Il Manulife = # o ||

Location

CLAIM FORM FOR ACCIDENT o
AR AR

Advisor’s name ‘

PR B ) 4k

Advisor’s Contact no.

PR Y i et

PART | — TO BE COMPLETED BY THE INSURED / POLICYOWNER
Sy — MR R A R

Important Notes # % 57 1H:

1. Please refer to the Accident Claims Instructions or select “Accident Claims Procedure” by scanning the QR code.
WS [RAMRMEET]) sUB BRI [ EAMRIERY) -

2. Please read the Notice to Customers relating to the Personal Data (Privacy) Ordinance ( “Notice” ) before you complete this form. The Notice is available on Manulife’s
website (www.manulife.com.hk) or upon request from your Manulife Advisor. By completing and returning to Manulife the form, you are agreeing to the Notice.
F TR AR AT W B CHB R RE (FLBR) WG F @y (D@ ) o s@ el it 2 FA8HE (www.manulife.com.hk) =i T i) 2 F R R T o 5 3 %% 1 58
] > BRI R R A 2 N2

Policy No./ Cert No. in Claim Sequence $% &8 )¥ 1115 B4R 9E /32 1575 E R 5%
‘ ‘ Type of products 7 i S8 :

3 O e T e e A O individual A [ Group Eig
Name of Policyowner / Employee / Member 5554 N / R 2 / lEKS :

‘ ‘ Type of products & i JE 7 :
2 O O O individual A [ Group Mg
Name of Policyowner / Employee / Member 5556 A / R 2 / EKS :

Benefits to Claim &8 : [] Medical Reimbursement %% ffi [] Disablement / Dismemberment &4 5% /55 5%

Name of Insured 2R A4 :

HKID / Passport No. #its &7yt / i IG5 © (please attach copy i I fil4%) Age it Sex Ml :
‘ I s s s B A ‘ ‘ || ‘ Owms Drx
1. a) Present Occupation (state all) #5510 A 18 3 105k 2) b) Exact Nature of Occupational Duties B[ TAEMEE:

c) Name and Address of Business or Employer f =144/ /A 14 % & b ik -

d) Your Average Monthly Income % H V-t A

2. Date and Time of Accident (DD/MM/YYYY, hh:mm) 3. Did you file a medical leave certificate to your employer?
EANEEA F LRSI (F/ /4R, WRp ) A ) g £ 2 A g B 2
NN B HiNo® e

4. Nature of Accident /M
a) Where did it take place? & 4h 884 b %i?

b) How did it happen? & /ML 463 »

Manulife (International) Limited (Incorporated in Bermuda with limited liability)
ERABRE (F5) BRAR (REFERMRLZEREEAR) 105
C12 (04/2023)



5. Describe the injuries in details #Euli 32 5515 i
a) Part(s) of body injured £ {5 %51

b) Type(s) of injury (e.g. fracture, cut, bruise etc.)
ZAGKETY (e - FG - #4555

6. Date on which you last worked prior to disability (DD/MM/YYYY) 7. Date you have returned to work or expect to return to work (DD/MM/YYYY)
SRS TAER W (H /A /4R): FIR TAF S R HR TAEZ B (H/H /4F):

8. Are you making any other insurance claim as a result of this accident? A Bl Uk i 4 » BT A 75 ik HoAt (3 Bl 1 2
[INo % [JYes & [] Medical reimbursement 5% 2% i ] Weekly Indemnity/Disablement 45 B & /£ B 5% [] Others HAts

Name of Insurance Company

TR A2 : ‘\\\\\\\\\\\\\\\\\\\\\\\\\\\\\‘

Policy No. ‘
TRELIR Y I e e e e O O O O e N N e e e e e e e e e e

Is / Are the submitted claim application document(s) DIGITAL receipt(s)? 1T 25 i 2% 18 H i SO 15 B 7B 1 Wi »

] No & [ Yes &2 Please refer to Point 3 under Declaration and Authorization #4017 B X% F2HE (1 453 Bh

[] original receipt will not be returned. Please “/” this box for obtaining certified true copy of receipt. IEABIE A HE B o TSI R BRI > s ks | v -

9. Details of Hospitals confined or Physicians consulted for the injury (Please attach discharge note)
ZAG A BB TR s B B A AT (RS th e )

Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s) (DD/MM/YYYY )
B AR T/ SR B 44 T Huhl WA T/ SRR B F (A /A /4

Other Information / Special Request A% ¥ / 45 Wkx
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ePayout allows you to get money faster and have it transferred to your bank account directly without hassle.

T A sk TR A B BT IR » & ST PeBCRUR BT - JL 5 2

Payment Instructions (Only applicable to Individual Products) {32 (F 6 HR A RN :
Notes ji:
+ e-Payout is only applicable to policyowner’s bank account, except joint account 3% ff MU i B4 G A = SRATIE S » AR EBEZ 50
Default e-Payout Method will be applied (if any) if no option is specified or the specified option is invalid 41 AT $5 Bk By 388 38 A1k O v S S e B ) > TR R 1
TREU KT () M ER P 2 kA 380 15

By e-Payout & 731} :

[0 a. Default e-Payout Method (i.e. last channel for receiving claims payment or policy payment through FPS/Direct Credit. If this option is selected without prior
default arrangement, we will pay according to option b(i) below (if applicable). Otherwise, cheque will be issued.) FHEEE T HEHUT K5 ¥ (B b — R A8 sl s
ELHEARASRAT IR 5 DB 5 R A B AR T 2 SR o B 5 L8R I EUR A RSB L B IOCZEHE » AR IR T 51 o) BT BEA 3R (W) > BRI DA STB R AT

OR below specified e-Payout Method (will be set as default arrangement): DA T & &2 5 R BUS O ¥ Ol plak B oA TR #0T ) ¢

O b. Direct Credit to one of my following bank accounts (up to HKD300,000/USD37,500) EL A7 AAN T ZIH A —R4RATIR S (FR#E#IC 300,000/ 3£51:37,500)
O (i) Current autopay bank account in HKD currency for payment of premium and levy BlIRF 45 2 K i g 2 # 7o H Bk sRA7 IR 5
O (i) Bank account specified below PL R f 84T IE )5 :
1. Name of account holder

LOAELGHS 12 1‘\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\‘

2. Currency and Bank Name 1% 88474 H
[0 HKD Bank Account #7587k 5

Bank Name ‘
AT A e e s s s s O s
0 USD Bank Account (only applicable for USD Policy) 34 c#R47HEF (58 F S5 )
Bank Name
I8 : THE HONGKONG AND SHANGHAI BANKING CORPORATION LTD 7&#k I i {iiE ™ S 47 A7 B 23 w6l

3. BankNo. Branch No. Bank Account No.
SUTHRSE TR BUTIRTERS

Please provide account proof (e.g. bank statement or bank book copy showing the name of account holder and account number)

PR P ORI CRIBAT 5 R4 A Z 2k B e 5 DR 2 B TR LR A T 185 Bl AR )

O c. FPS to my default receiving account (in HKD only, up to HKD1,000,000) ##irpk 54 A\ Tk Mok B (RFR#IC > FR%3#E5E1,000,000)

Hong Kong Mobile Phone Number

TR 8520 |
Others, Country / Region Code & Mobile Phone Number
Fofly » 5/ R SRS e T 4R RS : (‘ || M Ll ‘

Remarks ffii:

- The above specified Faster Payment System (FPS) mobile phone number is for FPS payment only and will not be updated to your contact information in our
record. bR 2 T $E T HE SR ST S OO BURR » AN P AR T AR BAM A0 SR A PR 45 R o

- For payout through FPS, only applicable to payment with maximum daily transaction limit not exceeding HKD1,000,000 (or equivalent) per policy. If payment is
exceeding HKD1,000,000 (or equivalent) or above, or the instruction cannot be executed, it will be issued by cheque and collected by Insurance Advisor. #%##
WA K o 150y OR BLAG: B R R A7 K A8 B S R LA V5 961,000,000 (B4 « 4N 58 S5 M #581,000,000 (%4 skbh b » sl AT BT kR 7R » B DA S 5B R 3
A5F > S P BR g L ] A2 o

- For payout through Direct Credit, only applicable to payment with maximum daily transaction limit not exceeding HKD300,000/USD37,500 per policy. If
payment is exceeding HKD300,000/USD37,500 or above, or the instruction cannot be executed, it will be issued by cheque and collected by Insurance Advisor.
REE AT ABUTIRS Z A5 3K > A0 DR WL H IR W 473K 8 2 SR8 W 76300,000/ 65637,500 » 4158 53 W5 7G300,000/ 565637,5008% DA L » s i U474 B A ks »
HBROIFVL 2 ZIER AT » W AR B 52 ©

- The above instruction will replace the existing default e-Payout method (if any). PA_L$87R BB 2 B F R %355~ ()

- Ifthere is no default e-Payout method set in our record, it will be issued by cheque® ® @, UnAA & 3 & T HIRE Ak 7 85 » BA I DL 2 ZUBER OO © 7)o
[ Paid by Cheque in Hong Kong Dollar DA 3 55 3
[ For USD policy - Paid by Cheque in USD (drawn in Hong Kong) 7 Fil i 6 843 B - DASETE 32 230 (R we i SRAT 1K)
[ For USD policy - Paid by Cheque in USD (drawn in United States) & FIJA 357G~ ¥ - DL3EI0 7 5304 (F 32 A 8RAT 1+ %)
Cheque collection method 37 222 i J5 2,
0 Through my Insurance Advisor £% FZAx A\ F A g e ) i 52
[ By mail to my latest correspondence address with Manulife 25 2% A\ 2 F) 42 85 1 52 978 3 ik
[ Pick up in Customer Service Centre A% )7 IR it 4HHL

- By Other Payment Option available for claims payment — Please provide details in page 2 section of “Other Information / Special Request” DAt Fi i W B
WK Z T3 - T 58— TSCAb Rl A5 R | 8 43 S Bl A -

Notes #i:

(a) Unless request to the contrary is specifically made, the claim reimbursement cheque will be drawn in HKD for Hong Kong policies and MOP for Macao policies.
The cheque will be forwarded to the Policyowner with the Payment Advice after approval of the claim. B4& il S RA » i 555 55 i A8 B A0 I8 05 2 S5 DL ot 2 f)
T L 5 3% 0 A% L 0 5 A0 S S ) DAL P S o o R B AR > S I T ) 3 — IR S AR LR

(b) For policy in non-HKD currency, its HKD equivalent will be based on the currency exchange rate provided by the Company at the time of issue of the cheque
and it can be changed from time to time. J}: ¥t 7C % B i 9 70 45 (A A DA S S8 Y I Ay B W S 0B 30 > TR FAS AR g S A6 A7 B Ay B i i e o

(c) In general, it takes a longer settlement period to clear a foreign cheque in Hong Kong. Bank charges may be incurred by client for clearing the cheque. §R47il%

LR PR 5 IR D A 0 S B AN S5 5 D3 BT S 1k R RO S B S S A B T A o
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Declaration and Authorization W % $2 i

(1) 1/We hereby declare that the answers to the above questions are full and true to the best of my/our knowledge. I/We further authorize any physician, hospital,

insurance company, claims investigation company, government authority or organization that has any record or knowledge of me/us, my/our health or my/
our activities (including records relating to Social Welfare, Workers’ Compensation, credit, financial, earnings and employment history) to furnish to Manulife
(International) Limited (“Manulife”) or its authorized representative such information including without limitation all information with respect to any iliness 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.
AN/ BAM LA W BOHUR AT N Z RERCR AN/ AN 1 2 2 Sl 2 AT AN/ BAM) 2 BEREAT 2 ~ Bkt ~ DRI W) ~ W B 2 A ] ~ BURFAT I 30 M s Al
AN/ AN ERE A HER DR 8 (B BIAN / FAE 2 AL 8 4R e 55 TR AN/ AN Z Ak~ BEBORDL ~ A B Bt 3650 8) = ALY DU % S bt > ik
BRI B A BARN / BAM 255005 52155 » IR 2 I8 ~ S B s ~ 4807 SIf I I A B I s B0t o 8 A AR 5 OB R RN RS PR B (BRIBR) IR AR (7 B F)™ ) s bR
e BEAZHES 2 R RABIEAR R R S5 8007

S

Information (including but not limited to personal data and health information and claims history) collected from me/us/my dependent, the policyowner/
policyholder and the proposed insured, can enable Manulife to carry on its insurance/financial business and may be:

PEARN/ 45/ A NG ~ PR BTN B S RN TR A R (BLIR AR BUR IAAEORE ~ A B OB S JR BT ) > AT B2 R A A DR e/ 4 S B 2 T S -

i) used by Manulife, its associated companies, employees, third-party vendors/service providers, reinsurers and/or distributors for the purpose of (a) processing
my application, including, but not limited to, determining eligibility and approval; (b) underwriting; (c) handling claim(s) including, but not limited to, administering,
assessing, adjudicating, investigating, seeking external professional advice, disbursing payment, shortfall management, subrogation, analysis and reporting;
(d) requests for payment and/or credit services; (e) administering the policy or any alterations, cancellation or renewal of it; (f) detecting and preventing fraud
(whether or not relating to the policy issued in respect of this application); (g) providing customer service, including but not limited to, any follow up on related
enquiry and/or communication with you and/or your representative(s); (h) statistical or actuarial research of Manulife, Manulife's associated companies or the
insurance/financial industry; (i) automated/ artificial intelligence decision making or profiling; (j) complying with applicable laws, regulations and other related
purposes;

i) BH FCBI A 08 H 58 =07 BRRE T /R B DLRE NG ~ FEOR B ) B/ s s A TR DA R E A = (a) DR FIAR A B » £ 455 ELAS B IR R E AR B LR R 5 (b) A% 5 () I

PR > HRERFLR A B~ BP0~ B TR - BRI AR L SO RIE ~ 28U B RALHI R ~ AT S BE SR 5 (d) Ak sk B/ sfs SRS 5 (o) A B ER B AT B

DR L1 (] 585 O~ BT AT 5 () A B SR T (UG e 5 B H G 5 T B A DR TELAT B 5 () SRBL P IR » A I B A LR B R I 25300 > DA B/ sl BRI %/

B T AREE Z R ERR L 5 (h) B ~ R BB A v SR B/ B A T3 9T B R P 455 i BORS S 9 AR 5 (i) B AL/ N A B A PSR B4 5 () AP JTT s e~ 0081

B SABARBAE i o

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 regulatory/statutory bodies, 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; and/or reinsurance of the policy; (c) health care professionals, hospitals, accountants, legal advisors, employers; (d)

organisations that consolidate claims and underwriting information for the insurance industry, fraud prevention organisations, other insurance companies

(whether directly or through fraud prevention organisation or other persons named in this paragraph), law enforcement agencies and databases or registers

(and their operators) used by the insurance industry to analyse and check information provided against existing information.

i) RS 55 (a) A T A 22 ) sl R A8 2 R e s PR A% R R S 5 F0 A0 ~ e A SRR A3 B B R R AR5 0 % 0~ R 2 L AR A » AT A B A7 sl AR I Bl o P B A/ 0 e B ~ Ty
SR B A I @ 5 (o) DABEBE _E e A ] — B I B / s DA SRR s At 2O AT OB A B~ DA/ SO AT DR B FE DR e e AR P A/ AL (o) SR SE A~ e~ &
Sl H ~ ORI ~ O 2 5 () 2 R B 1 R PR PRORE A B 7 TSR RS ~ A AR W A ] (G i i T TR 55 78 0y K e R e A B ot - At N A ol
%) ~ SR » T HLOR B E FAR SR BUA CORDEEAT YORH ST AR B A MO R R T (R ) o

(3) (Only applicable when the claim application document(s) is/are digital receipt(s)) I/We hereby declare that the enclosed claim application document(s) is/

are DIGITAL receipt(s), and I/we agree to provide payment proof upon request if needed. If I/we have applied to other insurance company(ies) for payment(s) of the
above mentioned claim, I/we confirm that a copy of the payment advice from that insurance company has been enclosed here in support of my/our application
for the remaining balance of the claim (if applicable). I/We understand that Manulife reserves all rights to reverse / claw back any payment made if my claim has
been paid by any other insurance company(ies). I/We confirm that there is no ongoing payment application in relation to the above mentioned claim at any other
insurance company. I/We acknowledge that the making of this declaration shall not in any way determine the liability of Manulife (International) Limited (“Manulife”)
in any relevant claims settlement.
(R AP SOPE RSB OB AN /35 S5 R L 1 » b 2 R PR SO R T MR o S 1) T A T B e SR AR A A s ) o A AR N /5 25 84 A8 L S8 W% A € g
A PR B2 v AT B P > AN/ 45 e L AR B DR e A 0 4 8 RO R o A > DI SRR AP Z I (A ) o AN /35 S5 T 1 » Ao A A R B 22 W0 5 st 2t B % £
SR A > 2R AR BRI S/ BT LIRS B xR BT MR o AR /35 265 o8 B W R A L A PR B W) A TEAEHEAT IS B T o AR N /8 25 Wi > AR I DA T SRR
REFREE () ARAT ([ B 1) B A B R E A LR .

(4) I/We understand and agree that Manulife has the right to reverse/claw back any incorrect payment caused by incorrect information provided by me/us.

AN /5 S W ) R AT REZESRACN /5 SR [ BRI AC N /5 S5 3 A B ORI 25 B0 S A A2

(5) All data processes may involve a transfer of information to places either within or outside the Hong Kong Special Administrative Region/Macau Special
Administrative Region

JI A R AR I T AR B f R R S i 4 [ T R 0 A T B R S5 P S A T

X NN

Signature of Insured (if Aged 18 or Above)* Name (In BLOCK LETTERS) & I.D. No. of Insured Date (DD/MM/YYYY)
ZRNEE (sl b)) ZRANEH GEUIERSEE) B S0y mk s HI (H/ R/ %)

X NN

Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Date (DD/MM/YYYY)
PREEFANBE PRELRA NS GELIERS R K SRl S5 HiY (H/ A/ %)

* For insured aged below 18, signature of the policyowner must be provided for the application for the claim +/\BA F 32 A Z K1 H o b i B4 N8 o
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PART Il — TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
S — B R  AMRHRANCR » B EON R AT RS

1. Name of Patient 2. Age 3. HKID/ Passport No. 4. Dateof Accident (DD/MM/YYYY)
I Ntk AR Frits B35/ ol SRS HAMEERW (H/ A/ 4F)
5. a) Had the patient any external and visible evidence of injury at your first consultation. (e.g. bruise and swelling etc.) [INo #& [1Yes &
RS — IR G2 WA 1AM KT S 2 SZAG R W o (9 45 ST ASS B R 45 15 0L )
b) Ifyes, please state the type of injury % [47 ] » w5 W32 {5 8 1
c) Describe the cause and extent of injury i 51 W32 5 R & 32 {5 T2 1%
6. Present condition of injury Bz {51 it
7. Did injury require: (if yes, please give details) J& 77 245 M Z 4232 NI TER R aob A ? (G [ ] > Sk IRENs)
a) Hospitalization? BBt if1% [INo & [Yes & Date admitted A B F 1
(DDH/MMA/YYYY4)
b) Laboratory test/Investigation? L5 /## [ No & [JYes & Date discharged i H i
(e.g- MRI, PET, CT, x-ray etc. #{lIMRI, PET, CT, XJtM 7 55) (DDH/MMA/YYYYAF)
Details #F1%
c) Surgery? AT [INo & [JYes &
d) Medical Treatment? B 49 [INo #& [IYes &
(e.g. stitches, physiotherapy, type of dressing etc. il 4% &~ YHIARE ~ B E ML
e) Others? HiAi: Please specify il :
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?
AR AT AT — T | 30 7 H 5 R 28 B8 A = AN I/ SR A R ] 2
a) Physical defects/congenital anomaly S/ o K EW [INo & [JYes &
b) Unfavourable past medical history AN R fa HEIR DU B [INo & []Yes &
c) By drugs or alcohol E 2y Eal [INo & []Yes &
If any of the above is yes, please give details.
W BT TR Ay T2 | > SR EIRERG -
9. Was healing complicated ? If yes, please state the reason(s) and any special treatment(s) given [INo & []Yes &
FRABFEE AR 2 10 [ ] - Sk W IR B B AT R I I3 o
10. Name(s) and address(es) of other physician(s) who have treated the patient for the same injury.
HAbRE IS5 5 N2 TR B A k4 B bl
11. Do you feel that the injury would have prevented the patient from working? (Patient’s occupation is stated overleaf)
PRFR TR ZAG G 20 AASRE AR 2 G NI e H 5D
a) at your first consultation H—KEGTLE? (DDH/MMA/YYYY4E)  []No & [JYes &
b) at your recent consultation I — RS 2 (DDH/MMA/YYYY4E)  []No % []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.
T N AR R RN SRR 2 T AR RS 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. #ILFEIIANCTH A SN (ZIRN) L2 Z 5 AT SRt W FERE RM A Z ER AR NENTA (ZRN) ZFBUEL I E R -
Signature %% X Name of Physician (with stamp) #&4E1t: 4% (BEEN#)
Date H# Address it
(DD/MM/YYYY) (H/ H/ 4E)
Qualification % Tel. No. i 5515
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IIf Manulife 7= Fl ACCIDENT CLAIMS INSTRUCTIONS RAba {471

This guideline is for reference only 755 | A it £ %

Please ensure all questions on Part |"*% 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.

A TECR T [REAMRATFRAR | 55— RS T 1B 2 50 U i B S0 » 5 B 3R A P i T PR R A L T R A B B o R B3 A5 AT B BESR A e
THR BRI E R -

< Please submit aforesaid required documents to Claims Department of Individual Financial Products, Manulife (International) Limited, 22/F., Tower A,

Manulife Financial Centre, 223-231 Wai Yip Street, Kwun Tong, Kowloon, Hong Kong.
TR 3l T 5 SO 2 [ A v L BE AU 19 3 147 223-231 95 2 R < il p o ATEE 2248 7 FI T P (IBRIIR) A B w8 B A 7 ot S5 T B

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

VAR IF i R S RTE AN A 1% = B e A A A -

Claims Document Checklist - Basic Requirements %1 SCfF 5 W : JEARBR

e Fully completed Claim Form for Accident (C12); and s¢#3i% [EAMRMEFME | (C12) s &

e Copy of Sick Leave Certificate(s) with Diagnosis (for disablement claims); and %1l B2 4% 5 #0558 S BIAS (i ep i B B s e i ) Ik

e Original Medical receipt(s) with diagnosis proof (for medical reimbursement claims); and Kﬁﬁ""ﬁfﬁuﬁzlﬁtﬂ% LE AR (U AR %Jﬁﬁi{ H)s &

e HKID Card/ passport copy of both Policyowner and Patient (If you have not provided the relevant document(s) to us before or the
document(s) in our records is/are no longer valid or do(es) not comply with the current regulatory requirements) & ¥4¢4 A K
NI s S 03 78/ FREIAS CANIED A8 RBR AL T FAMAT I SO » SFA™ me 85k I 2 A7 B S O R T3 A 2K R <7 BUA T Y B A 3R

Applicable For/When i il i# Additional Documents @ B Scp:@

Diagnostic/ Laboratory Test done e Diagnostic/ laboratory reports

e 2w i/ LR ZH/ LR

Attended by Specialist/ Physiotherapist/ Occupational Therapist e Referral Letter from Attending Physician

HeZ BRL/ YIRIGHRAT/ B IR AT T BN G

Traffic Accident involved ° Copy of Police Report/ Traffic Accident Report/ Police Statement

WAL B S A/ OB R AMRE/ A AR A

Claim other insurer(s) e  Copy of compensation breakdown from other insurer(s)

C A LA AR B 2 ) S s £ HAb PR B2 I 6 55 B I R A AR

Physiotherapy/ Occupational Therapy done e  Physiotherapy/ Occupational Therapy Report

HZ W/ R TR L/BL VR E ST

Hospitalized e Original Statement of Charges/ Account ; and Yt # 5 IE4< 5 J¢

NER T e Original Hospital Receipt(s) BBt % IEA

Note 7 :

(1) For Question No. 1a in Part | of the form, please fill in “self-employed” if that is the case. W& & A\ 1> 55k £ — T 128 5 [HIR] -
(2) Manulife reserves the rights to request for original documents or other supplementary documents/information if deemed necessary. U147 % >

M PR B SRR S TE A SO BCHABAR 78 SR/ R AR
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