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NSRBI E A S
PERSONAL ACCIDENT AND HOSPITALIZATION INSURANCE CLAIM FORM
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(Applicable to owner/ or Hirer Drivers)

(FHBBTEIA)
POLICY NO. : Certificate No. (Please attach copy)
EXPIRE DATE :
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1. Name of Claimant (other than insured person) : Relationship to insured person
2. WRAES (AN AT - P R SHIRIA D)
a. Name of insured person : (if hired driver, please attach a copy of Hire Agreement)
B YRS GRBETRIA) PER G
b. Identity Card No. (Please attach copy) c. Sex d. Age
Hil: i
e. Address : f. Tel.
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3. Date of Accident first began : Time :

SRRV T - R

4.  Describe when, how and where accident happened :
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5.  State Name and Address of Police Station, and Police Report Number

BERTA T o
6.  State any witness or not. — Yes — No
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If yes, please give name, address and tel. no.

2R
7. Nature of injury:
BIZRERE I
8. Date of First Treatment :
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9. Name of attending physician :
iSO TR i Fi2
10. Indicate if In-patient/Out-patient I:I Yes I:I No
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If In-patient, give name and address of hospital, and your patient Card No.
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Sick leave period granted from to
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12. date of recovery 13. If not recovered, expect date of recovery
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14. Are you insured with any other insurance company for similar benefits? If so, please give particulars :
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I represent that the above statements and answers are full, complete and true. Signature of Taxi Owner
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Taxi Association Insured Person / Signature of Claimant

Chop and authorized Signature

RS
AUTHORIZATION
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I hereby authorize any hospital, physician or other person who has attended or examined me to furnish to Liberty International Insurance Ltd. or its authorized representative
any and all information with respect to any illness or injury, medical history, consultation, prescriptions or treatment and copies of all hospital or medical records. A
Photostat copy of this authorization shall be considered as effective and valid as the original.
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Place and date Insured Person / Claimant Signature(s)



