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EMPLOYEE BENEFITS Agent Name & Code/Branch fCIE AR BRI/ 21T :
AAlE B i@ F

Long Term Disability Insurance Employee Enrolment Form
REERREE EIRE 2RISR

Notes SFEEIE
Please complete this form in BLOCK LETTERS and check the boxes where appropriate. Please initial any 1§ ﬁﬁjﬂ%tﬁgzgf@fg s WHEEZEAE ANV SE o ANZE(EL(F(5EcY » SR Z B
corrections you make on this form. 5=

Request form will be accepted by Manulife only via Fax No. 2234 5371. DO NOT send the form again if you 2 Lj\@ 34 géifg , Mzg;f««m@gfrﬁzzu 5371383 » BRIRFHETR S -
have faxed it already. g KB »

N 2

3 The insurance will not cover an% disability which is caused or contributed to by, or resulted from a pre- %11%)\5/\}1@@]5521‘;‘ H_IZ_M{%EgEEW o BFISHEAM AT RSB 2 (RE

existing condition. Please refers the provisions of the Policy.

Policy No. Policyholder Name

g L | | [ [ |-[ | [ |- | wersies

A. EMPLOYEE INFORMATION EE&H

(As shown on HKID Card /#4ZBEB5:5MER) Cert. No.

Employee's Full Name (Surname first) (in English) (in Chinese) IS Tonore I assionad by Manaiite

e (B RSk P54 L AR SRR

Date of Birth Sex Country of Residence 2fit* HKID Card / P rt No. Marital Status . . )

Hi4E I , ; PR (Please compl?te i EBBE ) ETRE Rk L Single B& [ Married 24
tin HK &2 ) = . .

DD H MM B YY & n§o§§m’ 5%%@?@% [ widowed B/Z [ Divorced Bt

Contact Information B#8& ¥}
Residential Address = it

Email Address TE#Efitik

Room/Flat/Floor/Block/Name of Building/Estate =/1&/FE/A/E/B512HH
Mobile No. FREEE

Street No./Street Name 73 357208/ {75 & 7

Office Tel No. ARIBEE

District E215%

[J Hong Kong&# [] KowloonfLEE [ ] New Territoriesgif [ OthersEfi Home Tel No. {£5EE&E

The contact information applies to all of your existing products/services in Hong Kong and Macau provided by all companies within the Manulife group of companies and also companies which provide trustes/custodian
services. If you are a member of any provident fund scheme(s) administered by Manulife, any information provided here will {(unless otherwise stated below) be treated as an instruction to register above address as the
registered residential address under the scheme(s). Any residential address{es) previously registered under the scheme(s) will be superseded accordingly.

B FATIRER ISR o R TR E A EFEEE T AR Li)i?%?’&ﬂl%lﬁl’ LB RO AR E S K RPI TR IO SRS | - AR TR BHERIABEEEINE - ML RRNERERM T FH
EAETINEIR A FAARMER » BRIBL_EMAHERRT R RFATESETRIANBR AT » WECLIEMNE tﬁlWE’Jﬁﬁﬁ RfEEME

[] To apply above address to this certificate only, please * v*" this box. #lA Lt JEMARILEE - FEARAELE "v, Ko

Division Occupation / Job Duties” (Please specify % of time spent on manual work) Sa|aw [0 Monthly B%r O Annual &5
FRESAT 5/ TERAS" (SAmanee a8 T (era TIERbSRSRIsE 2t e N

All specified amount must be in the CURRENCY OF THE GROUP POLICY. For Lcng Term Disability product,
Basic Monthly Salary will be used in determining future benefits if a disability occ

If applicable ZTEf ( %) | BraiEe 2 S BB R - D F AR o PSR » AR «
Date of Employment Plan Effective Date of Coverage
ZREHA , , Bl 1REEAE3 B HA / /
Ignore if not applicable ZEANEM @ FABAAS
DD H MM B YY & Please refer to Eligibility stated in the Gontract #amanngass DD H MM H YY

*

Please make sure that your Country of Residence is up-to-date in Manulife's Employee Benefits' Group policy record as that will determine the destination of any emergency evacuation or repatriation
services under the policy. 35FE(RRI F BTFA AR EEFEIS RS SIS HEANF EENAEMRRER - 418 FBRIEH  RAELUIEERER R HSEIE R 2 Bt -

If you does not provide any information for the occupation / job duties here, it is deemed that you are a clerical worker with no time spent on manual work. If the space provided is insufficient, you can
provide further descriptions on separate sheet.

MR TR AT IARRANGS TAEMFEN » AR FRB N IE  ERRaEARNLBIIENRS - BT R BTN ERME 2 GRLLES R TERHENEH -
B. HEALTH DECLARATION fZEEHATEEED Employee must complete on behalf of dependents if dependents are covered. 417 KB EM/AREE K BB -

*You are required to be a FULL-TIME employee and ACTIVE at your job. B NS EBZMES REMIER I/E -

>

1 Insured employee Height cm  Weight kg Weight chan e durlng past 12 months? kg Reason
Rif2EE 55 EX fE A BETEARERNES 2 FR
2 Emli)loyg e's spouse (if applicable) Height cm  Weight kg Weight chan e durlng past 12 months? kg Reason o
fRE A IB(ANERB) 55 EX fE A BETEARERE 2 FR YesE No&
3 Have You smoked cigarettes within the last 12 months? If "yes", %ﬁ—Fﬁlﬂf'l':ﬂilﬂﬁfz'fﬂﬂfﬁg’l% 407 - O O
a) Average number of cigarettes daily? b) For how many years have You smoked?
B HRERREERE? R T RRRICESEE 7
4 Have You ever been advised to have any diagnostic test, hospital confinement or surglcal operation which has not been completed? O O
BT ST ER RTINS RIS IEN M RERIEE SR
5 Are You currently under observation or taking any treatment or medication? O [l
BT 2ERERSDEE « B2 EAIRNRAEERBEY ?
6 Have You ever been refused any form of life or health insurance or ever had a policy rated, modified or renewal refused, or ever applied for or received benefits, [l [l

compensat|on or pension because of sickness or injury
BT S SRR R A S E B RS 7 ‘Em%ﬁuﬁmlﬁﬁ IR E SR EHIEIER ? NS S RA SRS E « MEEIRAE 7
7 Have You ever been treated for, or diagnosed as having heart disease, high blood pressure, diabetes, liver disease, lung disease, cancer, ulcer or any other disorder, or O O
be|n%ﬁa hepat|t|s B carrier? =0 .
TR EREEEE A TR - DR B~ KERRR ~ BEE B BE BB EIAMER  SIDRZEFARRE?
8 Have You ever consulted a physician, ever been treated for or had any known indication of R T & GBS AR T SIRIER ¢

a) The musculo-skeletal sXIstem such as trauma or disorder of the muscles, bones, joints, spine? Amputation, paralysis or deformity? [l [l
NABRMAHERGIANEESAA « B8  BENEBER ? B - RN 7
b) The neurological system such as epilepsy, convulsion, migraine, dizziness, paralysis or stroke, mental and/or emotional disorders, impairment of sight or hearing? [l [l
SR ER BV - HhE - TR 20 AR TR/ ISHAR  mENEERE?
c) The endocrme (glandular) system such as diabetes, thyroid, enlarged lymph glands, blood disorders such as anemia, leukemia or other blood disorders, [l [l
breast disease, allergies and other skin disorders, or congemtal disorders?
Ay (BREe) Ewbl %lt(ﬂ*)él?f FURISEH SIEEA ; MR EmAEN « AMAREEMEESR  LEAH « HEsS R bR EERT X R ?
9 Have You had any form of sexually transmitted disease or is there anythlng about Your lifestyle which could expose You to the risk of AIDS? O O
FETEEE AR P T E AN RS A A M EREMR ?
10 Are You suffering from AIDS? Have You had test results indicated exposure to AIDS virus? O O
MTESELENR T TS SRS REMBRER RSB NRERR 7
11 Have You ever participated or intended to participate in aviation (in any capacity other than as a passenger), racing, scuba diving, sky diving or other hazardous sports? (If O O

"yes", please circle the sport and provide details below.)

BT LEL RN AR RATED (RN ~ BE 8K BRSAGERmERN? (0% T2, SEERRNEETREATMER - )
12 Have You had any operation, treatment, hospital care or medical examlnat|on in the last 5 years not mentioned above or has any been recommended? O O

MMEELFNE SRS EEET @RS FXRERRMFN « AE « IR gERE ?
13 Sofar as You know, have You ever had or been told that You ?JEE—FFE%E BTE

a) have any medical insurance coverage? A {E{dH MEFRE (R i O
b) have any application for life or medical insurance now pendlng’7 E,Eﬁ;.alfﬁfxaﬁélf BB AR R i AR A 7 0 0
For Questions 3-13, please provide details of each question answered "Yes". If you require additional space, please use a separate page.
MESEBEPHEMEER "2, o FRAEMHEEN - NEER > BB IMEE -
Question p Degree of Name and Address of
No. Employ%eél I/D%P%nﬁegt Name ;Eﬁ%l;i D;;;?'OEF F(rgam %)) Recovery Attending Doctor
RIRBERSR o Y RIEEE fESOBS PR Rdth it

(For office use only AR Z= M)
Please affix the policy no. here (if applicable)

SETEILRA EIRE MR (ANEA)
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