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AT H % i

Advisor code

Claimant's Statement of Disability (R R

Advisor’s name

HENBY — 55 R R 4

Contact no.

WAk TR

For more efficient processing of claim, please submit 1) Employer confirmation, 2) Sick leave certificate from your doctor(s), 3) Doctors's notes if any.

FIMPSETT R > SRS — FESC 1) B BRI S 2) B F 2 S4B Bl s 3) B, (s m) -

1. Insured's Name: 2. Policy Number :
ZRNIES R B 5 -
3. Contact Phone Number: 4. Birthdate (mm/dd/yy):
Wi A o A - RS (A/ B/ %) ¢
5.  Residential Address :
L
6. Occupation at Disability : 7. Describe your duties fully :
PRI g 2 Bk - wEANS S -
8. Employer's Name: 9.  Employer's Phone Number:
EE T2 7 i A -
10. Employer's Address:
A8 bk -
11. Is Disability due to:  Injury 0O %/ Accident Date &AM H I : 12. Describe Nature of Injuries/Sickness:
MG IR SE . Sickness O %% Symptom First Noted Date a2 A5/ BT -
TR B e W :
13. Give date on which you last worked at your present 14. If you have returned to work, give date of return: 15. If you have not returned to work, when do you expect
regular occupation: (mm/dd/yy) (mm/dd/yy) to? (mm/dd/yy)
F) M AR A S B 2 H Ofull time 20k HRETEET HAETAY O full time 2 AT AL T AT T O full time 20k
(H/ B/ %) Opart time  FEH% (H/ B/ 4) O Part time FHk BEET (H/ H/ 4E) [ Part time #filfik
Average monthly salary $ Average monthly salary $
FHEHBA S FATHBRA $

16.  When were you first treated by physician for the disability described above? (mm/dd/yy)
TR T IR R PRt pni b 2 B AR TR 2 (/B 4F)

17. Name, address & phone no. of first physician attended in Item no. 16 18. Name, address & phone no. of present attending physician (if other than physician
V6 TH T 2 MRS A 142 > ik K TR R SRR mentioned above).

BURFE2 WAL (UnJEmTad 2 B2 ) 2 k42 ~ ik B v wl S

19. Have you consulted any other doctor because of your present disability or for any other reason during the last two years?
BT FAF A » 8 6 75 ph 7 BN 2 55 88 DL sl o At i R i A A 8 AR5 2
Name of Doctor #&E #44 Address & Phone No. fhit J 56 555 Date Consulted K2 Hil Reasons J5[H

20. Has or will a Claim be filed with any other insurance company, Workmen's Compensation, Unemployment Insurance Commission, etc?
T 6 5 S 75 1 A AT A P B ) » 7 T T ] - 2 SE AR R AT 1] 45 2 o 2 2
Company 2\ Al 1§ Policy No. B4 i Issue Date 5§ H Y Amount of Income Benefits A B i i &% Weekly/Monthly #:4/ & H 344

21. Information about other Disability Income. Do you have any other Income Protection Cover? Overhead Expenses Cover?

HAAGEEAN DR o [ TR 15 2 ARAT T HoA A B PR BRG] 2 8 25 B S PRI ) 2

Source of Income: (Salary,Insurance, Do you Date claim was filed? Date payments Date payments Amount per week or month:
Are you .
Government Benefits,Others) now receiving? expect to mm/dd/yy began ended (Please specify currency)
AR (B~ B Hﬁ}ﬁmwﬁfﬁ' receive? RMREZ A B U S A {5 S A 50 g ) S AR
U AR ~ HoA) = ) SISO H/ A/ 4 A2 A2 (Rl LW &)
< s /wk
OYes 2 ONofi | OYes/& CNof / / / / / / / mth &S]
A I =] = / wk [30]
OYes & ONof OYes 2 ONofh / / / / / / Jmth A
A 5 A 7 /wk
OYes 5& ONofh OYes & ONof / / / / / / Jmth A

Payment Instructions {3k #5
[J By Direct Credit to one of my following bank accounts (only applicable to policyowner’s bank account in HKD currency)

HBEAARNT N p—RRATIR S Ul AR RS A2 ) -

[ Current autopay bank account for premium payment 555 2 2 13 B ik 424708 5

[0 Last bank account for receiving claims payment or policy payment (including dividend, loan payment, regular withdrawal, etc.)
B YRR A el ORI (BLRALA - B RIS ZARATIRE

[0 Bank account specified below LA F 4§ 5E (8R4 7IE 5 -
Name of account holder I /" #545 \IE4 :

Bank Name Bank No. Branch No. Bank Account No.
SRAT AR SRATHR9E ST R R SRATHR P 56

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

it PR LIRS BRI (B4 5 3 A N Z % T 5 T 2 T IR B sl BT A R E AR

Remarks ffiik:
- Only applicable to payment with daily transaction limit of HKD100,000 per policy. If payment exceeds HKD100,000 or the instruction cannot be executed, it will be issued by cheque.
FRA R LA F A2 KR8 5 LR % 95 55 100,000 © 40152 55 198 75 100,0 00818 24 AT B 5735 » BB A SE ST S
- The above instruction will replace any existing bank account record/setup for receiving payment including regular withdrawals (if any).

R 5 R R B IR AC 85 9 /8 S MBOBGRK I A MR 5 A 5 AR s IR B IR B (W) ©
O By Cheque M3z 22jE 3¢,

Cheque Collection Method ¥ 54 J5 ¥ Cheque Currency @ (for USD policy only) 3 Sl @ (JUs I & %)
I Through my Insurance Advisor HiZ A i {5 B 5 i 22 [ usD Cheque (drawn in Hong Kong) 7632 4% (7 sl 4714 3K)
[0 By Mail to my latest correspondence address with Manulife [J usD Cheque (drawn in United States) 3:75% % (Hi3£B ST k)
Notos i FFREAR AT R 4L 851 £5 T o [0 HKD Cheque ® #e 5 ©
otes it:

(a) In general, it takgs a long settlement period to qlear a foreign cheque in Hong Kpng. Bank charges may be incurred by client for clearing the cheque.
SATI W LR A5 IR ] AT e SL B AN 3258 5 53 AT sl 1 2 5 AR S B S S R T A e -
(b) The 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.

A2 HE O DA 3 5 Hh I ) B S R R 5T » W A A I SR (A 0 £ S e o

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 i #k 2 f SCHHA Rt 2% 2 ] > 35 SL3E SO L > — MDA 36 S0 e o
Manulife (International) Limited (Incorporated in Bermuda with limited liability)

RRIAFRE () BRAR  (REFEIMKI 2 BREEDR])
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Declaration and Authorization 5§ Wj & 2Hi

I/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 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.

AN/ FA R A ST A A A 0 2 R R AR/ FRAMY ST R0 2 2 NG By el o AR/ AP 2 AT T B W B AR BB ) WA A A R~ UM A B P SO AR A AR/ BN (R A IR
PUERC Bk CRLIEAT BAR N/ JoA™ Fr A 2 Ak € 4 ) B 55 TR AR N/ FRAM 2 A2 30 BABOIR DL ~ A S ROt 36 RC 8% 2 ALAR T DU a2 6 R LR EAS BT Fr A A BRI AL/ A 2 s 52 155 > 453 58 2 i B~ i B
5 BTy SRR BT B s R Bk A SR ROR T R AT IR (BB AT RARD (R ORI o AR & 2 AR BLE AR BRI 5400

Personal Information Collection Statement i A % ¥}k 5 W)

I/we acknowledge that the personal data provided in this Form will be used by Manulife for the purposes of processing, adjudicating and investigating claims application(s) and request(s) for credit
service, approving and underwriting insurance applications, administering and reinsuring policies, complying with applicable laws and other related purposes and for such purposes, may be transferred
to such persons or entities (whether within or outside Hong Kong) as: (a) any person in connection with any claims made by or against or otherwise involving customers in respect of any products and/or
services; (b) any agent, contractor or third party service provider who provides administrative, telecommunications, computer, information technology, payment, data processing or storage, marketing,
mailing, printing, telemarketing, customer satisfaction analysis, or other services to Manulife or any member of Manulife's group of companies in connection with the operation of business, including
any custodian, administrator, investment manager, investment advisor or distributor; (c) any credit reference agencies or, in the event of default, any debt collection agencies; (d) any advisor (including
his or her employees) or other intermediary (including their employees); (e) reinsurers and medical service providers; (f) employers of the customers; (g) any person which has undertaken to Manulife or
any member of Manulife's group of companies to keep such data confidential; (h) any actual or proposed assignee, transferee, participant or sub-participant of the rights or business of Manulife or any
member of Manulife's group of companies ; (i) any member of Manulife's group of companies; (j) any person to whom Manulife or any member of Manulife's group of companies is under an obligation or
otherwise required to make disclosure under the requirements of any law, rules, regulations, codes of practice, guidelines or guidances binding on or applicable to Manulife or any member of Manulife's
group of companies including but not limited to any local or foreign regulators, governmental bodies, or industry recognised bodies; (k) any person to whom Manulife or any member of Manulife's group
of companies is under an obligation or otherwise required to make disclosure pursuant to any contractual or other commitment or arrangement with local or foreign regulators, governmental bodies, or
industry recognised bodies (whether within or outside Hong Kong) that is assumed by or imposed on Manulife or any member of Manulife's group of companies by reason of its financial, commercial,
business or other interests or activities in or related to the jurisdiction of the relevant local or foreign regulators, governmental bodies, industry recognised bodies. |/we understand that I/we am/are not
obliged to provide such personal data as requested but if I/we refuse to provide such data, Manulife may not be able to proceed further on my/our application(s) and/or request(s) in this Form. |/we may
request access to and correction of my/our personal data held by Manulife, by writing to Privacy Officer at Manulife (International) Limited, 22/F., Tower A, Manulife Financial Centre, 223-231 Wai Yip
Street, Kwun Tong, Kowloon, Hong Kong.
AN/ FAHER AR FEHs 12 (A BERMAE B 20T LA - 05 B0 447 2 5508 A B 3 U2 SR (R (R » 80 S (RS0 D38 > 5 25 1 B B F J A0 A - 2% AR
A HO% B O SRR (I A T R RSN () BT BT B K AT AT A i K/ SRS R A A S AR B A AR AT A5 () il 2 R 8 2 R 22 ) 0 A e 8 {1 2 A A B 9 1 T
A AT T RTBEONT ~ AR VORI PR S AF T A ~ HUED  TERRAT Y T IREE S B s A RS A AT T R R 5 O MRS SR R LA AT RE AL BTG ST I R
IYEHTE (o) AEATAE B EORPIRBS B B (AR B OB 4) AR FE RS 5 (d) AR ATRERS (RLAGHAR B) slCHAB AN A/ Bk (BLFE AR B) 5 (e) T ORBR P AR BMOES BLIERS 5 (1) P IIE T S (o) Tk Alak
R 1 2 TS WA £ 5L 1 3 S ORI S AR AT AT 5 () ) 2 R /2 ) 45 0 AT o 5P R 035 14 A £ 8 sl B o 22 2 A 7RG B BN B S B BRON 5 () BRI A RVE IR E 5 () Ak
59 2 ) S AT A 8 AR 52 3 AT 400 3R sl PP AT AT~ e~ MR~ ST~ 485wl i 1% R A 8 sl 20 ) JHC A8 0 AT AT A o JH P G R B R BRI ] 5 3 g &/ i B AR ~ BB B sl O RRAT S AL A
() AR ph 7 2 R0 8 2 AT 2 ) A0 AT A 050 AR I S e & S ~ SRR M ~ s AT S AL A (NG o 5 VB 58 R H SR T A1) T )0 0k Do 99 0 R 5 ) T A A P S 5 i3~ S5 LA ) 2 8 )
117 25 1 2 ) 2 ) P, 5 R 8 AL 1) ~ B 260 6 b i & ) A R IR B ~ 2 AT ZE LA 2 IO A Ao £ ) ~ LA R s B2 B - A 65 ot 2 1 L 8 P A (T A o AR/ SRAM B A/ 3RAMTE
PETTATAR LS OB o (BINSA N/ SR AR SR A2 S VR 22 TR A AR SR IR A N/ FA s K/ AR
RS Z R AN/ FRAM T 2515 8RR AT 2 R PR () A R ) » 7 s TR B 8 3 187223 -2 31 508 2 R 4 B o Lo A P 2 2 R A ) K S AR N/ AN A 2 ) 2 A R

X

Signature of Claimant (if Aged 18 or Above)* Name (In BLOCK LETTERS) & I.D. No. of Claimant Date (DD/MM/YYYY)
FRAFZ (/i pl 1) RUALES GEUERYIER) B Oy ik BEms HIg (H/ R/ 4%)

X

Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Date (DD/MM/YYYY)
[ ESEEPN =23 PR BRI Gl DA TEARS 8 59 B 2 0 ik 55 A5 HIg (H/ H/ %)

* For patient aged below 18, signature of the policyowner must be provided for the application for the claim

FBRDA TR Z R A A AR SRS -

Manulife (International) Limited (Incorporated in Bermuda with limited liability)
EMABRR (BFF) BRAT  (REFREEMRL BREFERF)
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Attending Physician's Statement &35

I hereby, authorize the release to my insurer of any information requested in respect of this claim.

AN BAZHERE DS B AT R AR E AR 2 GRS TR AR AR -

Date Hj Signature of patient i A% &
The patient is responsible for securing this form and for charges made for its completion. % A Z{ 47T R WA T ke B AT LR AR T H B2 T -

ATTENDING PHYSICIAN'S STATEMENT M55 B4 4%

Patient's Name J5 A1 44 Age 4EH
Address Hiik
1. History, to the best of my knowledge A\ FT 41 - i A Z 1L NG IEE /5 -
a) Symptoms first appeared or accident happened b) Date of first visit c) Date of last attendance

B REE AN 2 H HUORE H YR HEM

.................... mm Hioovvcovecendd Hicocyy 4F e M A idd Hiyy 4F oM A iiiccdd Bl yy 4F
d) Were you actively supervising this patient's care during the full period? e) Patient has had same or similar condition O Yes /& O No &

R R AT A N RS ARL5 B I B B T S 5 A 2 0L 2 i NI 75 8 T[] AR L AR 2

O Yes O No, please comment If yes, please state when and describe:

2 75 > iR A [J2 ] ai s R ] oA B -

f) Are you the patient's usual medical attendant? O Yes O No. If yes, give details:
BTREWAEE kB AE? O’k O &/ & 2] S AR -
Period of Consultation M2l Past Health History #{E{# i &%

2. Diagnosis 2 B1&

a) Diagnosis (including any complications) 2 Bi#fH (ELIEAT T EEE)

b) Subjective symptoms UK

¢) Objective findings (including current X-rays, ECG's Laboratory Data and any clinical findings)
FBIL (BLAEROE 2 X6 ORI - AL SR RAT A5 I L)

3. Nature of treatments 4942
a) If hospitalized, please give name of hospital #% ARG EA eI 5E > o AT B 5 44 7%

b) If surgery performed, please describe & date #5i AG4% 52 F-fi > w42 (A7 B EORH & H Y

c) If referred to you, please give name, address, phone # of referring physician

A NS A A A P R i SRR LA ~ ki R R SRS

4. Physical Impairment (If applicable) B4fEZ18 (47 )
O No limitation of functional capacity: capable of heavy work. No restrictions. #E{& B fE 1137 B : 7] BEAT 2 70 TAE o MEFR -
[ Capable of medium manual activity. 7] fEff 8 755 8) T4E
O Slight limitation of functional capacity; capable of light work. {5 /7 8E fil 32 FH. = w] JEAH 5 A TAF
O Moderate limitation of functional capacity; capable of clerical/administrative (sedentary) activity. {f B GE 378 52 B : a] JEAS S8/ 478 (%8H) TAE
O Severe limitation of functional capacity; incapable of minimal (sedentary) activity. i BB 7/#% 532 B : AN REMERT eGP EE (Z28H) TAF
O Remarks : fffzE
5. Prognosis, to the best of my knowledge, A A B2 THET 4 d) Ifstill disabled, give approximate date patient should be able to return to work
A NAT SR 5% » KA R 4 T 2
a) Is patient now totally disabled? CONo & O Yes/& __ HAmm/__ Hdd/_ #Fyy
T N BLIR I 15 52 445 % 2 e) What duties of patient's job is he/she incapable of performing?
b) The patient has been TOTALLY DISABLED (unable to work) S5 NFASREAR 35 A A IR ek 755 2
ACIE 2G5 CREETAE) 1REH
FROM Hmm/___ Hdd/__“*yy TO___ Amm/___ Hdd/_“Fyy  f) Does patient's condition prevent them from caring for themselves? 0Yes CINo
¢) How long was or will patient be PARTIALLY DISABLED? If yes, please explain
O R 8 e 3 47345 B A e IWAZIRE T HARBEACS > O OF
FROMH ___ Hmm/___ Hdd/__#yy TO___ HAmm/__ Hdd/_ %yy ) o i

6. Remarks : {7 553518

After you have fully completed this form, if you have the following materials, please attach copies #4 21301 » w§ — Bt il A< -

- Office notes for the period treatment or the last two years - Hospital discharge summaries
LA SR BRI 22 e Bk HBE

- Test results showing objective findings - Consulting physician reports
BURF BT 2 Rk R ) B A

Name of Attending Physician 5 B4 14 - Telephone No 7 & $¢A8 :

Degree/Specialty 24/ HF}: Date H#j:

Address itk :

Signature (with stamp) %% CHEIE) :

Manulife (International) Limited (Incorporated in Bermuda with limited liability)

ERABRE (BFR) ARAR (REFEEMK 2 BREEDR) . B s
003 (08/2024) 30f3 Policy no.ff L4 %5

(For office use only 7 & H )
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