our partner’s programs. The personal
information we collect may include but is not limited to your personal identification information, contact information, financial information,
policy information, claims history, medical and health records.

EHMAR TRMREFNMERRRS ( "R ) WERED - RFITRESTRNER THEAER - ARAEAERNERZR ( TEAEHERE
BB, ) FRRERBR - BRI Re S ERARE TIWER THEAER - St ERFFHEENEME=BRNER TIEAGER - SFEETRRET
ERHIETRER « BRRME - EARPIRYREIAE 2 RIMIA R/EFKMISEBEREMETE - HMPWENEANER TR FEETRIE TRIE
ASHER - BHEEH - MBEH - REER - REES - BEMERACH -
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When you provide us with personal information about another person in connection with your application or insurance policy, which may

include but is not limited to your dependents, the insured, the beneficiaries, your authorized representatives (“relevant persons”), you

confirm you have obtained that relevant person’s consent to provide such personal information to us for the purposes stated in this PICS.

ERTARMREMER THRERREBRNEMANBEAERE - SFREFEETRIRETHREA « RRA - RHEA - B THERERR
( "TBRAL.)  BTHERZESZANEE - AAEATRERBRATLLNENRRPREZSEAER

As a condition precedent to your application for the policy, you are required to provide us with the information set out under [Parts I
and II of the application]. If you do not provide us with the required information, this may result in the us not being able to process your
application, process claims or provide you with the Services.

ERRE T RBRENCRME - BTHERARKPHRM [RERINE ML ZED] PIIHANEH - MRBTTAEFPIREMEEN - Jeeg
HHMEREE TGS - RIERESAE T RMRE

What we may use your Personal Information for

BMAEEISE THEATH ARG EEN

By making the application and receiving the Services, you give us your consent to use, process, disclose, transfer, store your or the relevant
persons, personal information for any purpose related to the Services, and to communicate with you and the relevant persons for such
purposes, which may include without limit:

BERHPFENEZRT - B TRERMAMERFEREEMEMNGER - RIE KT - 8572 - BEE TSHEMATHEAEN - LHEERERE
TMBERALER - ATRERFETRA ¢

(i)  to process and evaluate this and any future application for the insurance policy;
FREBANGTAL L EREE LR A (AT R R AV R EE FRES;

(ii)  for policy administration, processing payments and premium collection;
RRMEEEE  RIBAHAEEIE ;

(iii)  to conduct medical, security and underwriting checks;
ETEMER - RRRREE;

(iv) to assess insurance claims and to process payments;
PRI RE R R ST,

(v)  to provide insurance products and related services;

RAURRER R ERIRE;

(vi) with your consent, to promote and directly market to you and your related persons: (a) the insurance products and services of the
Chubb Limited group of companies; (b) mandatory provident fund-related products/services sponsored by the third party scheme
providers connected with us; (c) insurance, financial or investment related products/services, rewards, loyalty, co-branding and/or
other privileges programs related to health, wellness, medical, entertainment, media, offered by third party partners appointed by us;
HERTHWRET - AT RE THERATHBEREREH; () DEEEARMWRRAERER/RTS; (b) BEFIGRIM S =& 8IHtER
FrR ARSI ATE 2 AERAES/MRTE (R - SRIEIREHERES/RTS - 28 - BHE « MeREE/SEMHKPHEENE=817
TR AtERMRER « BR - RS - IFBRERANIE EETE;

(vii) to perform data matching and communicating with you and/or your relevant persons for such purposes;

ETERZEY  RE LA RER T RETBRA LTS

(viii) to cooperate with law enforcement bodies for law enforcement purposes, to prevent any serious threat to public safety; for police
investigation purposes; or to comply with requirements imposed by or agreed with government or regulatory bodies or imposed by
law or for litigation;

BEVHUEEREHE - LBFILEMERERBARKRENER ; FESRETHERS ; SUETHNEEEHIBIENIRRRTE ; G0

(ix) to enable industry associations, federations, government or regulatory bodies to carry out their functions and requirements that may
be assigned to them from time to time as are reasonably required and in the interests of the insurance industry;
ERBITEREREE RS ERERTHETHHEER ASIBERKUMEE RIRGITEREMITIRERATE;

(x)  to conduct research, research, surveys, data analytics and statistics, administration, communications, computer, security and other
services (including medical services, mailing and IT services) in connection with the usual operations of the Company as a life insurance
company; and
ETHEAARMEBASHREARNNAEELHRANME « /ZE - BBTAMET « 178 - B - B - KEMEMWRE (DEBEER
BFAMENBHRSE) &

(xi) for any other purpose directly relating to any of the above.

FARER bt E M —IRE AR R H MR B R -

Who we may share your personal information with

BMAREEASZETHEAEH

We may for the purposes stated in this PICS disclose or transfer your or the relevant persons, personal information, within or outside of
Hong Kong, to:

BfirTaEE R AEAERINEZAFRRA B - EEEBERHIEIMEESEZR TS ERALTEAZTRE *

(i)  our authorized agents, insurance intermediaries, third party providers or administrators including healthcare providers, in connection
with the placement or handling of your insurance policy and any related claims and/or services;

LR T AVRE RATMAERASRE R/SARFEVIR s EIE - ERMIRENRIEA ~ REPNA - E=HHEEFNEEANS - BREEERREEE
(ii) reinsurers, claims investigators, loss adjudicators, fraud investigators, medical advisers, debt recovery agents, credit reference
agencies, law enforcement bodies, fraud prevention agencies;
BREAR; EEBEAR; IRERES; RFFAEE « BEEEMN « BIFEINAR « EEERIEE « HUEKEE « BHIEEEEKE |
(iii) any branch, subsidiary, holding company, associated company or affiliates of Chubb Life HK (“Group Companies”);
REAEES ( TEEAT. ) NEAST  MBAR  ZERAR -~ BEARSBEBAR
(iv) our appointed third-party vendors, agents, contractors, advisers;
HFEENE=HHES - RIEBA AS% B &
(v)  insurance industry associations and federations, government or judicial or regulatory bodies, or any person to whom we have a legal
or regulatory obligation to make disclosure.

BMEEESEEEROEFHEBNRBITERENME - BUTSRIASEEHE - siEMAL - 50f8



Your data access rights

B TERERAER

You have the right to obtain access to and to request correction of your personal information held by Chubb Life HK or be given reasons for
any refusal of access or correction. We may charge you a reasonable fee to process your data access request.
I%ﬁggﬁggﬂﬂiﬁiEIEi%i%}\%éi%ﬁﬁFéﬁ'FE’JEﬁJ@A’ﬁ*#  BESIERR BRI ERYIEM - HFrIREE R TIENAENER - LURER
THEHERZEX -

For more details of the Company’s policies on personal data and privacy protection, please read the Chubb Life HK’s Privacy Policy available
at https://www.chubb.com/hk-en/footer/chubb-life-privacy-policy.html. Any questions regarding personal data, access to or correction of
personal data should be made in writing and submitted to: Data Protection Officer of Chubb Life Insurance Hong Kong Limited at 35/F,
Chubb Tower, Windsor House, 311 Gloucester Road, Causeway Bay, Hong Kong.

BREANARBEAENRILBREBRVEE - FR2RETEASEENARBESE » #iAhttps://www.chubb.com/hk-zh/footer/chubb-life-
privacy-policy.html. HRMEAEH + BRI EEAABROEMAME, BUBEHAADEASFRESERATVEIMREIEES < BES
EEEREEE HITES ——REEABREASAB=+EE -

In case of discrepancies between the English and Chinese version, the English version shall apply and prevail.

WHRRTAFEAEEZR - R -

G. Authorization $54&

I hereby irrevocably authorize or authorize on behalf of the Insured (if different) (i) any employer, doctor, hospital, clinic, insurance company,
government office or any organizations or persons who have any records, knowledge or information (whether medical or otherwise) of me or the
Insured (if different) to disclose, release or transfer to Chubb Life Insurance Hong Kong Limited “the Company” or its representative such information
pertinent to this claim; (ii) the Company or any of its appointed medical/para-medical examiners or laboratories to perform the necessary medical
assessment and tests to evaluate my or the Insured (if different) health status in relation to this claim. This authorization shall bind my and the Insured’s
successors and assignees and remain valid notwithstanding my or the Insured’s death or incapacity in so far as legally possible. A photocopy of this
Authorization shall be valid as the original. ZX B R AEAE (MNBTR) () (E X - B4 - BRx - 2207 - R AR)  BUFSIFT st HME B R AL anBE A
AN/ ZRN (TE) BEAHCSR A E R AIEZEFERRAEARNEARNRRER BB ALUEAZNRERBNEE; () EARNEARET
RYEER / BN B RIGE B eliaER AT R BRARERN RS  ETERMEERE  LUREARA / REN (NETE) FREARRN 2 EHAN / SEANBEA
REENENRT BMEEARA /RN (WETR) AR EITAEENZHAB R  HIREENFENALBREAREMNIS

Agent’s/Intermediary’s code Signature of Insured Signature of Policyowner (if other than Insured)
{RBEACIR/ AR ASRAS ZRAE REFEAFEE (MALIEZRAN)
Signature of witness/Agent/Intermediary Date Date
REAN/ RGRIE /PN AFEE =L =L
Full name of Insured Full name of Policyowner*
REAE REFE AR~
Name of witness/Agent/Intermediary in full | HKID card/passport no. of Insured HKID card/passport/BR no. of Policyowner*
REBA/ REGHKIE / P AR RRANEEBHDE / ERRS REFBAEESME /BB / BESLRE
Date of birth of Insured Date of birth of Policyowner*
SRAHER REFHAHERER
Date Nationality of Insured Nationality of Policyowner*
=L SRANEEE REFE ABIEE

*In compliance with the Anti-Money Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance and the Guideline on Anti-Money
Laundering and Counter-Terrorist Financing which is issued by the Office of the Commissioner of Insurance as amended from time to time, Chubb Life
Insurance Hong Kong Limited is required to collect the identity information for the above items with asterisk (*) and verify the identity of the Policyowner.
Your agent/intermediary, therefore, is needed to verify the original identification documents and collect the copies of the relevant and other documents
as deemed necessary of the Policyowner.

“ARBITERSERBMA FESEE (SRIEE) KOIREMGEEDERMEBHRTEHEITZ FTRRSEREMS FELEEIES, REAFRREEGRAR
WANERLL EFEEER () IHEZREFFASHERNUKEREFBEAZSH - BT ZRERIE /PN ADLEKBREFEAZERSHEBXG - WIEE
RAREAMFTAX 2 Bl A
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Part II - Attending Physician’s Statement (To Be Completed by Attending Physician at the Claimant’s Own Expense)
ZH-EBERE (HBRBEABE - HEPEEER)

A. General Information —RgE$}

PolicyNo.|||||||||||

Patient’s name HKID card/passport no. Date of birth Sex 4R | Age F#s
RALER EHE DT / FERRIE HeEHEA
Are you the patient’s usual doctor? B T 2&RAZIEHELE ? OYes2 ONo&

B. Extent Of Injury S{5 1%

1.

a. Date of accident. E4ME4E HEA -

b. When were you first consulted for this injury?
MBRARBZEXKZHE?

a. ( / / )
DDH MMA YYYYH

b. ( / / )
DDH MMAE YYYYH

c. Was there any evidence of a visible contusion, an accidental cut or c. OYes B 0O No&®H
wound on the exterior of the patient’s body at the first consultation?
REXRZAER  RASEELERBZHREED ?
d. Please provide the cause of this injury. FE12HMEER d.
e. Please provide details on type of injuries sustained. 5l EFE5 o e.
f.  Please provide details on which part of body injured. &t SEEEAL o | f.
g. Please provide details on extent of injuries. & R ISTEE o g
2. What was the condition of the injury as at the last consultation date? Any a. Date HHj
complications? & —/XKZHIZEIERAM ? BEBHEIE ?
b. Physical finding 5821557
c. Treatment /&
d. Complications f} 38/
3. Did this injury require hospitalization? (If “yes”, please state) O Yes & O No&
LA REREREER ? (T2, FBRHFE)
Date of admission ARz HER ( / / )
DDH MMA YYYYH
Date of discharge HFEHEA ( / / )
DDH MMA YYYYH
Name of hospital Bz &8
4. Did this injury require: (if “yes”, please give details including date, result

and finding) L XAZEREFE © (M2, FERHFEWOT)

a. Surgery? #EITFM ?

b. Xrays? XJig®E ?

c. Magnetic resonance imaging (MRI)? F# /)14 ?

d. Computerized Tomography (CT) Scan? ESEIEiF1E ?

e. Physiotherapy/occupational treatment? 4)3B;&5E / B2 A& ?

f.  Other diagnostic procedures? Efthz2Emf25 ?

a. O Yes =2 O No&

b. O Yes & O No&

c. O Yes@Z O No&

d. O Yes & O No&

e. O Yes=2 O No&

f. O Yes 2 O No&
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5. Please provide the prognosis of the injury.
SERMERR G FEEARRE
6. a. Any physical loss of joint was resulted from this accident? If “yes”,
please specify the joint involved. A 25 F it E S MBI KRR ? a.
W, R —ERARTE 7
b. Any total functional disablement of joint and the condition is same as | b.
total physical severance of the said joint resulting from this accident? If
“yes”, please specify the joint involved. & A 2% K & X S EHEIF T
ERAHEINAEREERANEFRLZLRAE 2 40 "5, - FERABA—ERAER
7. Was such injury induced from or effected by any of the followings, which
may have contributed to the accident? (If “yes”, please give details) {52
BHLUTMEREHETE? (A2, FREFBOT)
a. Physical defects/congenital abnormality 582 / e X ER a. OYesE ONo&
b. Past medical history @ER5E b. OYes®2 ONo&
c. Degenerative changes iE{t#2## c. OYesE ONo&
d. By drugs or alcohol Z24) s} ;E+E d. O Yes & O No&
8. With reference to the patient’s occupation stated overleaf. FEIBEFf7R
RAZHEMS -
a. Do the injuries totally prevent him/her from performing each and a. O Yes & O No&
every duty of his/her occupation? X RHEE LR EERAEBITHE From&#( / / YToZ( [/ / )
e AR EIE: 7 DDH MMA YYYYH DDH MMA YYYYH
b. Ifthe patient is still disabled, please give approximate date he/she b. ( / / )
should be able to return to work? ZNFRAKEEIRIE T1E > B TFHEHRA DDH MMA YYYYE
AIBSHES T 1F ?
9. If an absence from work for more than two weeks was necessary, please
describe in details the reasons why you feel the patient could not return to
work earlier. ERBETEMEHASLL L - FEFHAR TRARATIREELZ
10. a. Was the healing complicated? ZEFI 25 HE R 7 a. O Yes & O No&
b. If “yes”, please state the reason and any special treatment given?
TR ERERERE T ZEAERARE b.
11. To your best knowledge, please give name(s) and address(es) of other
physician(s) who treated the patient for the same injury and the date of Dr. name B4 454
consultation. #ER RN - FEFHIIMERRE B R AEHARZEL
PER, AL REA B - Address }3:
Date of consultation 5245 B ( / / )
DDH MMA YYYYH
Signature (with chop) Name of physician
= HREME
Date Qualification
HER B
Address Tel. no.
ik BEEIRNS

Chubb. Insured.
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