BEkERBEBAR-LA
CMB Wing Lung Insurance Company Limited

Y Bk ERITARATLEMBE LR
“ = 7 ! A Wholly Owned Subsidiary of CMB Wing Lung Bank Limited

CMB WING LUNG INSURANCE .
EEE Tel: (852) 3508 1319

{BHE Fax: (852) 2840 0769

EE Email: claimsenquiry@cmbwinglunginsurance.com

M Oto r ACCi de nt C I ai m FO 'm www.cmbwinglunginsurance.com
RERINRESE

Please submit this Claim Form with all necessary original supporting documents within 30 days after occurrence of accident.

RIEHFEREFE FrA RIS 2 IEARANESME 4 1% 30 RIER -

Personal Details i A&k}

Policy no. fREEHEHE Name of Insured & F 44

Address il

Occupation [

Tel. no. EEEHEHE (office 135]) (Residence (%)
Fax no. {HE5EHE E-mail address 25 H bl

Insured vehicle {70 B

Registration no. 5 & HEHE Year of manufacture E&EFy _ Carry capacity #{& A#
Make & model J§z4 K=,
Engine no. 5[Z&4m5% Chassis no. JEE#% 4Rt

Purpose of use at time of accident FF&$4=ZSM% » ZEHAYH R
Private A [] Business 2% [] Hire H4fH [] Motortrade 3 [] Others, please state Hfth > sFHe7EH [

Name of finance or lending company and their address if vehicle is under a hire purchase or loan agreement 2% B.40175 43 HAS i el &0 &4
B M P i ONCIE A Y5 e: i

Driver B A

Name %44 Date of birth 14 HHH HKID card no. E{5585%HE
Tel. no. EEZEHEHE E-mail address & &

Address it

Driving licence no. B i 5RmE (O Full TE=C (0 Probationary #74)  Expiry date FIJHA HHA
Date licence first issued B Zvaf% H HA Occupation [

Relationship with Insured B1{&{r ABfi{% Employee g5 [ Renter ;RfHA [] Relative 3@ [] Friend A%k [
Others, please state FHAth > z&s7EH [

NO YES If“YES’, give full details

& B WTE, HVEEEN
1. Has the driver taken any drugs during 12 hours prior to this accident? ] ]
EREIMAT-T—/INEF PR B o 25 iR P (AT 2E9) 2
2. Has the driver consumed any intoxicating liquor during 12 hours prior to this accident? ] ]
BRESMATT /N R B S AR B & AR R Z 8 2
3. Has the driver been tested for alcohol following this accident and what is the result? ] ]
BRBIMERE B S PO TIREIE R FLAE el 2
4. Has the driver been convicted of any driving or motoring offence in the past 3 years? ] L]
BE=ZFNAEERIUCEEG] ?
5. Has the driver been involved in traffic accidents in the past 3 years? ] ]

BEZENEEESEEIN?
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NO YES If“YES’, give full details

& ' TR SEYEREER

6. If the driver was not the owner, was the vehicle being used without the owner’s prior ] ]
knowledge or consent?

WEBAILIEE T - R AR EAMIE SRS UG L FEERIE I T A

H 2

7. Does the driver own a car himself/herself? If yes, with whom is it insured? ] ]
BRI ETHA HA S 2 05 > RN RERERERAE 2

8. Has the driver ever been refused motor vehicle insurance or renewal thereof? ] (]

R Y SRR A FHER ?

The accident BESMNS4EHIERE

Date HHA Time HFfE am 47 /pm 4

Place #hHh

Weather & road condition K55 BB

Speed of insured vehicle immediately prior to accident ~Z{REHR{EES MBS A g TEER /NS km/hr A\ /RS

Give clear account of what happened E5Efilt = SN E(EAN{r] 38 4

Diagram [E|fi#

In driver’s opinion, who was at fault? DI#E A& R - S EINEFERE A BAMmEHE ?
Immediately after the accident, did the insured driver reach any verbal or written compromise agreement with the third party? =51  {FEE
NEGBEE = OENER#ERH 2 NO & [ YES & [ If°YES’, please give details #1 "2 ;> gFsfil

*Please also provide us with a copy of the written agreement, if any *4EF » S EHEGESHNEIA

Damage to insured vehicle Z{RE#HER B

Description and extent of damage FEFEFRREs AR

Wias the vehicle detained for inspection by the police after the accident? NO & [] YES & []

BIME - ZOREEE & R B T RS ?

IMPORTANT: If the vehicle is insured on comprehensive terms, an estimate of repair cost must be submitted to the company before repair is
commenced. EE © MBsrE R E > SEANHAREARATEFE KU EBEHBER -

Do you intend to claim the repair cost against the company? [ T2 EH BEZ KA N EREZ (REFMNEHEEL ? NO & [ YES & [
If “YES’, where is the location of the vehicle 401 T2 | » 3% B IRIG(E )M EL
Garage / Person and tel. no. B | &g A4 K BB EEGRS
Estimate of repair cost {ZFZ Lzt $
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Injured persons Z&E#

Name Age Nature and extent of injury
4 R 55~ ZGEAL AR

Name of hospital/

doctor
B EREd

In insured vehicle

FESZ PREEER A

Other
HAthr

Did injured person(s) wear safety belt in the car at the time of accident? Z4NFEEAEITHE F# F2r 44 9
NO 4 [] YES A [] UNKNOWN s [

Damage to property of others ¥t EARAYIHYIEEE

Third party vehicle(s) no. & =FELH5EHE Vehicle type HEfifAE R
Name of vehicle / property owner =5 3-8 T #:% Tel. no. EEEEFHEHEG

Address Hfil

Name of third party insurers if known = {&k/\ S 445

Damaged part(s) FEIEI (5

Damaged condition $8I%{&)¢ Slight & [ Normal &% [ ] Serious EzEE [ |

Give name and address of every witness and every other person who was present =5 E£uiLER (7 FEE A R AESS B B I N2 i it 4 R st ik

Witnesses Name Tel. no. Address
REA W EGiAL gt
In insured vehicle
1E5Z PRI A

Passengers in third party vehicle

P H AR

Independent witnesses

EARSMERA R 2 55N

Police report 254

Name / number of officer & & #: & 50 SERE

Name and address of police station 2544 F# K bk

Date and number of report #{28 H HA K 5505

Is any police action being taken against the driver? 2 52 &5 HEE TS ? NO & [] YES 2 [

Note: 1. By furnishing this form the Company makes no admission of liability.
£ FIEFRRIFR B AN EREIARELE -

2 Claims will not be processed unless declaration and authorization are signed by the Insured and driver.

ANEAEZOHRE BB ASZE WS IREFHE -
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Declaration and Authorization ZHE K fZHEE

I/We declare that the above information is in all respect true and complete to the best of my/our knowledge and belief;

AN/ BATERBLPE R - SEAN / TR (S - BalE i B st -

It is agreed that upon request by CMB Wing Lung Insurance Company Limited, I/we shall make a statutory declaration to re-affirm the
genuineness of all information contained in this claim form; and

AR ERBRAIR A FHEHARZR - AN/ HARBEHERAREFFRNEE B AR EEEY © K&

I, the undersigned driver, hereby authorize the parties concerned to disclose to CMB Wing Lung Insurance Company Limited or its
representative or its authorized adjusters any and all information including a copy of my statement regarding the above traffic accident for
the purpose of assessment of insurance claim. A photocopy of this authorization is as valid as the original.

AN CMEZAREA ) BIZEAR A L EfarsxE kA IR A S s AR EAAE R A TR YL — DA R _EASOE RS
rrERECsE (REA N CHEIE) - fERar bR RE MR - KSR EARBEARL -

I/We believe that the facts stated in this claim form are true and correct. I/We acknowledge that the Insurers will rely upon the information
supplied by me/the policyholder/the Insured, which I/we verily and honestly believe to be true and correct, in prosecuting or defending any
claims or proceedings in future, and the signatory/the policyholder/the Insured under the Policy, if so required by the Insurers, will be asked
and are bound to sign any court documents on the basis of information provided herein.

AN/ BRI REFF SN ETIY R EE ERE - AN/ PR ERB AT EREAN / RERA A / 2R AFTREER
B CAN / TR EHEZ E SRR ENIER) - (F AR T RE TR RaTAME P 2 - BRI AEIER - A%
BN/ REBEFA N / 2O N B e B B # B A B A 5E% 55 BRI i 2 AR -

I/We confirm that I/We have read and understood the CMB Wing Lung Insurance Company Limited Notice to Customers relating to the

Personal Data (Privacy) Ordinance.

AN /AN EIHER ERSEA R B Rk R AR A E (BERNE &R (FAR) FREIEE S HYEA) -

Date of this report Signature of driver Signature of Insured

s HI BEAFE RE%EE
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BEakERRABRAA

CMB Wing Lung Insurance Company Limited
AA= ;E ﬁ j( Bgi% ﬁ! AEAERTERAT S AWBAT

CMB WING LUNG INSURANCE AWholly Owned Subsidiary of CMB Wing Lung Bank Limited

BiE Tel: (852) 3508 1319
fSE Fax: (852) 2840 0769

EE Email: claimsenquiry@cmbwinglunginsurance.com

www.cmbwinglunginsurance.com

Please submit the Motor Accident Claim Form and Authorization Letter to us together with copies of the
following documents within 30 days of the accident to:

CMB Wing Lung Insurance Co Ltd

Claims Department

33/F, Infinitus Plaza, 199 Des Voeux Road Central, Hong Kong
Tel: 3508 1319 Fax: 2840 0769

1 Vehicle Registration Document (both front and back pages)
2 ID Card of driver

3. Driving Licence of driver

4

Police Statement / Information (including Notice of Intended Prosecution) [Remarks: Please forward to us
once available if cannot be furnished within 30 days.]

5. Rental agreement (for taxi / red public light bus) (if applicable)

We would remind you that any communication which may be received from or on behalf of any other party
involved in the accident should be forwarded to us immediately without acknowledgement. Furthermore, if the
accident was caused by the fault of other party(ies), you are advised to lodge a complaint with the Police within
10 days of the accident.

SENESME 41 30 RAHRSE NS BRI - U TSRS
YR K P (TR A
R 2
TP 199 SRS 33 1%
L - 3508 1319 {8 2840 0769
L SRS (R 2 FE RS
2. Az EE
3. EIME B
4 UL /SRR (EREREEEAIE ) [5F  AIREER 30 FPUREL » S
g

5 HHESY (AL /aen3/heE) (AEH)

TEF BNEE EFARALE ETZRE - rsisllEEng - B 81TmE - — ARSI EIE
RS o IEAh - WILTESNE M AFERRRTE > SRS MEAR 10 RN EE TTHe ez -
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