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PERSONAL ACCIDENT AND HOSPITALIZATION INSURANCE CLAIM FORM

POLICY NO. :

EXPIRE DATE :

LRGN

1. Name of Claimant :

LR A Z R
2. Relationship to insured person :

BN LUy
3. Name of insured person : Identity Card No.

(e P 2B
4. Occupation : 5. Sex 6. Age

Mkl
7.  Address :

i
8. Tel.

TEAREE I 7 A3 IREHH

9. Date of Accident/Date of sickness first began : Time :

APt EE BT - BRI
10. Describe when, how and where accident happened :

7t

WA RREN » Gt HAEA - ikl R a P
11. State my witness or not. :| Yes :| No

If yes, please give name, address and tel. no.

215 IRETETT

12. Nature of injury / Sickness :

WIXESE ]
13. Date of First Treatment :

TGRS

14. Name of attending physician :

P N A R A R RO IR 2454 » Gl IR LRI A 2

15. Are you insured with any other insurance company for similar benefits? If so, please give particulars :

LHIE L B A T A

1 represent that the above statements and answers are full, complete and true.

11491 ARSI e

Date : Insured Person / Signature of Claimant

S
AUTHORIZATION

ANZEHZHEFTARERE - BRI R A AN » L de s AL SRR sl A BHA G 5 2 B RA ol 1t S S8 7 S5 R IS B
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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)



Liberty International Insurance Ltd
Ml & BB R RN

13/F., DCH Commercial Centre,
25 Westlands Road, Quarry Bay, Hong Kong.
Member of Liberty Mutual Group Tel: (852) 2892 3888 Fax: (852) 2577 9578

ATTENDING PHYSICIAN'S STATEMENT
ito be compbesed by phvsician)

Paneat's Masis: Age:

1. Diagnosis and concurren conditions:

2. s Condition due o injury or sickness?

3 Is Condition due to pregnancy? YesMNo

4. ‘When did symptoms first appeas or sccident happen?

5. When did the patiens first consull vou for this condition?

6. Mature of surgical or abstetrical procedure, i any -

Date Performed:
7. U hospitatized, give name and address of hospiial:
2. Date admitted: Daze Erizcharged:
9. Totally and absolutely disabled from S — -
1. Parially disabied from o

H. Is paticat still under your care for this sondition?  Yes/MNo  1f not, give date your services ienminated,

Sigmature of Physician

Medical Degree(s)

Address

Erate:




