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POLICY NUMBER {3 BigERE NAME OF INSURED EMPLOYEE {4 &tk %

NAME OF EMPLOYER {g@¥#:% HK 1.D./CERT. NO. {533 /25 2yepe

NAME OF PATIENT J5 &4 RELATIONSHIP B2 {548 2 R1% SEX 1:%] | AGE 4£#%
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I declare that I am the insured member of the above mentioned policy and all the information supplied by me on this form is complete and true to the best of my knowledge and belief. I also declare that I have read and understood the Personal Information Collection
Statement stated below. I authorize any medical attendant, hospital, clinic, insurance company or other organization, institution or person, who has any records or knowledge of me or my health to divulge to MassMutual Asia Ltd. any information required for the purpose of
evaluating the claims application. A photocopy of this authorization shall be as valid as the original.I also confirm that the claims information regarding myself may be released to my Employer or related parties from MassMutual Asia Ltd 35 WIS A Ty ol (45 2 52 {4k
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Personal Information Collection Statement {ﬁ}\ﬁﬁlﬂlﬁéﬁlﬂ]

The information you provide to MassMutual Asia Limited or its Consultants (whether or not the information was supplied by you in this |pp||c ation or otherwise) is collected to enable the Insurer to carry on its insurance business and may be used for the purposes. of ;- (1)
evaluating and processing policy service requests, inistering and reinsuring your i coverage w|th the Insurer; (2) adjudicating any insurance or related claims, or conducting any investigation or anal i (3) promoting and providing any insurance
or financial related product or service or any addition, alternation, variation, llation, renewal or of such product or service; (4) exercising any right of subrogation; () 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 Insurer; and may be used, held, transferred or di ed to (1) any related individual or company
associated with the Insurer 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. You and
all Relevant Persons have the right under the Personal Data (Privacy) Ordinance or the Law Relating to the Protection of Personal Data to have access to, and to correct any of your personal data held by the Insurer. Request whereof shall be made in writing and addressed to
the Manager of the Employee Benefit, and delivered to the Insurer's head office at 4/F, MassMutual Tower, 38 Gloucester Road, Wanchai, Hong Kong; or Macau office at Avenide Prais Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau.
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SIGNATURE OF PATIENT (18 YEARS OF AGE OR OVER) SIGNATURE OF INSURED EMPLOYEE DATE (M/D/Y)
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MassMutual Asia Ltd.  EEIESERBREINARRAT]
Hong Kong Head Office-4/F, MassMutual Tower, 38 Gloucester Road, Wanchai, Hong Kong EEHA T -E S S LTE 38 SRS A E KE 4 1 Tel &3
Macau Branch Office-Avenida Praia Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau #9453 /A BRI & KBRS 517 SE R i KE 16 2 E2 % Tel &

1 (852)2919 9111 Fax {#5: (852) 2919 9233
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NOTES & HH

This form must be fully completed and signed by the employee, otherwise the claim processing will be delayed.

BEFRAR DA R B R BB o o I PR B A A 3

If you need us to return this claim document to you after processing, please state your request on the top of the claim form
together with your signature and attach one set of copied original receipt. Please note that claim documents will not be returned
after 3 months from the submission date.
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This form is only applicable to single patient's clinical consultations. For minor operations and other medical expenses, please
complete "Group Hospitalization and Surgical Claim Form".
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Original receipt for each consultation bearing the following information must be submitted : (a) Date of consultation; (b) Name
of patient; (c) Amount of charge and (d) Diagnosis. The receipt must bear the attending doctor's signature and stamp.
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Attending doctor's referral letter must be submitted with this form if you are claiming for Specialist Consultation, X-ray & Lab.
Test, Physiotherapy, Chiropractic treatment and Prescribed Medicine reimbursement.
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For Chinese Medicine's Treatment, original copy of the official receipt and prescription sheet issued by the Chinese Medicine
Practitioner with clinic stamp and doctor's signature are required.
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Please submit within ninety (90) days after treatment.
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