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Group Medical - Hospitalization & Surgical Claim Form

AEEIE Notes
1 -*Eﬁﬂi%’tﬁgxﬁiﬁ » WHEE ANV EE o ABIEH (@& » 1 Please complete this form in BLOCK LETTERS and check the boxes where appropriate. Please
SRR (I BEERE - initial any corrections you make on this form.

2 ;Egzgf‘*igz;ggﬂgx o RRHETIES LEE BT 2 REEMR - 2 Original claim form must be submitted. Claim form received by fax will not be accepted by Manulife.

Y o3 s N HA - . 3 Original bills and receipts for the claimed expenses must be attached showing the date of
3 EBT‘JJ:EZ!KE}E&HSUI“ ETEELI’SH AOIESIERN » RELS treatment, patient's name, diagnosis and the Attending Physician's stamp and signature.

R ESRERER 4 Claim for hospitalization and surgical expen must b bmitted within 3 months from the date of
4 CERATT ARSI - A S A discharge from hospital - o c SXPENSES MUSLHE Submitle enins from fe date ©
5 Eﬁﬁlﬁ?i?}%}iﬂ&lﬂ%fﬁﬁzﬁﬁﬁ » FBEITRENRIA - 5 Original bills or receipts will not be returned. Please make copies as necessary.
6 WEHNABFUEBREBARE o 6 Parents must complete and sign this form on behalf of their children.
7 (HARZRNERREMRHTNERITEEERENEESEERN o 7 Medical report fee will not be covered under the medical policy.

A. HS2EAIEE TO BE COMPLETED BY INSURED MEMBER

R ERERERNE
Employer Name: Group Policy No.: | | | | | | - | | | | -
BEXXIEE ESHE
Employee English Name (In Full): Certificate No.:
RALR EBGHILERM
Patient's Name HKID Card/Passport No.
B HERK 145 08 4%
Occupation Date of Birth DD/ BMM_ / _ ZEYY Sex M F
BREEFE AR Relationship to the Policyholder ] fEE/A& A Employee/Self [[] BC{® Spouse [J F% Child
1 BTRESRKRR—RRIMEZAE ? Have you had any prior treatment for this or related conditions?
[J&No [0 £ (BEETATIHEFE) Yes (Please provide details at below)
FEELBELE#E 4 Attending Doctor's Name
Hbiik Address
% Telephone f€32 B Consultation Date
HDD / BMM / EYY
2 BRALRERR/FN - BT ELHRBEEMIERELE ? Are you making any other insurance claim as a result of this hospitalization/surgery?
O&No O = (BRETAHIHEFHE) ; MIBERIARENIRERIETRERE o EANBIETERE -

Yes (Please provide details at below) A certified true copy of receipt will be returned after claim is processed. Original receipt will not be returned.
{Rb /A7) %8 Name of Insurance Company

T%E%rﬁﬁ% Policy No.

3 WRER/FMREEHRMR—RESINSIE ? Was the hospitalization/surgery a result of an accident?
& No D £ (BETHYIHEES) Yes (Please provide details at below)
=} B#A Date of Accident B Time ik Place

HDD / AMM / ZYY

BEIME @R Brief Description

[ EFPSSTERE - MFEMESRNRERS » SRARANMLE V" -
Original receipt will not be returned. Please "v/" this box for return of certified true copy of receipt.

B. EMFERIF#E DECLARATION AND AUTHORIZATION

AABBA » EEALEERR - | hereby DECLARED, UNDERSTOOD and AGREED that:
1 AASEIIERD » AARAFILETIR A — B B B A A FTANA 2 56 R B E e 1 Al information provided by me in this form is complete and true to the best of my knowledge and belief.
E 2 | authorize any physician, medical practitioner, hospital, clinic or other medically related facility, insurance

company or other organization, institution or person that has any records or knowledge of me or my Dependent

2 Eéi%ggg%ﬂéﬁgz;%fiiﬂ"§g§7;ﬁé§g¥f%§§§g§gggﬁk to provide to Manulife any such information. A photocopy of this authorization shall be as valid as the original.
Réﬁ BT R o SLIES %iﬁﬁﬂ%ﬂﬁﬁﬁEﬁ%ﬁﬁ*i YRGS 3 Information provided herein together with any subsequent alterations or supplements of it ("data") are collected to
. S PR X B enable Manulife to carry on its insurance/financial business and may be:
3 RARARBRIREZER R BHEHZEMETSMET("ER ) - EEREME i) used by Manulife or its associated companies for the purpose of (a) approving and administering the policy or
RHERGE SR ETEELUEFEE - MEEFERAIH# any alterations, cancellation or renewal of it; (b) underwriting and any claims or analysis of it; (c) statistical or
i) BFELTAR : IR EIENRE » SHAETEMERT « BUHRER actuarial research of Manulife, Manulife's associated companies or the insurance/financial industry; (d)
BREE ; (bR - MMRBRIEEERE ; (OREF « MEARDHRR/S providing/promoting the insurance or financial related products or services to me through insurance
s = RS ¢ (d)EIB R A 5 oy intermediaries or direct marketing; and/or
ﬁéf;ﬁ%gt%ﬁq;ﬁf&gﬁgﬁgﬁ)|£\/§§}§?’El"ﬁ‘tﬂ$k?ﬂ“/ ii) transferred to (a) any related company or other company carrying on insurance or reinsurance related
WS 23 A s e =~ business or an intermediary or a claims or investigation or other service provider providing services relevant to
i) WX F(a)EMBREEAR ; Attt RREMSFERIGAMEIS AR ; HiR insurance business or any association or federation of insurance companies that exists or is formed from time
R A ~ REUERE © B EAMRIRRARRIR S 2 S IR O EE to time; (b) any person/organization to fulfil any of the above purposes and/or for the purpose of data
5% B AR (RIG A R E sAER ; (b) M L/ B LUE B AR Re/E L verification by way of matching procedures or otherwise.
BCHs HM A AR EEN - 4 | have obtained the necessary authorization from my Dependent to supply their information to Manulife if my
4 AACRAMBRERBEVERENER)  TAEFREEBAER - KXATREA Dependent is to be covered. | also understand that the information requested in this form is required in order for

BARMIEHOTHEBRAFREFAREZA - Manulife to process this claims.

INE ST G e S TR 5 B 222y . By writing to Manulife - Employee Benefits, | can request access to and correction of my personal data (if
AANBRLUEMAMRNG REEFE » 2RABRFABATHNEER) appropriate), | also understand that consent to the use of my personal information to offer me products and services

FATARRBERENTEAF AT HEGHEERR 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 AABALREEHEEERIEA ﬁ*ﬂﬁfﬁﬁﬁﬁi&lﬁlea&fé;@@ ° 6 Manulife has the right to reverse / claim back any incorrect payment caused by incorrect information provided by me.
7 FACKHERFARL TEREEE - ERRFMRMERE, ZFEERRAR °© 7 | have read and understood the information and content provided in this entire "Group Medical - Hospitalization &

Surgical Claim Form".

REZFEERE (MRET 185 AARRESEE) B# (H/ B/ %)

Patient's/insured Employee's Signature (For patient whose age is below 18, insured employee's signature is required) Date (DD /MM /YY)

(S

(]
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C. HEFZEBLEBEMRERAHRREABTAIE)

TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON (AT THE CLAIMANT'S OWN EXPENSES)
1 JRALEE Name of Patient
2 {EB% Hospitalization

B&f %8 Name of hospital

B B Date of admission HifE HER Date of discharge

17 Surgical operation
F1if B H#A Date of operation F1iii% 58 Name of operation

& Nature

It R/ FiTAY = B%E Chief complaints of the patient relating to this hospitalization/surgery

2K Diagnosis of conditions

HiERE CGARRUEAKE  BIE2EMNE R - HENERIRESE])

Brief discharge summary (including treatments, investigation procedures, results, and/or any complications and follow up plan)

BV estE Dl E X K IR B #A Date of the accident occurred or symptom first appeared

RABERKEZHE Date of first consultation for this condition or related illness

BRTHHM  WALBIE S BERRRLR ?

To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?

ES [ 2 (B T 735IHEES)
No Yes (Please provide details at below)
BEAFERFIER

Dates and Details

RAZBSHMEEEEEN ? |s the patient referred by another doctor?
Oo& [ 2 (FBETAHYILEFS)
No Yes (Please provide details at below)

BN BRI

Name and address of the referral doctor

FREHEEME (BE) ok
Name of Attending Physician/Specialist (with qualifications) Address
EEE
Telephone
FREHBEERRENE =R
Signature & Stamp of Attending Physician/Specialist Date

HIREZRIET TP RE BB EMEEFHE703025E R A SRS (ERR) BRAR -

Please return the completed form to Manulife (International) Limited, P.O. Box 70302, Kowloon Central Post Office.

RRBZPEARYRSER R » BREXNAFE » —RLUTREBE -

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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