¥z MassMutual T T

FINANCIAL GROUP™ EMPLOYEE BENEFITS SCHEME {g &1&#F51#
Name of Policy Owner / Employer: Policy No.:
PRERPA SR E AT IRELARST

A. PARTICULARS OF PROPOSED INSURED #: & A Z @ A& &

1. Name of Proposed Insured: HKID Card No.: Date of Birth:

ECINEA B S (TEERS Hi4 HIH

Sex: Occupation: Exact Job Duties: Marital Status: Height: (m) Weight: (ka)
P Ik WAz PR & Ck) #8E (T
Telephone No.:(H) (0) Home Address:

EEESRAS FE AE] fEhk

2. Name & address of your usual medical attendant [~ & & wta2 1y B& 4 2k 44 Fe bk

3. Are you applying for, or being covered by any other insurers? {RE I /2 75 77 35 B0 & 1 (RIREEMNA PR A B BCH & Rl A 5] RS B A (A R B 2 Yes[] No[]
If yes, please state the name of insurer, type of policy and the issue date. 41 "4 | » 5551 (R A E44HE ~ (FEEER R (LR AR HEH - = &

4. If the proposed insured is a dependant of an employee, please fill in the following: {§Z A\l %X E > FHEZLITER :

Employee Name: HKID Card No.: Relationship
fREHA EAESOEE RS iR & 2 Bl th
B. PERSONAL STATEMENT BY PROPOSED INSURED #% & A 2 &
Yes No

*Please tick ( v ) the appropriate box X & & NE E (v ) 58 i=3 w5
1. Do you smoke, take drugs, narcotics or alcohol? If “Yes”, please indicate type and quantity. [l (]

T A GUIE - %Y - HaEE Bl ? 0 TA ) SRR R R -
2. Have you: B F ¥ 7 :

a. EVER been refused insurance or been offered insurance with restricted benefits or at other than standard rates? O J

Welrbg A SRR 2 R A MR A IRHI BRI R IR i & (R 2
b. engaged in or planned to engage in any hazardous sports or activities? O

SHEF A S B R SR ECES) ?
3. Have you EVER suffered from or been treated for any of the following disorders or diseases? O [l
P8I 0 5 R B 2 AR T Y B 26 2
(If yes, please tick the following box where applicable and give full details in the space provided below.)
A - FEEE ZITREPIY SR - MR R 22 Nt - )

1 a Any impairment in physical condition [J] e Stone or kidney disease [J i.  Ulcer of any kind, stomach, bowel, [J 1. Sexually transmitted disease
(R LS B EENR liver or gall bladder disease TR
[] b. Asthma or respiratory or lungs disease [] f Diabetes FREHIGIE ~ F ~ B - FFEEm R ] m. AIDS or AIDS related conditions
R BT HEPR I [ . Arthritis, gout, spinal or muscular TR G JTRZ FESAR R
[] ¢ Anxiety, epilepsy or mental disorder [J g. Thyroid gland disease or disorder skeletal disease or disorder [J n. Alcoholism or drug addiction
TR ~ SRR iR BN S E S ] [ERER3E ~ R, ~ AL~ WLAYEE RRI LB
[] d. Highblood pressure, pain in the chest, [J h. Disease or disorder of nose, eye or ear [J k. Cancer, tumour or cyst of any kind FEMALE ONLY
heart or cardiovascular disease or disorder B IREHERE A FEIE ~ BB SRR [] o. Gynaecological disease or complications/
iR ~ B ~ CBRE S 5 R 400 conditions associated with pregnancy
T H B ARARRR 2 2 R HAFE
4. In the past 5 years, have you: #EFAEN » (B R4 ¢
a. had, or been advised to have blood tests, electrocardiograms or X-rays? (e.g. Cholesterol, AIDS or Hepatitis etc.) O O
Bz siEm 2 R - OBEE XoteE 7 (AREIEIEER - BRI RE)
b. had any illness requiring regular medical treatment or advice, operation or hospitalization not mentioned in B3 above? | O
A 3T B3 AARIR R AMEM R ~ #2 Tl sCE 2 Eek B At 2
5. Are you now receiving or contemplating any operation or medical treatment? O [
B N IERE 2 Tl B TR A T B0 6 2
6. If your answer to any of the questions from B2 to B5 above is "Yes", please give full details below. %1 B2 & B5 V& ZE R “& o A5 1&k -
Question No. Duration Type of Illness, Treatment & Condition Current Condition Name/Address of Attending Doctor/Hospital
A 4R B AR PRI~ TR RO A HRRHE I TR Bl R

IMPORTANT NOTE: All answers to this application will form the basis and become part of the Policy between you and MassMutual Asia. You are required to disclose in this application everything you know or could reasonably be expected to know because MassMutual Asia
will accept the risks and the terms of insurance based on what you disclose in this application. If you are in doubt whether a fact is material, please disclose it in this application. Your failure to comply with this requirement may cause the policy issued
be null and void.

HEHE T8 M EA R E R HLHTE
AE BN HER B ER - ] TR B R E N -

DECLARATION &AGREEMENT BUREE

I declare and agree that: (1) | have read the above Important Note and understand my responsibility to disclose all facts to MassMutual Asia Ltd (The Cumpany) and (2) All statements and answers made in all parts of the Application are full, complete and true to the best of my knowledge and belief regardless

ufwhetherurnonheyare mm handwritin
PR AR » SRR A A NS 19 Roett - R A -

KHE Ryl T~ B2 o 08 Rl 1 A O LT 5% S ORI g 1R PR A — 0073 © TR B — DRI S W SRR T » DRSS B A R 2 BT TSP e LA O S S DR R 3 B PRIB IR -

oﬁnETLLgU EHIE | WA AR RNV S E PR ERRENARAE (FAE) ) AL A B
lauth ze any medlcal anendam hospital, insurance compan or other organization, institution or person, who has any records or knowledge of me or my heallh or who has been or mJ n the future be consulted by me, to divulge fo The Company or its reinsurers or any legal tribunal any information he
or she may have acqunred with re r%g;rd to ef rlheApur%ose o evalualm the insurance risk of my %Ilcallon Thephowslated copies 01| of this authcrlzanon shall be as effective and valid as the 0”%

ANGE R T M e - i AT t YN ﬂ%ﬂﬁ%m BRANZRE - 9l PR (BN S R AR e PR R S » A B E RS EAHTE %50 -

Personal Data 75l A&t

I understand that information provided in respect of this aﬁpllcatlon policy to be issued orfmanclal velaled product or service or alterations, variations or cancellation of them and any claims of whatsoever nature made hereunder may be held, used or disclosed in connection with this or any cther insurance
related praducl or an¥cla|m of whatsoever nature made t ereunderb thls comp: any orany re relate compary or by_fany other con@an car m? on |nsurance relaled business in or from Hon Kon ora%assoclat of federation of insurance comgames that exists or is formed from time'to tim

7';% H*Zfﬂ Uy i g;%g%r‘#/ﬁhﬁih‘ HE ~ WLFTHEERTR fﬂmhf” #yRoR A E ( B E]) SUEMEERRRARNZEH (EEAL ”’Wﬂ@ P) SUERIBEE (SORAH) By fRkR A w4 ﬂllw@")cf‘f!’w%ﬁﬁ? kﬁ]%flf“”‘f
& E%

| undgrr‘stand that, according to the Personal Data (Privacy) Ordinance, | have the right to obtain access to and to request correction of any personal information concerning myself held by The Company. Request should be made to the Employee Benefits Department., The Company (address as shown on this

ZXS)\%EEM‘FE{ AFORE (FLE) ﬂr 1| > BNA S REUR L LR A SRR A AR BAFOR » eI S TORAR A S (ke R AR ) (@8 EFE -
:jn aclcarge;nce Wlljll tthe %ovm l he Personal Data (Privacy) Ordinance of Hong Kong, by signing below, I consent that the personal information collected or held by The Company or its agents / brokers (whether contained in this application or otherwise obtained) is provided and may be held, used and
isclosed to enable the Company
- refer to individuals or orgarElza){wns within or outside of Hong Kong. . . .
- provide to me or have provided to me advice or information cancernlng other products or services The Cogany believes may be of interest to me or communicate with me for any purpose.
Al .;Aum‘*ﬁiﬂ/\ﬁﬁﬁiﬁ inﬂtfﬁnnz.jz LR 1S) 2 AR AT A SR - (RTS8 » DR A S

S
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1 also agree that MassMutual Asia lened m% release all |nformatlcn reggrd myself including but not limited to m % medical condition for the Fu[gose of modlfymg the terms of the policy or the benefit coverage to my Employer.
EINING ‘;@m%aﬁ MWERD AN Z B ERBARANZAATH (BRREARRAAZ S BIRFHRL) - FEUEST R 2 TRFCR R

Proposed Insured Signature Date / /
ZRANEE M H DH Y4
If there is any conflict in wordings between the English version and the Chinese translation, the former shall prevail.

AMPSGERABSOGRAR R BASSURALEE -

MassMutual Asia Ltd,  EEERERBTEMNERAT
Hong Kong Head Office-27/F, MassMutual Tower, 33 Lockhart Road, Wanchai, Hong Kong BT E B R v A 33 SRR B MR 27 A Tel E5E: (852) 2533 5511 Fax {1 : (852) 2919 9233
Macau Branch Office-Avenida Praia Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau PSS E]-RPIREE R 517 SRR BRSO 16 H B2 B Tel BzE: (853) 28322622 Fax {HEH : (853) 2832 2042 EB0004/1611/1



