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Policy Owner/Name of Employer : Policy No. :
tRE A AN/RTE AR fr B 4R 9t

Name of Insured : HKID/Passport No. :
R NI 5 {7 SE/5E BR 4 9%

Name of Claimant : HKID/Passport No. :
RE NE A 5 Oy iE/5E W4 R
Residential Address :
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The issue of this form is in no way an admission of liability. No fee, commission or charge of whatever nature is required to be paid to the employees or agents of the company with respect to this claim.
Both Part [ and Part Il have to be completed. 2% (ff it B 5 R U A X R A AN D CHEWRE REEHFE FHLREBE T  RHEANEE M EMNEE 2
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PART I : Particulars 55 — I} {5 @ FEi&

1. Present Occupation and Exact Duties : ¥ 115 B 3£ K B B8 B 7%

2a.  Date of Employment : %% {g& H i a.
b.  Date last at active full time work : £ 1% % % 1. {F 0 I b.
3a.  When and How did the accident happen ? a.

=N SR = I I N RSN I

b. Where did it happen ? {i] Ji& &% /2 b.
[ To which police station the accident was reported and what was the police reference | c.

number ? ¥ # B 4 BB M K GE 05

4a.  Give name and address of your medical attendant(s) for the accident. a.
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b.  Give details of hospitalization. ¥ [t & 1% b.
5a.  When did you stop work after suffering the disability ? fr[ B% {£ |- T. {E a.
b.  When did you return to work ? ] B 1% 18 T {E b.
c. When do you expect to return to work if you are still off work ? C.
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DECLARATION EHf
I, the undersigned, hereby declare and agree on behalf of myself and all Relevant Persons that all information deposed hereinabove, whether it is written by me or not, is true and complete to the best of my/our knowledge and
belief and I have not withheld any material information connected with this claim. I have also read and understood the Personal Information Collection Statement stated below and provide the information herein on a voluntary
basis. However, I understand that failure to provide information as per MassMutual Asia Ltd (“MMA”)’s request may result in MMA being unable to process this claim. This claim form and all other documents submitted to MMA
for this claim shall be the property of MMA, and will be non-returnable under all circumstances. 7% A+ Bl /7% B8 » BREEILAREARANFTE GR AL R Ll S R A EmAATF ?j:?f{}\ﬁﬂ,ék
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AUTHORIZATION #21#
I hereby authorize on behalf of myselfthe insured and all Covered Person(s) (1) any individual or organization (including but not limited to any employer, registered medical practitioner, hospital, clinic, insurance company, bank,
police, governmental department, private or public institution) that has any record, statement, information of mine/the insured or any of the Covered Person(s) (whether medical or otherwise) to release, disclose or transfer all the
information to MMA or its representatives for the purposes of assessing and processing any insurance claim. (2) MMA or any of its appointed medical examiners or laboratories to perform the necessary medical assessment and/or
tests to evaluate my the insured’s or any Covered Person(s)’s health status in related to this claim. I hereby acknowledge that (1) this authorization shall be binding on my successors and assignees and remain valid and subsisting
notwithstanding my death or incapacity for whatever reasons; (2) A photostat copy of this authorization shall be as valid as its original. I also declare that there is no change to my record provided by the Employer upon my
enrollment, and if there are any changes to my record, I shall forthwith provide documentary proofs of such changes satisfactory to MMA, and I authorize MMA to obtain from and verify my personal information with the
Employer for the purpose of conducting due diligence under the 1elevam laws and regulations. A NEHAERFZA AN ZIRA) (B A NEFEAES: - 4651 - BN G R2 R 2 A Lo aREE R
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PERSONAL INFORMATION COLLECTION STATEMENT
The information you provide to MassMutual Asia Limited (“the Company”) or its Consultants (whether or not the information was supplied by you in this application or otherwise) is collected to enable the Company to carry on
its insurance business and may be used for the purposes of : - (1) evaluating and processing policy service requests, administering and reinsuring your insurance coverage with the Company (2) adjudicating any insurance or
related claims, or conducting any investigation or analysis of such claims; (3) promoting and providing any insurance or financial related product or service or any addition, alternation, variation, cancellation, renewal or
reinstatement of such product or service; (4) exercising any right of subrogation; (5) calculating premiums or benefits; (6) data matching and direct marketing; (7) communicating with any person or organization relating to this
and other insurance claims; (8) any other purpose relating to the settlement of your insurance coverage with the Company; and may be used, held, transferred or disclosed to (1) any related individual or company associated with
the Company or any other company carrying on insurance or reinsurance related business or any intermediary or a claims or investigation or other service provider providing services relevant to insurance business or professional
advisers for any of the above or related purposes; (2) any association, governmental authority of federation of insurance companies (“Authority”) that exists or is formed from time to time for any of the above or related purposes
or to enable the Authority to carry out its regulatory functions or such functions that may be assigned to the Authority from time to time and are reasonably required in the interest of the insurance industry or any members of the
Authority; and (3) any selected party as we may consider necessary whether within or outside Hong Kong or Macau. You, the insured and all Covered Person(s) and other Persons referred to in this claim form (“Relevant
Persons”) have the right under the Personal Data (Privacy) Ordinance or Law Relating to the Protection of Personal Data or Law Relating to the Protection of Personal Data (as the case may be) to have access to, and to correct any
of your personal data held by the Company. Request whereof shall be made in writing and addressed to the Manager of the Employee Benefit, and delivered to the Company’s head office at 27/F, MassMutual To 33 Lockhart
Road, Wanchai, Hong Kong or to the Macau office at Avenide Praia Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau (as the case may be).Fgﬁ‘Hﬂtf LTI (AS SR R AT T A HA 3 th e e H A i e
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Signature of Claimant 2% & A % & Date H HA

PART II (overleaf) must be completed by the Insured's attending doctor 2% - ¥ 43 ( & H O X A H 26 2 A Z 3 /4 5% #E 5=
MassMutual Asia Ltd.  SEEIESERBFENAIRAR
Hong Kong Head Office-27/F, MassMutual Tower, 33 Lockhart Road, Wanchai, Hong Kong
Macau Branch Office-Avenida Praia Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau
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PART II : Attending Physician Statement

Name of Patient : Age : HKID No. :

Note : No claim will be admitted unless the form below is duly completed by a registered medical practitioner. MassMutual Asia Ltd. will not be
responsible for any fee for the completion of this report.

Questions Answers

1. When did patient first consult you for this condition ?

2. Is the disability caused by accident and during the course of
Employment ?

3. Describe the cause, character and the extent of injury ?

4.  Was there evidence of a visible bruise or wound at first visit ? O No O Yes

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

6.  What type(s) of treatment have been given ? Date Details of Treatment
(e.g. Suturing, Physiotherapy or Dressing, etc.)

7. As a result of the injury, has the Insured taken the following | No  Yes Date Result of Test(s)
test(s) ? If yes, please give details.
a.  X-rays? O m]
b.  Special diagnostic procedures ? o o
c.  Surgery? o o
d.  Hospitalization ? o o Admitted on
Discharged on
8. To what extent the injuries would have prevented the Insured
from performing each and every duty of his/her own
occupation (as stated overleaf) or other suitable occupation
which corresponds to her/his knowledge, training and
education ? If yes, please give details.
9.  Was there any factor, such as physical impairments, medical | O No O Yes
history or intoxication which may have contributed to the
accident and/or lengthen the period of disability ? If yes,
please give details.
10. Please indicate if in your opinion the patient's O No O Yes
injury/disability was due to or aggravated by the stated
causes ?
liquor/drug abuse poison, gas or fumes (voluntarily or
involuntarily)
self-inflicted injury/suicide engaging in hazardous sport/
activity
pregnancy HIV/AIDs related illness

11. Give name and address of other doctors who have treated the
Insured for the same injury.

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

Signature : Date :

Name of Medical Attendant : M.D. Qualification(s) :

Stamp of Hospital/Medical Center :

Doctor : This report is a matter of importance to the Insured, please complete and return it without delay. Thank you very much.
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