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Group Medical Claim Form
HZ{R AEE To be completed by Insured Member
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Employer Name: Group Policy No.: | | | | | | - | | | | —
BEZE R 1R maER

Employee English Name (In Full): Certificate No.:

RAZEXHE KEfmaE (A0EA )

Patient English Name (In Full) Dependent No. (If applicable) :

[] EFPSSTERE - MFEREYIRNEERS - SRARAML " ©

Original receipt will not be returned. Please "v/" this box for return of certified true copy of receipt.

A. P9:2%{E OUTPATIENT CLAIM

2IE / A B H Date(s) of EH ERR (AASIIFMRERREEER ) A A B1TEBRIE Self Declaration of Diagnosis

Consultation /Treatment Amount Charged | Type of Treatment (Should be covered under the policy) | RiBRAMNEE FiE T AR 2 BUFFIE2 For Claims Incurred at
(B/B /%) (DD /MM /YY) * S5 458587 Please circle the appropriate type Outpatient Dept. under Hospital Authority / Government Clinics Only
1. *GP / SP /CMP / Others: JRIE Diagnosis

2. *GP /SP / CMP / Others: JRIE Diagnosis

3. *GP /SP / CMP / Others: J®IE Diagnosis

4. *GP /SP /CMP / Others: JRIE Diagnosis

* GP = &i®F General Practitioner SP = EfJ Specialist  CMP = $&& Chinese Medical Practitioner
Hith Others = YJH ;4% Physiotherapist / &8 Chiropractor / XY X-ray / {b&8 Lab tests / fl4T# & Routine Checkup / {£BRi 2 32 Pre-hospitalisation consultation /
{EB# 2 2 7E Post-hospitalisation consultation / & etc

B. ZF#}3{& DENTAL CLAIM
B FRRER @ ERARE T ZREGRMETRHRE o Please ensure you are covered under the dental benefit before submitting dental claims.

JAFME:SFBEIEE - To be completed by your attending dentist.
HEA Date JAHEIER Particulars #H Amount Charged
1.
2.
ENTEFEARAEZAENTEOMRIE - Please mark teeth treated or area of oral treatment on the following chart. BRERZIE
ELABIAL Signature of Dentist and
ARIGHT & LINGUAL Z LEFT
C@@EEEC0 CEEEEE@EE D
ELABIAL Date Signed
C. BARIREE DECLARATION & AUTHORIZATION
KBRS » FS LR I hereby DECLARED, UNDERSTOOD and AGREED that:
1 AASEIER  AARARISFIR S — BN A AR 2R eERm 1 Alinformation provided by me in this form is complete and true to the best of my knowledge and belief.

N

E-) | authorize any physician, medical practitioner, hospital, clinic or other medically related facility, insurance
AR EL  BERGE A+ RS SN E0RE RS company or other organization, institution or person that has any records or knowledge of me or my Dependent
B e N eghi N GZHTENE SR y N

s i N to provide to Manulife any such information. A photocopy of this authorization shall be as valid as the original.
TN SR g ' S E S RBAVEC IR R ) ) ; . " :
RIBAR MR - WRANA L » HEEATHRINA N\ KR B0 ER S0 A Information provided herein together with any subsequent alterations or supplements of it ("data") are collected to

N
w

N=EZ 30 =) 5 st 2/ = o
AH - RHUFRA - JLEIE*E*EEE%’ED$;EIEZ§H%EXI enable Manulife to carry on its insurance/financial business and may be:

3 RARARBRIREZER R BB EHZEMIETSMHT("ER ) - EEREME i) used by Manulife or its associated companies for the purpose of (a) approving and administering the policy or
FRHEVRIGE SR ERSLUEFEE » MZSER any alterations, cancellation or renewal of it; (b) underwriting and any claims or analysis of it; (c) statistical or
i) BRELTAR : IR EIENRE » SHAETEMERT » BUEFRER actuarial research of Manulife, Manulife's associated companies or the insurance/financial industry; (d)

BREE ; (bR - MRBIEBEERE ; (O)REF « HMEARMRR/S providing/promoting the insurance or financial related products or services to me through insurance

= KoLt RS ¢ (d)ES oA | ot FE g a4 intermediaries or direct marketing; and/or

ﬁégg}%gﬁt%ﬂ;gg&g@fﬁf&g{'éﬁ%g}gﬁgﬁﬁmzkA?ﬂ“/ ii) transferred to (a) any related company or other company carrying on insurance or reinsurance related
BTIBCE LA e i business or an intermediary or a claims or investigation or other service provider providing services relevant to

if) EEI‘-T»@E{EJ’ESQE’/:‘E;; Rﬁ_ﬂ?{é$§ﬁf§ﬂﬁé&iﬁﬁﬂﬁﬁﬁﬁii‘§z_ﬂﬂ ; iR insurance business or any association or federation of insurance companies that exists or is formed from time
PSRN A S RAURRE  BESHMEREARMRS 2 (B SRBERE to time; (b) any person/organization to fulfill any of the above purposes and/or for the purpose of data

55 B 1B A0 2 (RIB A R & e AR# 5 (0) E A L/ LU L3RR Ra/al L verification by way of matching procedures or otherwise.
Bts HAh A A EER - | have obtained the necessary authorization from my Dependent to supply their information to Manulife if my
4 AABRAMERERBEVSRENER)  JASFREEBAZR - KATREA Dependent is to be covered. | also understand that the information requested in this form is required in order for

IS

BARMBENENZBEAEREFAREZR s “B"anU'i;? to Process l%';is C';imsl- Seneiic | . © and ion of ! data
5 [~ 2 7 3 A 5 I 4 4 S TSR 5 BB Sm pnEREE) o y writing to Manulife - Employee Benefits, | can request access to and correction of my personal data (i

5 iﬁ?i{?ﬁ;?gf;uﬁilgjffIBg%;&{;é;ﬁfﬁiEﬂ@j\ﬁﬂ( MFE) appropriate), | also understand that consent to the use of my personal information to offer me products and services u(\_l
R HERE ARSI AER S FRRA R o is optional and if | wish to discontinue such use | may write to Manulife at the address shown at the back of this form. o
6 AAH Eljﬁﬂz%’ﬂﬂﬁ*ﬁgﬂzﬁﬁ)\ ’ ﬁﬂ;ﬁﬁgﬁ'ﬁ@@EEﬁEZ@ﬁ ° 6 Manulife has the right to reverse / claim back any incorrect payment caused by incorrect information provided by me. -
7 AACIEBERBAL "ERERRERE ZIEEHRAT  BFEEM 7 | have read and understood the information and content provided in this entire "Group Medical Claim Form", &
Rz RERES R—RTRRIEE - including the Claims Instructions and General Exclusions provided overleaf. S
N
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REZFREEEE (NHRBETE18H @ HIARREERE) HES (B/B/F) T
Patient's/insured Employee's Signature (For patient whose age is below 18, insured employee's signature is required) Date (DD /MM /YY) n_nl
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Claims Instructions:

1

Send this completed and signed form to your Human Resource Department or

plan administrator.

Attach all original medical receipts (not bill or invoice) with clear information

provided as follows:

* Full name of the patient (must be identical with HKID card or other recognized
personal identification)

» Diagnosis of condition

» Date of consultation / Treatment Date

* Breakdown of charges (consultation fee, medication, laboratory fee etc.)

* The attending Doctor's signature and chop.

Attach Doctor's referral letter for the diagnostic laboratory test or X-ray (attach
details of laboratory tests taken for reference), physiotherapy treatment,
Specialist consultation or Prescribed Medication from outside Clinic. The referral
letter for laboratory tests or x-ray is valid once within 6 months from the date of
issuance. Referral letter for other services is valid for 6 months from the date of
issuance.

Claim(s) must be submitted to Group Claims Department within 3 months from
the date of consultation / treatment. No reimbursement will be made for claims
submitted late or with insufficient information.

All medical services must be rendered by a person who has professional
qualifications pursuant to the relevant Registration Ordinance of Hong Kong or
equivalent, and being authorized and registered in the geographical area of his
practice and as a qualified medical practitioner, dentist, Specialist, Chinese
medicine practitioner, chiropractor, physiotherapist etc.

Original receipt will not be returned. Written request of certified true copy of
receipt should be submitted within 30 days after submission of this claim to
Manulife. Otherwise, the medical receipts will be disposed.

Medical report fee will not be covered under the medical policy.

For dental claim, please have your attending dentist to complete Part B.

General Exclusions:
The Company shall not reimburse expenses incurred as a result of the following
unless specified in the valid Benefit Schedule:

1

11

12
13

Routine physical examinations, health check-ups or tests not incidental to
treatment or diagnosis of an insured sickness or injury or any treatment which is
not medically necessary unless otherwise provided for in the Clinical Benefits
Schedule.

Congenital anomalies, infertility, sterilization.

Dental care and treatment unless otherwise provided for in the Dental Benefit
Schedule.

Cosmetic surgery, treatment on refractive errors or hearing aids except as
necessitated by injuries wholly occurring during the period of insurance.

Childbirth (including surgical delivery or pregnancy related).

Injury or sickness arising directly or indirectly from war or any act of war,
declared or undeclared, riots, insurrection, or civil commotion.

Vaccination and immunization injections.

Drug addiction or alcoholic treatment.

Treatment of functional disorders of the mind and psychological treatment.
Suicide, attempted suicide or intentionally self-inflicted injury, whether sane or
insane.

Treatment of Human Immunodeficiency Virus (AIDS) or ARC (AIDS-related
Complex).

Pre-Existing Conditions.

Expenses that have been recoverable from Employees' Compensation Law, any
government or public programmes of medical benefits’, other group or individual
insurance.

This is not a comprehensive list of Exclusions, please refer to the specific Benefit
Provision for details.

Please use your Manulife Customer Number (MCN) & PIN to check the claim status by login at
website www.manulife.com.hk.

FBISARRRERBIR EAZ R AR REES » BEIEFH703025REFAFER (BFR) BRARESIEFES o
Please return the completed form and original receipts to the Employee Benefits, Manulife (International) Limited P.O. Box No. 70302, Kowloon Central Post Office.

ARBZPXEFEARMSER R » BEEIRAER » —RLIRRARZE
The Chinese version of this form is for reference only. In the event of discrepancies between the Chinese and English versions, the English version shall prevail.
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