Manulife Z??%;ﬁ;o‘je l_molggation
IND'VIDUAL INSURANCE CLAIM FORM FOR ACCIDENT Advisor code

e o VDAL NSLRANCE RO A

PRER R 4

PART | — TO BE COMPLETED BY THE INSURED Contact no.

Sy — hZRANR BT 7%

For document requirements of this claim, please refer to the Accident Claims Instructions. A Bt R E T Sci > 562 % [ EAMRIESRT] -

1. Policy No(s) 2. Name of Insured 3. HKID/ Passport No. 4.  Age
PRBE AR R ZRNIES Al B/ W IR SRS Fit
(please attach copy i fff I &l 7)
5. Residential Address 6. a) Business Tel. No. b) Residential Tel. No.
fEE N TE G RRS EE B
7. Present Occupation (state all) 8. Exact Nature of Occupational Duties
BURFIGE (GE A ITA 18 S 3E) FETAEER
9. Name and Address of Business or Employer 10. Your Average Monthly Income
18 F 145/ 23 W 4578 B sk A
11. Date and Time of Accident 12. Did you file a medical leave certificate to your employer?
BN H A R RS A g £ 2 3SR B 2
13. Nature of Accident & /MEH 14. Describe the injuries in details 7l Z {514 ¥
a) Where did it take place 7 %525 a) Part(s) of body injured & # 5
b) How did it happen & /ML £ 3# b) Type(s) of injury (e.g. fracture, cut, bruise etc.)
S (FIaEAT - B - A5 5%)
15. Date on which you last worked prior to disability 16. Date you have returned to work or expect to return to work
155 T LAE A ) HIR TAF s T H R TAEZ Hi

17. Details of Hospitals confined or Physicians consulted for the injury (Please attach discharge note)
ZAGR BRI S B A TR RS GBS thBe @ )

Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s)
WA R/ SR b4 bk WA I/ SRR H

Declaration and Authorization #W] & 3l

| hereby declare that the answers in the above statement are full and true to the best of my knowledge. | further authorize any physician, hospital, insurance
company, claims investigation company, government authority or organization that has any record or knowledge of me, my health or my activities (including records
relating to Social Security, Workers’ Compensation, credit, financial, earnings and employment history) to furnish such information to Manulife (International) Limited
(“the Company’) or its authorized representative, and all information with respect to any illness or injury, medical history, consultation, prescription or treatment
and copies of all hospital or medical records. A photostatic copy of this authorization shall be as effective and valid as the original.

7% NB 8 B BRI AR FeAR 9 2 R R AR T 0 2 2 TR A FL B Ao o AR N X SR ME AR A B8 A ~ BRI ~ AR BB W] ~ SR A5 A R) ~ BUR AT BRR Y sl A A A AR R ~ i B DLl % (R
TS AN B 2 AL A S 25 DI - AR N 2 A7~ AU U6~ A B Bt a0 8 Z ALARVT DI SR sl 2 35 A B AR A B3 58 0 FE ~ S B ~ 3607 SR IR R B RN Ak (EBR) A
FRAT] (TEAT ) SERBEN o MR 2 A AR BUE A R/ %8007 -

All information in this form together with any subsequent alterations or supplements of it are collected to enable the Company to carry on insurance business and
may be transferred to and/or used by the Company (including its subsidiaries, affiliated companies and associated companies, regardless of where they are located
or registered) and any service providers (regardless of where they are located or registered) for the purpose of adjudicating this insurance or related claims thereof,
approving and underwriting the application, administering and reinsuring the policy, marketing or promoting products and services, and/or preventing money
laundering and/or terrorist financing activities. Supply of information under this form is a condition precedent to claim for the relevant benefit(s) available under
the policy. Any request for access to or correction of the personal data under this form should be made by writing to the Company’s Home Office (at Individual
Financial Products, Manulife (International) Limited, 22/F., Manulife Financial Centre, 223-231 Wai Yip Street, Kwun Tong, Kowloon, Hong Kong). The personal data
of this form may be transferred to any relevant regulatory bodies to enable them to carry out their regulatory functions.

AR AR B Z A R BUE ] H AR AR = AE 5T SR 7 » 7L T PR35 A W) Z AR W S B A4 DUECR AR » T % S BT 3 35 A W) (R LB A 1 ~ BB 2 ) B S N ) » A S e e 1
TR ) B AT MR L HE B AN i 8 I B s T R ) R B/ 8 DA R T A 2 R G e 2 B P ~ S b T ~ 5 T O WLSIE 2 40O ~ 0 0 11 3 A ) M o B IR B/ B I O R 6
Fe/ SERMSY T BTGB > AT Py BRAE 2 ORI A1 R R ST 51 WA 2 6 B Se Ve 1 o AR WY 1) B0 ) 2 A R (R WU RE B Mt S 223-28 1 5% 4 ) £ b L 2248 2 R N FR IR KRR (
%) A B A w A\ B o S ) R M B SRAG S B AR A 2 M8 N B o AR e 2 1B N OB RS T T A DA AT B A T -

X

Date (DD/MM/YYYY) HYI (H/ A/ 4) Signature of Insured (if Aged 18 or Above) * SZHRAZEE (IR ) *

* For insured aged below 18, signature of the policyowner should be provided x

for the claim. +/\BEL T 2 IR Z R AE H 6 220 i A BT B85

Signature of Policyowner {85545 A% &

The Chinese version of this claim form is for reference only. In the event of conflicts between the Chinese and English versions, the English version shall prevail. it & {3 2 3G A Q22 i » B0 ST > —BELATE O/ e o
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PART Il — ATTENDING PHYSICIAN’S STATEMENT
(to be completed by a qualified and registered physician at the insured’s expense)

B — HEB WA (2 PR AR G 2 RO i PR A )

Name of Patient (the insured) 2. Age 3. HKID/ Passport No. 4. Date of Accident
A (ZARN) 4 EH Fuls B RE/ o RS EA L H

5. a) Had the patient any external and visible evidence of injury at your first consultation. (e.g. bruise and swelling etc.)
NI — R G2 R A 15 MG BT 2 2 AG R o (91 U045 J A5 SO A A5 19 0L )
IYes & [INo #&
b) If yes, state the type of injury # ] » il sk W52 15 K15
c) Describe the cause and extent of injury 1 B32 155 5 [ Je A5 7%
6. Present condition of injury FF3Z 551
7. Did injury require: (if yes, give details) /& & HZ 5 EHEZ NI SHIRFSMmA > G 2] @t Ulae)
a) Hospitalization? ECRED [INo % [JYes & Date admitted Az H
b) X-rays? Xobtn A [INo #& [1Yes & Date discharged i H
c) Surgery? HEAT Tl [INo % [ Yes & Details #£1%
d) Medical Treatment? 5 E4749% [CINo % [ Yes &
(e.g. stitches, physiotherapy, type of dressing etc. il fng& sl - PG - B EEINAE)
e) Others? HAth Please specify st :
8. Was such injury induced from or effected by any of the following which may contribute to the accident and/or lengthen the period of disability?
%A A T ST — I 5 | B2 U B B0 A AN/ B R A SRS
a) Physical defects/congenital anomaly  Erflfa/ Jo KW [INo #& [JYes &
b) Unfavourable past medical history TR R f BRI AT Bk [INo & [JYes &
c) By drugs or alcohol SN B RG [INo & [IYes &
If any of the above is yes, give details. 4l FalATfa—TE 2 [] ] > 5 LW REN
9. Was healing complicated ? R TR & 75 Ak ? [INo % [JYes &
If yes, state the reason(s) and any special treatment(s) given.
W T2 s B AR B B AT AT R VA %%
10. Name(s) and address(es) of other physician(s) who have treated the patient for the same injury.
ARG IE AT 25 5 NS R 2 LR k4 Bk
11. Do you feel that the injury would have prevented the patient from working? (Patient’s occupation is stated overleaf)
PRR TR Z 5 B A AR AR ? O AR SE L B
a) at your first consultation HKE S [INo % [1Yes &
b) at your recent consultation  F T —IK & i ? [CINo & [ Yes &
12. If an absence from work of more than two weeks was necessary, please describe in details the reasons why you feel the patient could not return to work earlier.
s N s AR R > W e A R - R 25 (D5 AR R B R AR A -
13. | hereby certify that | have personally examined and treated the patient (the insured) for the above injury and that the facts as given above present my opinion of
his/her condition. #ELFEIIAANCTHE LN (ZHRN) 8_Eul ZGEATIRTE RIREe Wk sE A8 N Z BRI ANEGA (ZIRN) ZIEWELRE R -
Signature %5 % X Name of Physician (with stamp) 41tk (GEED)
Date A Address Hiulik
Qualification %% Tel. No. &l HE1%
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Manulife ACCIDENT CLAIMS INSTRUCTIONS &AM & #71
INDIVIDUAL INSURANCE This guideline is for reference only 155 | A it 2%
RRE A R O

Please ensure all questions on Part I* and Part Il of the Claim Form for Accident are answered and check that all required claims documents are
submitted. Otherwise, the claim may not be processed due to incomplete information. The policyowner may be requested to provide additional
information relating to this claim.

FEECRC MK [REAMRMERAR | 55— S0 28 — IR0 T A PR R AR A I R R S0 » 75 HI I 2R A B G T BB R R AR TR RE B BE 2 © PR B AT RE oKk gt e o
RIERMFINEFL -

Below required documents must be received by Manulife within 30 days after the date of injury caused by an accident.

DT Ir R RIS EAE BAMZAG B =T H IR A A ]
Claims Document Checklist - Basic Requirements %1 S0/ 1% BL : 2L ARBR
O Claim Form for Accident (C12); and [EANREHEKE] (C12) s &

O Copy of Sick Leave Certificate(s) with Diagnosis; and 31|85 B 4 S B B 75 S EIAS 5 K

O HKID Card/ passport copy of both Policyowner and Claimant {f 854 A\ & R AR B 435/ #E BRI

Additional Requirements (if applicable) Zi#h 2k (il f)

O Diagnostic/ Laboratory Test done Diagnostic/ laboratory reports
Bz i/ L L H/ LR

O Attended by Specialist/ Physiotherapist/ Occupational Therapist | Referral Letter from Attending Physician
HeSZHURL/ WA/ I R TR G TSN

O Traffic Accident involved Copy of Police Report/ Traffic Accident Report/ Police Statement
WRASE RS LECRS/ SO MRS/ B O HAREI A

O Claim from other insurer(s) Copy of compensation breakdown from other insurer(s)
EUE A PR B 2 R SO IR 4 HoAb R B2 IS 45 B A R AR A

] Claim for Medical Reimbursement Original Medical Receipt(s)
R R A SRR IEA

O Physiotherapy/ Occupational Therapy done Physiotherapy/ Occupational Therapy Report
B2 W/ BRI PIBE/ W R

] Hospitalized (i) Original Statement of Charges/ Account ; and Wt ¥ IEAS 5 [
NES (i) Original Hospital Receipt(s) & el # 1E4%

Unless request to the contrary is specifically made, the claim reimbursement cheque will be drawn in HKD for Hong Kong policies and MOP for Macau
policies. The cheque will be forwarded to the Policyowner with the Payment Advice after approval of the claim.

B AR ISR A1 » T A0 o 2 S 0 B T 0 S S0 A T ST » T AR 50 5 ) 0 L 0 S SR AR P S o B R MBI A8 S Sl [ i & — ik =g
TRERAH N

I Please submit aforesaid required documents to Individal Financial Products, Manulife (International) Limited, 22/F., Manulife Financial Centre,
223-231 Wai Yip Street, Kwun Tong, Kowloon, Hong Kong. i [l fiT 7 S 27 7175 s JUBE B A7 26 147 223-23 198 72 I & Rl Lo 28 2 R TR IR (BBE)
A B2 R N3 B E i S o

Note &
* For Question No. 7 in Part | of the form, please fill in “self-employed” if that is the case. W& A& A1 > 55 FHE B — S B 7REIH RS [ AR -
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