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CMB Wing Lung Insurance Company Limited

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

CMB WING LUNG INSURANCE .
EEE Tel: (852) 3508 1311

{SE Fax: (852) 2840 0769
EE Email: claimsenquiry@cmbwinglunginsurance.com
www.cmbwinglunginsurance.com

Property Insurance Claim Form

MERERREFFER

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

FRIE R EFEFTA MBI S Z IEARAR B ME A 1% 30 RIS -

Personal Details { AZEHRH

Policy no. fREEHEHE Name of Insured & F 44
Address il
Occupation [2&/Business 48374

Tel. no. EEEHEHE (office 115]) (Residence {(:F)
Fax no. {HE5EHE E-mail address 25 H il

Circumstances of incident and loss / damage #EE &iEL | HEER

Date of loss ZE2% HHA Time BF[E am E4 /pm T
Place M5 Witness H 555 A
Description of incident S {4l

Is there any other insurance covering the loss / damage? &~ Z A1 5< &5 BIFF RN H AN F] 2
NO 7 [] YES &2 [] Please state name of insurance company & relevant policy number 5% AH {2\ 5458 & A Bl 2 (R BE5RHE

Does any other party have interest in the property such as Owner, Mortgagee, Trustee or otherwise? B &5 = EHHZYIMAERGIAEE - &
il > B
NO 7% [] YES &2 [] Please give details zhzFi

Has anyone reported this incident to the police? ¥ &H A\ HZE AR ESNELE? NO & [] YES 2 [

Date 2z H & Time B[R am 4 /pm T
Name of police station Z£5E-# % Police report number 277 57 5 556

Name of informant #725 A #:44
*Please attach a copy of the police statement / loss memo. *3&Ff_EOIEEAR / E4REIE
Were the premises unoccupied at the time of the incident? ZE{(f34:iF TR EEE ?
NO & [] YES & [] Since when? {¢fo[iFEg4E ?

Have you sustained a similar loss before? B &5 EIfEHES: ?

NO & [] YES /2 [] Please give details ZEzfuit

Can you identify any parties who may be responsible for the incident? B N2 &8 AE{] A LOVEHEGHEE
NO 7 [] YES & [] Please give details &zl
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For theft or burglary only RN TEEVER

Who discovered the incident? FHEEZEIR ? Time HFRE
How did the culprit(s) gain entry to the premises? BEfELI{A]#E A% IET: ?

am 4 /pm T4

Is there any sign of forcible entry or exit at the premises? &4 H T 581 7 AR H % BT 2 B 7
NO 7 [] YES & [] Please give details z&zFiit

Details of property lost or damaged §&EIEZEMYEEE

Full description of articles

(including the brand name & model Date of purchase Name and address of the vendor Purchase price
number) s L 40 B ) 5 2 R S 4 T R i (5

Vi 2 sEAE R CRLER R T S S 05 )

Amount claimed

RAE B8

Total amount claimed

WREH

N.B. Original purchase receipts and warranties (if applicable) of the articles described above or repair quotation should be

submitted with this form SE © AT L5990 B s B R AR 2

What was the total value of all your insured property at this location at the time of loss? E ¥4 B8 (FRAYIHY AR EFE T 2

Note
1. By furnishing this form the Company makes no admission of liability.
£ FIRIER B AN TR AREE -
2 Claims will not be processed unless declaration and authorization are signed by the claimant.
AN R OB RIS RE R HE -
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Declaration and Authorization BHH i ffEE

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

AN/ BT IE LR  gAN / RPIFATARR KRS - LRy s A 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

G R AR FREARESK - AN/ TR EEEHERARE R FENERY B ERAAEREH © K

I, the undersigned Insured/informant, hereby authorize the parties concerned to disclose to CMB Wing Lung Insurance Company
Limited or its representative or its authorized loss adjusters any and all information with respect to my medical history regarding
iliness or injuries, my claimed loss/damage under the above Section(s) and my full claim history with other insurance
companies. A photocopy of this authorization is as valid as the original.

AN CMIFZBHIRT / WEN) BEREAR ALk EirR AR A S s AR N AS TR A — VA
BEA A AR E T H AR - 2GR YRE / EBAVER R A N B R A B FTA RELH - A
RAESH AR BLIEARRRRARY -

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 policyholders/ 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/ B HER I RE FFENZEEYREE KR - AN / WP E R AT GRERN / REFA AN / 2R A
FrRtivEtt (AN / IMTREMAHEZEEEEENIER) - (F AR TEREE TR KaAMEF 2/ - E
TR ATEIEOR » AFEZBA / REFFA N / 2 A& RE R B # T AR A SEx T &R e i A -

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 attached in this Claim Form.

AN/ Bl CRREE I A R A B M s EHN Z sk R R AR A (REREANER (R FREIEE PR
A1)

Insured’s signature /

Date Company chop
H WE%EE | AFEE

Signature of informant
EEYN =

Name of informant
(Block letter)
WENES (B

P30of 3

CL/P1014/0522



	fill_2: 
	fill_3: 
	fill_4: 
	fill_5: 
	fill_6: 
	fill_7: 
	fill_8: 
	fill_9: 
	fill_10: 
	fill_11: 
	fill_12: 
	fill_13: 
	fill_14: 
	toggle_1: Off
	toggle_2: Off
	fill_15: 
	toggle_3: Off
	toggle_4: Off
	fill_16: 
	fill_17: 
	fill_18: 
	fill_19: 
	fill_20: 
	fill_21: 
	fill_22: 
	toggle_7: Off
	toggle_8: Off
	fill_23: 
	toggle_9: Off
	toggle_10: Off
	fill_24: 
	fill_25: 
	toggle_11: Off
	toggle_12: Off
	fill_26: 
	undefined: 
	fill_2_2: 
	fill_3_2: 
	fill_4_2: 
	fill_6_2: 
	undefined_2: Off
	toggle_2_2: Off
	fill_7_2: 
	fill_8_2: 
	fill_9_2: 
	fill_10_2: 
	fill_11_2: 
	fill_12_2: 
	fill_13_2: 
	fill_14_2: 
	fill_15_2: 
	fill_16_2: 
	fill_17_2: 
	fill_18_2: 
	fill_19_2: 
	fill_20_2: 
	fill_21_2: 
	fill_22_2: 
	fill_23_2: 
	fill_24_2: 
	fill_25_2: 
	fill_26_2: 
	fill_27: 
	fill_28_2: 
	fill_29_2: 
	fill_30: 
	fill_31: 
	fill_32: 
	fill_33: 
	fill_34: 
	fill_35: 
	fill_36: 
	fill_37: 
	fill_38: 
	fill_39: 
	fill_40: 
	fill_41: 
	fill_42: 
	fill_1_3: 
	fill_2_3: 
	undefined_3: 
	fill_4_3: 
	fill_1: 
	fill_1_1: 
	fill_1_2: 
	fil_44: 
	fil_45: 
	fil_43: 
	fil_46: 
	fill_1_2_1: 
	toggle_5: Off
	toggle_6: Off
	toggle_5_1_1: Off
	toggle_5_1: Off
	toggle_6_1: Off
	toggle_6_1_1: Off


