FINANCIAL GROUP™

E MassMutual

GROUP INSURANCE CRITICAL ILLNESS & TOTAL DISABILITY BENEFIT CLAIM FORM
CIFCEN S TR R N

Policy Number {jl H1 & B Name of Life Insured > i * #t ¢ HKID Card Number £} {7} ﬂ%‘: A SR

The issue of this form is in no way an admission of liability. No fee, commission or charge of whatever nature is required be paid to the employees or agents of the company with respect to this claim. Both Part I and
Part IT have to be completed.
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PART 1 : CLAIMANT'S STATEMENT 37 - F’yﬁ 53 : E U |
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Questions il Answers

1. What was the cause of this claim? Accident or Illness ? (Please give
full detail in approprlate box below.)
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2. If claiming for an accident, complete the following questions:

L O T A I A

a.  When did the accident happen ? a.
PUNMEE S BE N S
b.  How did it happen ? b.
R S A (O T O ﬁ‘ﬁ T
c.  Which part(s) of the body was/were injured ? c.
o ﬁﬂ g

d.  Which police station had the case been reported to and what was the d.
police reference number ?
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3. If claiming for an illness, complete the following questions:
FoE B P oEo m o ﬁ Woe P s oH

a.  What were the symptoms presented ? a.
OB R

b.  How long had the symptoms been appeared ? b.
oW B 2 <

c.  Give the name(s) of the attending doctor that the Insured first | © Date ' Name and Address #% &7 29 fi-

consulted for this illness.
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4. When did you become completely unable to attend to any business or
occupation ?
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5. Have you been wholly confined to bed since the disability, at home or
in hospital ? Please name the activity(ies) you can perform.
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6.  Give the name(s) of all attending doctors who have treated the Insured Name & Address First Consultation Date Cause Follow up Card No.
for similiar or related illness. Ik 0 By ik SEEHH B e TTW%

floF @ LB

7. If you have been treated in hospital or similar institutions, please give Name of Hospital Admitted on Discharged on Diagnosis Ward/Ref. No.
details. B e fE U s | e P o #fﬁ xS
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8. Have you ever suffered from the same or similar or related condition? Date Exact Cause of Loss Period absent from work  Doctor attended
Please give detail of each episode of attack. hEEpy I TR (el BN R R kN
B f’}?pl BUE IR 8OO F‘%ff‘ 2 ?‘f 5
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9. Has your mother, father or any brother or sister suffered from
diabetes, heart disease, stroke or cancer? Please give date and full
particulars.
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Please Turn Over to Page 2 ﬁﬁ W
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10. Have both parents died? Please state age and cause of death. Date of Death J=d [ 1] Cause of Death =+

R N U 2 A U SO R I A ¢ Father
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Mother =/

11a. Do you smoke ? a.
I -
b.  Have you ever smoked (whether you still smoke or not) b.
fig W™ &L/ ‘f‘? Voo o ﬁ:ﬁ il
i.  When did you start smoking? i
0 BB G g ?
ii.  What type and how many do / did you smoke (e.g. cigarettes, cigars, ii.
etc.) per day?
O B R g B
iii.  If you have ceased smoking, when did you last smoke? iii.
LT I ST RO Iﬁ i T S g U

12. Have you ever been or are you at present insured by some other
insurance company/ies? Please tell us in detail.
I “r[‘ A R R e 2R ?

13a. What is your occupation (including any part-time employment) and | a.
duty involved prior to disablement / accident"
IR i CRVAS S VAR SR A
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b.  In relation to your current loss, are you entitled to receive any form of | b.
benefit granted by your employer? Please give detail.
[P R | N f{ B R AV RN
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c.  Please give name and address of your employer. If you were self- | c.
employed, please tell us your company's name and usual place of
business.
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14.  When did you return to work and in what profession. To what extent
had the loss been prevented you from returning to work if you are still
ceasing work.
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DECLARATIONE#HE

I, the undersigned, hereby declare and agree on behalf of myself and all Relevant Persons that all information deposed hereinabove, whether they are 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 above and provide the information herein on a voluntary basis. However, I understand that failure to provide information as per your Company’s
request may result in your Company being unable to process this claim. This claim form and all other documents submltted to your Company for this claim shall be the property of your
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AUTHORIZATION$Z

I hereby authorize on bel alf of myself/the 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 your Company or its representatives for the purposes of assessing and
processing any insurance claim. (2) your Company 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 or1g1nal ¢ SRR A - /r e i
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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 4/F, MassMutual Tower, 38 Gloucester Road, Wanchai,

Hong Kong or to the Macau ofﬁce at Avenide Prala Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau (as the case may be). [§|™ Hifif
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PART II must be completed by the Insured's attending doctor. 7 ~ Fﬁﬂ G~ | # iﬁ IOt f} U] P Bl
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PART II ATTENDING PHYSICIAN STATEMENT (CI/TPD)

Patient Name : Age : HKID Card No. :

NOTE : No claim will be admitted unless the form below is duly completed by a registered medical practitioner. MassMutual Asia will not be responsible for any fee

for the completion of this report.

Questions Answers

1. How long have you known the patient? If you know
this patient prior to the consultation of the claimed
illness/disorder, how did you know this patient?

2. Was the patient being referred to you from another [1 No [J Yes
doctor? If yes, please give us his/her name and
address.

3a. When did you first attend the patient? 3a

3b. What were the complaints and symptoms presented? 3b.
How severe was the condition? How frequent was
the attack?

3ci. How long has the patient experienced such 3ci.
symptoms prior to first consultation?

3cii.

3cii. How long do you think the symptoms has lasted prior
to first consultation to you? Did you inform the
patient of your opinion? If yes, when?

4. Has any laboratory test such as cytological, X-Ray, Date performed Detail of Procedure Result / Readings
pathological or serological studies been performed?
Please give details and provide us with a set of the
results to us if available.

5. Please list down the date and details of each visit of Date Complaints Diagnosis Treatment / Physiotherapy (Length of Course)
the patient to your clinic/hospital in the order of
dates

Please Turn Over

MassMutual Asia Ltd. X BCEYR] BUAREHPSE|[RL: fil
Hong Kong Head Office-4/F, MassMutual Tower, 38 Gloucester Road, Wanchai, Hong Kong fi i }f f ZFW‘* Fi4 3T 38 ?fiﬂyflxm N4 A Tel F’*f (852) 29199111  Fax {2 : (852) 2919 9233
Macau Branch Office-Avenida Praia Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau ¥#[[55 ** il Byl Hﬁ]ﬁ“\ FOEESITORBESRIFH VRIOEYE  Tel (55 i (853) 2832 2622 Fax [H1Er : (853) 2832 2042

EB0206/1012/1



6a. Has the patient previously suffered from same or 6a.
similar disorders?

6b. Ifyes, please give the date and details of each Date of Exact Nature / Test /Treatment Duration Doctor
disorder occurrence Cause of Attack Received of Disability Attended

6¢. If not, do you consider that the disability is in any 6¢.
way associated with a pre-existing disease or
disorder? If available, please provide the date and
details of when the patient was aware of such pre-
existing disease or disorder.

7a. What was your final diagnosis? Please also give the 7a.
date of diagnosis.

7b. When was the onset date before the patient first 7b.
consulted you (as mentioned in Q3)?

8a. When did the patient first become unable to engage 8a.
in employment or business?

8b. Will you expect that the patient would have been 8b.
prevented from engaging in any occupation,
employment or business and remains in the same
condition which continuously requires medical care
and attention? Please give reason?

8c. For how long would the patient remain in the above
condition? Please let us know the rehabilitation plan 8c.
for the patient.

9a. When did you last see the patient? 9a.

9b. 9b.

What was the condition of the patient?

10.

Did you have any other information to supplement
the above? Please give us in details.

Please give the name and address of other doctors
who have treated the patient:

I hereby certify that I have personally attended the above named claimant and that all the information supplied by me on this form is true and correct to the best of my
knowledge and brief.

Signature :

Name of Medical Attendant :

Stamp of Hospital/ Medical Center :

Date :

Qualification(s) :

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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