Manulife

For Office Use Only AR EH
Agent Name & Code/Branch {2 A48 R #wo%/ 21T :

1444 EMPLOYEE BENEFITS
wHE B i@ F

ManuShield Application Form

BRARFRE

Notes =
1 Please complete this form in BLOCK LETTERS and check the boxes where appropriate. Please initial any 1 &ﬁﬁ§%¢§§$§§ﬁ s WHSEEZSAR ANV YE - ANBIEH{EAIER » SER M
corrections you make on this form. 2B RE
2 "Dependent” in this Application shall mean spouse and/or children of the Applicant. 2 13%5?2??2"?%"?553 EABBR/BFL ©
3 "Parent"in this Application shall mean parent and/or parent-in-law of the Applicant. 3 AHRFEFRAZRBIERBALNBR/EEERBRE o
4 Coverage will be effective on the first of the month immediately following the later of i) the date the Application is 4 {REEHEHLIT BEIE 2 EEBE—3EERL i };J%Eﬁ; EEF A SRR B
approved by Manulife (International) Limited ("Manulife"); and ii) the date the required permium is received. SRAR( "HH ) BHEEI) WEEEE $§?§%ﬁ$
5 Coverage will be subject to the terms and conditions of the Policy and at Manulife's approval. 5 {REEHSARIB(REE & T RIBEATH ©
6 Applications received by fax will not be accepted by Manulife. 6 BT IESLEEES ZHE
7 Before the premium payment is received by the bank, the Applicant or tp;:'oposed insured(s) must Plve immediate 7 ﬁl]%*iﬁﬂ?j(?i&ﬁﬁé:ﬂ%ﬁﬁﬁy}’(@E GRS B84 - FREE A BiiRE
written notice to Manulife of any alteration of material fact that may affect the risks covered by the policy. Otherwise, 1R A A iiﬁﬁ}gfﬁ ST RERIZ B EmAHNEF - [TE| » BFHEE
Manulife reserves the right to reject any claims under the policy. *g*lj y ;E%@ {;Eﬁj{fﬂ;@f“'
A. APPLICANT INFORMATION HE5 A& #
(As shown on HKID Card /%/BER 513354ER])
Applicant's Full Name (Surname first) (in English) (in Chinese)
EREE AR (LI R 5EHE) EX 225°4
Date of Birth Sex Nationality Country of Residence ZfEit & HKID Card No.
# / / 4R & (Please complete if not in HK EBGDEEE
DD H MM B YY £ ZEAEEE  BEAER)

Contact Information B##&& ¥}
Residential Address{E=E it
Email Address EE it

Room/Flat/Floor/Block/Name of Building/Estate Z=/1&/E/KBE/E 5t &TE
Mobile No. F1REE

Street No./Street Name #73ESRIS/iERTE
Office Tel No. ARE:E

District 1%

[JHong Kong&## [Kowloon 718E [New Territories$fi5? [JOthersHft __ Home Tel No. (FEEFE
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 trustee/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) WI|| be superseded accordingly.

B FRTRHtAYEHEE R  ER AR TR ALHRFEER T AR  LRARARIRIYSEEEERBIARNEERRPIFTRMAE /RSB L lll]l%ﬁ'F SRIEENAEEEEINS  HULEDRRNE (BRI T EH
HbfeRINETR BB TAATNET » ZRIBLL EiHEAR TREFI AR EIANNELEE UL - thRT’cLiEﬁCJ*IJWE‘JFﬁﬁ RfEEHL

[[] To apply above address to this certificate only, please " v this box. HllLA Lttt CEARRILERE - SEEARAELE "v. Re

Occupation / Job Duties” (Please specify % of time spent on manual work) Current Manulife MPF Sub-scheme No. or Group Insurance Policy No. (if applicable)
B/ T (ERETS" (anmmmen @ TR TAMMmmNEA L) RERFRESMBE BliRSTE B R RERSE (A& )

( %)

>

If you do not provide any information for the occupation / job duties here, itis 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.

R TR AR AR AR TERBSE - AR T ERUR T - ERRHEMRNSB NN - BT BTUMEIRME S HMAE TR TEMBOER

B. FAMILY INFORMATION %ﬂﬁﬁzé ﬁ*ﬂ' (Please list all Dependents / Parents applying for coverage. FEEBRRARRZFERE /I L7 )

Proposed Insured* Name of Proposed Insured Occupation | Country of |HKID Card No. | Sex | Date of For smokers, [Height |Weight| Weight change in the last year
EERSZEA (Surname first) i 2 Residence & 1451 Birth number of (cm) | (kg) BE—FRREEEL
EHSEAMR (LIRS (Pﬁﬁﬁﬁ | AR (ddimmjyy) | _cigarettes | 5% | 885 [GznLoss|  Reason
Hi 4 F A smoked daily (EX) | (A | (k ER
| notin ll JE N+ g (BQ‘ o
EEEE (BRI §UH&§EIE‘J nig BN
2 \/Eiﬁﬁ) (AF)|(2FT)
1 |Applicant B335 Applicant (As above) HFEA (BL)

2 |Spouse At{E

3 |Child ¥%&

4 |Child F&

5 |Child &

6 |Parent &}

7 |Parent &

A 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.

AR T REFENETIESEF MR BN EANBEEE R A IERER - 08 FRISB8 RANSLULERMEABRZ MRt Rz Batt -

An eligible Applicant must be actively at work, hold a HKID card and at least 18 but not yet 60 years of age. Coverage is available to the Applicant's spouse and parent who is 18 to 60 and any unmarried child(ren) provided they are at least 15 days to
18 years old, or age 19 to 22 if attending school or university on a full-time basis. FRFEAMBEREBAL » FR+/\BREREATHRLEFEEESE « ARTARBANRBREERE » HREARBHEREN THNERT5 > MABEFLZOFR
ANFHERTABE G - MEEHBIBE » QAN FAAE—+ "5 -

*

C. PLAN CHOICE ?Q{%E-I-;IJ (Please circle the coverage unit of benefit applied for. F5EIHIRRETBIRRIEELN] o )

Proipéos;d Insured | “Personal ﬁ}‘(:gdz%%t EARIMRRE #C"“CﬂK%"fgs e rRiRbE #Teﬂ"Klg";eooiggosz Monthly Premium I T T o
ERERA per unit (ET_L) per unit (au) per unit (E1iz) BR1RE Basic #4 Comprehensive #7&

1 Applicant #EA 1 [ 23412341 [2]3]4a]s $760 $1060

2 Spouse ES same as Applicant's coverage 1% R EEARIRE $ $760 $1060

3 Child ¥%& $ $760 $1060

4 chid 3% equal to 20% of Applicant's coverage s $760 $1060

: SRR A RIEI20%
5 cChild ¥% $ $760 $1060
6 Parent X ) . $ $760 $1060
same as Applicant's coverage 1% R EFEARIRE

7 Parent X $ $760 $1060
#No. of unit purchased on Critical lliness or Term Life should not be more than that of Personal Accident benefit
Expect fgrlcﬁi‘;d coverage (wlhich will be equal to I20% o? the Applicant's coverage), ooverage for all proposed Subtotal Monthly Premium & R#8{R 8 A $ ®
insured must be the same as that for the lecanL subject to underwriting condition that applie: Subtotal Health Screening Premium (if any) f2EEAIGL 4GB F(ANEMA) $
TEA RS B E R S5 605 B B340 T LBl IMRRIRSE B BE - #%ﬁﬁéfﬁﬁﬁﬁ"fgﬂf%féfﬂ 20% b » INITIAL PAYMENT EHHRE = ((A) x 3) + (B) (if any)(20#&)

b

AR RAZ RIS ESAER - ﬂﬁli EV@F«HB@?

(For office use only AT)E )
Please affix the policy no. here

FATELLRS EREEHRAR
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PAYMENT INSTRUCTIONS f}3%75 3%

1. Please provide a cheque made payable to "Manulife (International) Limited" for the Initial Payment, which includes the first 2 monthly premium payments, 1 monthly premium for deposit purposes and the
Health Screening Premium (if applicable). EHIRE » BIFMERRE - —ERRSREBRAUKEBWHER)  BLUXRMH  HHEFER TR ASERER)BRAR , ©

2. Any subsequent premium will be collected by Manulife directly through the authorized person's bank account. Please complete and return the duly signed Direct Debit Authorization form together with

this Application. FFIEAEE A LHRITIRS NI ARNIRE - FERXRABERTRETHE - AA—0FeE -
D. HEALTH STATEMENT {#FEAXNRER

The following questions must be completed by the Applicant and his / her spouse and parents if applying for coverage. Applicant should complete the questions and sign on behalf of his / her children if they are covered.
UTFRIBEMSEHPBAREEBR LEHAR(NEBR L ZFEIFIHRAEH) - MABERERE - FBABREFLHEE -
"You" and "Your" is defined as the Applicant and his / her dependents and parents if applying for coverage.

"ET . RERBARERBELXBNRBE X ZESIZRAREE) o

1 So far as You know, have You ever had or been treated for_any of the following disorders/diseases? If "Yes", please check the appropriate box below and provide the proposed insured's name
and details below. FiREITATAN BT SRR L TIEREZESHERAR M "H, » FRTIEEZRARLE "V, 5%

[[] Disease of kidney or urinary tract [ Any disorder of the liver, [[] Spinal or muscular skeletal conditions/diseases [] Infection by Human Immunodeficiency
U ST EN ¥E3 gall bladder, bowel or stomach FHE AL AT B EER Virus(HIV), AIDS or sexually transmitted disease
[ Ulcer of any kind {E{al4BRY A0S 1EMIAT ~ IESAE B AR [] Epilepsy, stroke or paralysis &, - /& 5} & ANERENRZ ERSELANEEAN
[ Cancer, tumour or growth of any kind [] Arthritis of any kind BE&% [[] Leukemia or other blood disorders HAth MR
{EAAERVAIRAE - REB A 4 ] Systemic Lupus Erythematous 158 10 7 B EL fth 3 1 i A RARO R [[] Hepatitis B, C or carrier status
] Asthma or respiratory diseases FLUPREE [] Breast disease or gynaecological conditions RSB A HAAE S
R i 7 B TR A AR TR [[] Diabetes #&/Ki& including abnormal pap smear test(s) and [[] Chest pain, high cholesterol or any heart or
['] Depression or any other mental ilness [ Hypertension = /& iregular menses LB R EIEEER blood vessel disease
e K ftaEieR [ Thyroid or glandular disease BEARZRRERBRBEKSH s - SIEERS - SUETORE M ERR
FRHRRREL N 53 IR Applicant EBE5 A Spouse BB Children F% Parent X
Yesig No& Yesiz No& Yesi2 No#& YesZ No&
2 Have You ever been covered by medical insurance plan? B T & &5 B (T M &R E ? O OJ O O O OJ OJ

I1f"Yes", please provide the insurance company name and policy number below:
W - FEFIHRGARR BIE R (RE MRS |
3 Have You ever been declined for life or any medical insurance application or policy rated or restricted? If [ O O O O O O O
answered "Yes", please provide the proposed insured name and the reason below.
%g%%%&?ﬁ?ﬁﬁﬁﬂ)&%ﬁ%ﬁﬁﬂﬁ ? N ERWASRENEITRE ? 0B - FIHEEIFEANBERE
FREA -
4 Do You plan to attend, or are you currently attending or have attended in the last 5 years any hospital, clinic or
doctor due to:
FTEEAFE AR EG SR T AMET IR  2AESAEEKR -
i) any diagnostic tests such as X-ray, ultrasonogram, blood test(s), CT scan, biopsy, ECG, urine or other [ ] | O O ] ] |
investigation other than for routine medical check purpose?
BEXNHRE BRI - MRRR - SERE  EEARE  OBE - RRSEMTERGITTS IR TREE 7
ii) illness, operations or other medical advice or treatment not stated under any previous questions? | O O O O O O O

D EERREEREIRREER - Fili - BEERRAR?

If You answered ''Yes'' to any of theliuestions above, please provide details below. If You require additional space, please use a separate page.

ML FEERIEES 2.  BRU T ERIEHEEER - NEHE - AR IERE -

Quﬁztion Applicant/Dependent/Parent Name Nature of Disorder Duration and Date (De reeRc?fSI;Ietcover ) Name Sgﬂtgdg;?f; g; Ai\::nding
ERvas EEINE Tav=r L BRTEE (From - To) ##&RHA | S5 eca SoCoNEy Bt T B e T

fFIREHmSR FRTER(RERRE) ERLEE S R BE P 7 Kttt

.

E. DECLARATION AND AUTHORIZATION EREUSIE

Itis understood and agreed that AABALRETIEIE

1 1 have obtained the necessary authorization from my Dependent to supply their information to Manulife if my Dependent is to be 1 ZK}\EIﬁIPﬁEﬁf%?EW?%ﬁ?E(QUiﬁﬁﬁl' TAEFIRHEBALE - AATFBEEBREEA
covered.} | also qnderstanq that the info_rmation requested in the Application is required in (_)rdler forlManuIife to process this Applica@ion. SR E R R A ERIEA S FRE2E -

2 gfg;n:]nﬁg ig;%\:gjnege%ﬁrae;‘gi;? igﬁ;:ggn%n%as;gse:equem alterations or supplements of it ("data") are collected to enable Manulife to 2 ggéﬁmﬁg;ﬁgff‘f%;i«r Eéﬂfﬂjzﬁmﬁgaﬁﬁﬁ( TEH ) EERERFIER
i d by Manulife it iated ies for th f i d administering th li Iterati ‘ o -
O e ion o Tarawal oF e (b undarariihg. and amy Srms. o SablsE o oo S rdeira of Mamls, () EAFELI TR © (i B BIBAMRIL - SR ] - MAERAEEE ;

o

Manulife's associated companies or the insurance/financial industry; é) providing/promoting the insurance or financial related (b)A%{R ~ MTRBRIZER{E R ; (o) HAF ~ M ARl R I 2 (EFE BB EM T RE
products or services to me through insurance intermediaries or direct marketing; and/or (d)EBERBHN A EEHEE A RAANREHEREF SN R ZERER ; R/

(il) transferred to (a) any related company or other company carrying on insurance or reinsurance related business or an intermediary or (il) 8837 F(a)(EMAREAT ; Hittt BB FRRBRIGEMER AT ; SRBEPNA
a claims or investigation or other service provider providing services relevant to insurance business or any association or federation ~ PEAIERE « S Bl H R AR RIR T 2 (EFE RS B BRSO 17 tr By H AR 2 R A F)
of insurance companies that exists or is formed from time to time; (b) any person/organization to fulfill any of the above purposes e (b)Tﬂﬂ)\i/%%u{‘ﬂ:ﬂmﬁ&/ﬁﬁuﬁﬁ%ﬁﬁf&ﬁfﬁ&??*ﬂ o

and/or for the purpose of data verification by way of matching procedures or otherwise.

3 By writing to Manulife - Employee Benefits, | can request access to and correction of my personal data (if appropriate). | also understand 3 $AE1§L}(§ES§%U£*UEJ@&JTE_%I{%K » BRFMREAEABHNER) - FATFAER
thyat congent to the use of re'lyy ersonal informationqto offer me products and services épopn'onal and i#l W‘I’gh t% disgontinue such use | §*?*'JT¥W$A§§§E@?_EE§*4 ° _— _
may write to Manulife at the address below. 4 AAGELLEER » AAPMSRERFEMBHN—ER B ARMNS R ERER o 1AL
| certify that all information provided by me in this Application is complete and true to the best of my knowledge and belief. In applying AR (AR REAGRIEIER - RHTE iS5 NE¢ ERTRAVIEER

4 fy f f f, A LIREVIRREAEIEEA  AABRBRFEANNRS S BRI R i s EiRP
for ManuShield benefits, for which | am, or may become eligible, | authorize Manulife to debit my account or authorized account as PHIBR{RE -

5 frected i e Direct Dbt Ao o P o o+ hospital. dinic or oher medically related facilty, i per 5 AABRUEMEL  SHAME AL 8E - D GE AR - FRATNL

authorize an sician, medical practitioner, hospital, clinic or other medically related facility, insurance company or other TR B ) 48 A RIBHIE5E SRER 1St PR o

organization, inysnptu ion or tperscun thgt has any recor%s or knowledge of me or n¥y Dependent tg provide to Manﬂlifeyany such ;giggag‘gﬁggﬁ%éizggggg%ﬁ&ZK)\&ZEE)J CHREBRAVILIE * OCPEA - 1R
information. A photocopy of this authorization shall be as valid as the original. i

)

Itis for the benefit and use of any parent insured that any benefit payable under the policy applied for by reason of the death of the 6 %15%3&Z%_&‘éﬁiéﬁ%%%ﬁﬁéﬁ&Zﬁfﬁﬁﬂﬂﬁﬁﬁﬁiéé ARFIE AR RALE S8

insured parent will be paid to the Applicant and the insured parent's coverage is being applied for. féﬁgg{fﬁ‘ il . .
7 Upon acceptance of this [application/enrolment], commission or other remuneration may be payable by Manulife to any insuranceMPF 7 ’?é‘l‘[{?é%%/%ﬂﬂﬁ?ﬂt&’?i@ﬂ% ' ZRE ARG T 2B RIS RMAATREPT A MR
Intermediaries involved in this transaction and they are permitted to receive the same on account of their services. Hithd » PERESET Al sz AR IF IS BRIRSE -

F. CANCELLATION RIGHTS AND REFUND OF PREMIUM(S) EUHRBIERNIHERE

| understand that | have the right to cancel and obtain a refund of any premium(s) KRABBAAGEUEHBEMEKREEEERNEFRECHE
paid by giving written notice. Such notice must be signed by me and received RE ; BEEARAANBEEEZEM » HERER (UL : AEE
directly by Manulife (International) Limited, Employee Benefits, P.O. Box 70302, i REPESEPELEF5703025% " EFIA SR (D) ERL
Kowloon Central Post Office within 21 days after the delivery of the policy or issue Fl{E Bi@FTEXED , )Rl FRFE R EEWRZEM @ RE
of a notice to the policyholder or the policyholder's representative, whichever is the RFARATFARANKREESE GBHME) BFAAFTERANK
earlier. F®E o BETHI2N KR » BB RE -

Date Signed %& HEHA Signature of Applicant FRZEA%E Signature of Insured Spouse E{8Z{F A2
Date Signed 25E HH Name & Signature of Insured Parent X B EAZE Name & Signature of Insured Parent LR Z{EAZEKE

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.

FIWRZMERBTFRERRARIEA - ZIWEEILE AREEPREBREBEIEHE703025REFAF R () BRARESEFE

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.

FRBZPNEARGUSER S » BREXRAER » — LR ER%E -
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