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Employees’ Compensation Claim Form

*27 %% FOR OFFICE USE ONLY
P2 % %% Claim No.

Luen Fung Hang Insurance Company Limited

O F&eER/1iBER/AHER O 333 B 2 FFEPZ2 A8 |0 EBT3FAFAEERLE O kfdhBEIHRLDLE
fll wesrRl & il ~ H 35 8l *
Copy of employment contract/ Copy of latest three months’ Copy of latest three quarters’ FSS Copy of salary pay slips during
A construction contract/ salary pay slip and attendance contribution receipt sick leave until recovery
Required sub-contract record
Documents | [J £ £ % £ >3/ i | O x*2F2A8Frg 2 Fhe 0O ~2F2 8 Frg iz ki O FfD /i 2/ /B R
attached LR A * HPp/FRRE T A #HP L DA LT A
Copy of BIR/Non- resident Original medical receipts/ Original sick leave certificate Original medical report/
workers 1D hospital bills issued by issued by physician or hospital laboratory report/discharge
physician or hospital in Macau in Macau summary/recovery certificate
O+
Others
I i g2 8247400 RREREHY A RQARILDEHFEELS A2 o

The issue of thls form is in no way an admission of liability or the transfer of liability as Entity Responsible from the Employer.

2. W FEE B IRY FE NG AR AR Y IR AIVE S FARTIF AR GV NHEER
Please complete ALL the questions under this claim form and v'where appropriate by supplying full and accurate information. If you need additional
space, please continue on a separate sheet.

3. FF ;ﬁ,’i o »d——é-;xée o ,ﬁ ..,L@ AP HEI »LrJ W2 =3 rzggghmg;,ggfggg_g °
Please submit all required documents as above as soon as possible in order to avoid delay in processing.

4, AP R L FERP R EnE Y FE o 2 Y FE ABY R, B RE AT AREREE
Claims will not be processed unless declaration and authorization is signed by the Insured. The acceptance and processing of this form is NOT an
admission of liability by any party.

R W

Instructions

¥& 2 F# Insured Employer Information

Wl A k=

Name of Insured Business

wH 5 i Hp P 4 pDD/ MWEYY | p DD MwE YY|E 2R/ E

Policy no. Insurance period / / / / Email/Fax no.

Bopb iR A TR
Address Contact person Contact no.

% i & B ¥ # Injured Employee Information

LG RREL & 75 5] FRHFHR
Name of Injured Nationality Sex Marital status
4 pgp p DD/" MM/# YY BRE R /b R RS X VB A%
Date of Birth / / BIR/Non-resident worker ID no. Employed occupation
boak RTE
Address Mobile no.
EREL LH _—
Name of direct employer Business
X Ve p & p DD/? MM/# YY B % Owmwr DO#kidpiesh Odws = WA O }_B%‘: O éh}_%‘:
Date of employment / / Relationship | Employer Family member of employer ~Others Employment type Full time Part time
EARUEA B oa R T
Address of direct employer Contact person Contact no.
%t Accident Details
1. R*z4pih g e p ¥ |p DD/r MwE YY | PERY Or=s am 1o 8L
Date, Time, and Place of accident Date / / Time O~ = p.m. |Place
2. R hE 4 ERE R ARG ik R b2 OO %> st Yes, please give details Oo#
Duties served at the time of the During to and from No
accident workplace?

3. RhE A R miSiE
How did the accident happen?
Gt AR T4 40F)
(attach newspaper clippings, if any)

4. R~ BRI/ BG /G ey
HiW )2 B LA Injury nature
Please state which part(s) of body e AR O &4 O % 0O &€
injured, injury nature and severity Severity Minor Moderate Serious
5. AR RET K82 O o s F Akt 2 L9 s Yes, please give name of physician and address Oo#
Did any doctors consult in the past for No
same or similar or related condition
6. XBUHRARLTFLP DR EF BT i) FASMARS AR (i) EF KIS £ i) iy FIIFE R KK
Please state at the time of accident if under influence of suffering previous in contravention of the Eifen®g 2RA
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 % No O% Yes O% No O % Yes O % No O 2_Yes O% No
EPR T4 R B 398 5P s B No.398 Alameda Dr. Carlos D’ Assumpcao, Edificio CNAC, 4-Andar, Macau.

Tel: (853) 28700 033 Fax: (853) 28700 088 Website: http://www.luenfunghang.com E-mail: info@luenfunghang.com



7. d Hu 23513 ¢ i) 2 %‘1*%3;;‘{&) Pei & HZ 304 i) 2 F ¢ FA FREMELE EE P
Please state whether the accident was other employees or the employer or his traffic accident (4
caused by third parties representative O % Yes O =z No If Yes, please provide relevant name
=8 v’ﬁ FRE AT L and name of insurer
O % Yes OF No| O & Yes O% No |If Yes, was the accident report to police?
O-2_ Yes % No
8. L34 PEX? o9 &4 IR oz
Any witnesses ? Yes, Name Mobile no. No
9. EFYIRFIA? O+ v3FpY P DD/ MM/E YY L ¥ SRSREL (R Bl A) ao#
Was the accident reported to DSAL? Yes, Date of report / / Case no. (please submit copy) No
FA A AR ANAZ? | O Wi/ T3 E BBl Gl Bl a®
If Yes, any charge or fine? Yes  Case no. (please submit copy) No

10. ZipdEl > 2%z p 2 ER R

Please state consultation details,

diagnosis and recovery status =2E4% i) 1 iil) P #isk V) AReisf v) kiR
Fully recovered Resumed duty Out-patient treatment Hospitalization Sick leave
O O% (0O & OO+ Oz (O%:-+d O#F0O + PO%
Yes, on No|Yes, on No |Yes, since No | Yes, since No|Yes, total _days No

B AL/ F e LR oy
Please provide name of

physician/clinic/hospital and address

XBpREINREH= B 2 Jcr Earnings of Injured Employee during last three months

# {» Year | * i» Month 1 4,5/ p ¥k Total hours/days of work #L & ¥ @Y Basic salary and wages| 2t @42 pt Non-recurrent allowances &z » Total earnings
Ol hourly_|-p& [Jp Fdaily__p [ # monthly
Ol hourly_|-p& [Jp Fdaily___p [J* # monthly
Ol hourly_|-p& [Jp #daily__p [ # monthly

LTS
Declaration and Authorization
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P EROER A FALEE TR T a2

— B TG B Ee T g R TSGR o

Pk AP/ RAEREE 2T e (e KRG EREOTHY AR /APHALI /AL EZR TR AT/ AAP D AP/ AAFRERE E R DY

FAPHFIMALD/ AL DB AT dof FR AT/ AR 2P PESFRN (T3 28700033 - @ 5 : 28700088 )

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

agree that if I have made or shall make any false statement or concealment, all rights to recovery under the policy shall be forfeited.

I hereby authorize any hospital, physician, or other person and/or authority who has attended or examined me, to furnish to Luen Fung Hang Insurance Company Limited or its authorized

representative and permit the said insurance company or its 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 irregularity 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 original.

I understand that the information I provide to Luen Fung Hang Insurance Company Limited (“the Company”) is collected to enable the Company to carry on insurance business and may be

used for the purpose of:

- any insurance or financial related products or services or any alterations, variations, 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 insurance or reinsurance 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 organization of insurance companies (‘“Federation”) that exists or is 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 is hereby authorized to obtain access to any / or to verify any of my data with the information collected by the Federation from the insurance industry. I understand

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

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

| | |

P (p/7/E) B AL B3 A (A /i)t ed/tei "2 5F2 27 FF
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
AT Claim no. Date received Signature verified by Checked by Approved by Remarks
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