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1. You can report a claim anytime, anywhere around the world, simply click on the following for online claim lodgement:-

IR B A B RS HEBFERAE

2. Otherwise, please complete and submit this Claim Form to us within 30 days from the date of accident, together with relevant
supporting documents. Further information may be needed in the future.
« Post: MSIG Insurance (Hong Kong) Limited, Claims Division, 9/F 1111 King's Road, Taikoo Shing, Hong Kong
oI5 - BRHIEYCRERBEDERISIINY - WIREHEI0RNZRANT - HED
- S - BBASREBE 11115798 —HELRB ENKRE (8) BRAT 2SS

3 Forinquiry, please call our Claims Services Hotline at 2894 0660 or email at claimin@hk.msig-asia.com
WHETOEH » BRERMINEERFLEF 2894 0660 TE B claimin@hk.msig-asia.com

BIRHE—DERN -

Part 1 (To be completed by Policyholder/Insured Person/Claimant)
E—EMD (BRESEA/BRA/REAER)

Policyholder details REFEAERN

o E=E

Surname: Given name:

Policy no.:

(in English z£37) | FREBIRET :

Name of company (if applicable)
NIBE (WEA)

Insured Person/Patient/Claimant details SRA/BA/REAEBR

Surname: Given name: Gender: -

W - S (in English z537) | 1453 ME L] Fil]
[ ] HKID no. &851)7% 570 : Date of birth (DD/MM/YYYY): Contact no.:

[ ] Passport no. ZEIRSE : HEQHE (B/8/F) - HIRE55 -

Email: Occupation:

B - [EEE

Name of company (if applicable)

NERE (WERA)

Correspondence address @513l :

Flat/Room & Floor 12 Block &

Building/Estate
N

Street/Road & district area
HERME

CIHK &8 KN 1% CINT#HSE
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Your contact details (If not the above Claimant) BS 8 ABR (wIE EmREA)

Eap=pssel=

Surname: Given name: Gender: =

B - = py: MBI P
Email: Contact no.:

B I8 EEED ¢

Correspondence address @103 :

Flat/Room & Floor 12 Block &

Building/Estate

RE /B

Street/Road & district area [JHKEB [JKIN N2 [INTH8

If we need to contact you in written which method would you prefer most?

TRRB—EEHE O BES?

WARTFEUSERHRE

(] Mail T

[ ] Email BEFEH

Claim settlement method B3& /5%

To quicken our settlement for any valid claim, please provide your banking details if you prefer direct credit.
ERIHEMWEBER - AATDULKEREEE, - WE TRETLIBRFS

WHE PR T 2ENERE IR -

Account holder's name A A (Must be the same as the policyholder/claimant WEERRERFE A /REABGQ)

Bank name Bank code
SRITE8 RITHRSR

Branch no. Bank A/C no.
DITIRID IRITIRPIRID

Accident details RINFIE

Date of accident (DD/MM/YYYY)
BINEEBH (B/B/F)

Time of accident (HH:MM)
BINBERE (K :2)

Place of Accident E9N&EA- 3055

Full description of how the accident occurred, what you were/the insured was doing at the time of incident, and the injuries sustained*

FEMRINEEITE - ARIINEERT/ZRAEEMAE - URZEER*
Diagnosis

UWRCREBERER KIBH/ FEFRE -

If you are claiming medical expenses/bonesetter's fee/ weekly benefit, please
State whether you need to receive further medical treatment in the future?
FRFAE

&I

E—HHER ?

ClYess" [INoBE

If ‘yes’, please provide the following information.
BBREIN -

QD T% fﬁj ’ D% E{/\J//L—Ff*ll’ °

Are you claiming/going to claim/receiving similar benefit for the same event with any other organizations
including insurer, the government, employer compensation?*

v %E@ﬁﬁﬂ’%’%Ehﬁ@ B/ RERE/FIERERNRE (BBFRRAT - BUY -

FImE) ?

[ IYes'5 [ INo®H

Insurance company/Organisation

RERAD) /MBS

Policy no./Benefit type
IREESRIG/ RE2ER

* Please note that no benefit shall be payable until the total amount of the benefit shall have been ascertained and agreed.

ARIBHECEHRETREER

EETE
AR
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Has/Will the incident reported/be reported to the local police/management office/any other [IYes's [INoEH

responsible party?
BREEQ/KEOES/ BRAT/ M AT RENRSEMW ?
If ‘ves', please specify 20 [&] - 555185 :

[] Local police 275
Which Police Station was the incident reported to

FIRINBOI—PTESRE

Date of report (DD/MM/YYYY)
SWREBH (B/B/F)

[ ] Management office S22 T

[ ] Others EAH :

Reference no. of the loss/damage report (Please provide us a copy of the above report.)

BX/BREERT FRHLLEREA )

Claim type selection FEEZRIEXR A (And basic supporting documents required R ZRE BTEREVEAIIH)

[] Medical expenses B&E&H

v Claim form Part 1 and Part 2 SREEFRISHE— RSB

v Original medical receipt S8&5& o BIFIEA

v Original doctor's referral letter 4B MNMEIEA

/ Physiotherapy progress report copy of each visit G RIBBEEEREDA

Claim amount REF

[ ] Bonesetter's fees BXFJEF

v/ Claim form Part 1 RERIZE—IL1D
v Original bonesetter’s receipt &5 BIFIFA

Claim amount RIET%E

[] Temporary total disablement Zf552 2L EHIAL

v Claim form Part 1, Part 2 and Part 3 REFRISHE— « HE_RE=L(D
v/ Medical certificate copy showing the period of sick-leave &35 tH .2 i EEIEEI A
v Physiotherapy progress report copy of each visit @R YIEBEERE RSN

[ ] Death/Permanent disablement S/ K/ABE

v/ Claim form Part 1 and Part 2 REFRIRE—EFE 2D

v/ Medical report &R
v Physiotherapy progress report copy of each visit T RYIEBEHEE RSN

v Death certificate, if applicable Z6C-22 - WEMA

[] Others, please specify A1 » F5I2HL5H1E

H136 (AC/03-26)

Page 3 of 11



Declaration & authorisation B8R IBREE

1. 1/ We declare that the above information is in all respect true and complete to the best of my/our knowledge and belief;

AN () PESR - DIEATISEIGREAAN (5) FTARAMENER Mt - WARIEERIWESRE ;

2. ltis agreed that upon request by MSIG Insurance (Hong Kong) Limited. I/We shall make a statutory declaration to re-affirm the
genumeness of all the information contained in this claim form; and

—HERBENSKURR (58) BRADRUBHEXK - AA (F) BROURFHERAREPFRAENIBERNETER : &

3. 1, the undersigned claimant, hereby authorise any party concerned to disclose to MSIG Insurance (Hong Kong) Limited or its
representative any and all information with respect to my claimed loss/damage a photostat copy of this authorisation shall be
as effective and valid as the original.

AANRTNIRBLREAN - AAIRBESBEATO= #EEZQ/!J:)\““ % (578) BRATNENKRHET—IEREAAR LI
RIEBIBEDPBROVIPIBLNERG IR - NBES EDKETJ&K@%UJ%HEZK °

4. | hereby declare and agree that any hospital, clinic, physician, insurance company, organisation or any person that has any
records or knowledge of my health, or that of the above named patient, to furnish such information to MSIG Insurance (Hong
Kong) Limited. A photocopy of this authorisation shall be considered as effective and valid as the original.

ZKAEEEEE)%]iH REQHEEANT LR E CREE *HDDE:?%ZEBE 2 BE - REQATEIME AT =HEREE
NERR (B8) BRATRHBEEN - RS miﬁEﬁﬁﬁﬂ%ZWﬂo

5. | believe that the facts stated in this claim form are true and correct. | acknowledge that the Insurers will rely upon the
information supplied by me/the policyholder/the insured person, which I verily and honestly believe to be true and correct, in
prosecuting or defending any claims or proceedings in future, and the signatory/the policyholders/insured person under this
policy, if so required by the Insurers, will be asked and are bound to sign any court documents on the basis of information
provided herein.

RANERINREDFTERNCESEREERIENE - AANERERBATSKEAAN/REBFEAN/ZRAMBHNER (KRATEM
BEZEERREENIEER) - EREICETURELOARBRFNER A - WERBATENK » ABBAN/REFBA/ZR
ARERDEARRSTOEHERZSERPTER AR -

Signature of Policyowner Signature of Insured Person Signature of Claimant
RERFEAZR DRNEZ REBARE

Name of Policyowner Name of Insured Person Name of Claimant
REFB\USD SRANUS REAHD

Identity document number of Policyowner  Identity document number of Insured Person Identity document number of Claimant

REBFEFBASDZEAHEID SR ABMDEE D RENBMDEE D
Date signed (DD/MM/YYYY) Date signed (DD/MM/YYYY) Date signed (DD/MM/YYYY)
=308 (B/A/F) =208 (B/A/F) =208 (B/A/F)
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Part 2 (To be completed by the attending physician at the expense of the Policyholder/Insured Person or Claimants)
BUMD BEDEBLER  FIEBRHREFEAN/SRATREABDTEE)

Name of patient (in Full):

AU :
Identity document number: Age: Gender: -
BDFOANHARIT ¢ T - R MB[] Fa[]

Occupation and duties:

BERBE

Are you the patient's usual hysician? [JYes2 [INo&

TRERANEBRZNEL ?

If ‘yes’, medical records traceable to (DD/MM/YYYY)
w2l - BEixgenzE (B/B/%5)

Consultation details for this accident Fi2R=INCZ KRZER

First consultation date for this accident (DD/MM/YYYY) Date of accident (DD/MM/YYYY)
RABRILLEINGRKZ2<2BH (B/8/%F) BRINEEBH (B/8/%4)

Cause of injury Parts of body injured

BINZEHRE 2ZEPNL

Any visible wound? Llyes® [JNoBE
BEOREBRE?

If ‘'yes’, please tick where it is appropriate and provide details
W E]) - FrEESMEE " "RRIEHSE

Wound &5 Details %15
[] Bruises /R
Swelling fEfR

Contusion #45

Laceration/abrasion/wound
2/ B /150

) ot

Others, please specify
Bt » 555467

Nature and degree of injury

BROEERIZEE

Was hospitalisation required? If ‘yes’, please provide below information [ JYesZ [ INo&
EOHRZ2MR 20 [Z) - FRHEMTER

Hospitalised from (DD/MM/YYYY) To (DD/MM/YYYY)
Be B HAED (B/8/8) z (B/8/%)

Hospital name

Bl

Please state the investigations/treatments administered (e.g. X-ray, physiotherapy, etc.) and results for this accidental injury

BIBPRERBINZEMERZ CREWOERIRE (BIOXE - MIEES) BR

Date (DD/MM/YYYY) Investigations/Treatments Result/Progress
B8 (B/B/®) Byt BRIEE

Remarks: Please attach copies of X-ray report/physiotherapy report/operation summary, etc..

& BEEX-CRS /MIBORBS / FMRESEA—HRO -
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Consultation details for this accident FiERXR=INCKZER

Subsequent consultation date (DD/MM/YYYY)
ErNEZe8H (B/B/F)

Subsequent treatment details
e ==

Present condition of Injury/degree of recovery
RF2ENER/ BEERE

Describe the current range of motion of the injured area
BHUMZEI IR EEEE

Describe the progress of recovery
EHMEEEE

Recovery progress and Impact details REEERFEERN

Is recovery progress complicated by other factors? If ‘yes’, please provide information [ IYes® [ INoD
BOEMRRFEREEE 0 (B - FREAEER

Reason [RH Treatment given Jo&a515
Is the patient now, or was he/she at the time of this accident suffering/suffered from any illness, TIYes® [INoB

disease or infirmity? If ‘yes’, please details
FRARENZERINER - BEEBLEIERFAGRES ?
wIBl - FEEBEFE

To the best of your knowledge, was such accident due to or aggravated by the following(s)? Llves® [INoBE
REBEHR - RINEDE NIBRMERSE ?

If ‘yes’, please tick where it is appropriate and provide details

W IEl  Fapsisst"v "ShiEHHEB

Details 5¥1&

[ ] Alcohol/narcotics/drug abuse
BRFERE AR/ 560 /B R EEYD

[ ] Hazardous sport/activity
SEERILES)/ JEE

[ ] Degenerative changes/congenital abnormalities

RIC/ FERMERS

[ ] Self-inflicted injury
BEESE

[ ] Pastinjury/illness
WBENESE RR

[ ] AIDS/AIDS related complex diseases
BRBIGNRSIE RPN RSIENRRSIE

[ ] Pregnancy/childbirth/complications arising from pregnancy
BE /DR 1RES EOESE

[ ] Others, please specify
Bt - 555493

H136 (AC/03-26) Page 6 of 11




Bearing in mind the declared occupation of this patient, please indicate the effect of the accident/disablement:
PURABVEISE MR - Barllit=mIN SRHENTE -

Describe on how the injury, disablement affect the patient's daily job activity(ies)

BRI BB EB R TERE e

Severity of disability (2/RESBI2E

[ ] Cannot perform his/her own duties and occupation NEENSEEA S T EoiEZE
[ 1 Cannot perform any kind of work and duties NAEACS{0] T /FSi g 2E

Duration of disability 27FEIFRE

[ ] Period which patient is not able to perform some of his duties

5 El D TR N8R E

From (DD/MM/YYYY) To (DD/MM/YYYY)
8] (B/8/&E) B (B/R/&E)

[ ] Period which patient is not able to perform all of his duties
W2 TIERE NS
From (DD/MM/YYYY) To (DD/MM/YYYY)
= (8/8/5) z (B/8/%)

[ ] Please explain the reason why the patient cannot return to work earlier

BN AKREREETICR

Please evaluate patient's ability on the following activities of daily living (for Insured Person claiming Total and

Permanent Disablement Benefit only)

FHEAR TVEBETEE <) (REARSRAZTRERETRAGERE)
Washing - the ability to wash in bath or shower or | No help is required 72 #31]
to wash satisfactorily by other means [ ] Some help or supervision are required (B EZHEISIEE
PoR—ISBEIRIING (BB EHSTISNEE) [ ] Need someone to help most of the time AZBD S ERER 7 E)
BYRENTUEM S T im= R SIBH ST ] Not able to do ownselF at all 5T EE/T5EM
Dressing - the ability to put on, take off, secure and . . S
unfasten all garments and, as appropriate, any % ls\lo hell_? |ls required Tfﬁ%mm ired BEESRECDE
braces, artificial limbs or other surgical appliances OmE help or supervision are reqmrg ”Tﬂ = 53%,3
TR/ BEXR—SF BT BROSRESBERED [ ] Needsomeone to help most Sf the FImE/Z(iBD FrEE T =217ED
FOEEssee « ZRNEAMIINISLENES - [ ] Notable to do ownself at all ZEEEBT57RM

) - [] No help is required N2 78
Feeding - the ability to feed qneself once food has [] Some help or supervision are required (B EERITIEE
been prepared and made available q hel F the time AR DB BZEZ AN
R — SEYPEREE - BOEBREAED [ ] Needsomeone to help mostit e Flme/ii ISR PR =2 o

[ ] Notable to do ownself at all R XS TN

Toileting - the ability to use the lavatory or otherwise [ ] No helpis required ~"EZERI)
manage bowe!Fand blalddell' Fl'.:mction aSI ?15 to [ ] Some help or supervision are required B EZH T I5E
maintain a satifactory level of personal hygiene Need someone to help most of the time A &8N i EEZ 7 E))
o0 B — B P RIS A M - DR RSB % No able to do ownself ot all SafER Sy
48Y8E0 ©
Transferring - the ability to move from a bed to an | No help is required 72 #34]
upright chair or wheelchair and vice versa [ ] Some help or supervision are required (B EZimATEE
t’%@fﬁé jﬁéfﬁ%@ﬂﬂ%ﬁ%%ﬂﬁ%t%ﬁ%ﬂ - R [ ] Need someone to help most of the time KD HFBEEBHEEHI)
B NS BERBIED ] Not able to do ownselF at all 5ZZ2#EE/ T
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Other related information E4EE &R

Did you refer the patient to another physician/hospital?
EESE MR NTHEMELINER ?
If ‘'yes’, please provide information

wIa]) - =REFEN

[lYes® [ INo&

Name of the physician/hospital
B/ Bt

Address of the physician/hospital
B4/ Bt

_Details for the referral reason
sEENRE

Had other physicians treated the patient for the same accident?
RABSRMLERRINOEMELEKE ?
If ‘yes’, please provide information

w8l - RRETEER

[lYes® [ INo&

Consultation Date

(DD/MM/YYYY)
*2BH

(B/8/%)

Name of the physician
B4

Address of the physician
Etaay iyl

Physician details 24 &8

Name of attending physician

EETUD

Qualification
ER

Hospital name (if applicable)
EhRE (WEA)

Telephone no.
¥R ES

Address
HO3F

Signature & hospital/physician's chop
Bt/ BB REH

Date
=L

(DD/MM/YYYY)
(B/8/9F)

H136 (AC/03-26)
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Part 3 - Confirmation of sick leave
(To be completed by Insured Person's Employer and not applicable for self-employed individual)

B —EBRREHEE OSRARTARRFERRSEATL)

Name of employee:
BEEHD :

_n
I
o
3

Date of employment:
SO :

(DD/MM/YYYY) To (DD/MM/YYYY)
(B/B/&E) B (B/B/%E)

Basis of employment:
SR

Permanent 2
Part-time 3%
Casual 81T
Contract 5%
Seasonal L

oo | 8

This is to certify that 7 It /R5568 :

Name of employee: Present position:

EEHS : BB -

Reason of sick leave: Date of accident: (DD/MM/YYYY)
RRRH : =INE 8 - (B/8/9%)

Period of sick leave: From (DD/MM/YYYY) To (DD/MM/YYYY)
IR z3] (B/8B/4#) = (B/8/%)

Employer information &R

Name of company

NSRS

Company address

NSIL )N

Signature of authorised person and company chop
BREARBRATEE

Date (DD/MM/YYYY)
B (B/8/%)

Name of authorised person
REEAED

Title of authorised person

3 YN ]

Contact details of authorised person Email:
BRABHSER B

Contact no.:
& EEED ¢
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Appendix: Notice to customers relating to The
Personal Data (Privacy) Ordinance ("the Ordinance")

MSIG Insurance (Hong Kong) Limited (“MSIG”, “we” or “us”) would
ask that you take the time to read this privacy policy carefully. In
case of discrepancies between the English and Chinese versions of
this statement, the English version shall prevail.

Privacy Policy

MSIG takes your privacy very seriously. To ensure your personal
information is secure, we communicate and enforce our privacy
and security guidelines according to the relevant laws and
regulations. MSIG takes precautions to safeguard your personal
information against loss, theft, and misuse, as well as against
unauthorised access, disclosure, alteration, and destruction.
Furthermore, we will not sell your personal information to anyone
without your consent. MSIG imposes very strict sanction control
and only authorised staff on a need-to-know basis are given access
to or will handle your personal data, and we provide regular
training to our staff to keep them abreast of any new
developments in privacy laws and regulations.

We will only retain your personal data in our business records for as
long as it is necessary for business and tax purposes as permitted
by the laws. We will require our agents, contractors or third parties
who provides administrative or other services on our behalf to
protect personal data they may receive in a manner consistent with
this policy. We do not allow them to use such information for any
other purposes. If you have any questions or inquiries regarding our
Privacy Policy, please feel free to contact us.

We may amend this Privacy Policy at any time and for any reason.
The updated version will be available by following the ‘Privacy
Policy’ link on our website homepage at msig.com.hk. You should
check the Privacy Policy regularly for changes.

Personal Information Collection Statement

Personal information is data that can be used to uniquely identify
or contact a single person. As our customer, it is necessary from
time to time for you to supply us with your personal data in
relation to the general insurance services and products ("the
Product") that we provide to you and in order for us to deliver and
improve customer service. This includes but not limited to the
personal data contained in the proposal form or in any documents
in relation to the Product or any claim made under the Product.

If you do not provide us with your personal data, we may not be
able to provide the Product you need or process your request.

We may use your personal data for:-

« processing and evaluating your insurance application and any
variation or renewal of the Product;

« administration of the services and facilities in relation to the
Product provided to you;

« conducting identity and/or credit checks;

* invoicing, processing payment instructions and collecting
premiums and outstanding amounts from you;

» assessing and processing claims in relation to the Product;

« conducting statistical or actuarial research and/or analysis by us;

» automated decision-making processes, including profiling, for
risk assessment and claims management;

- other ancillary purposes which are directly related to the above
purposes;

- conducting matching procedures (as defined under the
Ordinance);

- complying with applicable laws, regulations or any industry
codes or guidelines; and

- detecting, investigating and preventing fraud and/or other
illegal activity (whether or not relating to the Product issued in
respect of this application).

In connection with any of the above purposes, the personal data
that we have collected might be disclosed or transferred to the
following persons and/or entities (who may be located within or
outside of Hong Kong, or may process or store your personal data
outside of Hong Kong):

- third party agents, contractors, service providers and advisors
(including but not limited to debt collection agencies, credit
reference bureaus or call centers) who provide administrative,
communications, computer, data processing and storage,
payment, security, information technology, marketing or other
services which assist us to carry out the above purposes
(including medical service providers, emergency assistance

H136 (AC/03-26)

service providers, telemarketers, mailing houses, IT service
roviders and data processors);
oss adjudicators, claims investigators and medical advisors;
reinsurers and reinsurance brokers;
your insurance intermediary;
our legal and professional advisors;
our re?ated companies as defined in the Companies Ordinance;
the Hong Kong Federation of Insurers (or any similar insurance
industry association or federation);
. th% Insurance Complaints Bureau and similar industry bodies;
an
. goYernment agencies and authorities as required or permitted
y law;

» the police and fraud investigation or prevention organizations;

« databases or registers ﬁand their operators) used by the
insurance industry to analyse and check information provided
against existing information; and

« in the event that we transfer all or a substantial part of our
business to another company, the transferee of that business,
who may then use your personal data to continue carrying out
that business.

In order to confirm the accuracy of your personal data, you agree to
provide us with authorisation to access and to verify any of your
personal data with the information collected by any federation of
insurance companies from the insurance industry.

MSIG also intends to use ?/our name, your address, your phone
number and email address from time to time to provide marketing
materials and conduct direct marketing (including but not limited to
promotion, marketing and sales) of the Product.

If you do not wish MSIG to use your personal data for D
direct marketing as listed above, you should tick the box
on the right and send us a copy of this Notice at the
address listed below together with the required
information which are necessary for us to process your
opt-out request. You may also notify us by Filling in the
“Enquiry form - Opt-out from direct marketing activities”
on our website at msig.com.hk. In your notification, you
g\ulst supply the same required information as listed
elow.

To enable us to process your opt-out request, please
provide us below information and send to:

The Data Protection Officer at 9/F, 1111 King's Road,
Taikoo Shing, Hong Kong.

Full name:

Contact number:

HKID number: (for identification purpose)

Policy/Certificate/Acknowledgement number
(if you have one):

Note: This instruction will override all previous instructions
relating to direct marketing that have been given to MSIG.

Under the Ordinance, you have the right to: (ag be informed of the
kind of personal data held by us;é ) be informed of the main
purposes for which personal data held by us are or are to be used; (c)
request access to your personal data held by us; (d) request
correction of your personal data held by us; and (e) ascertain our
policies and practices in relation to personal data. If you wish to
exercise these rights, please write to our Data Protection Officer at
9/F, 1111 King's Road, Taikoo Shing, Hong Kong.

Ifgou have any enquiries or require assistance with this Personal
Information Collection Statement, please call us at +852 3122 6922.

Proposer's signature

Date (DD/MM/YYYY)
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Brek : BRI KBAER (FuBR) &A1) ( [REI) ) BIBFEA

=HERBENKERR (F8) BRAT (ME [MSIG] - T3
% [RRT] ) FE 1%%%?%3%‘?%\%?%53%@ ° QOB BRHVIR SR
BOPVIRARBEIRE » U IRARE -

MBBBUR

MSIGRRETRTIME - B THRELMNEAER - RFIUEEEH
RIBHIRER  ORITRBEELNTHMACIULLERRE
1831 - MSIGEREREIE ITHRMHBIURELHBAENRES
B BB RA UIREKRESFI BN MEIA » RE -~ Bl
KA - LN - RIFBEANER - HfIIASLELNBAER
BEGA - MSIGERIBHTHRIER - REFERECBECLVTE
BERT  RAZEBENBAEN - I HMASOBEEH
RAUSEl - BRI TOERLRARERPIERTEE -

BMRSEEIRSHFUVTBRREBERBAEBR T - RBME
BB AEBRIEREMIBIERETIR - BFISOLUAR T BHERMTH
YHH@BE&%ZWI@ AEPBRE=F - ERMWFIEBABRRES

BENENBAEN - ARTASEFFMUFIIEAEBENRED
ﬁ%@ﬁﬁ ° WEHHAIGLBBIRBT O - BulBisfiEs -

BRPATEREERLEES - BALNELATRAADBE
msig.comhk T8 - {EEEB B BATHEHNNES -

BABERINEES

f@)\fﬂm?%ﬂ%fﬂ%4ﬂ%U%H&%W@%W\IE%@z ERAEMBZ
AR FIARHBREMRMC —RERRBREREESR (B
% [REER] ) BRNBAEN  BRATQTRHESSRBR

WERBER - EPRBEENRIRAERRRERULTLRRESET
ZSZ#FJ:% JBEBRERE LMEBAER -

WEREDRFARHEONBAERN » RATEERRHETFN
FE CODURIRITBIEE K -

FAITEERTBABRARRU NS

« RIBAFHS VR P R UREERNEEHER

- SIPEREERBRI0VIRIZARIE ;

- ETBSDN/NERBESE

© BHRE - RIENFIETEOAUNEREBNRBERE

© S RRIPERE orERINIRE ¢

« ETIRETUBEHITA/ T 5

« RRVHESHNREEENSHCRRERE - BB

- B PN BHEEARRNEMEREAE

. 3@3@8%@%@ TAEEE B (QDﬁ%Eﬂ%@HEPﬁﬁE%) ;
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