TRINITY GENERAL INSURANCE COMPANY LTD.

1001 Hong Kong Plaza, 10" Floor, 188 Connaught Road West, Hong Kong
Tel: 34130988 Fax: 25597892
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GENERAL AGENTS: SHERIC UNDERWRITING AGENCY LTD

PERSONAL ACCIDENT INSURANCE CLAIM REPORT
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1. The following supporting documents when applicable should be submitted with this report:-
a) Original Sick Leave Certificates;
b) Original Medical Expenses Receipts;
c) Copy of the Insured Person’s identity card;
d) Employer’s confirmation of sick leaves taken during the claimed period,;
e) Copies of Form 2, Form 5 etc., if the Insured Person is entitled to claim under Employees’ Compensation Ordinance.
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2.For “PERSONAL ACCIDENT BENEFITS FOR TAXI DRIVERS?, all accident must be reported to police for handling and
the following supporting documents when applicable should be submitted with this Report:-
a) Original Sick Leave Certificates issued by the Hospital Authority or other subsidised hospital;
b) Original Medical Expenses Receipts;
¢) Copy of the Hire Contract;
d) Copy of the Vehicle Registration Document of the Insured Taxi;
e) Copy of the Insured Person’s identity card and driving licence.
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3. Further Sick Leave Certificates are required at four-week intervals during periods of disablement for effecting of interim
payments.
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4. The Insured Person may be required to submit to Medical Examination on behalf and at the expenses of the Company in
connection with any claim.
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5. You are recommended to ask your Medical Attendant(s) to complete a Medical Certificate our retention after you have fully
recovered.
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6. Referral Letter from your medical Attendant should be submitted to the Company when X Ray, Physiotherapy, ECG,

Laboratory Test, etc are recommended.
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PARTICULARS OF THE INSURED #:{F A&k}

The Insured: Policy No: Tel No:
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Correspondence Address:
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PARTICULARS OF THE INSURED PERSON Zf% A &f}

Insured Person: Sex: Date of Birth: 1.D. Card No.:
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Correspondence Address: Tel No.:
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Occupation: Office Tel. No.:
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Employer’s Name:
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Employer’s Address:
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DETAILS OF THE ACCIDENT B FElE

Date: Time: Place:
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Detailed Description:
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Police File Reference: Reporting Police Station:
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Witness’s Name: Tel .No.:
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Address:
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Relation with the Insured Person:
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THE INJURY ZE{EH

Nature of Injury:

ZEBHER

Hospitalized at: Treatment:
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Period unable to attend normal duties: From ! to
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Fully recovered? Yes No
wemE 0 0= L @
If Yes, please specify the date:
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If No, please state any further treatment require:
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Name(s) of Doctor(s) in attendance: Tel. No.
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Doctor(s)’s address(es):
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OTHER INSURANCE / COMPENSATION Hftifffg / &

Whether the Insured Person is entitled to claim from other source?
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Yes D Please specify:
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If the report accident occurred in the course of the Insured Person’s employ, whether the injury has been reported to Labour Department.
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Yes Please submit Form 2, Form 5 etc.,
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Please give reason(s):

No
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DECLARATION HEtHH

I/We hereby declare that the information given on this report is true to the best of my/our knowledge and belief.
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Insured Person’s Signature Insured’s Signature
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Date: Date
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