AlA International Limited
(Incorporated in Bermuda with limited liability)

N
4|1 ACCIDENT CLAIM FORM & 5B (& a3t =

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) $£—&8{7 (R HEARBEAER)

Policy Number Name of Insured ID Card Number / Passport Number
REESRES ZRABE SRS / BRI
B 123456 78 9 |CHAN TAI MAN Al23 XXXX
Area Code Agency / Broker Name Agent / Broker Code
B R EXEMER / REEE EXEERE / KBLERE
11 ABC-12-121 01234
Agency Code Agent / TR’s Name Agent / TR’s Tel. No.
EEEHARRS EES | EBRRUA EEB | EBRRBRERE 652126
89999 CHENG SIU MAN 91234567
TR Membership Number ¥HAZEE%E | |IA ‘ ‘ ‘ ‘ ‘ ‘ ‘ ] ANG ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Benefits to Claim &{&3E 3
Accident Medical Reimbursement = /M2 5 & F B (& D Medical Reimbursement £§ 5 & FA B &

|| Accident / Weekly Indemnity B4 / S iEE & || Hospital Income / Benefit {EBz A 8. / B3
D Broken Bone B & D Voluntary Group Assurance B ZEERE

Remarks: Please take the appropriate box; otherwise we will apply this claim to all of your eligible benefits.

& FEEERE  SRRMESERRARERFRARENIERERE

Date and time of accident 7 3 2lol2]0 [ AM. EF [ PM. T
EHNAHIR BSRS | M,\LH | DI:|)EI | L(Y\lyi‘ | | HR‘Hvir ‘ ‘MILQ‘

Period of hospital confinement if hospitalized ‘ ‘ ‘ ‘ | ‘ ‘ | | ‘ ‘ = ‘ ‘ ‘ ‘ | ‘ ‘ | | ‘ ‘
WA - IR A From & \oMA ooH WwE - WMA DDA YYYYE
Are you making any other insurance or compensation claim as a result of this treatment? [ Nog&E [ Yes &

BEREE  CEBOHMRBRAT / EIBRBEEE?
If yes, please provide the below information. 2017 + FFZ2H T HIEHR -
Name of insurance company / organization: 1R 5 / #48 & 18- Policy No. / Membership No.: {RE / € E#Rw5%:

ABC INSURANCE 123456789

For proper follow up on your claims progress, your AlA financial planner / broker / IFA of your latest inforce policy can view this claim’s
information if no specific agent / broker / IFA / TR information is provided at above. 7 % ZihiRAEEAVEREEE - B LR ARMERE
EEE REIEHER / EBRRER SEFENRENR BT HREGERD /RIGIZHFER G REHERMRIRABFER

D If you do not agree on the above arrangement, please mark “v” in the box. MMREREE Lili 8 > FRERRE L [v] 5Ee

EMPLOYMENT PARTICULARS Bt ¥1E
1. Present occupation (if more than one, state all) and exact nature of occupational duties 388 (EEFREEIH) BAuRBE

2. Name and address of business or employer A S {& £ & 78 K& b1t

3. Did you file a medical leave certificate to your employer? B & BEEEHBREHE? “_‘ No 8H |_| Yes B

4. Did you submit a claim for workmen’s compensation for this accident? BEEHIL BN HFL THEE? [| NogE [ Yes &
ACCIDENT PARTICULARS &ESM# 15
5. Where and how did the accident happen? &= 51 th 25 K 4538 6. Part of body injured and type of injury &38R 52

CUTTING THE LEFT FINGER WHEN COOKING AT HOME CUTTING THE LEET EINGER

TREATMENT PARTICULARS &# 15

7. Details of hospitals confined or physicians consulted for the injury (Name, address and consultation date)

HlRENSERD > BERER (B8 U RDAEEH) oate (77 | (8] | [2]0]2]0]
Name and address of doctor / hospital / service provider kA / 8 2/0/2]0
B B/ RISIR M E SR Rt MMA DDH YYYYE

DR. CHEUNG TAI KEUNG, ROOM 1111, CD BUILDING, TSUEN WAN

8. Any relationship between the Registered Medical Practitioner / Medical Services Provider and Insured / Claimant / AIA Financial Planner / Broker?

If so, please state the relationship. &R Z T MEE 4 / BERISIEMEHEIRA / REA /| KAMKEREERD / RELCLEETMEE  BFHHZ:
NOT APPLICABLE
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Policy Number #%5%# | B| 1] 2| 3| 4] 5[ 6] 7] 8] 9]

CLAIMS PAYMENT OPTION Zf1RE{EA & :

IMPORTANT NOTE EEHIF :

For customers who have registered FPS / e-Bankin, the payment will be remitted to the designated bank account.

MEFCEEHER [EHR ] & [EFARES | @ BERERSEDAREEESRTFO

To receive claims payment easily and conveniently, please register FPS / e-Bankin by completing the following:
SEAERERIIBERE > FRRUTEHLAEGSG [EHR | & [EFARES] -

Remarks it :

To allow successful claims payment through FPS / e-Bankin, all policies belonged to same owner must be registered for FPS / e-BanklIn. We will notify you by SMS
upon completion of the registration. fREEIFEAMMEREAER [BER] R [BFARRSE] UAFRMU [EEIR] 5 [EFARRE | ISEEEFE -
EMERERBRE B BRRRBHAE -

Owner’s Mobile Number

R ANREBEERS ¢

We will update the telephone number to the above policy(ies) accordingly if it is different from the Company record. We will notify you by SMS
upon completion of the registration. ZNHLERIFIR A RLE TR > RPEEHEEFIEE U LRE - KPR ERBLE BB XEHBHE
Identity proof must be provided for registration of FPS / e-Bankin if you have not submitted a valid Identity Card / Passport before. & & 12
HERMMSGE /R TEXSORAMERT [HHR] 3 [EFARRE] <A -

Complete this section if application for Hong Kong Policy(ies) {§ERE TR/ MBES REFRFE

“_ Apply to all your Hong Kong policies held with our Company. 2 X B :EEARER D AEE 2B BRE -
[7| Apply to the following Hong Kong policy / policies. 2R F i QAN T 5 2 EBRE :

Please take the appropriate box; otherwise we will apply to all of your Hong Kong policies held with our Company. ;52 ZE A% @ BRI SEI X AEEAR
ERRBFIIEEZMEEBRE -

Use “FPS / e-Bankin” to transfer policy benefits paid under the above policy to the below designated bank account. The transferred amount will not exceed the
maximum limit set by the Company. £/ [HE#®R | = [EFARRK | U LRERBHIZAVREFBEATIEEZRITFA  BAZSEETER DR

TEMY LR

Please select transferring policy benefits paid to either FPS OR e-Banklin. 753212 [#8R | & [EFAREE | Hh—I508E A L HREFIHAZF2RERIEF o

[ ] a. FPS* @By

Please select either ONE of the “Proxy ID™ below by putting a tick on appropriate box
and provide relevant information. More than one selection will be treated as invalid
application. Your FPS account must also be registered under the policy owner. &4
FISRBETHHP—8 [RAIRSR " RIRMUTHEREER - H2B—ERFEEHER
REEY - [HER] NWAFPEMEBLEAREARESEA -

[ ] Email EEstt

[ FPS Identifier a8k | 8 B155H -

[ ] Mobile Number FH#8578 :

[ ] b. e-Bankin EF AR

Please provide bank account information below and submit together with the following

documents FEIRHLATRITFE OERRIZR T 523X -

1) Copy of any recent bank passbook / bank correspondence / bank statement
(including e-statement) / valid bank card showing the account holder’s name and
account number. fHA5IEF QHE ARRITRERIBEIEMNRTFR/EH/
R#E (BIFSFHEE) |1 BRRITFAIE -

2) Joint account is not allowed. FEZEEZF O o

3) e-Bankin account must also be registered under the policy owner. & F A BRARS
HFAOXAERBEAREFEA

Bank Name and Branch in Hong Kong &8R1ITR 21T 2 818

(Country Code) Telephone No Bank No. Branch No. My Account No.
BREEESE F ORI $RATHRSR DITHRS BAZIRFRE

* “FPS Service” means the services provided by us to you from time to time
to facilitate payments and funds transfer using the Faster Payment System and
related systems and services from time to time provided by Hong Kong Interbank
Clearing Limited, together with its successors and assigns.

[REL G RGRY (BHR) | ERAOTEOTRMENRY  NERACHEE
BRITEAXEFEARDAREEEARZEATKHRENREZARERBBRS
AR -

# “Proxy ID” means an identifier which may be accepted by HKICL for the
registration of an account in the HKICL Addressing Service, including your mobile
phone number, email address or FPS Identifier.

[WRRSE | EAERIEMNARLELRRFAERBERS ZRZNER
ER BIEEHFHIRNS 0 SEbiboy [EER ] BRI o

Name as recorded on Bank Passbook / Correspondence / Statement / Bank card
(must be same as the Owner of the above Policy)

IRITFR/ M/ BREE/RITFLAMRHRZFOBFEARE (KEEFHRE
B AMER)

Complete this section if application for Macau Policy(ies) {ERE THMH M ES RRFIRE -

[] Apply to all your Macau policies held with our Company. 2R i i AR ER A B ATE 2 FTERPHURE o

H Apply to the following Macau policy / policies. =X B 55 R FE AR T 5 ZBFIRE :

Please take the appropriate box; otherwise we will apply to all of your Macau policies held with our Company. F2ZEE A% - ZRIRME ST

DRIFEFE 2 FTERPIRE -
[ ] e-Bankin EF AR

RIRFAFEEARER

Please provide bank account information below and submit together with the following documents 12 A TRITE QBRI RIER TH 2304 ¢
1) Copy of any recent bank passbook / bank correspondence / bank statement (including e-statement) / valid bank card showing the account holder’s name and

account number. 5B F OB ARBITRFERBEEMNRTFR/ 4/ AEE (BEEFHEE) | BRRITFEIR -

2) Joint account is not allowed. NEZEZF O °

3) e-Bankln account must also be registered under the policy owner. & F ABRIRISHFE O XBRHEAREZTEA ©

Bank Name in Macau 2F3$R1T 2 18

My Account No. X A Z BRFSRHS ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Account Currency BRF &%
[ HKD % [ MOP #P9#s

Name as recorded on Bank Passbook / Statement (must be same as the Owner of the above Policy)

RITFR/AFELMCHEIPFOREAME (WRREFMRERFEAER )
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Policy Number {22855 | B| 1| 2| 3] 4[5[6]7]8] 9|

Declaration & Authorization B8 & %48
By using the FPS / e-Bankin, | / we confirm | / we have read and agreed to be bound by the terms and conditions as set out on AIA Corporate Website (www.
aia.com.hk). #EFE A [EHHR] = [EFARRES] - AA/RFABREA / E IS LHBEAIAL BH B R (www.aia.com.hk) B8 2 EFR R ARE » SERZZ AR o
Only if FPS / e-Bankin has not been registered or requested, we will follow payment option selected at below by marking a “X” in one of the boxes.
WEREDER [EHR] R [EFARRE] - BMSBEUATRERRE L [X] ROZAREESE -
Deposited the claims payment (in the same Policy Currency) in the ancillary Future Premium Deposit Account(s) (‘FPDA”). Terms of Use of the FPDA shall
govern and apply. (Applicable to Mainland Chinese Visitors policy only) M AEfER R E S MG R ERBEAZRER BN BEpEESr O] -
[REREE/0] WERASECEARIURE - (BEAMNEBIERALA L XBRE)
I_ Paid by Cheque in policy currency (not applicable for FPS / e-Bankin customers) SMRE E# X ZX 4 (REAR [EHIR] S [EFARERE] 2&FF)

Paid by Cheque in Hong Kong Dollar (not applicable for FPS / e-Bankin customers) BUS# X Z(H(TEAR [EER] R [ESFARRSE] 2&F)

(a) |/ We understand that any benefits payable under the Policy will be paid in the latest policy currency as shown on the Policy Information Page of the
Policy or, if applicable, the appropriate subsequent endorsement. Accordingly, the provision of the option to receive any such benefits in a currency other
than the latest policy currency (the “Opted Currency”) is solely a service offered by AIA at its discretion. A5 A / % {FI83 A i B R E R 2 S RIS RE
EXERERMRE T (WER) FRzRINRESHEAE - At - RERBEUSAHNRESHIIMER ( [BESY]) FREEEMLE
FENEY ABRIPREBBE AR 2R o

(b) 1/ We understand and agree that should | / we opt for payment of any benefits payable under the Policy in the Opted Currency, | / we will bear the
necessary exchange difference, such difference being determined by AIA on the basis of AlA’s internal exchange rates as at the time of the relevant
currency conversion. ZRA / BMBAEREENARA / KFRBEARETAEHNFIRAEN BREE® ] X AA/RMAREREMENLGESE
MZEERAEEY LRRHKIER BRBATEE SR EMEE -

OTHER INFORMATION H & %t

STATEMENT BY THE INSURED / CLAIMANT FOR ACCIDENT INDEMNITY E/MEEZZHE AR RE A2
This part is to be signed by the Insured / Claimant and applies when the Insured is being examined for the said injury by the
Company’s staff doctor. ERHFXLAFINBLEARAZRARNFREARBALEZESE - ARBGHER  EEHRFEAEARBREE -
To : AIA International Limited (the “Company”) 2 : KR (BK) BRAE ( [27] )
With respect to the examination of the above-mentioned injury conducted by the Company’s staff doctor (hereinafter called “the said doctor”) for the
purpose of assessing my claim (as opposed to my own attending doctor), | hereby agree and confirm that:
ERBEATNEE CUATERE [ LlEE | ) BEARNETRE  WEMIAAZRERBENSE (MIRAZELELE) » AAELEERER
(a) The medical findings by the said doctor shall be relied upon by the Company when processing my said claim, and
A EBEEEHZBRERGRABEDNREERA LRRERFHIRE
(b) I understand that this examination does not prevent or restrict me from consulting with my own attending doctor at any time in the future
for further medical assessments, advice or treatments that may be necessary for the said injury.

FARARRBBATEHRASREAFRADAEEMTOAANZEDBESRE-SNERTERBEAFEREMRS -

Signature of Witness B A% E Signature of Insured / Claimant SR A / HiEAEE
(Please do not sign on blank form and use the signature on our file.

BOEZARKLEZR  URREFERERFE-D

Name Name

## |CHAN TAI MO ## |CHAN TAI MAN

ID Card / Passport Number ID Card / Passport Number

B | BRI A789123(0) B | BEHE A123456(7)
Date Date

*%101/08/2020 01/08/2020

IMPORTANT NOTE ;&% IH
(a) In order to speed up your claim application, please attach the required claims documents together with this application form. You may
check the required documents on our website (http://www.aia.com.hk > Help & Support > Health Care & Claims> File a Claim). If you
want to get back the original medical receipt(s) / sick leave certificate(s) submitted, please also complete the “Request for Return of
Original Document(s)” Form. We will notify you or our AlA financial planner / your broker / IFA if we need to obtain extra information from
you or from outside parties to assess your claim. As the time required for obtaining the information is variable, the processing time of
your claim will likely be longer. BEREEEPHEENRERE @ U RKERFTAREM —OHER - BEERFEREMFTER 2 XM
B2HRKBHWRE (http://www.aia.comhk>BFFXE>RERRE > RE) - IRBREEFER 2 EAREREBIE /HREAS  F—0F
ER [REEARXM ]| BFERE - ARMEFTEREZM T 2BEPBOLREMATRREINER - ROSBANERZ B ERBIERS /
FHRIGEER / RERERE - RREREEERNER  BERFNEXREERE -
(b) In case you want to claim for other benefits, you have to complete an appropriate claim form of that respective claim type and file it in
together with the necessary supporting evidence. MNZEFE R BFHMEERER  BKASTEERERHEENRERBREFNAEFESA -
(c) Please submit your claim application to our AlA financial planner / your broker / IFA or send it to us at the following address: & & /Y
RERBRFRIBUHRIBERD /ZORERER /RERER > RBFE AT il
« HK: AIA Wealth Select Centre, 12/F AIA Tower, 183 Electric Road, North Point, Hong Kong
B8 RFEFERPL BBLASRE183 FRAES1212
¢ Macau : AlA Customer Service Centre, Unit 1903, 19/F AIA Tower, Nos. 251A-301 Avenida Comercial de Macau, Macau
P RIBEFRBETL  RPIEREAEIE251A - 3015 R FBE S 19121903 E
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Policy Number 223718 | B| 1[2[3]4]5]6] 7] 8] 9|

AlA e-Advice [RBEFEHME ]
(Please mark a “X” in the box to apply for this service. B T N ;B L RIS AR EHEAEBI £ [X] 95 )
Apply for Internet Service “AlA e-Advice” to suppress physical copies of the selected correspondences and view / download the softcopies
via AIA Customer Corner for the above policy and any other policy numbers if specified as below, subject to the #Terms and Conditions
of “AlA e-Advice”. B [RHEFBAE | HLRY  BRIXULREREMTIRERE (WF) 2 FLWEENBNELEBRIES
EEHMERTEHERBANE - LiRE [KHAEFBANE | 0 MRARREER -

* Email address Signature of Owner
BEIL: BAABE:

Other policy number(s)

HAth{REE R H:

(Not applicable to Personal Lines policies with policy prefix C.
FEARRERBFERACZEAYMRIZIRE )
# For details of the Terms and Conditions of the “AlA e-Advice”, please visit AIA Customer Corner www.aia.com.hk. B BB R &4 2 315 » 552 Awww.aia.com.hk
ZRIBEFEESE -
* Email notification for this claim will only be sent to the email address provided in this form. 2% &> R BANE ASEBE R RKAFTIH 2 St o

DECLARATION AND AUTHORIZATION 8 & i g

| / We DECLARE that the answers given above are true and complete and | / we have already paid in full to the attending physicians for the

medical expenses specified on the receipts which | / We am / are now submitting to AIA International Limited (hereinafter called “Company”).

AN BMRBRU LB -EERRAZT2NERRBEARROABRE (EE) BRAR (UTEHRE (A7) EXZEBAKRA / &Mz

Bral BERFRcBRERAKEEHAN -

| / We hereby irrevocably authorize:

AN T HPERE

(a) any organization, institution, or individual that has any record or knowledge of my / our / the Insured’'s employment, sick leave records,
accident or loss details (of any sorts), health, medical history or any treatment or advice, that when requested by an authorized representative
of the Company may disclose any such information. This authorization shall bind my / our / the Insured’s successors and assigns and
remain valid notwithstanding my / our / the Insured’s death or incapacity in so far as legally possible. A photocopy of this authorization shall
be as valid as the original. FEAIEIBREEARA / B/ WRAZIE - HRLHE - BSELX (EEER) 25#18
REMRR  BERTAEERBALERBRIEREA [ BN / #RADAZEE - A8IALT ABRRNEEEHEEL - TE5HE -
BIMEAA / B / WMIRASE TR KRR - WREESDMAFEEENS > MAA [ M /| BRAZERAREZATSZUERENR -
LEREE C EARERIARBENY

(b) The company or any of its approved medical examiners or laboratories to perform the necessary medical assessment and tests to underwrite
and evaluate my / our / the Insured’s health status in relation to this application and any claim arising therefrom. These tests may include,
but are not limited to, tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders, acquired immunodeficiency syndrome
(AIDS), infection by any human immunodeficiency virus (HIV), immune disorder or the presence of medications, drugs, nicotine or their
metabolites. B R A SAEAIHR A 2R FEEERALERFT » BAN / B/ WRAETAE 2 BETEOUR » WHAA / BM/ BRAZEE
RREITERRTE  FREEARERAZHE AENEHESE  TEHE - KECRSEE YRR EEERREE MR
FEPRS ~ BRTMEELRE - BUFRBRRABRRENRZFS - ERRGATRNBANEY - Fh - BETREARERZEESLE -

PERSONAL DATA COLLECTION AND USE Bl A ¥l Sk 5 { F
I / We confirm that | / we have read and understood the AIA Personal Information Collection Statement (“AlA PIC”).
I/ We declare and agree that any personal data and other information relating to me / us or my / our policy(ies) or investments
contained in this application or collected obtained, compiled or held by the Company by any means from time to time may be
collected and utilized in accordance with the AIAPIC. | / We acknowledge and consent to the transfer of my / our personal data
outside of Hong Kong (for policies issued in Hong Kong) or Macau (for policies issued in Macau), as the case may be, for the
purposes and to the types of transferee as set out in the AIAPIC. The updated version of AIAPIC is available for download from
its website: www.aia.com.hk, and is made available upon request.

A EM

AAIBPABRIAAN/ RMHEEHERBAAIABAERKERSH ( [AIAMBAERHKERZH] ) -
BERRFEERFEMANEARTHEUAEALTZREMS GRAFENEABEAERREREIA /KA
EABMNREFRENEMER > THRBAIABAENREZARERER - AN/ RMHAEREZHAIA
BAERBWERAMABNETFEREZEARA / BANEAERESESE (NMREASTBER) RM (NREXE
BPIER) EHNTFAIABAERBEERFMBNEREZEA AIAMBAERNERZRHNRITRATT R T i
T# : www.aia.com.hk * RA[[E& AT EE -

Signature of Owner / Trustee BB A / SEARE Signature of Insured, if other than Owner / Trustee ZRA%E - fi3F
(Please do not sign on blank form and use the signature on our file. | #AA /=5 A(Please do not sign on blank form and use the
EOETHERLIES  DRRESREEREE—) signature on our file. FAEZARIELEE - URREEZHERERFE
—2) (Whose age is 18 or above Fi#t+ \BEsk A L HEHE)
Name Name
w2 |CHAN TAI MO we |CHAN TAI MAN
ID Card / Passport Number &4 3% / # #5585 | Date B ID Card / Passport Number A123456(7) Date
Relationship with the Insured Signature of Witness
RERABE FATHER & SON REAEE
Name Date
=% |CHAN TAI MO A% 101/08/2020
B s

£ Download our mobile app AIA Connect to

. _ " ;‘ manage your policy anytime, anywhere!
= ‘;j""*-‘-l',gg:. THAIA [ K% | FHEMARNUERR
ESARET SEEHRE |
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Policy Number #2%%# |B| 1]|2[3|4[5[6]7]8] 9]

PART Il TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
F_MRPRRASBRAECELE  FRNELRS

1. (a) Name of patient (b) ID Card / Passport Number ‘ ‘
PN ] S0 | ERIREE
(c) Age (d) Sex (e) Accident date ‘ ‘ ‘ ‘ ‘ ‘ ‘ | | ‘
FH PR BIER MMA DDA YYYYE
(f) Period of hczipéltailiconfirleTent if hospitalized: From ‘ | ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ To & ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
> = . =
mAEER  FREEREER: MME DDE YYYYE MME DDA YYYYE

(g) Name of Hospital
Bhas

2. (a) Was there any external and visible evidence of injury at your 1% consultation? [~] No ;88 [] Yes®
REBRDERERENDREREZZERED?
(b) Type of injury ‘

ZGHER
(c) Part of body injured ‘
ZEEML
(d) Cause and extent of injury ‘
FERERAH -
3. Present condition of injury IREZ SR R n\
A\ 4
C—
4. (a) Was there any treatment administered? &% G T{EMAE? \l_ No8E [ | YesH
(b) If yes, please give details (such as suturing, physiotherapy, type of dressing, etc. with treatment o o
HE - FREFE (WS YWIERE - 8%%) RARBH -
5. (a) Were there any other physicians who treated Insured for the same injury? ‘( F No 8 H& F Yes B

BRENNLZEESHMEBEZDA?
(b) If yes, please give details (Name, address of doctors and date of treatment). “&Ef#\ﬁ’% (BEAEMS » Ut R2AAE) -

| >
6. (a) Did injury require hospitalization, x-rays, special diagnostic procedqs al / or surgery? [[] No%& [[] Yes &

RS EEREEEDRR  XARE - BRDEHRFR / RETF
(b) If yes, please give details. &5 » FiREFHE - P
&Y

7. (a) Was the injury induced from or affected by any of 'f&qwmg? FERTRATIHEREIRZ TIERTE? Ye
Physical defects / congenital anomaly & 8&HRE / #ETR
Unfavourable past medical history 8% V
Degenerative changes & {t &% b

Alcohol or drugs SEfE 2]
(b) Please give details if any of the afbv&\N'yes”. I LEA—18A 2] - HREMFE

O~

w
il
zZ
(o]
A/|
Ho

onam
mlmim]

0

8. (a) Was healing complicat@ﬁﬁﬁ\{mlﬂi%ggﬁﬁfﬁ? (b) If so, please state why and any special treatment given.
B BRERAR BT ZEASRE -

0O\

I A |
9. (a) Patient’s gg\wﬂ and exact nature of occupational duties. (b) Bearing in mind the patient’s occupation, in what way do you feel the
RAZBERRE injuries would / would not totally prevent the patient from working?
LIRAZBEMR B TRANEZETESHATEREIE?
EIBARE o

10. If an absence from work for more than two weeks is necessary, please describe in detail why you think the patient could not return to work earlier.
ETRETEMEHRUL  FHABTRABATAREEIZER -

| / We hereby declare that the information given on this form is true to the best of my / our knowledge and belief.

AN BPRERURFE LMEERERERAN / BAMAKRAEZEE -

Name of Attending Physician / Specialist (with qualifications) Signature (with chop) & (ZEN)
2/ ERBENEE (BF)

Address and Telephone No. it & &5 Date HEHA
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