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Personal Information Collection Statement

Purposes of Collection

The information you provide us is used for the purposes of :

— carrying out your instructions, arranging and providing the requested insurance covers;

—  providing services relating to insurance covers contracted, including settlement of claims;

—  providing you with information concerning the business or products of our company or of our subsidiary or associated companies;

and for any other purposes related to the above. Failure to supply such information may result in our being unable to provide the requested insurance
covers or related services.

Transfer of Personal Data

Personal information held by us is kept confidential but we may provide such information to :

—  reinsurers, intermediaries, contractors, third-party service providers, and other persons who provide services to us in connection with our business;
—  statutory governmental or regulatory bodies or insurance industry organisations and institutions;

— our subsidiary or associated companies.

Access to Personal Data

You have the right to obtain access to and to request correction of any personal information concerning yourself held by Falcon Insurance Company
(Hong Kong) Limited. Request for such access can be made to :

Data Protection Officer

Falcon Insurance Company (Hong Kong) Limited
Suites 7-11 3/F Cityplaza Four

No.12 Taikoo Wan Road

Taikoo Shing

Hong Kong
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PART | - INSURED DETAILS
BFE - REEH
Name of Insured Policy No.
R B R B SR 5
Name of Insured Person (if other than the Insured)
47PN A VISR NN
Present Business or Occupation Age Sex 0O Male O Female
B e Gy R 5B 28
Contact No. Address
Wt 45 ¥ 55 4k
PART Il - ACCIDENT DETAILS
Z BINE H
1) Date of accident 2) Time a.m./p.m.  3) Which part of the body is injured?
B H i LR 5 #e 52 5 & Ar
4) Where did the accident occur? (please give full address)
BAME o & %% A7 (5 &F il i 1k
5) How did the accident occur? (please give details)
BAMAT 3 4 (55 5F )
6) Name and address of the Doctor attending you for the accident
BB AR AL Rt
7 If you have ceased to work after accident, pleas state the rest period From to
WERZEG S BE TR RE LE -5 52 0tk 20 £ z
8) If you are still unable to return to work please state the date on which you expect to do so Date
P BB R BE T AF £ Ot FH ST A KB L (F 3 3 H #A
9) Have you received medical treatment for the same or an interrelated cause in the last three months? O Yes O No
MTREE=EARN AEKRE—=HMEEINEZER? H fi
wrE, HREENREEFER
10) Are benefits available for this injury covered under any other Insurance Plan ? O Yes O No
HE S BE M ] 8E ¥ E R 2 G F DR E IR b 5T &2 H fie

- If “yes”, please provide policy copies

w A, CHRERRER A
I/We confirm that I/we have read and fully understand the Purpose of Collection of my personal data. 1/We agree to the transfer of my data

to the relevant parties as stated in the section of Transfer of personal Data.
ANESHEACHE ULEZHAWEAANEEERAERNZEN AAEEEAEESRREE AR
— Y BRET AR AL

LB RE
/\E.]’H#ZIKJ\/£§ET{I/\ R R B E A &R

I/We hereby declare that the above statements and answers are true and correct and agree that if there are any false statements and answers,

my right to compensation shall be forfeited.
ZERHEREMEERR AANEEHOREERBERBHRNEEZ AAEBEERGAIEGHEE -

Signature of Insured
(with company chop if Incorporated)

P #HERABEERE WEHE)

Signature of Insured Person
(if other than the Insured)

2R EE (AR REAN)

Date
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Notes for Insured / Insured Person

REIZBRANEEREH

- Further Medical Certificates are required upon request during periods of disablement.
REZGHHE  AASETRERRBEE-THNBEREBHE -
- Insured/Insured Person may be required to submit to medical examination.

BAABSER RE/IZRAETREAEEZRERRE

PART Il - MEDICAL CERTIFICATE (To be completed by the attending doctor)
A & - BREEHSG EEBEEHT)

Any fee for completing this form is payable by the Insured/Insured Person
ERUEBOMHABZEMER  RERFE/IZRAAER

Name of patient

PN ¢
Age HKID card no. Sex O Male O Female
F i 5 3 3 9% 1% PEH % E28

I certify that the above-named patient is/was disabled from attending to his/her usual occupation by reason of suffering from ( IN
BLOCK LETTER)

ZZEE B Bt AR N AR RSB/ R e e E R A BE CLIEBESR)

The patient is required to follow up on

wNRTY IR H A 2

Disablement Details From To Prognosis (Please indicate probable duration of
AR TERERE 5| £ disablement)
FH BT G55 42 (Bt TH ST R sE LB R

Confined to house
R R

Unable to give any attention to
usual occupation
56 & N BE{E B BLA B

Able to give some attention to
usual occupation
BE ¢ =5 &0 {7 B A Ik 2%

Any additional information:

H A& # -

I also certify that the above-named patient is not suffering from any other injury or disease.
ZZ R BA B N 3R oK A 2 B H M 18 5 S e S -

Signature of Physician / Surgeon Address
BAEEE 1l
Name of Physician / Surgeon (in block letter) Telephone
EAAMCIERER) B 5
Qualifications Date
BRIEEER H HA
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Ref 1& % 47 5% :

TOWHOM IT MAY CONCERN
BH B 5 H

Letter of Authorization ¥% # (&

| hereby request and authorize any physician, surgeon, clinic or hospital to release all records,
notes and medical history of my treatment to Falcon Insurance Company (Hong Kong)
Limited.

I confirm that the copy of this Authorization has the same effect as the original.

s RLE > ZHEEBER REMAAEAANBE KT Z 8L
HABEETESRB(ER)ARAE -

AN W TE % RE Y Bl A > B IR R PR A R AR T

Signature % &

Name #: 4

HKID card no./Passport no. & {53 siF =% & & 45 5%
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Ref & 2 4w 9% :

TO WHOM IT MAY CONCERN
AWM E

Letter of Authorization $% # (&

| hereby request and authorize any physician, surgeon, clinic or hospital to release all records,
notes and medical history of my treatment to Falcon Insurance Company (Hong Kong)
Limited.

I confirm that the copy of this Authorization has the same effect as the original.

LR LE > ZHEEBER REMAAEARAANBE KT Z B EL
HABEETESRRB(EER)AERAT -

AN TE % RE Y Bl S > B IR R A (R AR T

Signature % &

Name #: 4

HKID card no./Passport no. & {45 i = 2 g8 45 58
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Claims Procedures - Personal Accident Insurance

1. If the Insured Person suffers from a serious or fatal injury, call us or your insurance agent/broker
immediately. We may need to send and adjuster to investigate the accident right away.

2. Whether the injury is serious or not, complete and return the attached claim form to us or through your
insurance agent/broker.

3. Whenever the followings are available, send them to us immediately:

e Non-fatal case
o all original sick leave certificates
e copies of all medical reports
o iftheinjury is work related, copies of Form 5 (Certificate of Compensation Assessment) and/or Form 7
(Certificate of Assessments) issued by the Labour Department.

o Fatal case

copy of the deceased's ID card or passport

copy of the beneficiary's ID card or passport

copy of post mortem report

copy of police report, if any.

copy of Death Certificate issued by the relevant Authority
copy of statement(s) from any concerned party(ies), if any.
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