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Min Xin (Macau) Personal Accident Comprehensive Insurance Claim Form '“acaufS@“lXiC' com. hk
2 ®E: 2830 5600

& B TR RSN R ARG E N YRR SR R E R E30R A — AL BIA A T B « A iR RER]
TER G ZORE MR N A RIRE BRSO - #HEREFFENELLTCARFEEE -

Completed claim form must be given to the Company within 30 days from the date of accident together with the following
supporting documents. We reserve our right request additional information / documents when needed. The issue of this claim form
is not an admission of liability on the part of our Company

I RE 1 2R A | FIEANEY
INFORMATION OF POLICY HOLDER / INSURED PERSON / CLAIMANT

EHEFFA A IR EEERE

Policyholder: Policy No.

ZIRA SR G TS el
Insured Person: Macau ID No. Sex
4 HEA W4k BB R RS

Date of Birth: Contact Telephone No.

fERTIZR EH R

Residential Address:

¥ 241% e

Name of Employer: Occupation:

ENCUN EFTE7 ER

Claimant: Macau ID No.

EXCUNCIEZTIN Lo

Relationship between Claimant and Insured Person:

1. EYMNEE DETAILS OF ACCIDENT

BEYNEHA 1 EFRE EINE SR 2 WD B
Date / time of accident Place of accident

S e Al A M r] S A
Describe how the accident occurred. in details

SR E R G AT R

What was the injured person doing at the time of accident
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EAIMESR RESULT OF ACCIDENT

ZAGEL A 2GR
Part of body injured: Nature of injury and Degree or Severity of injury:
[] A3 Right hand 21518 Nature of injury: Z{EF2 1 Degree or Severity of injury
[] #F Left hand L] 5 sprain
[ Kl leg U] E¥r fracture
] 5H head [l ##{% contusion
[ HE eye (] Z({& laceration
[ & burns
[ Hfth others [ HAth others

(557 HH please specify)

(353781 please specify)

GE A Y EAEE 25 ?
Has the injured person previously suffered from injury to the same Part?

WA > sl

If yes, please give details:

g &
[ 1Yes [ ]No

IvV. REHH - SEEFRRESUF
CLAIMED ITEM, AMOUNT & SUPPORTING DOCUMENTS
EXC U] FreR RIESCE (BBFTY) RIEEH
CLAIMED ITEM SUPPORTING DOCUMENTS (Please ) CLAIMED
AMOUNT
BIMET [ ] 9ET-2& Death certificate

Accidental Death

(728 B/ EiBe i Coroner’s Report/ Post-mortem Report

[ VAEBeE iz br NEREIE CHYSED] (A& J<HE) Presumption of death as
proclaimed by a court (in the event of disappearance)

[ &3R4 (U FE) Police report (if applicable)

[ S frba st 2 2a AHY S (aa (T e AR RBESR LRSI - DR 5248 A B %

5585 ldentity documents of the beneficiary and relationship proof

KA GEEEE T
V&~ B RIS

Permanent Total or
Partial Disablement,
Burns, and/or Broken

[ B& A= 25 > RS 782 RE 55 Certificate issued by a Registered
Medical Practitioner certifying the degree or severity of disability

U] 225345 (4038 &) Police report (if applicable)

Bones
ISeAN 5 i [ &8 A S5 T SO B R - B2 R ARV ~ SER ~ 208

Accidental Medical
Expenses

HEA KUt Diagnosis and treatment, including Insured Person’s name,
diagnosis and date of diagnosis, certified by a Registered Medical
Practitioner, and receipt

U 58518 T8 S FH 2 22 e B& [ IE A RE B2 Original receipt with itemized
list/ receipts issued by clinic or Hospital
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V. ﬁ{@ﬁﬁ[«ﬁ{ OTHER INFORMATION

LBENE FE 4RGSR

Name of Police station Case Ref:

TBE Hhd& B Eh oS

Name of attending physician: Contact telephone No:

BB AT Rtk

Name of Hospital/ Clinic and address:

B2 HEA
Date of first treatment

& 5E Rk TAFRE JTHHAR

State the period during which the injured person has been totally disabled from attending to his/her normal occupation

B From £ To

H Day/ A Month / 7 Year H Day/ A Month / 4 Year
GBS AT R TIEREST ? g &
Is the injured person still totally disabled? [1Yes [JNo

W (GER B WIE TIFREST ?
If no, from what date was the injured person able to return to his/her occupation?

A HAh ORI PRIE? E U&
Any other Insurance covering this event? [lYes [INo

WA - FFRERNS Lo Orbe BRI PREESEHS - Orbg =0 - BIARIEERCS -

If yes, please provide the policy no., name of insurance company, copy of the policy and the respective claim/payment record.

TRELSEHS N TNCIE A
Policy No. Name of Insurance Company:

EE L B REH G ESN G 0 R EAHEEE
2. YIFHE 25 HIEES » a5t - AN A #E -

Noted: 1. Any documentary proof of accident and/or other reports shall be furnished at the expenses of the Claimant.
2. If more space is required, please write on a separated sheet and sign your name on a separated sheet.
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R R PefESE Declaration and Authorization

1 KRANEFEEIES - ANEEEE - DL EAHER 2 BRI & 12 098 57 2 B e b A SR 0k
ZIRE
1/We declare that all information and particulars contained above are true and complete to the best of my knowledge and belief
and they are made without reservation of any kind.

2. ARNEEFRENEMGERNEEFZHBE - BBEAR - BEhisG@ iRt a A N EE5HEE 2 Rl T RERE
ARAFE ( THEAH, ) SHAAHA -
I/We hereby authorize any physician, medical practitioners, hospitals or clinics by whom or where 1/We have been observed or
treated to give full particulars about my/our health to the Min Xin Insurance Company Limited (“Company™) or its agents.

3. ILIHEE S HIATNE AR o

A photocopy of this authorization shall be considered as effective and valid as the original.

W EE1E A & kHEEEH Personal Data Collection Statement

1 FETRENER > BANEHRMREEERITE - WA REEHR THIEAY
The information you provide to the Company is collected to carry on insurance business and may be used for the purpose of
® (T {rT B (A S A TR PR %5 B S E B RO (AT B Y ~ BB ~ UM B ]
Any insurance or financial related product or service or any alternations, variations, cancellation or renewal of them;
® FHULMAWE FHVRE - TAR/ENEER o IRATHEALN SRR (GEE RERREGGTE) - EREEARIRR
RALHE 5
To manage any claim, action and/or proceedings brought against the customers, and to exercise the Company’s rights as
more particularly defined in applicable policy wording, including but not limited to the subrogation right;
® (LA REBCRE T K TR EAS T B BRI B L (Ao A BRI A B BT o] A (e B Bl R b s PR 5 AR
YN TS ORESE B A AR o N BCRE BER & s A IR s FR (BT TR bR A SR e g -
Any claim or analysis of it. and may be transferred to any related business partners, companies carrying on insurance or
reinsurance related business or an intermediary or a claims or investigation or other service provider providing services
relevant to insurance business or any association or federation of insurance companies that exists or is formed from time
to time.
2. FrAEFPHEAERDERFAATERER « (BER/SENERAT A AR EASIEEE AR -
All customers have the right to access to, correct, or change any of their own personal information held by the Company by
request in writing to the Company.

REFAAWEAEEHE) ZIRN I RENEE
QR | EEEE N SE (EANZRARRLISH) Signature of Insured Person / claimant

Signature of Policyholder (with Company chop if applicable) /
/ Parent / Legal Guardian (if Insured Person below age of 18)

HHA Date: HHA Date:

WAL AR - SR IEFER © (853) 2888 3876 [HEFLR © (853) 2830 5600
For any inquiry, please call our Claims hotline: (853) 2888 3876 Fax hotline: (853) 2830 5600

AL FRAR L E] — V)R BRI

Please return this form together with supporting documents to:

FERIEATRAE (RFTD1T)

BFIRER G L1 39 PTRIPR SR T A E 1 1R G-HEE

BHREER

Min Xin Insurance Company Ltd (Macau Branch)

11/F., G-H Luso Int’l Bank Bldg., No. 1-3 Rua Dr. Pedro Jose Lobo, Macau

Claims Department

BBEE Tel: (853) 2888 3876 fHE.Fax: (853) 2830 5600 #HkWebsite: www.mxic.com.hk
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Certificate of Medical Attendant

To be completed in full by an attending registered medical practitioner

Name of Patient: Macau ID No.: Age:

1. Date of accident:

2. Diagnosis:

3. Are you the above patient’s usual medical attendant? [ ]Yes [ ]No

4. When was the first time you attended to the patient?

5. When did the patient first consult you in relation to the injury concerned?

6. What are the details of the injury

7. Are the symptoms/injury exclusively due to the accident? [ JYes [JNo

If not, please elaborate

8. Was the patient under the influence of intoxicants at the time of accident? [1Yes [No

9.  What are the details of the medical treatment given?

10. Was other medical treatment or examination required? (If yes, please give details) [ JYes [JNo

a) Hospitalization?

b) X-rays?

c) Special diagnostic procedures?

d) Surgery?

11. Is the patient still under your care for the injury? [1Yes []No

If yes, please state his/her current condition

12. Period of total disablement: From to

(i.e. wholly prevented from attending to his/her usual employment or occupation)

13. Period of partial disablement: Form to

(i.e. prevented from attending to a substantial portion of his/her present business)

14. Will the patient sustain any permanent disablement?

Please state the percentage of permanent total disablement:

15. If burns injury, please state the percentage of body surface suffered:

I hereby certify that the above statements are true and correct to the best of my knowledge and belief.

Signature and chop: Tel No.:

Name: Date:
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