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Notes

1 Please complete this form in BLOCK LETTERS and check the boxes where appropriate. Please
initial any corrections you make on this form.

2 Original claim form must be submitted. Claim form received by fax will not be accepted by Manulife.

3 Original bills and receipts for the claimed expenses must be attached showing the date of
treatment, patient's name, diagnosis and the Attending Physician's stamp and signature.

4 Claim for hospitalization and surgical expenses must be submitted within 3 months from the date of
discharge from hospital.

5 Original bills or receipts will not be returned. Please make copies as necessary.

6 Parents must complete and sign this form on behalf of their children.

7 Medical report fee will not be covered under the medical policy.

A. HZEAEE TO BE COMPLETED BY INSURED MEMBER

R EEBRE MRS | | | | | | _ | | | | _
Employer Name: Group Policy No.:
s fRESELARSR
Employee English Name (In Full): Certificate No.:
RALE EABGILEREE
Patient's Name HKID Card/Passport No.
S . ﬁiﬂ,ﬁﬁ. TR O 3 [ %
Occupation Date of Birth B0D 7 AWM 1 &V Sex M F
EA{R B85 ARHR Relationship to the Policyholder [ {g8/A& A Employee/Self [ Bi2{8 Spouse []¥% Child
1 BATREAYER E—fﬁiﬂfﬁ}%xm}ﬁ ? Have you had any prior treatment for this or related conditions?
0% No = (GAfE FA5IHEEE) Yes (Please provide details at below)
Fgﬁﬁﬁiﬁ% Attending Doctor's Name
Hutik Address
EEE Telephone fEz2 H HA Consultation Date
HDD / AMMm / FYY
2 BRERERYEN BT EREBEMFERREEE ? Are you making any other insurance claim as a result of this hospitalization/surgery?
[1#& No [ 2 (AT FASIHEE) ; MBERESASRIERRESE A INE - ERERTERE -
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%/A R 27§ Name of Insurance Company
{REZERHE Policy No.
3 AR/ FREBMM—RESIEE 7 Was the hospitalization/surgery a result of an accident?
[J& No [ 2 G5 F A5 EEE) Yes (Please provide details at below)

=4MAHA Date of Accident

BSR Time i Place

HDD /

E/ME B Brief Description

AMM

[ EYY

[] EPRBETERE - MITBRERERNZERE
Original receipt will not be returned. Please "v/" this b

wRARARNL " o

ox for return of certified true copy of receipt.

B. EFREIZIE DECLARATION AND AUTHORIZATION
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| hereby DECLARED, UNDERSTOOD and AGREED that:

1 All information provided by me in this form is complete and true to the best of my knowledge and belief.

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

to provide to Manulife any such information. A photocopy of this authorization shall be as valid as the original.

Information provided herein together with any subsequent alterations or supplements of it ("data") are collected to

enable Manulife to carry on its insurance/financial business and may be:

i) used by Manulife or its associated companies for the purpose of (a) approving and administering the policy or
any alterations, cancellation or renewal of it; (b) underwriting and any claims or analysis of it; (c) statistical or
actuarial research of Manulife, Manulife's associated companies or the insurance/financial industry; (d)
providing/promoting the insurance or financial related products or services to me through insurance
intermediaries or direct marketing; and/or

ii} transferred to (a) any related company or other company carrying on insurance or reinsurance related
business or an intermediary or a claims or investigation or other service provider providing services relevant to
insurance business or any association or federation of insurance companies that exists or is formed from time
to time; (b) any person/organization to fulfill any of the above purposes and/or for the purpose of data
verification by way of matching procedures or otherwise.

| have obtained the necessary authorization from my Dependent to supply their information to Manulife if my

Dependent is to be covered. | also understand that the information requested in this form is required in order for

Manulife to process this claims.

By writing to Manulife - Employee Benefits, | can request access to and correction of my personal data (if

appropriate), | also understand that consent to the use of my personal information to offer me products and services

is optional and if | wish to discontinue such use | may write to Manulife at the address shown at the back of this form.

Manulife has the right to reverse / claim back any incorrect payment caused by incorrect information provided by me.

| have read and understood the information and content provided in this entire "Group Medical - Hospitalization &

Surgical Claim Form™.
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Patient's/Insured Employee's Signature (For patient whose age is below

B#(B/R/%)
Date (DD / MM/ YY)

RIMEERE)

18, insured employee's signature is required)
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C. HEZBLERFIRETABREABTHE)
TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON (AT THE CLAIMANT'S OWN EXPENSES)

1 R A% Name of Patient

2 {Efx Hospitalization
BEfx2%E Name of hospital

AFx HER Date of admission

Hife B #A Date of discharge

3 ZFiiij Surgical operation
F1iyHHA Date of operation

148 Nature

F 17858 Name of operation

4 R/ FMIAYEERRE Chief complaints of the patient relating to this hospitalization/surgery

5 528N Diagnosis of conditions

6 HiRRE CGORRLUEGEEE BIEZENE  BR - HEERRERS)

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

7 B/ REEE A HIRR M HE Date of the accident occurred or symptom first appeared

8 JRABEXKE2HEA Date of first consultation for this condition or related illness

9 BT BALRIB B BERIRR ?

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

O& [ 2 (B P75 HES)
No Yes (Please provide details at below)
HHIRE R R

Dates and Details

10 RARBIEHMEELETEN 7 Is the patient referred by another doctor?

O& [ 2 (FEfE T35V HEHE)
No Yes (Please provide details at below)
EN LR R

Name and address of the referral doctor

BIEREENNE (BE) p2chly
Name of Attending Physician/Specialist (with qualifications) Address
£
Telephone
FTEENBEEERRNE =1
Signature & Stamp of Attending Physician/Specialist Date

SRR RRIE R AP REE RIS 703025 AR A SR (EIRR) ARAF -

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

FRBZAGESRHREME » BHEREAR » —HURRERE -

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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