Hospitalization/Accident Claim Form

Fhx /s SIhRIEDHE

N

(For Accidental Medical Expenses, Hospital and Medical Benefit)

(BARBHNERE TREBERRE)

[ Agent
YRR

Original Document Return to
RIBIEAM

B - HEEANREARR

[ Policyowner Directly
REERERA
Part | - To be completed by the Insured / Claimant

FWD

insurance

For any query whlle completing this form, please refer to the Completion Guideline or your adviser/intermediary.

HRRARER

EIBER S S I RER T 2B R / PN AR

Policy No.
REIRS

BREEER

Type of Claim [ Hospitalization Claim I Acmdent Claim

EA

Name of Policy Owner/Policyholder

REEREA / REFEALE

EFERS

Contact No. * Country Code BIZRKHE

Contact No. BFESERS

*For the use of this claim only RPRALLRE > A

A. Insured’s Particulars # &R A EF

Name of Insured (Surname first) ID Card/Passport No.
WIRAMER (STEBHK) S5 / ERRE
Date of Birth | | | / | | | / | | | | | Sex Occupation/Position
&EE,H\E(E/E/QE) DD/ MM /Y Y Y Y el B2 / B

Name of Employer and Address

EEEE Rt
B. Accident Particulars BEM¥1E

Date of Accident | | | / | | | / | | | | | Time | | | | | Place
ZSN e EE (B/B /%) DD/ MM /Y Y Y Y R H H M M i 2k

Brief Description of Accident

USSR e ]

Part(s) of Body Injured
ZEE

C. llness Particulars &R EES

Brief Description of Symptoms

RIS USRI

ERRERABRBZH - ZEFBEFESZA?

How long have these symptoms existed prior to the first consultation?

D. Consultation and Hospitalization Particulars &2 A R{EFRHE

Date (DD/MM/YY)
AM(R/A/%)

Name(s) and Address of Doctor/Hospital
B4/ BiRAE R

(1) The doctor first consulted for this illness/accident

BRZRIE / BIOMNEEER

[ L)L

DD/ MM/YYYY

(2) The doctor who referred the Insured to hospital

BEARNBLEER

[ L)L

DD/ MM/YYYY

(3) Doctors seen for any similar condition in the past

BEEZERERRNVEEER

IRGENGEEEN

DD/ MM/YYYY

(4) Usual attending doctor’s name and address

EEFDNBEEHE Rt

Not Applicable
B

(5) If taken any home leave during this hospitalization
please state the date(s).

HRMERBEFERIN

BHIRE -

L L/ L]

DD/ MM/YYYY

Not Applicable
T
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E. Other Insurance Coverage Hftl{RBE &

(1) Are you making any other insurance claim as a result of this case? If “Yes”, please state below details.

BEWXMER BTEERBEHMRRERE ? BH FEBUTER - O No®E O Yes B
Name of Insurance Company

R DB BB

Policy No. Type of Policy

REESRHS REER

(2) Does the Insured have any Social Welfare Benefits? If “Yes”, please state below detail and provide payment detail copy to us.
WRABERZRER / BIMNESEMHLERBRE ? BF FEEUTERRREFAEER ONo®E OYesh
Name of Social Welfare Benefits

HEREREER
F. Payment Instruction {1#RET

Remark: Please note that the below payment instruction will supersede the previously designated payment instruction and
all future claims will be settled by this payment instruction

i EERUTHNARE TSR LA ENNRIET MR EREESRRUARIETRIS

O Faster Payment System (“FPS”) (the FPS account must be registered under the policy owner) **
REEZAFRG ([EHIR] ) ([EHR] HEMAFLE BREFEA)
Please provide either one of below Proxy ID

ARETIEAP BRI
O Mobile number Country Code BRI

FHESETS
Contact No. BFEEHE
O Email
EH

O FPS identifier
[EEEiR ] BRI

** Remarks
*% %I
i. This option is NOT applicable to approved claims amount over HK$300,000.00. 1tt32 78 38 F RE R AV BEE
SEERNEBE=1TET
ii. The claims benefit will be paid by cheque if the payment by FPS is unsuccessful for any reasons, including
a wrong/ invalid “Proxy ID” has been provided. MNEF AR EAREEER [EBHEIR] R SEERZ - 1FH
R [FEEIREE] SEREN  BENSEURERAXM -
O Collect at designated 7-Eleven stores — for HKD only *
RIERE 7-Eleven B UER B ETNIE - RRBH ~
A QR code for collecting claims payment will be sent to the claimant via SMS. Please provide a valid Hong Kong mobile
phone number of the claimant & #& 2% H 2R QRIGUAEWERERE 2 AR BIREREACENES BRI EERE:
Claimant’s mobile phone number in Hong Kong & AEF &GS EE RS :

Country Code BIR X5 Contact No. E:E5518

~ Subject to the Terms and Conditions below
A ZLT ISR B M AR
i This option is NOT applicable to: tt3ZIE REHR
(a) Approved claims amount over HK$3,000 E#t B E L ESABE=F7T;
(b) Claims under life insurance policy purchased through FULL online application or direct marketing E B2 48 L
EREHEBENASRENEE;
ii Any approved claim will be rounded up to the nearest whole number. Bt HEEE LS W AR EEY o

iii Collection is only available at 7-Eleven stores located in MTR station. In the event that the claim payment via 7-Eleven
is not successful, the claims benefit will be paid by cheque. Y B FIE R 3E AR 887 45 2 7-Eleven 21K BERA 7-Eleven
WEIE - BEANEEUAZERLX T -

iv. FWD shall not be liable for any of the Claimant’s loss if a wrong/invalid mobile phone number has been provided or
the Claimant has lost his mobile phone or the Claimant forward the QR code to any third party. EE T EMEE AR
MAERAREBEFZNG BANDEFRER I QRIBEE=ZIMRI 2B RAREEMERERE -

FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
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. . - N
O By Direct Credit to specified bank account Bank No. Branch No. Account No.

R

B 7 IS ERTIES * ||
(REANREREA /REFAEAZEBRITFO)
A copy of bank book or bank statement MUST be provided, unless the bank account is the same as the one registered for
DDA for premium payment.
FMRIFIRITIRFAREBEEIRS  SRINLERBRITERRALERIR-

O By Cheque made payable to Policy Owner / Policyholder (NOT applicable to claim amount below HK$50,000)*
UZZERXZAREESZA / REFBEAFEANRESEBEEETUT)”

O H.K. Currency Cheque B#¥ 2 O Policy Currency Cheque (REE ¥ X =
Please provide the reason
ERAEH

*All claims will be settled in Hong Kong currency or policy currency only. Any request for settlement in a currency other
than Hong Kong currency or policy currency will not be accepted.

*Except Non-HK citizen with no bank account in HK.

FITERERSLBRHIREER N - AAEBUBERREEE UM ER LN RENBRE TS EEN -
"REBERMAFEEBRITERSERS -

DECLARATION %8

| HEREBY DECLARE AND CONFIRM that (1) the information provided above is true and complete to the best of my knowledge
and belief; and (2) | have read, understood and agreed to the Personal Information Collection Statement attached to this form.
FAELREBERER (1) RERAMAMME  ULRENERGBERERRTE ; R (2) AACHE - BAREBEBEHALLRE
HREBEAERIER o

AUTHORIZATION #%1g

| HEREBY AUTHORIZE AND AUTHORIZE ON BEHALF OF THE INSURED (if different): (1) any doctors, hospitals, clinics, insurance
companies, organizations or persons that possess any medical history or records or other information of me/the insured or whom
| have attended or may hereafter attend, to disclose any of my or the insured’s medical information or other information to FWD
Life Insurance Company (Bermuda) Limited* (as the case may be) for the purpose of assessing and processing this claim; and
(2) FWD Life Insurance Company (Bermuda) Limited* (as the case may be) or any of its approved medical examiners or laboratories
to perform necessary medical assessment(s) or test(s) to evaluate my or the insured’s health status. This authorization shall bind my
or the insured’s successors and assigns and remain valid notwithstanding my or the insured’s incapacity. A photocopy of this
authorization shall be as valid as the original.

FAERBERARERA (MBEXRE) 8B : (1) SAFEERA/ HRANBERE CHIEMERSEAGRDIEEES
REWELE - Bt - 257 - RIBATE) - MBIATOEFASRE (BFE) GRAR* GRIBERAME) WERA / WARAWIME
BERSHEHMER  FRAMAREBELZEZA R (2) EEASRE (BFE) BRAR* (RERME) EMERATHER
AEH BT ETHVENSERETMESONE - BEHERA 7/ HIRANREMRR o LIFEHAA / HRANFEARBZEAIEFOR
7 RERAN/ HRAFERAEITHEDFNERD o WIRENSENAREEARREN

'If the policy under which this claim is made is issued by FWD Life Insurance Company (Bermuda) Limited, the authorization
is given in favour of FWD Life Insurance Company (Bermuda) Limited.

NERERBRBEEFASRRE (BRE) ARAFDBHNVREEL  AUREEREFASRE (BFRE) ARATHHN -

Signature of Claimant Signature of Close Relative of Claimant (if applicable)

REAEE RENORFHF (WER)

Relationship with Claimant

HEREABRE
Name of Claimant ID Card No.
REALRE (BALKBER) BDES
Date (DD/MM/YY) | | | / | | | / | | | | | Place

BM(B/RB/F) D D/ MM/ Y Y Yy vy |&5t

For Adviser’s Use Only I B = A

Adviser Name Adviser Code & Location
TR A EO R R E

FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
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Part Il - To be completed by the Attending Doctor/Surgeon at the Claimant’s Own Expenses

ZH - HERBERR AREABERMABTRIE

Patient Name (in full)
BABRE (2R)

Name of Hospital

Biza

HMEEREEE

Date of Admission | |

ARBHI(B/A/F) D D/ MM/ Y Y Y Y

Date of Discharge
HEBEI(B/ B /%)

HEpEEEREN

DD/ MM/ Y Y Y'Y

Level of Hospital Ward =& 5] O Private 38%/E [ Semi-private Z%&E [ Ward =%&E O Clinical Surgery P92 F i1

A. Clinical History K323 8%

MAEBERZAE BBIERZ X 2

AR / 215

HEEEREE

DD/ MM/7ZY Y Y'Y

PARLIRAERR / J6% / M5 PR A ABBRIE R & E5F

(1) How long had the patient been experiencing these symptoms before the first consultation?

(2) Date on which the patient first consulted you related to this illness/injury (DD/MM/YY)
S% BXRETRZSWEHH (B/A/F)

(3) Symptom(s)/complaint(s) of the patient relating to this hospitalization/treatment/investigation

B. Hospitalization Details {£Fz 1%

@

=

Final Diagnosis
B®ED

Name of Procedure

FirEH

(2

~

3

~

WA FMEF HIE B ) HAb B AR - IR AT &R

Date of Operation
FiiEH (B/R /%)

Nature

(E3CT

HEpEEyEREN

DD/ MM/ Y Y Y'Y

If the patient has consulted other doctors during this hospitalization, please provide below details;

HERE (A

(5)
uaz_ﬁﬁﬁtufﬁiéﬁéﬁ HREEE / 2AETRE -
O Yes 2 O No &

Name of Doctor Consulted Reason
BaEnE RE
Treatment Performed
REFE
(4) Brief Discharge Summary (including treatments, investigation procedures, results; and/or any complications and follow up plan.)

PERRF AR R/ EGEBERRERE <)

Please state if this type of cases can be managed on day care/out patient basis. If yes, please provide reasons for hospitalization.

++E|

RREERRR -

FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
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C. Professional Comment B£8R

(1) In your opinion, was the patient hospitalized as a result of recurrent episode or a chronic illness or related to a previous

complaint/diagnosis. If “yes”, please provide the date of the first episode and details.

FETER  MARXERAEREEERMIEMRBASI BB UENENR /DHRE? 5ERS "2 FREHER
B BN -

(2) Was the condition due to or associated with the following? (Please tick the appropriate boxes)

LHER A HRREL T BERE FEEEEREL v )

O Accidental bodily injury

O Pregnancy

BHERRE G2

O Self-inflicted injury O Infertility or sterilization
BREE FESRER

O Abuse of drugs or alcohol O gontraception
BEREYSERE i)

O Mgntal disorder O Treatment for cosmetic purpose
BEE ERAMEBENRE

O Refractive error O Vaccination

Congenital condition

TRMER/ BE

Developmental condition
BARME

Hereditary condition

EHEMEE

General check-up

—REERE

EATE REEE

M HERRRRELRS / BARSERNER

[0 Venereal disease, sexually transmitted disease or AIDS/HIV related illness

D. Others HE

(1) Is the patient referred by another doctor?

BTREZRANESEL?

FARDCEE 8 2 O NofR O Yes 2
Name and address of the referral doctor
BB A Ak B A ik

2) Are you the patient's usual doctor?

(2) Arey it O No F£ O Yes 2

RABUEE RN L rEE R ERER o

| hereby certify that all information given above is accurate and true to the best of my knowledge.

Signature and Chop of Attending Doctor/Surgeon

Address
ik

Telephone No. Country Code BIZ T8

EFOEE /INBEHERER

X EFERS =0
EFOEE /INBEEERES Contact No. B3H%
Name of Attending Doctor/Surgeon & Qualifications Date (DD/MM/YY) | | | / | | | / | | | | |

BE(B/R /%) DD/MMI /Y Y Y Y

FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
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Part lll - Claims Document Checklist

A - REXHRE

To avoid the delay of process, please follow this checklist and ensure that all required documents are attached.

RRIBEIER  FRERIBASEL] RRAE 2B -

Please v’ as appropriate:
AEEEEREL v R

O Claim Form e Claim Form Part | completed by Insured/Claimant
RIEFHABRE RIEFBRETFI - ARRARREAEE
e Claim Form Part Il completed by attending doctor

?JMEF' EE] %*%Z: nB EEE /ﬁl_‘tiﬁg

O ID card copy of Insured and Policy Owner/Policyholder
BRARREEEA / REFEAZFOREE

O Original Receipts e Original receipts (including medical receipt, deposit receipt)
R EE 7 PR ER (BIEEREWE - ReWiE)
e Statement of Charges, etc.
WEFES
O Laboratory test/ X-ray/Ultra-sound/ECG/ Diagnostic Imaging| e All report(s)
(MRI/ CT Scan /PET) FrE®RE

1bBa /X S/ BER / OEBE / 18 / METE (B HIR
By / EKEHR/ES ﬁ“%h)

O Other Insurance Cover e Compensation breakdol/vn from other insurer/party
H &R Ht RN RIS iE 2 B EAE R

O Confinement in Hospital Authority’s Hospital in Hong Kong| e Discharge summary
AIEBBRERERER Hi Bre 4

e Sick leave certificate with exact diagnosis

IR ERNABRES

O Confinement in Hospital in Mainland China e First page of medical record
AMEFEIR BB BERER
e Admission record slip
INSHGE =S
e Discharge summary
bR /NS
e Outpatient booklet
PR
O Others e Please specify:
Hith EREER

O Request for Return of Original Documents (For record
keeping, please take your own copy before submission)

ERBRBIEA (FBERRRAIBTEED A BUERC )

Part IV - Completion Guideline
T8 - HEES]

(1) Please read the questions carefully before answer. All the answers provided on this claim form must be true, complete
and accurate.

BEEESA/NMAMEREMNE  RNERERBFERLIRHCENNERE T2 RER -

(2) This Claim Form should be signed by a close relative of the claimant if the claimant is unable to sign and in such case,
proof of relationship shall be submitted together with this form. The Company shall have the right, at its sole discretion,
to accept or reject the form signed by a close relative of the claimant.

EREAREEE  HPRBFREAREAZAREELIRMUBERS AAREEXENBACESIRNELBAREANEER
ZFHENRE -

(3) This Claim Form with all required documents MUST be sent to the Company within 90 days from the date of incident.
Any Claim Form submitted after the said 90-day period is deemed as “Late Submission” and written explanation MUST
be provided. Otherwise, the Company is entitled to reject the claim application.

RERBRER —IMEXHMBEESHZAETT 90 BRERXAAT » HA1E 90 BREXWHRF IS HES "BHRER"
MEEBALEREENHERE  SALRARERIEBEHARERF -

(4) Please send the completed claim form together with all required documents to 13/F, Devon House, Taikoo Place,
979 King’s Road, Quarry Bay, Hong Kong.

BRETNREEERE — D E A SR E SRS BT BA L HEEAE 13 -

FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
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Personal Information Collection Statement ("PICS")

1. From time to time, it is necessary for you to supply FWD Life Insurance
Company (Bermuda) Limited (the "Company") or agents and
representatives acting on its behalf with personal information and particulars
in connection with our services and products. Failure to provide the
necessary information and particulars may result in the Company being
unable to provide or continue to provide these services and products to you.

2. The Company may also generate and compile additional personal data
using the information and particulars provided by you. All personal data
collected, generated and compiled by the Company about you from time to
time is collectively referred to in this PICS as "Your Personal Data".

3."Your Personal Data" will also include personal data relating to your
dependents, beneficiaries, authorised representatives and other individuals
in relation to which you have provided information. If you provide personal
data on behalf of any person you confirm that you are either their parent or
guardian or you have obtained that person's consent to provide that personal
data for use by the Company for the purposes set out in this PICS.

4. As detailed in this PICS, Your Personal Data may also be processed by the
Company's subsidiaries, holding companies, associated or affiliated
companies and companies controlled by or under common control with the
Company (collectively, "the Group").

5. The purposes for which Your Personal Data may be used are as follows:

(i) providing our services and products to you, including administering,

maintaining, managing and operating such services and products;

(ii) processing, assessing and determining any applications or requests

made by you in connection with our services or products and
maintaining your account with the Company;
developing insurance and other financial services and products;
developing and maintaining credit and risk related models;
V) processing payment instructions;
vi) determining any indebtedness owing to or from you, and collecting and
recovering any amount owing from you or any person who has
provided any security or other undertakings for your liabilities;
exercising any rights that the Company may have in connection with
our services and/or products;
(viii) carrying out and/or verifying any eligibility, credit, physical, medical,
security, underwriting and/or identity checks in connection with our
services and products;
any purposes in connection with any claims made by or against or
otherwise involving you in respect of any of our services or products,
including, making, defending, analysing, investigating, processing,
assessing, determining, responding to, resolving or settling such
claims, detecting and preventing fraud (whether or not relating to the
policy issued in respect of this application);

(x) performing policy reviews and needs analysis (whether or not on a

regular basis);

(xi) meeting disclosure obligations and other requirements imposed by or
for the purposes of any laws, rules, regulations, codes of practice or
guidelines (whether applicable in or outside Hong Kong) binding on the
Company or any other member of the Group, including making
disclosure to any legal, regulatory, governmental, tax, law enforcement
or other authorities (including for compliance with sanctions laws, the
prevention or detection of money laundering, terrorist financing or
other unlawful activities) or to any self-regulatory or industry bodies
such as federations or associations of insurers;

(xii) for statistical or actuarial research undertaken by the Company or any

member of the Group; and

(xiii) fulfilling any other purposes directly related to (i) to (xii) above.

6. Your Personal Data will be kept confidential, but to facilitate the purposes
set out in paragraph 5 above, the Company may transfer, disclose, grant
access to or share Your Personal Data with the following:

(i) other members of the Group;

(i) any person or company carrying on insurance-related and/or
reinsurance-related business which is engaged by the Company in
connection with the Company's business;
any physicians, hospitals, clinics, medical practitioners, laboratories,
technicians, loss adjustors, risk intelligence providers, claims
investigators, organizations that consolidate claims and underwriting
information for the insurance industry, fraud prevention organizations,
other insurance companies (whether directly or through fraud
prevention organizations or other persons named in this paragraphs),
the police and databases or registers (and their operators) used by the
insurance industry to analyze and check information provided against
existing information, legal advisors and/or other professional advisors
engaged in connection with the Company's business;
any agent, contractor or service provider providing administrative,
distribution, credit reference, debt collection, telecommunications,
computer, call centre, data processing, payment processing, printing,
redemption or other services in connection with the Company's
business; and/or

(iii)

(iv)

(v) any official, regulator, ministry, law enforcement agent or other person
(whether within or outside Hong Kong) to whom the Company or
another member of the Group is under an obligation or otherwise
required or expected to make disclosures under the requirements of
any law, rules, regulations, codes of practice or guidelines (whether
applicable in or outside Hong Kong).

7.Your Personal Data may be transferred or disclosed to any assignee,
transferee, participant or sub-participant of all or any substantial part of the
Company's business.

8. The Company is only allowed to (i) use Your Personal Data in direct
marketing; or (ii) provide Your Personal Data to another person or company
for its use in direct marketing, if you provide your consent or do not object in
writing.

9. In connection with direct marketing, the Company intends:

(i) to use your name, contact details, services and products portfolio

information, financial background and demographic data held by the

Company from time to time in direct marketing to market the following

classes of services and products offered by the Company, other members

of the Group and/or Our Business Partners (being providers of the product
and services described below) from time to time:

a. insurance services and products;

b. wealth management services and products;

c. pensions, investments, brokering, financial advisory, credit and other

financial services and products;

d. health-check and wellness services and products;

e. media, entertainment and telecommunications services;

f. reward, loyalty or privileges programmes and related services and

products; and

g. donations and contributions for charitable and/or non-profit making

purposes; and

(ii) to provide your name and contact details to any members of the Group

and/or Our Business Partners for their use in direct marketing the classes of

services and products described in paragraph 9(i) above (including, in the
case of Our Business Partners, for money or other commercial benefit).

The Company intends to send you marketing communications or
materials and use Your Personal Data in accordance with paragraphs 8
& 9 above. If you do NOT agree to receive such marketing
communications or the Company’s intended use of Your Personal Data,
you may write to the Corporate Data Protection Officer of the Company
at the address below to opt out from direct marketing at any time:

Corporate Data Protection Officer

FWD Life Insurance Company (Bermuda) Limited
19/F, Tower 1, Millennium City 1,

388 Kwun Tong Road, Kowloon, Hong Kong

10. To facilitate the purposes set out in paragraphs 5 and 9 above, the
Company may transfer, disclose, grant access to or share Your Personal
Data with the parties set out in paragraphs 6 and 9(ii) and you
acknowledge that those parties may be based outside Hong Kong and
that Your Personal Data may be transferred to places where there may
not be in place data protection laws which are substantially similar to, or
serve the same purposes as, the Personal Data (Privacy) Ordinance.

11. Under the Personal Data (Privacy) Ordinance you have the right to
request access to Your Personal Data held by the Company and request
correction of any of Your Personal Data which is incorrect and the
Company has the right to charge you a reasonable fee for processing and
complying with your data access request.

12. Requests for access to or correction of Your Personal Data should be
made in writing to the Corporate Data Protection Officer of the Company
at the address above. Should you have any queries, please do not
hesitate to call our Customer Service Hotline on 3123 3123.

13. In case of discrepancies between the English and Chinese versions of
this PICS, the English version shall apply and prevail.

14. The Company reserves the right, at any time effective upon notice to you,
to add to, change, update or modify this PICS.

Nov 2023
FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
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EEAZRE (G5 FRAF

LRESEINC sk S
1. BTREFBAFATAFADNRERAEREATORBERERIRHE

>

BABRRFRE - MARFERUEFTFEDR G - W HEARAFRER
M TR (LB AR (A BRI 1 B i -

AN EINA] DUR R R R B R SR IR A E R PR AR AR M B EDRE - AR
NEIRIREE ~ BUE R EERIPTAEAE R - DU R TR TAIEAE
oo

TR R AE R IVERE T N REVERAE N2/ 2w A - B
RERFR B H A A LAYEDRE - 4P N M AFREME A B R - B TR T
TP AT S BEEEERE N\ BT N EHUS AR A L2 F BRI A A L2
NERT AR EEARE Z ik -

WAL - BN HYE A BRI ATRE R A A TR A ) ~ A E]
22 B A B BOA A BRI A B BB A N E 2 SR [E PRI A E] (478
TASEE ) R -

P T EE &R RE RIS BT AR

()  ERETREAA TN R AEREEEE - 4R - B REFARER
TR
(i) pRER ~ SRk ROJUE AT T BRA LS B AR S Tt A T R i

K PURHERFE TEA L SRR |

(iii) - SR ORba K HoA SRR RS R 2

(iv) SRR AR AN EE SR R AE R |

(v)  BRETRCIET

(Vi) BERTAEAT RS PE T BB T R &5 » R [P BT A o Rl T O 5575

BRI IR\ U RIS
(vil) 7 (e A RIS B S ST FE TR
(viil) BEA/AT 2 RS R ARG (55 S0 - BT BT RIRR
R
PO FE AT A A A S oS T T TR A A ST T 4k
% GG « OB ST A P B R [ERE - R
SRR TR R LU RIRI LS E(T B (R R ek bt R
SLIAIREAT) FIAsHIER ;
ETREBRRAR A CRRREEEIET)
RIS S e SRS FET A ~ A < 0 - BRSPS
1531 CRTEEESIPIssNIT ) TRTI/A(E R - QIR {E
SR TS  EURHERE - BSOS © SRR RSUE B
(i BF RIS BRI - M5 T R
SEER)) b TR R ST R (AR R @ %) fE
HEE
(i) 7 A</ IS A AT B3 ORISR R
(i) TS SC0) T (B E BB -
FET T E LA AT (R 1 R i 108 5 BRI » A0 o aTAE
P ETELA DRI ~ 8% - FBLERSRERLL T 5 7SI -
() ASEEHE AR
(i) FETERA S FIETS T A S0 (R A R, SPRRB A 5.2 A
AT ;
FETRA A SIS TS FRRTEREAT - Bt « 77 B4 - {LBRFT - 42
B~ ESIREIA  BURDSHEOER « ZRHE A B & RARH A
FRIREDRMIAHAS, - DRSS - HALRIBAS) (AR AR 2
BRI AR B P LA A %22 « FURRSERtR A
BT HL AT ZRHE LS TR B SRT i (R e
H) TR S ART
PRI T SR RITED - 5994 - FErS0Ri - (psitss -
S~ TR~ BAGRL  FORIEE © (TR  ER - ISR
HIRTA « RE IR AR © R o
(AT A0 A SR S B A B 28 (o T T A
e~ JRA0 R EFRISUS | CREEABEINSEISNEFR ) 17
HEE B~ BUEE BT - BRI AL (RS
RECTSN
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