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Luen Fung Hang Insurance Company Limited
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Employees’ Compensation Claim Form

A /33K FOROFFICE USE ONLY

3. BRI WER  2AERG AL AR T AL FTH B A A I RS
Please submut all required documents as above as soon as possible in order to avoid delay in processing.

B £ # % Claim No.
O #seR/r26R0/a 440 |0 RE3IEALHFERARALY |0 RE3FHFREALHURLE O %A b AR BREELT 6L
RS i ERE A Bl A ¥ £-05:
Copy of employment contract/ Copy of latest three months’ Copy of latest three quarters’ FSS Copy of salary pay slips during
Fet k388 LA construction contract/ salary pay slip and attendance contribution receipt sick leave until recovery
Required sub-contract record
Documents | [0 712 R 5 i/ sh b dk B O ARAEA REREHZSEHRE| O AREL R BRENZ AR O B3 ui/ e/t e/
attached & i plm el A AR/ BRIEEE A ERAEEA WEE A
Copy of BIR/Non- resident Original medical receipts/ Original sick leave certificate Original medical report/
workers ID hospital bills 1ssued by 1ssued by physician or hospital laboratory report/discharge
physician or hospital in Macau in Macau summary/recovery certificate
O #1e
Others
L LT REBARTALACRMAREMT HABRMIEL MM RERS T AL A -
The 1ssue of this form is in no way an admission of liability or the transfer of liability as Entity Responsible from the Employer.
2 WEHRF@ERT HENMAMBEARE EAMEVER  BAEERFHER - HA wHARE -
Please complete ALL the questions under this claim form and v'where appropriate by supplying full and accurate information. If you need additional
e space, please continue on a separate sheet.
Instructions pRe-b P :

4 ARABRRCETFARKMARMT HE - A MP HEMEAFMA & - BFRAL D8 SRR T4 -
Claims will not be processed unless declaration and authorization is signed by the Insured. The acceptance and processing of this form 1s NOT an
admuission of hiability by any party.
{& £ # 4t Insured Employer Information
fhx 44 1%
Name of Insured Business
5 s i NS # 80D/ MWEYY |E @ DDA Mk vY| EE/ER
Policy no. Insurance period Email/Fax no.
Mhak YN Bhes g
Address Contact person Contact no.
2 4518 § &4 Injured Employee Information
AR A A B 4% 5] (M) 4R
Name of Injured Nationality Sex Marital status
G EN:R 8 DD/ MMI% YY PR R & s/ sh ek R & R 8ReE % R WA
Date of Birth BIR/Non-resident worker ID no. Employed occupation
3k FRER
Address Mobile no.
HEEE AH R 3
Name of direct employer Business
2148 5 8 DD/ MwEYY | 4R O®m OgxoFazgd 0Oxe 2RI K O 2% O 28
Date of employment Relationship | Employer Family of employer Others Employment type Full time Part time
HiEEEbak A BeEEE
Address of direct employer Contact person Contact no.
£ 3% Accident Details
1. A4 BN - R b3 B ¥ (s DDA Mws vy | BER Ur 4 am s
Date, Time, and Place of accident Date Time OF 4 p. m |Place
2. EhEA R A HEZRT &7 O A& - sk Yes, please give details o%
Duties served at the time of the During to and from No
accident workplace?
3. B4 eHmEs
How did the accident happen?
(ol F L ATBI R 3R » 4o )
(attach newspaper clippings, if any)
4 2HIFE - BRI HGHEYCFH/ B HAZHERY
EE/ g/ AR BRERR Cause/ Injury nature
Please state which part(s) of body RERE O &4 O %8 O kRE
injured, cause, nature and severity Severity Minor Moderate Serious
5 BERBAEEY RS O & B4 4 & A7k ik Yes, please give name of physician and address o#%
Did any doctors consult in the past for No
same or similar or related condition
6. RMGERATSEL DEBE#RAEHBE i) FEABARLAR () BREEMELEHE W) REHFRTAE ZRH
Please state at the time of accident 1f under influence of suffering previous in contravention of the A8 B 2R
the Injured was alcohol or drugs incapacity or disease security measures imposed by Did the employer provide
the employer appropriate safety measure
O&Yes O%F No O%ves O% No O & Yes O # No O & Yes 0% No

AP RRELE 308 P AR im i

Tel: (853) 2870 0033

Fax: (853) 2870

0088

No.398 Alameda Dr. Carlos D’ Assumpcio, Edificio CNAC, 42 Andar, Macau

Website: http://www.

luenfunghang com E-ma

il: info@luenfunghang.com




B A AT HE S D AeFrif =41 REILALHA i) 2k &% R ARG B LR AR 8]
Please state whether the accident was other employees or the employer or his traffic accident L

caused by third parties representative O%& Yes O %No If Yes, please provide relevant name
%i’ ﬁﬁ?ﬁil&gﬁq and name of insurer

O & Yes O% No| O &Yes [O% No |[IfYes, was the accident report to police?
O% Yes O % No
REHBEE? O%:' ¥4 FRER
Any witnesses ? Yes, Name Mobile no.
REVYHFLR? O&° ¥8RAEH 8 DD/ MM YY T AHY SRR GEREL 8lk)

Was the accident reported to DSAL? Yes, Date of report Case no. (please submit copy)
FRAFTRGESAR? O& e/ fRERE GhrLalk)

If Yes, any charge or fine? Yes  Case no. (please submit copy)

LEHAN - DA B AT RN
Please state consultation details,
diagnosis and recovery status 1) £ g ) fr ui) FIsgiaH W) {EBEIEH v) AR

Fully recovered Resumed duty Out-patient treatment Hospitalization Sick leave
Oz #» 0% (0~ » OF0O& & O%F [O%&'& Oz # 8 0O%
Yes, on No |Yes. on No |Yes, since No [Yes, since Yes total _ days No

SRR A /SPT/BIR A A AL
Please provide name of physician/
clinic/hospital and address

241 B %4 41 =18 A = W Earnings of Injured Employee during last three months
S 4y Year | A 4 Montl T 4 48 u%/ 8 3 Total hours/days of work 3 4 # &8 Basic salary and wages| JF Bl & £ B Non-recurrent allowances i A Total earnings

] # hourly 5% 008 # daily___ B [JA # monthly

DOJo# 4 howly. Ao 08 § daily_ 8 [JA # monthly

DCJo# 4 howly. ok OB # daily___ 8 [1A # monthly

L LR T
Declaration and Authorization

AN/ AANEREETH A ER RN £ EEERET TR AL/ AAHGRRESAL/ AARSBOTHY B A0/ AAEMEA S THE-

A/ AARG AR/ AAREHTRA T ARG EREFRAT - ETEREANRTHE 6:

— ETSERE A MOE LIRS  ARFARSRBEMEME - #E C R HE

— EAEM AZEEMNORELSH

— AT R

THRERT -

— R MY nd  AETEEEFERFELARRESTNOLT > ARFREFFMOT MAREMALRGRES - AEaMET LKA WA &

— AERAHRLGEMRRLABEABEAEMAS ( "He, ) o DHIEMEEXAMA & SE THe ) TR ESRE A RAN TR ELE

T e, SR ERRHAGERRTRT e, Mg R

— £ "B BRI rﬁé‘+ ¢9e H 0 AR E S A WA -

oot ARG/ AARMELATE "B REBREREATHT EHA/ABHEARA/AAETEHR - AR/ AAHGERLA/AAFHENRARELEEd

W HAAMALT/AAGBEATH - whHFR AL/ AARGFTLIMAERY (T 28700033 - {# A: 28700088 ) -

I declare that the above information 1s complete and true to the best of my knowledge and belief and I have not withheld any mnformation connected with this claim I further understand and

agree that 1f T have made or shall make any false statement or concealment, all nghts to recovery under the policy shall be forfeited.

I hereby authonize any hospital, physician, or other person and/or authonty who has attended or examined me, to furmish to Luen Fung Hang Insurance Company Limited or 1ts authonzed

representative and pernut the said insurance company or 1ts representative to view any and all information requested with respect to my loss, illness or injury, medical history, consultation,

prescription or treatment, and copies of police reports, accident reports, airlines or other carriers iregulanty reports, statements, all hospital or medical records. I further declare and agree
that a photocopy of this authorization shall be considered as effective and valid as onginal.

I understand that the information I provide to Luen Fung Hang Insurance Company Limited (“the Company™) 1s collected to enable the Company to carry on msurance business and may be

used for the purpose of:

- any mnsurance or financial related products or services or any alterations, vanations, cancellation or renewal of said products or services;

- any claim or investigation or analysis of such claim;

- exercising any right of subrogation; and

may be transferred to:

- any related company or any other company carrying on msurance or remsurance related business or an intermediary or a claims or investigation or other service provider providing
services relevant to insurance business for any of the above or related purposes;

- any association, federation or similar orgamization of msurance companies (“Federation™) that exists or 15 formed from time to time for any of the above or related purposes or to enable
the Federation to carry out its regulatory functions or such other functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the
insurance industry or any member(s) of the Federation and

- any members of the “Federation™ by the “Federation™ for any of the above or related purposes.

Moreover, the Company 15 hereby authorized to obtain access to any / or to venfy any of my data with the information collected by the Federation from the insurance industry. I understand

I have the night to obtain access to and to request correction of any personal information conceming myself held by the Company. Requests for such access can be made to the

Admimistration Department of the Company (Tel: 28700033 / Fax: 28700088).

/ !

a# (B/A/%) HEANEL FEAMEEMEERR)ES REBERERZIFRLEF
Date (DD /MM/ YY) Name of Applicant Name of Signatory (Insured Signature of Insured Employer/Employer’s
Employer/Employer’s Representative) representative and Company Chop

Signature venified by Checked by Approved by Remarks

R L
FOR OFFICE
USE ONLY
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