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CHINA ACCIDENTAL EMERGENCY MEDICAL INSURANCE CLAIMS FORM

FiH HEABRARE
Part| To Be Completed By The Insured

AR A4 4 R B 43k

Name of Insured Policy No.

4% EA 2 IR

Period of Insurance

Mk R EE RS

Address & Telephone No.

PEF] EARE () /3 R 3RS |

Sex Chinese Re-entry Permit/Passport No.
¥ 488

Occupation Date of Birth

(1) |RREHE/ER/ FHETON—FEFIIH?
Was the Medical Treatment / Hospitalization / Surgery a result of an Accident ?

% No [

2= Yes [ B3 B R
Date Time

.25
Place

BhEE
Brief Description

B 8548
Witness Information

oy EH
Police Information

RRENS  REAEMALTZALEE? L FHRASZAEZIHBLREH -
Is anyone responsible for this accident ? If known, please provide details.

(2) |AMARER/ R/ T4 MTHS P HLRRBE ?
Are you making any other insurance claim as a result of this medical treatment / hospitalization / surgery ?

% No. [

£ Yes [ FRER 2 3) 4 4%
Name of Insurance Company

PRI B 4 5%
Policy No.

ERRBEE

Declaration and Authorization

AARERLAMAAREN » HBEARATEM -

AANGBRENEFMBAAESRZELE - BHAR - BRIADARBAMAAABRIETHR T TRIBMRBRARAS » iz
HEZHOARERERER -

| hereby declare that the above information given by me in this form is true and correct to the best of my knowledge.

| hereby authorize any physician, medical practitioner, hospital or clinic by whom or where | have been observed or treated, to give full particulars
about my health including my whole medical history, to CHINA BOCOM INSURANCE CO., LTD. A photocopy of this authorization shall have the
full effect of the original authorization.

H # Date AR A% Z Signature of Insured
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¥ HEXBEBARR
Part Il To Be Completed By The Attending Physician / Surgeon

(1) AR AL
Name of Insured

AEER"ENEMBRF" ZEHEE? = O T O (GFmEfzalk)
Have you verified the Information on the "Emergency Accidental Medical Card" Yes [ No [ (Please attach a copy of the Card)
2 |#E® Hospitalization
BTk b Name of Hospital
VNG Date of Admission
H % B H Date of Discharge
3) |F4 Surgical Procedure
F 45 B #A Date of Operation
F 1 4 4% Name of the Procedure
FHrEE Nature of the Operation

(4) [sbRBBH/MER/ FHOEZRA
Chief complaints of the patient relating to this Medical Treatment / Hospitalization / Surgery

6 |
Diagnosis of Conditions

(6) |HircdRZ (G5m3td > &L EME - BXR)
Brief discharge summary (Including treatments, investigation procedure, results)

(7) |RARTEACEA®N?
Is the patient referred by another doctor ?

% No [

A Yes [ R b R b
Name and Address of the referral doctor

(8) |RBMATER > RRXGATHNLEESI A ? % WwE o HRAERGRRA
In you opinion, was the injury resulted from the aforementioned accide Yes / No If not, please state the cause of injury.
EL/EHBAELL Hohk
Name of Attending Physician / Specialist Address
TE/RA

Telephone / Fax

EL/EMEALERLRAY A # Date
Signature of Attending Physician / Specialist with Official Stamp Chop

Personal Information Collection Statement

The information you provide to us is collected to enable us to carry on insurance business and may be used for the purpose of any insurance or financial related product or service
or any alterations, variation, cancellation or renewal of them and any claim or analysis of it; and may be transferred to any of our related companies or any other company
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. You have the right to obtain access to and to request correction of any
personal information concerning yourself held by CHINA BOCOM INSURANCE CO., LTD. Requests for such access can be made to our Compliance Officer.
WRMATHEN

BT RS T, AR RERREFAE, T AR MEF SRR M H B & S RIRFS, T FE SRR OB Lo S F B~ S A

REBOA BT RABSRIF RA A G ETRRIA YN8, KA R CKFARRRARBEFHTMOL S, RARBREFF MNP NIAREMRASE
REMRAGREE, REMRBRLDHB XM E - M THRERENREEH PRIBMARARIAFAIATHBEATH, wHLBAZRK, FARMOMEAA

AMEEB o

FTR¥R:
BEMTHEBERFALER  FNERE > HTERATXH4—HrE
1. BRBARELBALBERALAENERER R RE A LIIANFAAIER -
2. SRBHOIA(AEAEBRERAGHAE) -
3. BFRER I REBRARENOEFTAMIFIZHRE (EAERE > FRERRA) -

IMPORTANT :
In order to avoid unnecessary delay in processing of your claim, please ensure that the following documents are attached when submitting your claim :
1. The Claim Form must be fully completed and signed by the Insured and the attending doctor.
2. Original Medical Bills / Receipts with detail breakdown of the costs / expenses.
3. Original Police Report and / or Original Report issued by the official authorities concerned to confirm the alleged accident. If not available,
you must state the reason why the police or the official authorities concemed was not informed after accident occurred.
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