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Luen Fung Hang Insurance Company Limited
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
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I/We intended to Claim from your Company in respect of my/our loss sustained in the Accident
stated below and agreed to provide all the relevant information in details as following:
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CLAIMANT’S INFORMATION
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Name of Claimant
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Address
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Address
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Date of Birth
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Registered Number of Vehicle involved
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Name of Insurer
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Details of Damage
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Whether the repair quotation prepared Yes
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Continue to back page
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DETAILS OF THE ACCIDENT
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Date Time SN,
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Driving Speed. Road Condition ____ . Weather Condition _______
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Whether the accident have been reported to Police at the scene immediately Yes No

Lo dEse
How the accident occurred
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Rough sketch of the road indicating the position of all the vehicles or persons involved at the time of the Accident.
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WITNESSES
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Name, address and telephone number of the witness(es) of the AcCident.

CLAIM FOR BODILY INJURY OR DEATH
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Name of the injury Home /Mobile Tel. No_____ ...
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Details of Injuries sustained
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Outpatient Hospitalized for days Request of investigate for criminal responsibility Yes No
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| hereby declare the foregoing partlculars to be true in every respect and undertake to give Luen Fung Hang Company Limited all assistance in my power in
dealing with this matter.
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| hereby authorize on behalf of any registered medical practitioner, hospital, clinic, insurance company or other institution or person, that has any records
or knowledge of myself to disclose such information to Luen Fung Hang Insurance Company Limited. A photocopy of this Authorization shall be as valid as
the original. | understand that in handing this claim, Luen Fung Hang Insurance Company Limited may transfer all matters relating to the personal data of
myself to relevant persons including the insurance companies and other related organizations.
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