' ‘ Mas SMutual GROUP HOSPITALIZATION AND SURGICAL CLAIM FORM

FINANCIAL GROUP” B B8 E B & F iy BE B R &8

EMPLOYEE BENEFITS SCHEME {g&i&F|5t2l

Please read the following instructions before completing this claim form:-

FESAES LI FRTS 2T - RRAIBE T2 R -

1. To avoid return of claim due to incomplete information, please answer all questions. G KR AR 2GR RIZRE S » SRS HTERE -

2. If you need us to return the original receipts after claim processing, please state your request on the top of this form together with your signature and attach one set of copied original
receipts. Please note that those claims receipts will not be returned after 3 months from the submission date. ZIFRFESA LS T AR ERHL R MR IEA - 35 EES 551000
WAETFEE B b — By TR EURIRIA 07 - SR RRESARER HREE = a1 - AR FREASEER s S -

3. If a surgical procedure or operation has been performed during the hospitalization, Part II must be completed by the surgeon. If no surgical procedure or operation is involved, Part II
must be completed by the attending doctor. AN AEFEREMIRI fEf oM Al - 25 ERpHMIMB A SUE - AR MOVl - S8 S TR e B A s -

4. All receipts and bills from the doctor, surgeon and hospital must be the original, and must be submitted together with this claim form within 90 days of the date discharged from

hospital. FHIFFTEMEZE: ~ SRS e B BeIR B R L IEAS - SR ZARAE e L+ R I A A -

Name of Employer : Policy No. :
R ERESRRS

Part I - To be completed by the Insured Member DI RS2 SRR B S (If the Insured Member is a child under 18 years of age, please fill in and sign this form by the Employee concerned. )
52 PRI R R BT AT ARk > LR Hh i B AR B R

la. Name of Employee :
fREEH

b. LD. Card No./Certificate No. : Date of Employment : MM DD YY
By 3 RS B ORGSR ZigHM H H i

c. Residential Address :
fEak

2a. Name of Patient (if other than Employee) :
EEE (EREIEHRR)

b. Relationship with Employee :
Ji B SRR

3a. Did the patient receive treatment for the same sickness by another doctor? [] Yes [] No

A AT IR R R RE S SZ I L B 2R 2 e 2

b. If yes, please give details
AR AU RS A 2 16098 - BRI AR

Date : Name of the Doctor :
(=R} BE

Address of the Doctor :
BBk

4. Asaresult of this hospitalization, will the Insured claim or receive any form of compensation from other insurance companies? If yes, please give details.

RS - [T & 75 R B SZ A IR ARG 2 35 Bl -

[JNo []Yes Name of Insurance Company : Policy No. :
e A5 PREGZN T 444 ERETEERS

Declaration and Authorization #Hi 2 BZHE

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}ﬂ%ﬂ)]z(:)d&]:ﬂﬁ%ﬁ[z&ﬁ%hﬁﬁ > BRAS A AN B s DL i B 2 & R Y 1IE
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Personal Information Collection S t I\ 2 RHBE ]

The information you provide to MassMutual Asia Limited or its Consultants (whether or not the information was supplied by you in this application 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, administering and reinsuring your insurance coverage with the Insurer; (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 Insurer; and may be used, held, transferred or disclosed 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 Insured Member/Employee: Date : MM DD YY
RS R A S FIH H H -

PART II (overleaf) must be completed by the Insured Member's attending doctor. 55 " &3{7y (5H ) WEBZIEZHK S 2 My
MassMutual Asia Itd.  SEEIESERBIEMERATH

Hong Kong Head Office-4/F, MassMutual Tower, 38 Gloucester Road, Wanchai, Hong Kong EEAN T -E S S LT 38 SRR A E AT 4 1 Tel T : (852) 2919 9111 Fax {#H: (852) 2919 9233
Macau Branch Office-Avenida Praia Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau [ 53 2 =] -3 [ 3 A5 #% 517 SERE TGS AT 16 HEE2 55 Tel 7E5%: (853) 28322622 Fax {#EL: (853) 2832 2042
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Part II - To be completed by the Surgeon or Attending Doctor 577 FHY M4 s HERS BE A4 H5T

Name of Patient : Age : Admission date from : to
B FIR [EaARE: sl Edl

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 required for the completion of this report or any follow up cost thereafter.
AR AN BB AR - WHRGR BN T - b - ANFMA AR AR IR 2 -

c. Was the condition a recurrent episode or a chronic disease? If YES, when

la. Please give chief complaint for this hospitalization. was the date of first attack?
R ST - B AR K S T AL RS ? M - AR ] -

[0 No# [Yes 2, itwasaigz

b. Please provide the diagnosis for this hospitalization. The date of first attack was on

AR R ERE2HT o Iz H 3Ry
7. Was the condition caused by or in any way associated with the conditions
c. Describe the type of treatment/surgical procedure given to the patient. mentioned below?
A IEaE /MR - I 75 F DL T R 00 5 | Bl it 2

a. the influence of drugs or alcohol intake? #&f ~ Ny
. AIDS, venereal disease or sexually transmitted disease?
TRRGIETTRZIE ~ T
c. infertility or sterilization? ANEBRHiE
2. When were the symptoms first presented before the first consultation d. cosmetic or plastic surgery? ZEZ&s#EIL Tl
or when did the accident happen? e. mental or nervous disorder? i BifRe 2 EL
SERE R ATRE R © QRS REsh - e 2 f. congenital deformities or anomalies? 5K MW B 5
2.
h.

=

suicide, insanity or self-infliction? [ - F7EL 5%

MM H DD H YY & . .
correction of eye sight? il /745G 1E

Oooooo oogf
oooooo O0dE

3a. When was the first consultation for this treatment/sickness?

EREZRBEHY 8. If the treatment is due to pregnancy, please give the date of conception.

ARGFEUTIRARA Sz R 2
MM H DD H YY &

b. Has the patient received continuous treatment related to this sickness since then? MM Db vy
P 5 RV R SR B A B sz e 2 [ H s
o . 9a. Is the hospitalization/treatment medically necessary?
4. If hospitalization was due to accident, please state how occurred. ) .
REER RS - 2L AT 9
Did the patient report to police? SRR EHERR LR AT ?
WIRZAEBE YNGR - SRRl ME A R - R S s ? CINo#% [ Yes &2, please give details z52¢ili
Sa. Was the patient referred to you by another doctor? If YES, please give
name and address of the doctor(s). b. For the average patient, what is the usual duration of hospitalization for
IAER AR A B A ? AN SRR A A R - this sickness?
[ONo#  [JYes2 R A N TR K 2

c. Is it possible to provide this treatment/investigation(s) on an outpatient

. . basis?
b. Do you know whether this patient has been treated by other doctor(s) for the " A S S
WG /A AR T ?
same diseases/disorders? If YES, please give name/address of the doctor(s). SEHEE [ AT T
P RS PR IR SR 5 A A B AR 320 2 A2 - SETRHt R AR A Rt - [INo# [ Yes £, please give details zfk

[ONo7# [ Yes &

10. Did any complications arise during hospitalization?
A B S A E 2

6a. How long have you known this patient? How do you know this patient? [ONo# [ Yes 2, please give details Fifitt
PRI IA IS R BRI & 2

b. Have you treated the above patient for this or a related sickness before? 11. Did the patient have home leave during hospitalization?
P B S DAV IR] SrHIRH i e e 2 1 Ry @ T A ERE RS M R R ©
ONo# [ Yes &, please give details 37l OINo# [ Yes i, please give date(s) ##2f HHY]

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

R S R R L R A AR A - 2 e - Signature
B

Name and Qualifications of Surgeon/Attending Doctor :

TR RN
Date : MM DD YY
Hi H H i
MassMutual Asia Ltd. B ERBEIMARAT
Hong Kong Head Office-4/F, MassMutual Tower, 38 Gloucester Road, Wanchai, Hong Kong FHAAT-EHEETE LITE S HEEAERE 48 Tel T : (852) 2919 9111 Fax {#H: (852) 2919 9233
Macau Branch Office-Avenida Praia Grande No. 517, Edificio Comercial Nam Tung 16-E2, Macau #4322 B[R E KB R4 517 S i KIE 16 R E2 % Tel 285 : (853) 28322622 Fax {#H: (853) 2832 2042
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