Overseas Traveller's Insurance Claim Form
Gl EE HAHZm HIA)

To : DB INSURANCE Co., LTD (DBZ3{EH HF)

1 Name of Claimant (E&32X9l) 2. Policy No. (53 H3) 3. Date (M)

4. Name of Insured (Z|2EX} MH) 5 ID Number (FRISEHT) 6. Occupation ! ¢

7. Telephone No., we can contact (H2}t7}53 HSPHT)

8. Address, we can contact (27158t F24)

9. Date & Time of Accident (or Sickness) (A} UA|) 10. Place of Accident (or Sickness) (Afm%t2)

11. Describe the circumstance of Accident (or Sickness) in detail (A{TLHE : AlDEM(RIHUH)AQ S 65IAXC R N5 =)

H=

12. If any witness of your accident is, write name, telephone number and relation to the insured
(ADSZHXZL QCHH, 0|8, MetHs, m|EEtete| 24 7|x)

12-1. Name (0|5) : 12-2. Relation (m|EEXiete| A :

12-3. Telephone No. (H3}H3) :

13. Describe the nature or diagnosis of Injury (or Sickness) (A6l =2 ZHo| XITh ZAk 7|xf)

14. Name, Signature, Telephone & Fax No. of the hospital (|22l 0|E, H3}

rE

3, HAHD)
14-1. Name (0]8)

14-2. Telephone No. (H$IHF) 14-3. Fax No. (A S)

A=

15. Name, Signature, Telephone No. of attending doctor (GH2Ho|Al M, MEHI} H2HA])

15-1. Name (0|&) 15-2. Signature M B

15-3. Telephone No. (3} 3)

16. Date you consulted a doctor on (=%, ZZHUX}) 17. Hospitalization dates related to current diagnosis @! 2| 2Xp)

From : To : From : To :

18. Is there any other policy covering the same risk? | Af1Q} Z2isio] CIE HEAH|Y AFEO| AZLIIR)
18-1. Yes (0f) 18-2. No (O}L|R)

18-3. If yes, write name of Insurer & Policy No. (2t} QICpH HHS|AIQL A|2t0|SS 7|xH)

19. If you have other insurance contracts, the amount of medical expenses payable under this policy will be in proportion to the total amount
recoverable from all the insurance contracts ya have. If DB Insurance pays the full amount of medical expenses incurred on behalf of all the
other insurance companies, it is hereby agreed that DB Insurance is authorized to claim on your behalf for all of the remaining liabilities of the
other insurance companies(2toF C}2 B & 7|20 9O ™, ofto]l Mat o| 2 H| & H|2| EAMELICH DBESIHHFN BH7tAS SO o|2H| S
X X|28IICHH, DBESIEEO|A CH2 2EAlo| MO 2Eof Chslo] XM HPslo] S-sH=Z0| Selstny, oloj Cish Ashs DBESHREH /AL
ct)

Claimant Signature (\{ )

Attaching a ID CARD COPY
Claimant Signature (M &)

|Fp DB Insurance






