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Policy Owner/Employer . Policy No. :
BT RS £ R

Name of Life Insured (Deceased) . Identity Card No. :
TR () P

Loan No. (If applicable) .
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Furnishing this form is not to be construed or considered as a waiver of any of the company's rights regarding liability under the policy, or the identity of persons
entitled to benefits payable, or of any other rights, or defenses available to the company. Every question must be fully and distinctly answered and further
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Questions Answers
la. Date of Birth of Deceased (MM/DD/YY) : 3=t [ 1] (E]/[1/5) a. '
b.  Place of Birth : 1% Fyfh b.
2a. Date of Death : 3=t [} a.
b.  Place of Death : j=tt Py b.
c.  Cause of Death : j=d R~ c.
d.  Duration of Illness : EL[‘JT?J Eﬁ ] d.
e.  When was the health of Deceased first impaired? =¥ {3 f FSJC iff & e.
f.  Give name of the attending doctor who last treated the Deceased. f.

pegE 'iH :Fﬁj/%if It ?[

3a.  Occupation of Deceased at Date of Death : = % fji| ¢ a.
b.  Date of Employment : [} 1] b
c.  What was the date Deceased last at full time work? 3= st i = %~ [} 1 c.

4a. Has case been reported to police ? If YES, what is the police reference number | 5. O No& Ovest [
and reported station. 3 HEE £l R A

5a. Was a death inquest or post-mortem examination held on the body ? If YES, | 4. O No & O vest |
(Please attach Report) ff Eﬁ > fP AR 7‘{“%3‘[ w %%Eﬁﬁﬂ

DECLARA TIONBE:

1, 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 submrtted to your Company for this claim shall be the property of your Company, and will be non-
returnable under all circumstances. 4 * - J Y IR AE ‘/f‘?‘f e S fi TR #L% V- I qu g * ‘Fﬂ [l R i]ij dfgﬁh by =4 I Wjﬂéﬂlj
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I hereby authorize on behalf 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 otherw1se) 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
notwrthstandmg my death or incapacity for whatever reasons; (2) A photostat copy of this authorlzatlon shall be as valid as its orlgma] 7} IL PR A S AEPORO () R A SRS
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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
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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 Avemde Praia Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau (as the case may be). fil™ #é{ﬂ Hﬁ#](j —E RLARFS N 4 HID Mg‘/ﬁquff' [t
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Signature of Claimant 8 » &% Relationship with the above-named Life Insured == -2 il » E‘% i
Name of Claimant in BLOCK LETTER F# * i € ( ﬁﬁl T ﬁ'}?; ) Identity Card No. (if applicable) £} 7} E{%ﬂ% ( vpiﬁﬂj )

Address Pyl Contact Telephone No. "‘ﬂﬂ & Fq e
Authorized Signatory of Policy Owner {1 Hfi'j TR Name and Position of authorized signatory $Z4f * I £, 3 i

Date of Statement Prepared ¥y f 11V

CLAIM INSTRUCTION % {#f 71 A

1. Return this statement and the original death certificate (to be returned after inspection) to Employee
Benefits Department.

2. Where more than one Beneficiary/Administrator/Executor are claiming, please fill & sign on separate
forms.

3. Where Estate is the Beneficiary, the Executor or Administrator must sign this form and submit a current
certificate of appointment.

4. Where the Beneficiary is a minor or incompetent, the guardian of the Estate must sign this form and submit
a current certificate of appointment.

5. Where the Beneficiary passed away, a certified copy of the Beneficiary's death certificate must be
submitted.

6. Where the Beneficiary is a corporation, this form must be completed and duly signed by an authorized
person of the corporation.
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