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OFFICE USE

THEPOLICY {7 ®

1. {RE5ERS Policy Number 2. % #] H Expiry Date
THE EMPLOYER {g *
3. % F Name of Insured 4. FE 25 Tel. No.
5. # 4% Name of Employer 6. & 2 Nature of Business
7. - Address
THE INJURED PERSON £ %
8. EE 4 Name
9. F£ Nationality £ Age % B Sex 7 55 Tel. No.
10. 3 #I- Local Address
11. Whether married or single
RS
12. State occupation in which the injured person is employed
{1 FHIREE THA{RIAE TAF
13. On what work was the injured person engaged at the
time of the accident ?
BT T(E
14. Is the injured person in your direct employ ? If not please
give Name and Address of Contractor
BEROERER - SRR A EAIEE A Btk
15. When did the injured person enter your service ?
B E R A
16. If taken to hospital please state :-
BERIT R beRRY B T8
(a) Name of Hospital
B
(b) Whether still in hospital
TR ?
(c) Whether in or out patient or if discharged date of discharge
BT ? (R ?
17. If not taken to hospiotal, please state whether being medically
attended and if so by whom
WiARREEREE  SEYAHTE R R R
18. State wherther returned to work, and if so, when ?
EfE T ? AIEAET. > GEERAHH A
19. Are you satisfied the injured person has met with a bona-fide
accident of employment and was not under influence of drink
or drugs ?
(T2 R E G E IR 2 2 (5
20. Is the injured person able to do partial work ?
BERES R T
21. What is the probable period of disablement (approximate) ?
fhE T I TR B 1
THE ACCIDENT 2 = K
22. Date of Accident Place Time Date Ceased Work
HEEHIH oL R (ZIE TAEH

23. Date accident reported to you and by whom ?
EO AR A B TR

24. Describe in full how accident occurred
FIBHE S 4 SRS T

25. State nature and region of injury
SRR GG 5 1 R R R LR
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26 Was th injured person guilty of any misconduct or disobedience to
orders or rules ? If so, please give full particulars

B PHT B AT ARGt Al S E T

27. State through whose neglect the accident occurred, if any
ERBAANIRIES = A o 2R i 3 AE 2ot

28. State the names of any persons who witnessed the accident
EYIHEEN SRR - HEREE MY

29. Has the accident been reported to the Commissioner of labour or
the Police ? State when and where

ERRIIEEANRE S TR R aCE = ? (ks S AR

30. Has the injured person made any claim / claims for workmen's
compensation in respect of any previous injury / injuries ? If so
please give full particulars
S DRI S ARE A RS2 BT M b A FIAE s ?
ARG RGRIEIY et R A F 08

% 5 &
Statement of wages which have fallen due for payment to
1E e IR A bt /< M H
in the employ of for 6 months prior to the date of this

1S TEETULERRTZ R ¥ AN A E Heb e B ReEEt bR a2 e H i
Accident or wages earned during such shorter period as he may have been in the Employer's service, stating the date on which he was engaged.
¥ B RS BB GEE A TS TE 2 NG EFE R K BRI 5 E P B AN 2 (TR A S T M R H

Note : — The object of this form is to ascertain the exact Monthly earnings of the injured person. It is essential that it should be carefully and correctly fille
If the injured person has been absent from work at any time during the period of his employment, please state the period and cause.
T TERT S (R R o B S FL MRS 25
JELG WAGES BONUS, VALUE OF FREE QUARTERS
MONTH AND ANY OTHER ALLOWANCE ETC.
JC JG
$ $
L8
TOTAL ( FEEEAE—UREARTEA )
Total including all allowances

T 0 R GE R R = A
Additional particulars for FATAL CASES only

faPEE AT 2 s I G 7 | L R A i S BSE  B rTi
Has the deceased any dependant ? State Name, Addresses and relationship

HIEC R SR THE ? MEHE - R sE AR R MR A I
AL B R A

Will an enquiry into the death be held ? If so, please supply a copy of the notes as soon
as possible. If no enquiry will be held, a Medical or the Post-Mortem Cetificate is requiued.

75 B R U R NP A0 R RS bl i R & A1 e O G
I/ We solemnly declare that to the best of my / our knowledge and belief the foregoing particulars are true and correct in every respect.

HEA
Date

BXEFR/N\EZEE  Signature of Employer with Company Chop

AN A A TG IR A2 15 O SR B R I B SN B3 R R FRAE A DR b B PN B 4711 & AR A (s 22
Answering the above question does not imply that the injured person is making, or will make, a claim and this form is sent without prejudice to the teri
and conditions of the policy
FE — B E ARSI I RIS RRA N TR B ARSI TIRE A — VSRR S S e E T R AN
NOTE : — If any detail of information is not readily available, please do not delay despatch of this Form, but await further advice. All written communicatio
should be forwarded to the Company

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.

LretiUN el L

E TR R, BAN TR MR GBI, I AU Ae0 M TS OR il 5 BRI s, SRS SRS M T B~ B - T - A R(E
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