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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 1320

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

Third Party Liability Accident Report
FE=EHEEEBAERES

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

RIEHFEREFE AR S 2 IEARAN B ME 4 1% 30 RIER -

This form should be completed as fully and accurately as possible and returned to the Company immediately whether a claim has been made on the

insured or not. RG2S A TRIHE - FESE L RIAEMER IR - W EF RV [EA A =] AR -

Personal Details i A&}

Policy no. {REESRAE Name of Insured & F 44
Address Hfik

Occupation J#Z

Tel. no. EEEHEHE (office ,37]) (Residence {:5)
Fax no. {HE5EHE E-mail address &7l

Time and place of accident E4#M§4: 7 By K Bh

Date HHA Time BERH am 4 /pm 4
Place %L
When, and by whom was the accident reported to you E4Mé A= 1% A 203 i S FR el A s

Are you the owner, lessee, tenant or contractor? & N2 G&Y)E > RHA > (FEIGRPEA ?

The accident BN 7 2E1E

Cause and manner of occurrence =44 27 R K 150

Whose negligence caused the accident? Fi{a] AFi 25 |2 ZE/ M4 2
Was accident due to want of care upon part of injured person? ES B2 @4 B RHSEZEZHARE? NO & [] YES & [
If “YES’, how? 41 " J& > 4fa[sg4: ?

What right did the injured party have on the premises? Z{GE{E =/ NS > BF A (HIERER] ?
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Injured person Z{EE

Injury
Name Age Address (minor, medium, serious)
¥ Fie Hirik 2GR

GO )

Name of hospital/
doctor

BhisE A

Damaged to property of others ¥fEAtiRAHYI81%

Name of property owner #7444 Tel. no. EEEEGEHS

Address il

Name of third party insurers if known 5= {xk5 /5445

Kind of property %7 fE4a
Damaged condition f85E{&/%  slight #6% [] normal E3& [ ] serious EgEE [ |
Estimated cost of repair {hzH{EHE HE T

Has claim been made? Z-E#EREEE 2 NO & [] YES 2 [] IfYES’, please state #[1 " & | 3575

Witnesses HE& A

Give name and address of every witness and every other person who was present. &£l 725 A K88 B BRI B /N (R 44 R HE -

Name Tel. no. Address
%54 E G ik

Police report 254

Name / number of officer %2 & #4245k 5EHE

Name and address of police station #5244 f k7 frik

Date and number of report 22 H HA K 27 #7245 S 0E

Notes 1. By furnishing this form the Company makes no admission of liability.
£ PRI R AN TERA R -
2. Claims will not be processed unless declaration and authorization are signed by the claimant.

AN R E BRI RIS R e -
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Declaration and Authorization 2HH K PoREsE:

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

AN/ BATRRIEIE RN SN/ TeFIBATAR] KRS - Ll Eri i E e 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

EHHRE AR AIRA SHREAREK - AN/ WA EEEHERARERFENERIY B EREEEH © &

I, the undersigned 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 including a copy of my statement regarding
my claimed loss/damage or under the above Section(s) for the purpose of assessment of insurance claim. A photocopy of this
authorization is as valid as the original.

AN CMIFZHIREN ) BIZREAR A L miEr Kk i irbg A IR A 5 s AR S EA Y A S TR BHE — DA RIA A
R EAURIETE B R R iias / EERE A SRR B E R (BEREAANNOEEIAR) - (ERaHE R RER R -
I ER T I ABLIEARFEREARL -

I/We believe that the facts stated in this claim form are true and correct. 1/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.

BN/ BRI RE FFEN I ETEE R EE R - AN/ ML ERE A S EIKERN / REFFA AN / ZRA
Aty &R (AN / M EMAEZEE R EENIERE) - (FRRAETERRE TR AMEr 2 A - AE
PRI AEIEOR - AFZBAN / REFFA AN / 2O NG R E R B #HZ L AR A 5E F &R e LA -

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/ B ER TS B E AR MRS EN 2 HE K FEIRR AR A E] (BIREANER (R ) HRETEE FH
AL -

Insured’s signature /
Date Company chop
HHA RE%EE | AFEZ

Signature of informant

SEIN T

Name of informant
(Block letter)

WENEH (IEHE)
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