GERLING

Date: / / (YYYY/MM/DD)
HDI-Gerling Industrie fRE&E &4t 17 RIZTEHES
To HDI-Gerling Industrie Versicherung AG ;é;g;]%
Applicant
HRIEE (Assured)
N =it4
;ﬁsﬁﬁﬂﬁ$mﬁ%§ Name of
Claim Report for Clinical Trial Coverage Company
P 9¢ | mums
Section in
Charge
HLEEH
Person in Charge
( )
TEL/FAX ( )
TEROEEVEHELET (We report as follows.)
R HAR
Policy Period from / / ~ to / / (YYYY/MM/DD)

Bl —DEKRZERT St OREKREH

Other Insurance against Same Coverage

%%t 4 (Name or Insurance Company)

SE%& S (Policy No.)

{RI%7& B (Line of Insurance)

TAMMRESE(Limit of Liability) | 28 & £ %8(Deductible)

L — L4 H(Date of Claim)

EHFELE(Type of Accident)

/ / (YYYY/MM/DD) {8 (Damages) ] / #f&(Compensation)[]
B{K[EE F 4 H(When Bodily Injury Occured) EWMR LS CREREEHEE)
/ (YYYY/MM/DD) | Place of Accident (Facilities of Clinical Trial)
JAER T 7E #ARE (Period of Clinical Trial) Z7z—X(Phase)
From / / ~ to / / | ] I \% 0
%t AZE# (Bodily Injury)

HEE fEFT(Address) K4 (Name) FH#i(Age)
Patient/Volunteer

F2FE (Condition) 0 0

L 1= (Death) L1 /#:3& fiE (Disability) 1/ A B2 (Inpatient) (1 /48 5 (Outpatient) (1 FH(Male)Ll/ % (Female)

SREEOER
Condition of Bodily Injury

RERE-F/E & T4 (Name of Medicine) A—H—% (Name of Maker) {5 FA#ARE (Period of Use)
Drug/Device From / / ~
to / /
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BHRERRCEREOERRRTLED . REMICRRBL TS, )

Circumstance of Accident (Please state Concretely Circumstance of Accident including Level of Use of Clinical Trial Medicine)

FHRR(FHOREAZREMICRRELTHIESL,)

Cause of Accident (Please state Concretely why the Accident has happened.)

BEEOERRT
Intention of Claimant
7% (Method)
AEE-X&-AHMRE - RIE R - SRR - £ D h( )
Oral/Document/Preservation of Evidence/Offer Mediation/Bringing Suit/Others( )
A7 (Contents)
FELTONE FELA RBGEDRAA | EREEE
Involvement of Claimant's Name of Lawyer Prospects of Suit, Amount of Claim
Lawyer etc.
Yes / No Yes/ No
BRRE DORIG

How the Assured deal with the Case
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