A.| MUI Continental Insurance Berhad @ssp)

Head Office / KL Branch

16th Floor, MUI Plaza, Jalan P.Ramlee, 50250 Kuala Lumpur, Malaysia. Tel: 03-2143 9226, 2143 3395 Fax: 03-2143 9227  E-mail:gpa@muicna.com
Claims & Accounts Department
17th Floor, MUI Plaza. Jalan P. Ramlee, 50250 Kuala Lumpur, Malaysia. Tel: 03-2148 0300, 2148 0830 Fax: 03-2148 1224
Branches
Sg. Petani « Penang « lpoh « Klang « Seremban « Melaka « Batu Pahat « Johor Bharu « K. Bharu « Kuantan « Mentakab « Kuching « K. Kinabalu

A member of The MUI Group
[n Association with CHA [nsucance

PERSONAL ACCIDENT CLAIM FORM

OFFICE MEMORANDA

PLEASE GIVE A DEFINITE ANSWER TO EACH QUESTION: TICKS OR DASHES ARE NOT SUFFICIENT

This form is issued without admission of liability, and must be completed and relurned within lourteen days after the occurence of the
accident. No claim can be admitted unless the medical certilicate overleaf is furnished at the expense of the Claimanl,

1.

Ly LT T e T Tl e e P
o A e TR . o L e R T e s T

TR S [ o e A D SRR B e T s e

................................................................. Polbey NG i s
................................................................. § | | e R e

........................................... CCCUpation: ... QB .

Date and Time of Accident

Place of Accidant

State how the accident occurred and what you were daing at
the tima (it is necessary that the fullest particulars be given. If
space i5 insufficient, please attach separale sheet a and
continua).

State as precisely as you can the injuries you have sustained

Give names and address of persons who witnessed the
accident.

(a) Give name and address of the doctor who attended you
after the accident

(b) s he your usual medical attendant?
It not, slate reason why he was consulted,

(a) Number of days you are unable to altend work |/ duty.

(b) Mumbser of days you are able to attend 1o & portion of your
usual business or occupation,

Please attach medical leave chits and a letler from your employer certifying the number of days you are unable to attend work / duty

; State whether in respect of the accidenl you ara entitled to

receive compensation from any other source. Il so, from what
source and to what extent.

10.

Have you ever made a claim for compansation in respect of
accidental injury from any insurer? Il so, state name of
company, amount and dale received.

| HEREBY DECLARE that | have received the injuries above described, and warrant the truth of the foregoing particulars in every respec,
and agrea that il | have made, or | shall make, any false or untrue stalement, suppression or concealment, my right io compensation shall be
absolutely lorfeited. | further authorise the release of further medical information by the doctor in attendance should the Company require it.
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PLEASE HAVE YOUR MEDICAL ATTENDANT COMPLETE THE MEDICAL CERTIFICATE OVERLEAF.
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