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Agent Name & Code/Branch {12 A % BRI 21T :
EMPLOYEE BENEFITS

= J Accepted Proposal No. 52 1235 505
“RE B i@ 7 —

ManuPlan Application Form
EXREEREEEPERR

Notes ABEE

1 Please complete this form in BLOCK LETTERS and check the boxes where appropriate. Please certify with 1 F5RIEMHIABRARIE » WHSEE BRANER o MNEERISEN - 52 ATME
authorized signature and company chop for any amendments. Tz FATESES o

2 Applications received by fax will not be accepted by Manulife. 2 BRHER RS EEES 2R -

3 Proposal with authorized signature and any required documents should be submitted together with this form. 3 BHREEEREALIHENEESRENTEN S -

A. EMPLOYER /APPLICANT INFORMATION {E¥ /i REAZE

1 *Full Name of Employer (Company)/Applicant
BE(ARARAEHE

Address
T HbiE
2 * Affiliated Companies [i{/B2\ 7]
(@) FullName BB X K E
Address &= O OHhonb
(b)  Full Name BB X K E
Address &= O OHhonb
3 Nature of Business [ ]c10-Construction 2 [ c11-Manufacturing Y3t [ ¢12-Wholesale/Retail/imports & Exports #t%% / B/ HA O
EIEME [1 ¢13-Restaurants/Hotels BRE / SHE % [1 c14-Telecommunications TR % [ ¢15-Transport Services %
[ c16-Banking/Finance 81T/ £Rl% [ ¢17-Insurance/Real Estate 1R / #iE% [ c18-Business Services &%
[] ¢19-Community/Social Services Tt &RF [ c99-OthersE fth (Please specify izt )

4 Does your company have any existing Group Employee Benefits Plan, either Pension or Group Life & Health including Long Term Disability, with Manulife?

BARREZSHEARMNEIENERESRENEE AIARS AR EERIERARN ERASRERRMETE?

[Yes £ [[1 Group Life & Health E#2 A SEER(REGETE]  (Policy No. fRERAR )
[ ORSO/MPF ATE&5EI / 3815258l (Group/Sub-Scheme No.{RE / [ BT EliRAR )
[INo &

* As shown on Business Registration Certificate. AR &GN ARRGE BT EFMEER -

B. POLICY DETAILS REAR

RERENEEEN (REERASREHEE - SRESREE - AEETRER )

1  Effective Date of Policy Policy Effective Period Anniversary Date
fREEZHES / / fREEZIES REREH 01 /
DD H MM B YY &£ [1 1 year & [1 2 years & DD H MM B
2 Currency to be used for the policy (Applicable only for Life & Disability Benefit. If Medical Benefitis chosen, only HK Dollar policy will be issued.) [] HK Dollar 37T or 8 [] US Dollar 5T

3 Premium will be paid &8 [IMonthly EB#E [Quarterly Z5#Z [ Semi-annually B FHE [ Annually ZFHE [ Once Every Two Years B FH4E

4 Benefit Eligibility Requirement (@) Each present full-time employee shall be eligible for benefits 2 I HEE B & & 2 MET &M HERIEE 7

ZINETHEIE [1 upon the effective date of the policy fREHEZH
[ upon fulfillment of EA&ERHIW — months of continuous service {BH & H
(b) Future full-time employees shall be eligible for benefits B&ZILHIZEE S & &2 IMETEIA B EIEE
[ upon fulfilmentof EABEEF®™ __ months of continuous service f@F&EH

[1 upon completion of the probation period % E8mE H
[J upon the eligible date as specified in the employment letter B2 PIETARAY S &R 2 INETEIBEE

5  Aredependents covered? EEXBELEIEMNETEIR? [No#& [Yes £ (If yes, please specify the plan no. F5:3BBET &R )

6  Plan definition St&IF1E
Plan 5t&I Definition (In terms of position, seniority, etc; not in benefit amount) 3%1& ( F&:3RBEMT - FE% - MIERELE)

7 Benefits Type {RFE£ER (Add "v" to the selected benefit box) FAEHBEIEZ REAMAML "v" 5

(a) Life & Disability Coverage A S R/GRRME

Term Life THAS

Accidental Death & Disablement 4} « BB 15%H

Total and Permanent Disability 522 Kk A 155

Total Disability Installments 22157 H

Long Term Disability f£H8{5%% (Please complete Part C in this form if this benefit is selected. 413 IBILIREE @ FHIEZARRCED © )
ManuPro (Packaged Long Term Disability Income) (REIEE A S1RES)

ooooono

Medical Coverage SE&1RFE

G

[] Hospital & Surgical Benefit {152k F iR [J ManuPlan medical card services B £ 8 {R5s st 212 B R+
[l Supplementary Major Medical Benefit FfI1Z& &R fE ("Network Providers") " #E#8 L FERS |

[1 Extended Medical Benefit 85z {RbE [ ManuPlan Out-patient Care

[] Maternity Benefit EF5 1Rk ManuPlan H#E 8 {RIET2IFI2RE

[] Clinical FIE2 R [] ManuPlan Hospital & Out-patient Care

[] Dental Benefit FHHER ManuPlan B 8 REEEta{E i R RE

(For office use only A FRE)

Please affix the policy no. here
| |II|I I|||I||I |I||| I||II ||I|| II|| I|| ||II||| III||I |I|I| |I |||I|II| || |II| EﬁEEtﬂStﬁEﬁgﬁ
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8  The Policy will be [[] Non-Contributory FE#t7rETEl
1REEF All eligible persons must be insured. FiE & & EEEI19EZR -

[ Contributory f#t5rst&l
Number of employees eligible for enrolment && &2 METBIAEE A B
Contributory participation percentage 22 N5 &I5 B E 7tk

[1 The employer pays percent and the Employee pays percent of the total premium (Note: Employer must contribute at least
50% of the total premium) or
REEEnasz __ HARIRGC-BTHESZ _ AEERM G ARIANREEEHE AL TRAES0%) 5

[1 The employer pays all premium of the Employee benefits and the Employee pays premium of the Dependent benefits.

BERENRERRITENM  MEAXBREREAREESM -

9  Payment of medical claim will be done through autopay, unless otherwise requested by the employee specifically.

PR ETERIFHASRIRIES - BRIBHIBEE L BE BRI AT -

C. LONG TERM DISABILITY EHi{ER

1 Will Employees contribute towards cost? BEEEZAER? [JYes 22 [JNo F&%&
2 Pre-Disability income are to be averaged by {858 a1A ST & T 158 month {&H
3 Benefit Amount {R&&%8 : % of basic monthly salary not to exceed a maximum monthly benefit of $ EAARZ % » B A RS EELTEES BlR
4 Benefit Duration f2REL{EHR :
Sickness %% : 2/ 5/ 10 Years & / to age 55/ 60 /65 / 70 B%
Accident 4} :2/5/10 Years £ / to age 55/ 60/ 65/ 70 1 or Lifetime B{#%4%
5 Elimination Period (Waiting Period) 7588 : 30/60/90/ 120/ 150/ 180 day B
6 Own Occupation Period —E %2 REE : 12/ 24 / 36 / 60 months {EH
7 Pre-existing Exclusion TR Z BETEHRN : [13/6/12 months @A [112/6/ 24 months flEF  [] Others E.A:
8  Survivor Benefit JET-BE{E1RE : 3 months A / 1 Year & / 2 Years &
9 Complications of Pregnancy Benefit 15822 & ELAf S5 fE 1R : [IYes &8 [1No ~"EE
10 Escalation Percent ARRA%IRIE :3/4/5/6/7/8%
11 Escalation Duration {ERFAREEEEHR : 5/ 10 adjustments 8% / full duration Z-HiZE%
D. PLAN ADMINISTRATOR(S) EfEIEIEA
The following authorized person(s)/broker is/are authorized to act on behalf of the applicant in the policy except for the receipt of benefit
THIALATERRER RN EARIBREET MRS
(a) Name X% Tel. No. EZE5R1E Fax No.f$E5515 Email Address E &b it
(b) Name X% Tel. No. EZE5R1E Fax No.f$E5515 Email Address E &b it

E. DECLARATION AND AUTHORIZATION 8RR i%{E
*Paragraph of Part E (4), (5), (6) and (7) shall be applicable to the Applicant / Policyholder for the use of Manuplan medical services cards.
FRE G, 9), ©), D) BHEANEREZESRTFHEERE FHREAN/ REFFA -

THE APPLICANT/POLICYHOLDER DECLARES THAT ALL STATEMENTS AND ANSWERS MADE IN THIS APPLICATION ARE FULL, #RA/REFFAZENEBEARRRBEESNNEEEREELAARNEEARERGEEER

COMPLETE AND TRUE AS OF THE DATE THIS APPLICATION IS SIGNED AND IT IS UNDERSTOOD AND AGREED THAT Fifz 28I BEEEE - AARPRLRE THEIE
1 Insurance will take effect once the Application has been accepted and the effective date approved by, and the first payment has been 1 RARREPESHER  REENEPERE ) REMASERERSRARDZNENRE
paid to Manulife {International) Limited. Coverage will be subject to terms of the contract. % - REFEREANELY - REEEIARE S HE -

2 Allinsureds must be on full-time work on the effective date of their insurance coverage under this contract. If an eligible employee is FIESRARASH THREENE BIVES B TIRE - HTUaEisEENEEIESHR
hospitalized or disabled on the date on or from which he/she would otherwise has been entitied to the Benefits under this contract, (&2 H EEEhe e  a e B R M SR S TIR TS » B/ E M B el R/ 0 50 S B2 (T A0UREE
hefshe shall not be entitied to any Benefits until termination of such hospital confinement or disablement and he/she retumns to normal SEESTEBER S — K HUEEEE - -

fulltime employment in good health for a period of 31 consecutive days. A ™ - " e
% = 7)o HE
3 For the purpose of enabling Manulife (Interational) Limited or any of its associated companies (hereinafter collectively called é@g}%ﬁipﬁi%igpE;gﬁ;g%ggg%;&%%ﬁggsiﬁaﬁ%‘;}?{E
"Manulife”) to provide/promate insurance and financial services to our company and our employees through insurance intermediaries SRR MRt RN g SRR A T IR TR SEE Y

N

w

or direct marketing, we may from time to fime be required to collect our employees' data and to transfer the same to Manulife. We shall }fl%i%ﬂﬁ)i E;Mﬁ_i?zﬁ ° éﬂﬂ%;ﬁgﬁéﬂ?ﬁ%iaﬂfﬁﬁié Sﬁm’ﬁj@f\ﬁﬁﬁﬁﬁ)ﬁ@ﬂ*ﬁ
undertake to follow all necessary procedures and to obtain all necessary consent from our employees to allow the said transfer of data < lfﬁi o= 4$§g§;m1§$ﬂﬂﬁaﬁ,§ N §D$/A\ﬂﬁﬁ?ﬁ$§a$?§?ﬁ’5*wggiﬁm
in accordance with the Personal Data (Privacy) Ordinance. Should there be any objection/complaint from our employees in respect of SRR A BRR R ARER - RASHFEIEOR B REMIUEE TR - &
the release/transfer of any information/personal data required by Manulife from time to ime, Manulife shall have the right to terminate /BHERR/AL IERE R B AT 2 NGRS - W ZFIHREA L B e St T RE H b
the policy being issued or any part of it and/or reject/terminate any enrolment of the relevant employees and to charge for any FRFZERER ©

insurance coverage or other services provided by Manulife up to the date of termination. 4

> ° ! . . . ) $’A‘741&b#x%*%']1’€$’&7()§1@)\) —)t##)i§fi?ﬂﬂ§fr S K/l ELA TR
4 We hereby, autharize Manulife to act on our (sznd the insureds) k?vehalf to (1) arrange and appoint the registered hospitals, medical RIS ArEr ( TIEAREER L ) AT RARMEEGRER VS AR HRA
practitioners and/or other health care provider ("Network Providers”) to provide medical care services to the insureds; (2) accept direct h{gaﬁggﬂﬁ}ggﬁﬁﬁg —)rﬁﬁgﬂ-ﬁ AT~ #EIEEEHE AR AL FER RORE MR 5 FU)
billing from Network Providers for health services rendered to the insureds; (3) establish, terminate or suspend relationship with SR EER STEARNE RRY . BRI EEEEAT AR RSB HRNEE
Network Providers as necessary; (4) negotiate all related fees and arangements with the Network Providers from time to time; and (5) B% (IS ESEHRE RERAsES) -
recover from insureds amount for ineligible medical expenses {.e. those excluded from or exceeded the benefit limit under the Policy) " oo - . s o
by direct billing. }xﬁf\/ﬁii%ﬁf\ﬁ%ﬁ’ﬁﬁf\@ﬁg%ﬁ;ﬁﬁ@ﬁfﬂg@ﬂﬁﬁ%? BHRTAERERTRS
5 The Applicant/Policyholder shall be fully liable to all shortfalls due to any ineligible expenses incurred by any insureds using ManuPlan Eé’ﬁﬁfﬁﬁ: jﬁﬁﬁgﬁﬁﬁgii' rﬁ]”:‘jljﬁgﬂ’gfzﬁ n, . N
medical services card(s) and reimburse Manulife in full for such shortfall amounts upon receipt of invaice. EREEREERRG S AREEL 'éxﬁ)\//@%%:ﬁfwﬁﬁ;\i+/\E/J\E§Wiiﬁﬂ7}:%llﬁg
6 Inany event of loss of the ManuPlan medical services card(s), the Applicant/Policyholder will inform Manulife for full details within 48 RIS SR FOITHER - BRI GRS H B SR R AR
hours and will pay the administrative cost for card replacement. Manulife will assume no responsibility and shall not be held liable on fE:
account for any further claim, which may arise against the Network Providers. AARRETR AR RARE T ABRNARESNNERIERT 2 EE RE S RRS
7 We further understand that the Applicant/Policyholder accepts all the terms and conditions in the contract provision for the use of the fzgﬂ“'ﬁ?{if‘%ﬁ ° ﬁuﬁ@%ﬁﬁéﬁ!ﬂgg ’ i’&ﬂ%?ﬁuﬁ@ﬁﬂﬁﬁéﬁﬁﬁ%ﬁﬂﬁﬁijﬁ
ManuPlan medical service cards by the insureds under this Policy. In the event of individual membership termination, we shall obtain SREFEF - FEEAARSHTMERREERRS FMESz T aEREsAea t2®

S}

[

~

and retumn to Manulife all medical service cards issued to the insured member(s) and we are fully liable and agree to reimburse It B RZREF AR R A -

Manulife and the Network Providers any ineligible expenses, which arise from unreturned cards. 8 SHiats » ARREEEEISRARENTAREFASRRERERAD LRI ZHOEHN
8 Once approved, this Application will form part of the contract between the Policyholder and Manulife (Intemational) Limited. —&B15 o
9 Upon acceptance of this [application/enrolment], commission or other remuneration may be payable by Manulife to any 9 ”‘*i[EE; BB MFARIENE - BAEAERT RN R BN R/ ERES PN ABEE

insurance/MPF Intermediaries involved in this transaction and they are permitted to receive the same on account of their services. HAhEE - PR EES n SR ARSI S ARARIEBE -

Signature of Witness REEAZE Authorized Signature and Company Chop EiFHA +%ERATHE
Date Signed 2ZEHHj Date Signed 2ZEHHj
Name of Witness (in Block Letters) RiE At (FEREHR) Name of Authorized Person & Title (in Block Letters) SEFeiE A\ -1 2 RB4T (AR IEHR)

Please return the completed form to your Manulife Agent. Our Correspondence Address: Employee Benefits, Manulife {International) Limited, P.O. Box 70302, Kowloon Central Post Office.

FIBRZORMETREOERKEA - BPOBERL  AERPRBBRBBIEHE70302R R ASER (BiR) ARARRSEFE -

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.

FREZPIGEARMBERE » BHAREER » —HLEURER%E -
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