MSIG Insurance (Hong Kong) Limited
9/F., Cityplaza One, 1111 King’s Road, Taikoo Shing, Hong Kong
G.P.0. Box 783, Hong Kong

M S I G Tel +852 2894 0555, Fax +852 2890 5741

www.msig.com.hk

Personal Accident Claim Form A\ B E4INEEFEI

(Please complete in BLOCK letters) (EEPLIFREIE D)

Procedures and Notes: R

1. Please submit your Claim within 30 days after your accident. ey p e g s
1. BEIAESMEER 30 RINETUEHREH -

2. Send the fully completed Claim Form, together with all i, e g .
relevant documents to: 2. PR 2RI - E VISR

MSIG Insurance (Hong Kong) Limited =HERE KRS (F8) ARAE]
Claims Division paiilings

9/ F Cityplaza One T IR

1111 King’s Road WEEGE 1111 9

Taikoo Shing Hong Kong KR LA 9

representatives must complete all questions in Part | of this B e
Claim Form and sign on it. e
of this Claim Form, rubber stamp, date and sign on it. ZHH -

summary, bills and receipts for claim expenses must be EHEA -~ a4 - IER TR A I AR o

6. Please send copy of the payment document if other insurance A
company has already paid part of the medical expenses.

7. All medical reports, information and evidences as required by
us shall be furnished at the Claimant’s own expenses. SFZIEA

payment. Please attach original copies of all relevant claimin@hk.msig-asia.com S({#HE % 2902 9109 °
documents.
9. For inquiry, please call our Claims Services Hotline at 2894
0660 or email at claimin@hk.msig-asia.com of fax at 2902
9109.

3. The Policyholder and the Insured Person and/or his/her legal 3, (RS A~ R A SR A R A A T
4. The attending Physician must complete all questions in Part Il 4. T2REVNAREHOMANE - F5 - B8 WEHEE
5. Original medical report, laboratory report, discharge 5. &AMt LIEAZ SRR E « (LEps - L= - B > 5a

attached showing the date of treatment, patient’s name, ¢ ZZHA (RIS (ELEHE o SHHEALZ (LR T] 2 BEE S0 -
diagnosis, and the attending physician’s stamp and signature. 7. ANFIECRIER TR Bt Bk R ke B R E R

8. REOHI 2 RIEFAS - BT R B - SH L—VIABH

8. Incomplete Claim Form cannot be accepted for processing of 9. AVATL(TEH - SEEEEIRIAVIE EIRFEER 2894 0660 HEEES

Part | - Insured Person’s Information

F—Hr — REARE

Name of Insured Person ZZ{f A\ #:44 Policy No. {RESSFHS
HKID No. Daytime Contact No.
EEG RS H 45 BERE RS
Correspondence Address #& sk Email Address
=
gy
If we need to contact you in written, which method would you prefer most? O Mail & O Email &7
AN EFRELHEBSE T eI r=tbivE & ?
Present Business or Occupation Age %
TRIFHRESE
Business Address i/ 2z Hi ik Name of Employer
R
Date & Time of Accident DD H/ MM H7 YY & Place of Accident
= B R B b= %
G y%é’x%éEZEl ﬁ& ‘ff‘FEﬁ D am J:/_LF_/ D pm ~|\—¢F_ 9F%$iﬁ IJJ—
Have you applied for medical claims in other insurance company for [ Yes, please specify 7 - s3EHH O No ;85

this event/ accident? If yes, please specify.

Pl N Y B R 3 [EIR 55 A B AR B O 2

R A HAORER A E R - SR R E I ERE

Note: Please send copy of the payment document if other insurance company has already paid of the part of medical expenses.

ascertained and agreed.

WibaE © AN TR R T R - PRE S ERREE R - T — R -

Did you file a medical leave certificate to your employer? O Yes &5 O No 325

R T 7 ) e £ RS a3 2

Did you submit a claim for workmen’s compensation for this accident? [ ves % O No 8H
HERILEI NG THEE ?

Please indicate your current status: [ Fully recovered from this injury 5245518 + Please v’ the appropriate one (&% v # %)
SRR RIS [ still under treatment ;&3

Note: Benefit stated in the Schedule shall be payable when you are fully recovered and the total amount of the Benefit shall have been

AMember of QWY INSURANCE GROUP
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Claim Settlement Method Bz 7574

To quicken our settlement for any valid claim, please provide your banking details if you prefer direct credit. We must stress that this
request should not be treated as an admission of our liability whatsoever means by law. Finally, we hereby reserve all rights for assessing
your claim subject to terms, conditions and exclusions of the related policy.

ERRIHEMIEER - RN TRV E A S - AR BRI ER TS - st (LRI T R AN = LI5S « AN SR - HEEORIEAR
REFE T ZRETEE R TR - ARIVE - AN THEREREI S - RIIRBIRE— UM (R e i - BEHE -

For claim payment (if any) direct credit to Insured Person s bank account, please complete all of the following:

KANEHFREERE (0F) BFEAZMRAZEL > S5EHEITER -
Account Holder’s Name F 1555 A#E44 (Must be the same as the Insured Person )Z8 L5 i A AH[E])

Bank Name Bank Code Branch No. Bank A/C No.
AT HAT4RTE VAR Wit FRATIR = 550

Please put a v' in the appropriate box of your claim below, please list item & indicate the amount of your claim in details.
ARG IV IR RS 2 T B R I R E . NS R E -

(If there is insufficient space on the claim form, please specify the details on a separate sheet clearly and indicate which section the
information relates to.

WMZEIAJE > B SHTARRIES - A IBAFT A AIIE H 47 - )
O Accidental Death Z4MEL:

State fully what happened: 35t 24/ Al #4: :

What was the Injured Person doing at the time? fF & & IF (G- FT{E[ME ?

Documents Attached [z

O Medical Report B O Police Report 77345 (case no. F&ZE4m5E )
O Death Certificate ZEr-35HHE [ original Receipts of Travel Expenses and Air Ticket J&RFEE: R ML IR IEAS

[ others (please specify) Hf (3EsEEE)

O Loss of Limbs or Sight or Hearing or Speech UG {S5&E L BHE S HRE EE L R=ERE
O Permanent Total Disablement & A 522 E5%

State fully what happened: FHafiultZE s A 24:

What was the Injured Person doing at the time? {F S & & IHEE T {EM S ?

Documents Attached ff =z

O Medical Report S¥e O Police Report 755 (case no. fEZE4R % )
O Consent Letter for Medical Record ZZHy B8 s & (P E(S O Others (Please specify) HA (553EH7)

[ Copy of HKID/ Birth Certificate* (*applicable if Insured Person is
below age 18)

FHES (IR BT 18 BT ZZIRA)

Page 2 of 10
Created on Jan 2015



O Temporary Total Disablement ¥iF52 & B TEBIRE S

State fully what happened: sEsFuliE 4 M{a[E54:

What was the Injured Person doing at the time? ff =& & iHG&FT{E{ZE ?

Documents Attached ffji=z 4

O Medical Report &5 O Confirmation from Employer stating the Leave Period that
O Copy Medical Certificate showing the period of Sick-Leave Insured Person has taken and Monthly Salary

B Be L R BB R R A (B3 (S Z IR AR5 2 H R A #radil
O Copy of HKID/ Birth Certificate* (*applicable if Insured Person is below [ Others (Please specify) HAf (55:EH)

age 18)

ARG MR CEAT 18 BRI T ZZERAD

O Hospitalisation Allowance {¥:B3H <4205
O Medical Expenses B2 E
[0 Bonesetter’s Fee Bk¥TE H

State fully what happened: el Mn{ofE4:

What was the Injured Person doing at the time? fF & &I GEFT{ERSE ?

Currency/ Claim Amount Z g 448

Documents Attached ff 1=z

O Original Medical Receipt E3&: [ > BIZITEA O Doctor’s document to certify the condition (original)
O Copy of HKID/ Birth Certificate* (*applicable if Insured Person is A S ARSI SR IEA
below age 18) O Original Doctor’s Referral Letter B84 8 /(S E A
EEGE LR B 18 LT ZZ R A) O Others (Please specify) HAt (FFEH)

O Medical Report B3R
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Declaration & Authorisation EHH k3%

1. I/ We declare that the above information is in all respect true and complete to the best of my/ our knowledge and belief;
AN (55) SRIL(FHEYT  DUERTREgfRigA A (%) FrAIRASIEN MEREE - 30 B R IERE R G IREDR -

2.1t is agreed that upon request by MSIG Insurance (Hong Kong) Limited. I/ We shall make a statutory declaration to re-affirm the
genuineness of all the information contained in this claim form; and
EEFAROE KRR (F8) ARASHRIARRER » AN (%) BEFERERSNERBIBEHEIETENH © &

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 medical history regarding illness or injuries and my claimed loss/ damage
under the above Section(s). A photostat copy of this authorisation shall be as effective and valid as the original.

RANB THHEBZREN - KABFREARA LR =HEE KRR (&) ARAEEEARREMERA— AR BURETHE 5
WA AL - 2 RIRW BRI - RITRENEEOIERIES -

4.1 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 vaild as the original.

A NG I B [E AT A 2 A\ B Bty & 2 (B R RHAIEC S 2 B e ~ 2P ~ B4R ~ (R A EI UL R A =HAER0E K S oRk
(&) ARAFIREAER - IS 2 e eI ABIEARRA RS20 -

Signature of Insured Person %2 {f A %8 Signature of Claimant Z{& A\ %%
(with company chop if applicable #[1J&/\ 555 ) (with company chop if applicable #1J&/\ &5 &)
HKID No. & B 78555 HKID No. FH G {76950
Date HIHA Date HH#A
Page 4 of 10

Created on Jan 2015



Part Il - To be completed by Attending Physician’s Statement (at the Insured Person’s own expenses)

FHy — TRREZER (TREAHZRARR)

We would be most grateful if you could attach copies of any specialist or hospital reports, together with any test, or similar evidence to
support the validity of your patient’s claim. & EE(EIHRERZE - ik - AERE SIS - DUEN ARVRE R - 28
=N

Patient Name (in full) 55 A#E4 -

Date of Admission DD MM YYYY Date of Discharge DD MM YYYY
ABeHIH H )| F Hibe E N H H i+

Name of Hospital & #4f :

Level of hospital ward: 5% E45 5 O Private % & O Semi-private — %)= O Wward =%/ O Clinical Surgery P92 F1ily

1. Clinical History PH2IRRE :
a. Date on which the patient first consulted you related to this illness/ injury (DD/ MM/ YY)
WA ETELER R 2SR z2aEM (H/ B %)
b. Symptom(s) / complaint(s) of the patient relating to this hospitalisation/ treatment/ investigation

WA R R ERE P26t d 2 ok PR

c. How long had the patient been experiencing these symptoms before the first consultation?
HAZ RN ERKZ AR T %A 2
2. Hospitalisation Details {:Bes%{5 -

a. Final Diagnosis Date of Operation (DD/ MM/ YYYY)
g2l FHifHE (H/HB%)

b. Operation procedure(s) performed
TS

c. If the patient has consulted other physician during this hospitalisation, please provide the following:
AP AR R e & (m HARBE AR K2 - SR LA &Y

Name of physician consulted Reason
BAE JFA

What treatment had the physician performed?
ZEE A YRR A ?

d. Please give a brief discharge summary (including onset and duration of signs and symptoms/ disease, etiology, types and results
of major examinations, treatments, complications and follow up plan)

AR (ERER SR PRENR - R~ BER E e G5 - HREE 2 SR SRR

e. Please provide reason(s) for hospitalisation if this type of cases can be managed on day care/ out-patient basis.

BEEFERTNEMEE TS SiREAERREE -

3. Professional Comment BE¥E R, :

a. Inyour opinion, was the patient hospitalised as a result of recurrent episode or a chronic illness or related to a previous
complaint/ diagnosis. If “yes”, please provide date of the first episode and details.

BRI R WA G R R PRSI PR s 2 AIARR RO ERE 2 a0 T2 ) - S5t E O < HI R -

b.  Was the condition due to or associated with the following? (Please tick the appropriate boxes)
7 ANEPFE RS RIS ? (R EE 2228tk "V, )

O Accidental bodily injury Z4MZ{5 O Pregnancy 542 O Congenital condition 5K 4507
O Self-inflicted injury Ei% O Infertility or sterilisation A~ 5425 O Developmental condition &%z [&
O Abuse of drugs or alcohol J& FH &4 2l il O Contraception §i5 O Hereditary condition 75 {& 4%
O Mental or nervous disorder ##H / tH4ZE O Treatment for cosmetic purpose E&F{if O General check-up —f% & #& g

O Refractive error 5 JJ[HE O Vaccination /53 5f

[ Venereal disease, sexually transmitted disease or AIDS/ HIV related illness 9 ~ M3 4u i ek B05%0% 81 HIV B RE 2 5K

4, Others HAth :

a. If the patient was referred by another doctor, please provide the referring doctor’s name and address.

AR N R FAME A > SR EZ B 4 2 Rtk

b. Are you the patient’s usual physician? {RE &K N EE 2 84 2 O Yes & O No &
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| hereby certify that all information given above is accurate and true to the best of my knowledge.

AN LA ERHRIE A AT B A IR -

Signature and chop of attending physician/surgeon 2884 %5 K &5 Address and telephone no. il K Bi4& BB SR
Name of attending physician/surgeon & qualifications 32884 #k 44 K s A & & Date HHf : DDH MMHAH YYYY 4

Part Il of this claim form is endorsed by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong
Federation of Insurers.

IEFRAE 2 55 800y Ry & B SR I B B ORI e B TRbs & Pttt -
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PRIVACY POLICY

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.

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 for any purposes. 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 agent, contractor or third party 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 www.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 customers, 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 the 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.

Your personal data may be used for obligatory purpose or voluntary purpose. If personal data are to be used for an
obligatory purpose, you MUST provide your personal data to MSIG if you want MSIG to provide the Product. Failure to supply
such data for obligatory purpose may result in MSIG being unable to provide the Product.

The obligatory purposes for which your personal data may be used are as follows:-

e processing and evaluating your insurance application and any future insurance application you may make;

e our daily operation and administration of the services and facilities in relation to the Product provided to you;
e variation, cancellation or renewal of the Product;

e invoicing and collecting premiums and outstanding amounts from you;

e assessing and processing claims in relation to the Product and any subsequent legal proceedings;

e exercising any right of subrogation by us;

e contacting you for any of the above purposes;

e other ancillary purposes which are directly related to the above purposes; and

e complying with applicable laws, regulations or any industry codes or guidelines.
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The voluntary purposes for which your personal data may be used are any sales, marketing, promotion of other general
insurance services and products provided by MSIG. The personal data we intend to use for voluntary purposes are your name,
your address, your phone number and email address. We cannot use your personal data for voluntary purposes without your
consent.

If you do not wish MSIG to use your personal data for the voluntary purposes listed above, you

should tick the box on the right and provide us with the following information. You may also notify
us by sending an email to ’dpo@hk.msig-asia.com’. In your notification, you must supply the
same required information as listed below.

To enable us to process your opt-out request, please provide us below information.

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.

In connection with any of the above purposes, the personal data that we have collected might be transferred to:

e third party agents, contractors and advisors who provide administrative, communications, computer, payment,
security or other services which assist us to carry out the above purposes (including medical service providers,
emergency assistance service providers, telemarketers, mailing houses, IT service providers and data processors);

e in the event of a claim, loss adjudicators, claims investigators and medical advisors;

e reinsurers and reinsurance brokers;

e your insurance broker;

e our legal and professional advisors;

e our related companies as defined in the Companies Ordinance;

e the Hong Kong Federation of Insurers (or any similar association of insurance companies) and its members;

e the Insurance Claims Complaints Bureau and similar industry bodies; and

e government agencies and authorities as required or permitted by law.

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

Under the relevant laws and regulations, you have the right to request access to and to request correction of your personal
data held by us. If you wish to exercise these rights, please write to our Data Protection Officer at 9/F Cityplaza One, 1111
King’s Road, Taikoo Shing, Hong Kong.

If you have any enquiries or require assistance with this Personal Information Collection Statement, please call us at (852)
3122 6922.
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SHERE XS RE () ARAE CME T =HMERRE  ~ T8 5T ARE ) GBI T YRR - 0
IR AR SESA B T SRR AN R IR » I AR Bt

ZHER PRI R B HIALRE - B T (REEHIEAEDR - BFIVERDEGIRAR G R2ER » 15 A T A B S B TE A E T2 L
BB R PRI S | =HAER IRBEERITED M A PRI (A A B e 2% ~ 78 ~ B DUSAE ARG A Z B0 T U ~ R
B~ WO - 1A RIS G ELNEAB RS EMA - ZHER RS BTR AT E S - AR B EENFE
BHVEST - HUHSGEHEHENE R - TSRS E e ) > MRt IS E A BRI A ARG Hr S -

BT ETEEREA LT AEB G RZEIT - (R EOENERME RIS - IMTERMUANT 2457
TATECER A AR S < (3 ~ KRR EEE =% > ZORMPTEEABCRIRER FTREEIRE AR - ANERGAFHMIE A AR E
BHAME A H Y - AR RBEERA A5 - Bl i -

HATATREARRHE UL EEA - (ELURAVEIA T FA LN EIHE www.msig.com.hk Tk - AFEE A AR FLEIAFTIE I -

8 NE R R

B AERHE T DU B B S E RN L2 8% - B RARMNES » GHERFIR G BRI HR A2 — ROk R OrE
AEfn (TR TORER ) MERIEIEAE R > SR G P IR R B R E R © & EREER IR BRI R S
EAORBA B 2 SC EBUETEBORERE LA (AR

TEHIE BB AT A e S R R R - 008 SRR AR SR AR A i - M & = HE R R (AR  AUGH
SHER R AR E N &k > SRI=HER MRERA e AR AR R E -

TEHIE N BRI B L di s AR -

o RH R b F A BRI AR RS RBR R 5
[ EER B ELOR B R PR ARRE < H A S AT BUHR
IRELZ L ~ HUMBEIRAAR
S NG IR AR e ) SRS LR e GRS
S e R A PR B R B S AL T R A A AR
FHA N FE BN AR
R PR RA 1T
FofthEL ol F AR A BRI AR © R
MIEEAER - ROIRSEASTRIRASS] -

T B R R R A ] = HE A R b e BRAy HAL — A PRBa % R SRR L Z S 6 ~ TR B SRS - PR B R R (A Bk
PR YRR, ~ Mk ~ BRERSRRS S AR B - RAELR[RIR Z A3 PTG RE 5 A AR (8 A\ R (R B BRI A AR -

WMEAR=HER RS EHVE N SRR B SRR - AERAS 15N LRS- 2 PR
WTHIEHR - LIRTRFDEER TG ENERERFTROEARE GFEOT) EEE

“dpo@hk.msig-asia.com” -

RR B FIREApa s A DA B VER IR 25K - SARHELU T 2R -

wh
TReREEES
FRE BT (TEF1Z /)

PREASRES / B EWRSR / HERRTE (W) ¢

Btk PEAEGE IR B E R K E ARG SER4E T =R R — VIR B R SH TR -
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o AIMHSEATE - R ~ B - R0 PR MR ISATES =05 - R AR SR (RS BERRIRSHLERY - Baek
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TEBIE R EGET FTHIBUF %R -

By THECRIGHIE AL AR - (GRS AL S AR AL B (L T H RB s ST A prl 2 =l Fr i SR A BR A A&k -

IRBARNEBI RG] - AR SR R E IEAN T AR AL A eV E N B 2 508 - MEAT T ERER] » v DIEE L3
EEERITEEE 1111 9RO E—H 9 =008 XSkl (F8) ARAT  BARATNE MR EEE -

AT LA SRR A (L SE i SR D) - SHEE (852) 3122 6922 BAHAIH#LS

Page 10 of 10
Created on Jan 2015



	fill_1: 
	fill_2: 
	fill_3: 
	fill_4: 
	fill_5: 
	fill_6: 
	toggle_1: Off
	toggle_2: Off
	fill_7: 
	fill_8: 
	fill_9: 
	fill_10: 
	fill_14: 
	fill_15: 
	fill_11: 
	toggle_3: Off
	toggle_4: Off
	toggle_5: Off
	toggle_6: Off
	toggle_7: Off
	toggle_8: Off
	toggle_9: Off
	toggle_10: Off
	fill_13_2: 
	fill_11_2: 
	fill_8_2: 
	fill_9_2: 
	fill_10_2: 
	fill_1_2: 
	toggle_1_2: Off
	fill_2_2: 
	undefined: 
	toggle_2_2: Off
	toggle_4_2: Off
	toggle_6_2: Off
	toggle_3_2: Off
	toggle_5_2: Off
	undefined_2: 
	toggle_7_2: Off
	toggle_8_2: Off
	fill_5_2: 
	fill_6_2: 
	undefined_3: 
	toggle_9_2: Off
	toggle_10_2: Off
	Copy of HKID Birth Certificate applicable if Insured Person is: Off
	toggle_12: Off
	toggle_13: Off
	toggle_1_3: Off
	toggle_2_3: Off
	Copy Medical Certificate showing the period of SickLeave: Off
	Copy of HKID Birth Certificate applicable if Insured Person is below: Off
	Confirmation from Employer stating the Leave Period that: Off
	toggle_6_3: Off
	toggle_7_3: Off
	toggle_8_3: Off
	toggle_9_3: Off
	toggle_10_3: Off
	Copy of HKID Birth Certificate applicable if Insured Person is_2: Off
	toggle_12_2: Off
	Doctors document to certify the condition original: Off
	toggle_14: Off
	toggle_15: Off
	fill_5_3: 
	fill_6_3: 
	undefined_4: Off
	undefined_5: Off
	undefined_6: Off
	undefined_7: Off
	fill_1_4: 
	fill_2_4: 
	fill_3_2: 
	fill_4_2: 
	toggle_7_4: Off
	toggle_10_4: Off
	toggle_13_2: Off
	toggle_16: Off
	toggle_5_3: Off
	toggle_8_4: Off
	toggle_11: Off
	toggle_14_2: Off
	toggle_17: Off
	toggle_19: Off
	toggle_6_4: Off
	toggle_9_4: Off
	toggle_12_3: Off
	toggle_15_2: Off
	toggle_18: Off
	toggle_20: Off
	toggle_21: Off
	Full Name: 
	Contact Number: 
	HKID Number for identification purpose: 
	Policy  Certificate  Acknowledgement Number if you have one: 
	fill_1_5: 
	fill_2_5: 
	fill_3_3: 
	fill_4_3: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Check Box5: Off
	Check Box7: Off
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Check Box67: Off
	Check Box68: Off


