[PEIAR

CHINA TAIPING

PEKERIE(EE)ARD

China Taiping Insurance (HK) Company Limited

ERAFRENEESHPBELXRFRE19FE
19/F, China Taiping Tower,8 Sunning Road,Causeway Bay, Hong Kong
Tel:(852) 2815 1551 Fax: (852) 2541 6567 E-mail: info@hk.cntaiping.com  Website: www.hk.cntaiping.com Customer Service Hotline: (852) 3716 1616

G T I v T - A T T
EDUCATION BUREAU LOCK INSURANCE POLICY - GROUP PERSONAL'ACCIDENT CLAIM FORM

L
ﬁ? IPANG A'F]?*Hl CHEE [ RPEE CERY EY
P3R5y B W ’Eﬁ‘*ﬁ'l" A ES A1 ‘E]ﬁﬂ’é?E‘JE'fﬁ%f!.‘f PR
Please Note:
Part A of this Section is to be completed by the injured student / parent or legal guardian and signed;
Parts B & C are to be completed by the attending physician at the claimant's expense.
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This section only applicable to death or permanent total disablement due to accident.
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Elease answer items below and tick tLe boxes where appropriate M and |nform Co. if any of them has been altered
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PART A. PARTICULARS OF STUDENT
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Name of Student (surname first) KID Card No.:
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Name of School:

B g

Student's Address:
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Fax No. / E-mail Address:
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The information you provnde to us is collected to enable us to carry on insurance business and may be used for the purpose of -

® any insurance or other insurance related product or service or any alterations, variations, cancellation or renewal of such product or service;

e any claim or investigation or analysis of such claim; and exercising any right of subrogation.

The said information may be transferred to -

e any related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claim or investigation or other service provider providing services
relevant to insurance business for any of the above or related purposes;

e any association, federation or similar organization of insurance companies (collectively called “the Federation") that exists or is formed from time to time for any of the above or related purposes
or to enable the Federation to carry out its regulatory functions or such other functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the
insurance industry or any member(s) of the Federation, and

e any members of the Federation by the Federation for any of the above or related purposes.

Moreover, the Company is hereby authorized to obtain access to and/or to verify any of your data with the information collected by the Federation from the insurance industry. You have the right to

obtain, to access to and to request correction of any personal information concerning yourself held by the Company.  Requests for such access can be made in writing to our Manager of the Office

of the General Manager at 19/F., China Taiping Tower, 8 Sunning Road, Causeway Bay, Hong Kong.
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1/We hereby warrant the truth of the above statements and declare that | have not withheld any material information connected with this claim.

1/We hereby authorize on behalf of myself/ourselves/the Insured Person any registered medical practitioner, hospital, clinic or government institution that has any records or knowledge of me/us/the
Insured Person and who has attended or may hereafter to myself/ourselves/the Insured Person to disclose such information to China Taiping Insurance (HK) Company Limited. This authorization
shall bind my successors and assignees and remains valid notwithstanding death or incapacity. A photocopy of this authorization shall be as valid as the original.

I/We declare and agree that I/we have the full authority from and consent of the Insured Person to make the above authorizations.
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Date : Signature of Student / Parent or

Legal Guardian :
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lease answer items below and tick the boxes where appropriate M and |nform Co. if any of them has been altered

PART B. PATIENT'S CONDITION

Name of Patient: ID No.:

1. CONSULTATION FOR PRESENT ILLNESS / INJURY(IES)

(a) Are you the patient's usual physician? If “Yes”, since what date?

|:| Yes |:| No

(b) When did the patient first consult you for this iliness or injury(ies)?

(c) If consultation was for iliness, please provide the following information:

i. Symptoms presented:

ii. Duration of these symptoms:

iii. Diagnosis:

iv. Was the diagnosis made known to the patient? If “Yes”, when? If “No”, why?

D Yes |:| No

(d) If consultation was for injury(ies), please describe the injuries.

2. Please describe the nature and severity of the patient's disability.

3. Please describe treatment, including any operations performed.
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4. If the patient was referred from a clinic or hospital, please state:

(a) Name of physician:

(b) Name of clinic / hospital:

(c) Date referred:

5. Has the patient been admitted to hospital before for the same iliness / injury(ies)? If “Yes”, please state:

(a) Date admitted:

(b) Date discharged:

(c) Name of hospital:

(d) Admission No.:

6. (a) Has the patient suffered or is suffering from any other disease or ailment? If so, please give details:

(b) Date he / she first suffered from the disease or ailment:

(c) Name and address of physician consulted:

In your opinion, does the patient suffer from any kind of permanent disablement? If yes, please state the percentage of permanent disablement caused by
the accident.

7. In your opinion, would the patient's condition lead to death within the next 12 months from the date of diagnosis?

8. Please provide us with any other additional information that will enable the company to assess this claim.
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lease answer items below and tick the boxes where appropriate M and inform Co. if any of them has been altered

PART C. ACTIVITIES OF DAILY LIVING

Please comment on whether the patient is able to perform the following activities of daily living:

1. WASHING, BATHING -

D Yes [] No
Ability to wash in bath or shower or by other means to maintain personal cleanliness.
2. DRESSING -
|:| Yes [ No
Ability to dress and undress.
3. TOILETING -
Ability to do all the following: to get to and from the lavatory, to get on and off the lavatory, to maintain an adequate level of [0 Yes [ No
personal hygiene.
4. CONTINENCE -
|:| Yes |:| No
Ability to voluntary control bowel and bladder functions.
5. FEEDING -
|:| Yes |:| No
Ability to consume food and drink unaided.
6. MOBILITY -
|:| Yes [ No

Ability to move in and out of a chair or bed.

Name of Physician :

Signature of Physician :

Date : (ddimmiyyyy)

Clinic Address :

Stamp :
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