F MassMutual
‘ FINANCIAL GROUP™

Second Policy No.:
B IREARST - I

ACCIDENT BENEFIT CLAIM FORM E/MET {RREREHIEE (C01)

Name of Insured : ID Card No. of Insured :
ZIRAES ZIRAG SRS
O First Claim gazspe 2ozt [ Further Claim 7E(

The issue of this form is in no way constitute an admission of liability. During the claim process, no fee, commission or charge of whatever nature shall be paid to
the employees or Consultants of MassMutual Asia Limited (“the Company”). All parts must be completed before we will process the claim. In the event of the
claim involving any payment to be made by the Company, the Policy Owner / Insured / Assignee must provide valid documentation proofs (such as identity
document and address proof) to the satisfaction of the Company for the Company to conduct due diligence pursuant to the Anti-Money Laundering and
Counter-Terrorist Financing (Financial Institutions) Ordinance, Cap.615.
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PART I : CLAIMANT’S STATEMENT 5—35{ : 208 ABEH

Questions [ Answers &
la. Date and time of the accident? la.
FERREINZ HI RS / / . AM/PM
MMH DDH CCYY 4 Time Hf R
1b. Where and how did it happen? Ib. Place of the Accident &4 & /b % -
AR EI N HBE R AF 2
Details of the Accident F=HP7 488 K 5E 1 -
1c. Which part(s) of body is injured? lc.

R EINEEZ RN Z G 2 SR

1d. Had the accident been reported to police? If yes, please attach o ax
police report or provide the name of police station, the file 1. Ono HAEE

number and vehicle number. D Yes A%  Police Station : File No. :
EUELEREINEE? BF - HieilEESRERIAEE o - EXE Ets 7 a2 B
SRS R LR - FRERAT I
Vehicle number :
HRRES
2a. Occupation and exact duties of the Insured at the time of the 2a.
accident?
RTINS R N Z B ROREE?
2b. Name and address of the company or employer of the Insured at 2b.
the time of the accident?
PRI EIMEER  Z IR A2 NS T 458 Ktk ?
2c¢. When did the Insured cease working after the accident? 2c.
RREINEA%  ZOR NI FAGEE 1L TAE? / / O Not ceased working
MMH DDH CCYY 4 REIEIETAE
2d. When did the Insured resume to work after the accident? 2d.
PREREIMEAE R > 2RI TAE? / / O Not yet(Please give reason)
MMHA DDH CCYY # EARAE (GHEAER)

2e. To what extend had the injury prevented the Insured from 2e.
resuming to work if he/she is still ceasing work?

EZIRNBRHIARRERIE L(E - SEHRARREIIR TIERYREA?

3. Name and address of all doctors who the Insured had received 3. Consultation Date 324HHH Name of Doctor B3/E#E4  Address of Doctor E%4: itk
treatments.

G Z RN ZFTA B AR Rt AL -

4. Did the Insured file a claim for Employee’s Compensation or 4. D No &%
other compensation for the accident? =

ZARNAERRNEI M2 (R R HEI R D Yes H (Please provide copy of the claim documents FEHEHHEZ1E L 1FEFIAK)

5. As a result of the accident, has the Insured applied for 50 N e O ves 5
compensation from other insurance company / organization? If
yes, please give details. Name of company / organization 2\ ] Policy No. / Reference No.{i:BLSEHE/ 22 455k
ZOR N BELE TS Z A5 1 HoAth O b 5] H SH (T T A (2
A 0 EEEAIR A o

| Request for Return of Original Receipts / Documents HH 25 38 [B] (EA Y #82/ 04
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PERSONAL INFORMATION COLLECTION STATEMENT

I/We understand and agree my/our personal information (including a record of my/our image or voice by whatever means and my/our health information) collected by or held by
MassMutual Asia Limited (“the Company”) may be used for the purposes of: (1) approving, evaluating or processing my/our insurance application/policy service request; (2) administering,
maintaining or reinsuring my/our policies; (3) adjudicating my/our claims, or conducting any investigation or analysis of my/our claims; or (4) data matching. I/We understand and agree
that failure to provide any information requested by the Company may result in the Company not being able to process my/our insurance application/policy service request.

1/We understand and agree my/our personal information collected by or held by the Company may be transferred or disclosed by the Company to any of the following persons (whether
within or outside Hong Kong) for the purposes as specified above or to governmental/regulatory bodies (whether within or outside Hong Kong) for them to carry out their
governmental/regulatory functions: (1) MassMutual group companies and their associated/affiliated companies; (2) financial institutions, insurance companies, intermediaries and
reinsurers; (3) claims investigation companies or any companies/persons necessary for claims assessment/investigation; (4) industry associations/federations and their members; (5)
govcrnmcntal/rcgulatory bodies and law enforcement agencies; and (6) service providers and selected persons which are under a duty of confidentiality to the Company.

I/We understand that I/we have the right to access to, and to correct, any of my/our personal information held by the Company by writing to our Personal Data Protection Officer. (Address :
27/F, MassMutual Tower, 33 Lockhart Road, Wanchai, Hong Kong or Avenida Praia Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau). The Company may charge a
reasonable fee for the processing of such request.

DECLARATION

1/We, the undersigned, hereby declare that all information deposed hereinabove, whether they are written by me/us or not, is true and complete to the best of my/our knowledge and belief]
and I/we have not withheld any material information connected with this claim. I/We also have read and understood the Personal Information Collection Statement stated above. I/We
provide the information herein on a voluntary basis. However, I/we understand that failure to provide information as per the Company request may result in the Company being unable to
process with this claim. This claim form and all other documents submitted to the Company for this claim shall be the property of the Company, and will be non-returnable under all
circumstances.

If there is any subsequent change to the information provided, I/we undertake to notify the Company as soon as possible.

1/ We hereby agree and authorize the Company, according to the Insurance (Levy) Regulation, to deduct (1) corresponding levy on unpaid premium (if any); and (2) outstanding levy of the
policy(ies) (if any) from the claim payment of the policy(ies) payable to me/ us. The levy will be remitted to the Insurance Authority by the Company. (Applicable to policy issued in Hong
Kong)

AUTHORIZATION

I/We hereby on behalf of myself/ourselves irrevocably authorize (1) any individual or organization (including but not limited to my/our employer, registered medical practitioner, hospital,
clinic, insurance company, bank, police, governmental department, public or private institution) that has any record, statement, information of mine/us (whether medical or otherwise) to
release disclose or transfer all the information to the Company or its representatives for the purposes of assessing and processing any insurance claim. (2) The Company or any of its
appomted medical examiners or laboratories to perform the necessary medical assessment and/or tests to evaluate my/our health status in related to this claim. I/'We hereby acknowledge
that (1) this authorization shall be binding on my/our successors and assignees and remain valid and subsisting notwithstanding my/our death or incapacity for whatever reasons; (2) A
photocopy of this authorization shall be as valid as its original. 1/We hereby grant my/our consent to the Company to collect, use and transfer the above health information in accordance
with the Personal Information Collection Statement.
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Signature of Consultant g% & Signature of Policy Owner {REFH A%HE Signature of Insured Z{E A\ %&
(only if age is over 18 “EEEFIH 18 %)

Name and Code of Consultant RERS %42 K 4m9% Name of Policy Owner {fE#H A4 Name of Insured Z{# A%
Date HEA Policy Owner’s ID No. {fE#H A G555 Insured’s ID No. Z{E A {5535 9EHE

To be completed by Consultant FHEERJEE

a) After the injury of the Insured, did you visit him/her? If yes, please
describe the condition of the Insured’s injury
ZRAZGE  BTYSEZRA? B 0 SR EERZ iR ArIEFHRR
Fei5%5 -

b) Did the Insured resume to work when the claim form was completed? If
yes, please give the date of resumption of work?
ZERAPHE R F SN EEREEEIEE TIE? B2 - F70HEELEA
-

CONSULTANT’S DECLARATION : I declare that the above statements and answers given are true and complete to the best of my knowledge.
AR« A AGEREY] B — VIR PR AR - A AR S BT Z 28 - WHEE M -

Signature of Consultant %2 Date H#A
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PART II : ATTENDING PHYSICIAN’S STATMENT ‘&5 : BR4edps

WEES Filie: St
Patient’s Name : Age: ID Card No. :

NOTE ;%% : No claim will be admitted unless the report below is duly completed by the medical attendant of the Patient. MassMutual Asia Limited will not be
responsible for any fee for the completion of this report. A5 WERRE ~ ¥R EHE - ZEEERERTNAIRA TR A HA SRS 2 & -

Questions [ Answers &
la. First date of consultation of the patient’s record? la.
HEE 22 / /
MM H DD H CCYY #
1b. First date of consultation of the claimed illness/disorder? 1b.
SRGERE TEIKZHI? / /
MM A DD g CCYY 4
2. When did the accident happen? & > EHMaligas4? 2.
/ /
MM H DD H CCYY #
3. Which part of the body get injured? 35%5HIFEEZ EHE T - 3.
4. Describe the cause and the extent of injury? 4.

STt ES N S AN R G -

5. Was there any evidence of a visible bruise or wound at patient’s | 5

first visit? If yes, please provide details. Onos Oves s Details 21
WEH IR BIARERYRSE? BR - SHREEHE -

6. What is the current condition of the injury? Please state | 6.
complications, if any.

BRGS0 EAEMOFSE - 55519 -

7. What type(s) of treatment have been given? 7. Date HH Details of Treatment Z&Jgests
(e.g. Suturing, Physiotherapy or Dressing, etc.)
R Y BT AR (FIA4EET - VEDERNIEEE)

8. As a result of the injury, has the patient taken the following | 8.
test(s)? If yes, please givg details. No#s  Yes® Date HHj Result of Test(s) fEa4EHE
BHRESN » WEACEZUU T 2 ia8? SHaMy I
a. X-rays XOtg#E O O
b. MRI/CT scan/others  BiJ13tiR / BESHHE / Hih O O
c. Surgery AMEIEA O O
d. Hospitalization g5 O O ABE bt
Admitted on Discharge on
9a. After the accident, please provide the period of which : 9a. (MM/DD/CCYY) (MM/DD/CCYY)
BAE AR o R (A/H/E) (B/E/4)
The patient is unable to perform each and every duty of his/her Reason [E[A]
own occupation (as stated on page 1)
A EH ARG (H— L) Z a2 I
9b. The patient is unable to perform one or more major duties of 9. ‘Ml‘(@gﬁg Y o (MI\/I(/E%IC/%Y)
his/her own occupation
B I E A S RS —TH B TH L SR I Reason [
10. Was there any factors which may have contributed to the | 10.
ident lengthen th iod of disability? If )t
Zicsédggta{allgfi/or engthen the period of disability? If yes, please Past injury or illness = 5 g O ro = O ves =
%ZEj‘ﬁi?Ffrf{kﬂEJiIﬁtiﬁ(%‘\’i’l\&/ﬁﬁﬁﬁt:ﬂgﬁﬁﬁfﬁﬁ? ERE# | Selftinflicted injury S{EE1=g ] ONo = O ves =
SEAHFIE S _—
I Alcohol or drugs intoxication ke EEY D No 7 D Yes &
Degenerative changes BAbME s D No & D Yes &
Congenital anomalies N D No & D Yes &
Chronic disease LSRR =TS O ~o &= O ves =2
Others : HoAfilr - O ~o &= O ves =
If any of the above is “Yes”, please give details.
A _EAUEE—IE Ry T2 IR o
11. When will the patient be expected to resume duty? 11.

P (AT P PR AR

12. Give name and address of other doctor(s) who have treated the 12.
patient for the same injury.

FRELKESN » SRt g B e RS A 2 Rt -

I hereby certify that I have personally examined and treated the patient for the above injuries and that the facts as stated above represent my opinion of her/his
condition respective to the above injuries.

AANBEHANCE RHURER I - SR 2 50 et Roakt - T LS HERT RS B A IR & M S B2 G Uit B R -

Signature of Medical Attendant (with chop) F2E4 % & Hospital Specialty/Unit/Department E2[z2F} / Bfr / HF5
Name of Medical Attendant/Qualification(s) F2E4= 4%, / BHIELK Date H Hf
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