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{7 B 51 &l

Va

Company Name:
NSIESE

ADDITION FORM

Z2METERER EMPLOYEE BENEFITS SCHEME {& S @55t 21

Policy No.: »
TREESRAS

Subsidiary Company Name:
i E=pNSTEE

(Life)( AF)

(Medical)(B81&)

Benefits | 1dentity Identity Name of Proposed Insured Proposed| e, | Nationality 6 | Date of Birth Date of Effective Date Basic Date of Name of Relationship Employee's Bank Account No*
Document Document Insured Employment* Monthly Marriage Employee** with
Class~2 | Typess Number A4 (As shown in Bank Account) Type #5 (MM/DD/YY)|  (MM/DD/YY) | (MM/DD/YY) |  Salary* | (MM/DD/YY) Employee** BEZRTPOKME*
B | swpug | SOHH EZRAGS sz A R %S ~6 HEHH AR B £YAB | sEELs | SEES REHE gmeAm | Bank [ Branch|[ Account
802 | wme | SCHERREE (A RIRIRT P O % A5) BB~ B/8/®)| B/ | A/B/H]| e | (B/A/5) EEzmG | ST | AT | PORE
I/N/P E/S/C / / / / / / / /
Country of Residence*** [R/E i Email Address * # EZISH
I/N/P E/S/C / / / / / / / /
Country of Residence*** [R/Z Email Address * # EIIEH :
I/N/P E/S/C / / / / / / / /
Country of Residence*** [R/Ei: Email Address * # BH 558 :
I/N/P E/S/C / / / / / / / /
Country of Residence*** [R/E1i: Email Address * # EEIE5 :
I/N/P E/S/C / / / / / / / /
Country of Residence*** [R/Ei: Email Address * # EH 558 :
I/N/P E/S/C / / / / / / / /
Country of Residence*** [R/zE 1 Email Address * # EEISH :

Declaration ZHA:
The Company/Subsidiary Company confirms that its employees/their dependent have been informed and agreed to the release of the above completed personal information to MassMutual Asia Ltd. ("MMA") and vice versa from MMA
to the Company/Subsidiary Company. It is agreed that the information provided may be transferred to any related company or any other company carrying on insurance or reinsurance related business or an intermediary for a claim or

Authorized Signature
& Company Chop

investigation or other service providers providing services relevant to insurance business or any association or federation of insurance companies that exists or is formed from time to time. The Company/Subsidiary Company has verified BEAEZERATHE:
the identification documents and address proofs of all its employees and dependent enrolled or to be enrolled whether under this form or otherwise, it undertakes to keep such information up to date and shall inform MMA of any changes

to such information and provided documentary proofs to the satisfaction of MMA forthwith upon its request. Date
AT/ MBASRPACENLERRETRARXBNER - MEEAASNERFEASBRRENARAS (TEESE, ) - RZTR - FHRHNENG TEXTEMARASNETARMETRRABREBHOAQT]; & B

PRIAERBERBEZMA AEMBRRRBBORENE IEORFRERRUINRRADBEAHE - AN/ MBLAIACRHFERERERBZSNEAXH RIEUER - @EMNEEMREFLERNETERL -
WREEREENNERBNEEBBEMPBLERN ZER - AN/ MBLIRIETEZEEBNEKRT - UZEERRBEZENEHRSERENXHY -

* To be completed by Employee Rt {EEHE A1 Please complete both life & medical policy number if the enrolment is for both products MFEZEFMAA TR EERG D, FEBAFREBRRERE

A2 Please follow the classification defined in the policy provision FERIB{RE _FT 11 2 @F5t RIERIER

A31for HK permanent resident, N for HK non-permanent resident, P for Passport holder & XA MERFER | EEFXAMERFZA N, IFEFEERERITANBERAP
A4 1n the case of a HK non-permanent resident, please also provide his passport number MI3F&EEXKAER - 5 IMRHEER R

A5 E for Employee, S for Spouse, C for Child /S5 E, EofB:E M S, FRHFMA C

A6 No need to fill in if the proposed insured is a HK permanent resident MI#£ZRAREEXAER - HLAER

** To be completed by Spouse or Dependent REtHEIHE
*** To be completed only for Medical Policy RILEEFIREEIHTS
# Only applicable to a policy which has selected to use E-claims Advice service REFARERAEFRREBMERE 2RE

MassMutual Asia Ltd. ZBEIE B RIGTEMNAR LD

Hong Kong Head Office-27/F., MassMutual Tower, 33 Lockhart Road, Wanchai, Hong Kong EBRNT-FEETHRRE 33 REEEENE 27 18 Tel &5&: (852) 2533 5511 Fax {85 : (852) 2919 9233
Macau Branch Office-Avenida Praia Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau B AT RPIRE A B 517 SR BEEAE 16 18 2 & Tel E#E: (853) 2832 2622 Fax f&H : (853) 2832 2042 EB0001/1611/1
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= b &t 2
Al =
FINANCIAL GROUP™ —
CHANGES & TERMINATION FORM
ETEREURBEBRE EMPLOYEE BENEFITS SCHEME (5 &7t I
Company Name: Subsidiary Company Name: Policy No.»1:  (Life)( A5)
NSIE=Y [y pNSEE REESRES
(Medical)(z®)
Report of Changes & Bl & Report of Termination BER RS
Identity Document / Name of Insured Member New Benefits New Basic New Subsidiary New Employee's New Bank Account No* Effective Date Note: Please return and attach the MassMutual Asia Medical Cards of
Certificate Number Class ~2 Monthly Salary* Company* Nationality A3 BEZHRTEORE* (MM/DD/YY) the terminated employees and their dependent to this form.
SRR/ BRAER oE A LiESISE=%N B AT* HEIES A3 Bank Branch Account EHMEM IR BERNKEE AT RERE 2 ZEEBRKRERELERL
B BBl ~2 Har $R1T 9517 EO%k (B/8/% HE—GIREAAT -
/ / Identification/ Name of Employee / Last day of
Employment
Certificate No. Dependents (MM/DD/YY)
New Country of Residence ¥R Eith:** New Email Address $EEE15%8: * # SRS/ BE /RBYES REZEAS
/o BRI (B/B/%)
New Country of Residence #7/& @ if:** New Email Address FTEIMEH: * #
/o
New Country of Residence #7/& B ifl:** New Email Address TEIIEH: * #
/o
New Country of Residence #/R B ifl:** New Email Address FTEIMEH: * #
/o
New Country of Residence #7/& @ ifl:* New Email Address T EMIEHE: * #
/7
New Country of Residence 7R /Eif:** New Email Address $TEMEHE: * #
Declaration ZHA:
The Company/Subsidiary Company confirms that its employees/their dependent have been informed and agreed to the release of the above completed personal information to MassMutual Asia Ltd. ("MMA") and vice versa from Authorized Signature
MMA to the Company/Subsidiary Company. It is agreed that the information provided may be transferred to any related company or any other company carrying on insurance or reinsurance related business or an intermediary for & Company Chop
a claim or investigation or other service providers providing services relevant to insurance business or any association or federation of insurance companies that exists or is formed from time to time. The Company/Subsidiary BEAEZERATHE:
Company has verified the identification documents and address proofs of all its employees and their dependent enrolled or to be enrolled whether under this form or otherwise, it undertakes to keep such information up to date
and shall inform MMA of any changes to such information and provide documentary proofs of such changes to the satisfaction of MMA forthwith upon its request. Date
AT/ MBASBHACENLERRETIRERBNER - HEAASNERTFEASBRRENARAS (TEZEEE, ) RZTR - MRANENGETEXTHMAMASNTARMETRRABREBNOAE], APHAFBERBEZMA, % B
HitRERRBBNRGE, IEMRERERRINRRATREIHE - A/ MBASCREMARERERBZSNEPEHRELER  QENEHEMREFLEETAREET - TREFREETNENRBNEZESEEMIPLEN 2S5 -
AQE/MBRAEREFEZERBENERT - UZAOHRRAZELNBMR S ERRHXG -
* To be completed by Employee Rt REES A1 Please provide both life & medical policy number if the enrolment is for both products. MIFEZERFMAAEREERERTE, FEBASREBRRESRD

** To be complete only for Medical Policy R#tE& & (REIET A2 Please follow the classification defined in the policy provision A RIERE L5711 @ RIEH EIERIERS
# Only applicable to a policy which has selected to use E-claims Advice service RBAREZEREFEEBMERBE ZIRE 3 No need to fill in if the proposed insured is a HK permanent resident HIERRARETEXAER - FARER



