FINANCIAL GROUP™

APPLICATION FORM

n MaS SMUtual STUDENT PROTECTION PLAN

15th day of the followmg month.

. e NOTE #: :
Annual Premium* LJ & ]5}"‘&"['* If the application form and the required premium are accepted by MassMutual Asia between the Policy Number
(HK$)(¥§’7‘* $) Sth and 20th day of any month, coverage shall commence on the 1st ddy of the following month. i Fff;‘??}?’ﬁ
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If the application form and the required premium are accepted by MassMutual Asia between the Name of Agent
3 00 21st day of any month and the 4th day of the following month, coverage shall commence on the ¥ f iy

*For persons aged between 3 to 23 years on last FER H]f/\J EIfo 21 B2 [ E Y 4 987 (5 ]g,hm\j' bﬂh—F i Ay |ﬁk])5\,{<]£' fi F]fi 15
birthday.
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. Agent Code
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PLEASE COMPLETE IN BLOCK LETTERS %”J_{_ E‘
(Every Proposed Insured must complete a separate App ication Form. £ it 2E5 0 + f;*/ﬁl[/[/j;gi ﬁ#ﬁf/ﬁg’ o)

POLICY OWNER’S DETAILS fﬂ%‘fﬁj‘ T I R I

Name : (English) Chinese Name : Sex : Date of Birth :
e (H2) [yt g TEHI: L p
/ /

M k| D! Y &#
Residential Address : (English) Phone No. : (Home) (Office) (Mobile) ID Card No :
s () (20 (44 (= AT bR )
Permanent Address (If it is different Nationality:
from the Residential Address) : (English) [ 2
A XEHE ] e D | (e T

Policy Owner must provide a certlﬁed true copy of his/her identification document and above address(es) proof. For non-permanent Hong Kong resident, please also provide a certified

true copy of passport. (pLETH %] * ﬁﬁ@‘ﬁi YU [ PARERRRERTE < IR RN - b THR A RRRER -

PROPOSED INSURED’S DETAILS ¥24> il ~ [V {i ~ 2vf I

Relasiot]}"nlshlp . . Dit’e%ofE' Fﬂlath ID Card No. /
English Name of Proposed Insured Policyowner Nationality SR Sex Body Height Body Weight Birth Cert. No.#
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g ) 7 M*] D! Y = ] ffesinis
Urﬁ%ll 3 y[_Um,yﬂE#
(m) (kg)
(€] (ol
Note: 1. The Policy Owner must be the Proposed Insured’s parent or guardian if the Proposed Insured is under the age of 18.
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2. Benefits Termination Age shall be at age 25 years on last birthday.
(BRI g o P g5 5 .

3. Proposed Insured must be a full-time student. Please attach a copy of proof of full- tlme student status if Proposed Insured is aged between 18 to 23 years.
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4. Proposed Insured must be a Hong Kong or Macau resident and a copy of ID card/blrth certificate number is required.
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5. No benefit under this plan shall be paid if Proposed Insured is no longer a full-time student or has reached the age of 25 when sustaining Sickness or Injury.
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BENEFITS SCHEDULE {hl[E" Fa/ I

Premium Payment Method 3] (¥4 43 : By Cheque 3
Cheque payable to “MassMutual Asia Ltd.”. 3 %@‘-ﬁgl% i T @&lflﬁfﬁkﬁwﬂ'n’” R Plan Benefits 58] (&
Premium Payment Mode ] %40 : Annually 3o

Accidental Death & Dismemberment &5} {5 #
# Double AD&D benefit will be payable by MassMutual Asia if accidental bodily injury is sustained while the insured is travelling as a fare-paying
passenger on board of any Public Conveyance licensed vehicle to carry passengers over an established land route.
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Hospital Income =[R2 4
Daily Benefit & | | fful [ 4E HK #7 $ 200
Maximum Days per Disability 5% 45 rér'J U 1000 days [!

* If intensive care is required, the cash benefit will be doubled.

MassMutual will increase the Hospital Income benefit by 50%, up to a maximum of 30 days, in the event the Insured is confined in a hospital as a result
of SARS infection during the first 3 months starting from the Policy Effective Date.

In case the Insured is confined in the intensive care unit of a hospital as a result SARS infection during the first 3 months starting from the Policy
Effective Date, MassMutual Asia will pay the doubled cash benefit.
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HK #7+ $ 100,000

(Please see overleaf ﬁ%ﬁr{ T"J’EJ)

MassMutual Asia Ltd. S| R E LA il

Hong Kong Head Office-4/F, MassMutual Tower, 38 Gloucester Road, Wanchai, Hong Kong fi ﬁ"mF” F ﬁ W TR 38 v’h\hﬁ’ RN 446 Tel 53 F T (852) 29199111 Fax fid: : (852) 2521 8039

Macau Branch Office-Avenida Praia Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau  J®[I[157 * il SR H:]?ﬁ* FoEE S17 PRy 41;39 (N 16T E2 % Tel Fy AT (853) 28322622  Fax {1 : (853) 2832 2042
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HEALTH DETAILS B EUMIR 2R

Please tick (v') the appropriate box. ﬁﬁ [T f}fjﬁ’li"f%‘f‘iﬁ}#'}'?”]‘ﬁf]%ﬂf (V) 5 Yes fL No fl\'

1. In the past 5 years, has the Proposed Insured been advised to undertake any diagnostic test such as blood test electrocardiogram, O O
ultrasonogram, biopsies or X-Ray?
R S G B TR PO PR IR S QIR - VAR X2
If yes, please give details including date, type, reason, result and name/address of attending physician.
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2. Does the Proposed Insured have any physical impainnent or disease/injury which required medical treatment for more than 2 weeks? m] [m]
T L PP FIF RS B 2 R
If yes, please give details including date type, reason, result and name/address of attending physician.
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3. Has the Proposed Insured ever been refused insurance or been offered insurance with restricted benefits or at other than standard rates? O O
YT T Wb 2 FELRECRE 4 U e U FRLAHL G e o (U ol 2
If yes, please give details including name of insurer, reason and date of insurance application.
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4. Has the Proposed insured engaged in or planned to engage in any hazardous sports or activities? O O
YED RS 6T RIS TR {7y [an R R ?
If yes, please give details, such as type, frequency and any professional qualification(s) etc.
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Important Note EiB1H1°f

All answers to this application shall form the basis and become part of the Policy between you and MassMutual Asia Ltd. (“MMA”) You are required to disclose in this application all information you know or could reasonably
be expected to know because MMA. will reply on what you have disclosed in this application to accept the risk and the terms of insurance. If you are in doubt as to whether a fact is material, please disclose it in this application.
Your failure to comply with this requirement may render the policy issued Voidable
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Declaration & Authorization B % j

I hereby declare and agree that to the best of my knowledge and belief, all statements and answers to all questions are true and complete. I hereby authorize any registered medical practitioner, hospital, clinic or insurance
company that has any records or knowledge of the Proposed Insured to give such information to MMA A photocopy of this authorization shall be as valid as the original.
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T understand that this Plan is a non- reﬁmdable one year program and that the policy will be renewed on an annual basis. MMA reserves the right not to renew the benefits upon policy anniversary at its sole discretion.
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T understand that I am required to provide vahd documentation proofs (such as identity document and address proof) to the satisfaction of MMA for it to conduct due diligence on myself, the ultimate beneficial owner of the
Policy (if any) and my/our authorized signatory(ies) (if applicable) pursuant to the Anti-Money Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance, Cap. 615. If fail or refuse to do so, MMA shall
have the right to disapprove the application.
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T undertake to inform MMA forthwith of any changes to my information provided to it under this application and shall provide documentary proofs of such changes to the satisfaction of MMA forthwith upon its request.
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1, being the ulnmate beneﬁmal owner of the Po[llcy, am acting on my behalfto own and control all the rights of the POlle If this is not the case, E shall put down the relationship and the personal particulars of the ultimate
beneﬁcml owner of the Policy in the “Others” of this application and provide valid documentation proofs (such as his/her identity document and address proof) to the satisfaction of MMA.
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Others H {4{f ~ E7F]

Personal Information Collection Statement JJ%& {ff ~ T¥5| BFE

I/We understand and agree that information provided in respect of this application is to enable MMA. to carry on insurance business and may be used for the purpose of (1) any insurance or financial related product or service

or any alterations, variations, cancellation or renewal of such product or service; and (2) any claim or investigation or analysis of such claim. I/We understand and agree that information provided in respect of this application

may be transferred to any related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service provider providing services relevant to

insurance business for any of the above or related purposes; or any association, federation or similar organization of insurance companies (“Federation”) that exists or is formed from time to time for any of the above or related

purposes or to enable the Federation to carry out its regulatory functions or such other functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or

any member(s) of the Federation; and any members of the “Federation” by the “Federation” for any of the above or related purposes.
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I/We authorize MMA to obtain access to and/or to vcrlfy any of my/our data wnh the information collected by the Federation ﬁ'om the insurance mdustry
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1/We understand that, according to t!le Personal Data (Privacy) Ordinance of Hong Kong, by signing below, I/We have the right to obtain access to and to request correction of any personal information concerning me/us held

by MMA. Requests for such access can be made to the Manager Employee Benefits Department, MMA (Address : 4/F, MassMutual Tower, 38 Gloucester Road, Wanchai, Hong Kong)
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In accordance with the Personal Data (Privacy) Ordinance of Hong Kong, by signing below, I/We consent and agree that any personal data of me/us collected or retained by MMA, its agent (whether or not the information was

supplied by me/us in this application or otherwise) may be used by MMA for whatever purpose as MMA deems fit for issuance or maintenance of the policies of me/us with MMA. Further, [/We consent and agree that MMA

may disclose the personal data of mine/ours to 1nd1v1duals or organizations within or outside Hong Kong for the above purpose and for provldmg me/us advice relating to products or services offered by MMA.
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Duty of Disclosure ME’H{S{% =
1 declare and agree on behalf of myself/the Proposed Insured that: (1) I have read the above Important Note and understand my responsibility to disclose all material facts to MMA; 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 beliefofme and whether or not they are in my handwriting
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Signature of Policy Owner: Date:

L) Fi (ELF/#) (MM/DD/YY)
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