How to Fill in the “ManuPlan Employee Enrolment Form”
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Effective Date of Coverage — must be within 31 days of the date when the employee/dependent becomes
eligible. If not, please provide Evidence of Insurability, claims declaration and the employer’s written
request. The coverage will be effective subject to underwriting approval by Manulife.
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Please state your
“Occupation” for our
underwriting consideration.
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Please fill in the corresponding
Plan number.
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For plan details and description,
please refer to the “ManuPlan
Application Form”.
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Please report height in
EITHER centimetre (cm) OR
feet (ft).
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Please report weight in
EITHER kilogram (kg) OR
pounds (lbs).
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Below are for your reference:
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. 1 foot is equivalent to
30.48 cm
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. 1 kg is equivalent to 2.2
pounds
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2 Complated Form should be sent to Manulife {Internationad) Limited, P.0O. Box 70302, Kowloon Central
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Remarks: Employer should send us the ORIGINAL copy of this form for processing.
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