IEFE ORI H RS

\ Companhia de Seguros Delta Asia, S.A.

=

BRPIBRRE RS 79 5%

No. 79, Avenida Conselheiro Ferreira de Almeida, Macau

(B SRS E RS NS R
EMPLOYEES’ COMPENSATION INSURANCE
NOTICE OF ACCIDENT
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Tel : 2833 7036

ZEHES : dai@macau.ctm.net

Fax : 2833 7037 E-mail : dai@macau.ctm.net

OFFICE USE

CLAIM NO.

THE POLICY {rE

Policy Number {if: BE 45 5% ‘

‘ 2. Expiry Date E[HiH ‘

THE EMPLOYER g+

Name of Insured &

Name of Employer #£4%

Nature of Business {T73¢

o~ w

Address
il

~

Telephone EEEh

Fax {H

THE INJURED

PERSON {5%#

Name #E:44

10.

Identity Card No. BH{ys857hE

11.

Nationality %

12.

Local Address
il

13.

Whether married or single

EAEECRIE

14.

State occupation in which the injured person is

employed? (g /=Tl fll TAE?

15.

On what work was the injured person engaged at the
time of the accident?

2 GRE (L AR TAE?

16.

Is the injured person under your direct employment? If
not please give Name and Address of Contractor.

GEEEEFREMN - BRI AEE L -

17.

When did the injured person enter your service?

G s FAia e ?

18.

If taken to hospital please state: -
€)] Name of Hospital

(b) Whether still in hospital
(© The discharged date?

WG EREEBBEAYIII LU 2558
SR (i

L~ EERIEEE

A~ EEEHE - FRRTHEE?

19.

If not taken to hospital, please state whether being
medically attended and if so by whom

WARBEERDE - S HEMEER S

20.

State whether returned to work, and if so, when?

el EETME > sFHRITHM

21.

Are you satisfied the injured person has met with a
bona-fide accident of employment and was not under
influence of drink or drugs?

EEEAWEL B EEIFNERIREEYIRZE?

22.

Is the injured person able to do partial work?

GHERESFE LIE?




THE ACCIDENT ZE4b2 515

23. As regards the accident please state Date : Time :
A vt B EE SRR ] MR H #1 EAT
Place : Date ceased
HhEE work :
&1k TN

24. Who reported the accident to employer?
BIMNEA A A A B ?
25. Describe in full details how the accident occurred

SIS ME A4 2 SEAE T

26. State nature and extent of injury
st 2GR L R HAGES 12

27. Was the injured person guilty of any misconduct or
disobedience to orders or rules? If so, please give full
particulars
G A T B A I sl A IR P A E S

28. State if the accident occurred due to the negligence of a
third party
SRR S = 2 BRI 5 | EEs A B4

29. State the names of any persons who witnessed the
accident
25 2 HEEE A\ s H 4

DA BB 7 2 & Efift The replies are correct to the best of my/our knowledge and belief.

B F % 2l &\ EEIE Signature of Employer
NOTE: - On receipt of the particulars the Company may, if it so requires, ask for a medical certificate.
N.B. —IT IS ESSENTIAL THAT THE EMPLOYER SHOULD COMPLETE THE WAGES STATEMENT BELOW

THEHRER
WAGES STATEMENT

The purpose of the figures to be given below is to enable calculation of the amount of compensation due. It is essential,
therefore, that the figures should be as accurate as possible.
THIEE T TR BRSO AR
The figures, in view of the provisions of the Employees' Compensation laws, require to be based upon the circumstances of
the employee's employment. There are three sets of circumstances, with corresponding variations in the basis of calculations
as follows: -
e BIHEYE iR (R B < TARfEmE - DU TN R=fEst5770%
(1) Where the employee has been employed by you continuously for not less than 12 months immediately preceding the
accident - the figures to represent wages etc. received from you during those 12 months;
Hi2 e 22 G (E R TFOEB—FiMmEZL —FNEENZ T& foEEa s+
(2) Where the employee has been employed by you continuously for more than 1 month but less than 12 months
immediately preceding the accident - the figures to represent wages etc. received by the employee during his last
continuous period of employment under you immediately preceding the accident - the number of days the period
comprises to be stated.
HiZ (g 22 G I TFEEE—E A ER e+ @ H HESENZ T& K H#E+
(3) Where the employee has been employed by you continuously for less than 1 month immediately preceding the accident
the figures to represent wages etc. receivable during 12 months by employees in similar employment under you or in
your locality;

Mz 2 2B b TEREE —EA > AGERR—FEH 2 EEE T (EHEFENTEES T

Month (or daily) Wages Paid Other allowances Total
"H (E@EH) XM TE HAh A =5
S S S Sttt
Date Employer’s Signature

HHE BEBALZENATIEIEE oo



