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Chong Hing Insurance Company Limited 5/F, Chong Hing Bank Centre, 24 Des Voeux Road Central, Hong Kong
£ B4 T A KR W B % ) TEE Tel : (852) 3768 9200 {HE Fax : (852) 3768 9292

A Wholly-Owned Subsidiary of Chong Hing Bank

RREERREIMECH SR

Employees' Compensation Insurance
Notice of Accident

FRESEE  Policy No. FIH ] Expiry Date

, 4 1. {gE4fE  Name of Employer
WREEE [ =

2, T3¢ Nature of Business
The Insured =
3. ik Address
Employer -
4, RS Tel. No.
5o g Name
G M - oo iR Age R Sex
7N Address
S 8. CMEHCRAS
e Whether married or single
RS R
g 5. R UL e
1= State occupation in which the injured person is employed

The Injured / 10, ZEEHEAEORTAE
Deceased On what work was the injured person engaged at the time of the
Employee pcident ] —
11, (G e FH, 25 H R I A A i
Is the injured person in your direct employ? If not, please give Name
and Address of Contractor
12, B REAG R

When did the injured person enter your service?

13, FIUT SR 2 = # 5k
As regards the accident Date : Time :
please state Iy =1 TYEF 4B
Place : Date ceased work :

14, FESLEEAERRARS DR H A e 23R s
Date accident reported to you and by Whom?

15, 2 EE 55 A R A
State the names of any persons who witnessed the accident

16, FEYIEIHE T T H kA
Name of Foreman or Supervisor

17 BRI R
Describe in full how accident occurred

18, S B R R R )
State nature and region of injury

EANEF 19. EERBWIRERBEEY 7 G
. Was the injured person free from Physical mjnmny at the time of the

The Accident accident ? If not give particulars

20, (R ERT BRI IR SR R A R e
Was the injured person guilty of any misconduct or disobedience o
orders or rules 7 If so, please give full particulars

21, SRR A = A R T A A
State through whose neglect the accident occurred, if any

2. REEE R{’u&_uxﬁﬁf ;iﬂj’fxff | TAERRRSZ ST R
i iR
Are you satisfied lhe injured person has met with a bona-fide accident
of employment and was not under influence of drink or drugs ?

23, AR EERARTG L, AU

If accident is due to machinery, state :

b S el Preai e o e opaei i = A
Type of machine Whether it was fenced or guarded Yes / No *
PR LR 7 BIE
Was the machinery power-driven ? Yes /No *
Tl AR e ariin TR R AR ? 2/EH"
Part of machine causing injury Was the machinery in motion ? Yes /No *

{2 P TS SR T e T 7 R
State whether the Employer has ever committed any offence or bemg prosecuted under Regulation
of the Factories and Industrial Undertakings. If yes, please give details.

it M o R S PO TR AT R A (I 2 7]
Important o Please answer all questions sign & return to this office prompily EC/CLA2001




24, EREEER B TS L ~
If taken to hospital please state : ~
(F) Bbeais
(a)  Name of hospital
2) REERE
(b)  Whether still in hospital
(lJ‘J) B TS 7 {AIE e 2

(¢)  Whether in or out patient or if discharged date of discharge

gogip | 25 AR - IR
L'; If not taken to hospital, please state whether being medically attended
(#8# - H) and if 5o by whom
; 26, filiEHEE AR HAR
The Accident What is the probable period of disablement (please refer to medical slip)

(Cont’d) 27 RGN TIT

Is the injured person able to do partial work ?
28, FEETE 7 MEAET. - BRI E A
State whether returmed to work, and if so, when ?
20 &/ R * PTEZ AR -
AVCIJ}:C number of daysper: weskmionthe iworked s L Tl s s s et b e [l days
EINR - AR THER ~

The loml earnings at the time of acctdenl were [ ~
Wie
*Basic salary / wages
R M I TR
*Regular overtime
X Ko N S

TEHER *Regular tips/commission

Wages Statement R A PN

*Additional allowance or bonus of a constant nature
i E B A R I T
*Value of free food provided by employer

i 2 ARG (R

*Value of free accommodation provided by employer

bl AR e R S 7
Total : it e T s [day/week/month *
FERAFAFIZTZMARN FZF2A RS RIIMED) B AMAI AR TG
The total average monthly earnings of the employee for the past 12 months (or total period of employment, if less than 12 months)
preceding the accident were it i
Claimants are required to submit the following supporting documents S, /)'iv' IJ
3 Ve ; SEOP- s 7
for consideration as soon as available : ~ %'% Lk ’J[? @% iz Y
8 2] o Tt <2 T,
1. Notice of Accident % {3 M = ﬂj
kRanp &
2. Form 2 ~ Notice by Employer of the death of an Employee or of an = W i f_Jﬁi i
eI 5 Bl oz
JITEE a4 accident to an Employee resulting in death or incapacit = ka0
(= B 5 £ ¥R
chument 3. Preliminary Agreement between Employer and Employee ;5( o
of claims 7 O
4. Certificate of Assessment and Sick Leave Certificate (Original) j ?J'H
[Fl it
3. Approved Agreement between Employer and Employee or @"7 i
2
i ’ : e Z
Certificate of Compensation Assessment (Original)
LA BRI EHE - The above replies are correct to the best of my / our knowledge and belief
F
Date..
PR s
* M2ASE Al EC/CL/2001

* Delete whichever is not applicable



