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ll' ManUIife ﬁ*u E claimsimple.hk

E—IiR e e SR EE3000 TR R T L URIFIEIRZRE RN LHBRIEE!
For single receipt not exceeding HK$3000, you can fill in this claim form and upload here!

BRI R FITRE R @R ERRrIS EHEN)
Group Hospitalization & Surgical Claim Form (This form is applicable to both hospitalization and outpatient surgical claim)

AREIE: Notes:

1. EREB L RERT AAR(E R EAEE GAR) 1£6)E Fi@a) (M@ 1. Please read the Notice to Customers relating to the Personal Data (Privacy) Ordinance
1) o ZBHAREFASER (BR) BRAT (TEF ) 484 (“Notice”) before you complete this form. The Notice is available on Manulife (International)

(www.manulife.com.hk) S EER = FIRER (TRERY)) R EBET & L|m‘|ted ( Ma.nuln"’eﬁs website (.www manulife com hk) or upon .request from your quuhfe
advisor (“Advisor”). By completing and returning to Manulife this form, you are agreeing to

R[EEFRG PRTIEEEZEN 2R the Notice.

BEREXRFNFRERRZRESHER EmiER| REFBEANEBE HEHE

Policy No./ Cert No. in Claim Sequence: Type of products: Name of Policyowner / Employee / Member:

1. B A Individual (] =5 Group []

2. fAA Individual [] 58 Group [J

$F—EMPPART | - HZ{RAEE TO BE COMPLETED BY INSURED MEMBER

BEEE E RS REARE

Employer Name: Group Policy No.:

BEEXHE (28) REREE 4RI

Name of Employee (In Full): Certificate No.:

mAlE (28) F{R38/ RIS

Name of Patient (In Full): ID Card/Passport No.

W HERH 1451 0 3 | Z

Occupation Date of Birth Sex M F
BDD / BMM / fYY

B {REERI% Relationship to the Insured Employee [J & A Self [] B2f® Spouse [] F% Child

O EFRERTEEE - MEREBIENZERS FRAEAmLE "y "o
Original receipt will not be returned. Please "y " this box for return of certified true copy of receipt.

1 O EREESHREMREATERIE R EZREATNEEBRNE.
This claim was processed by another insurer before, and Payment Advice issued by the earlier insurer(s) is/are attached.

2 BRILRER Fi B TETRAEMFMREEE ? Are you making any other insurance claim as a result of this hospitalization/surgery?
[0&No [ 2 EBETAHTILFS)
Yes (Please provide details in below)

R AEIETE {REESHES
Name of Insurance Company Policy No.

3 BETRESEER—FRMES A% ? Have you had any prior treatment for this or related conditions?
O& No [0 2 GEIETAGIHEES) Yes (Please provide details in below)

WRFEBRENS (28) Current Attending Doctor's Name (in full) 3% Telephone
BERESBRLENME (28) First Attending Doctor's Name (in full) EE:E Telephone

B2 BHA First Consultation Date

HDD / AMM / FYY

4 WRER/FHES EEE" E=9M3131? Was the hospitalization/surgery a result of an accident?
] & No (u ETAHIHEE) Yes (Please provide details in below)

ESMEER Date of Accident BFRI Time 25 Place
ADD / AMM / &YY

EIMEBHEI Brief Description

For office use only ABZEMA: []ID =P ELRMEE Please turn to next page

Manulife (International) Limited (Incorporated in Bermuda with limited liability)
RAIANBRE (B ) BRAR (REFESIMALZ EREFLE)

E1E % F 4B T E SRR https://www.manulife.com
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Please download the latest version at Manulife website
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EHAR1Z1EE DECLARATION AND AUTHORIZATION

FABRR EE LRI ERA:
1. RARTREFRHN—IERRE AN 2B A B ER-

2. R NIRREE R RR A B2 R 3 A £ BE PR 2 P ELAth B BR B E RRRVIAE
IR AT SEMARS RS A T B EFB R A ARZ R B HH
REARRERD R TR IR E RIS BMfEA A S IR
ERE R M BRI R EN AN ELIE AR RSB 3

BRENEL/ FANRB-REFAARBRZRAFRENER (BEE
TRIMEABE R 2REE R RERR) AR BERNEERER SRIER
Z P ]

) =FHEMARMEE B =R IRBHER - BREAR R
DEEEERRUT R () BEAARD SEEFRIETESR#M%
B;(b) #%fR; () BRERME SEERIRINER b R R R
BEXER AR ERER-RUFRR DITRERSEE; () R
R/ HIEERRTS; () BIERENAMRENEAEE BHNENEE
() EERMEHINEE (ERETRARESMRENRERR) (9 =it
R IRES SEERIRIIRERRES Uk EE T A SHETAE
ZEREREE; () B RN AR SRR SR TR
STEUBEIR TR () 2R Bt ATESERARIDH; () BTER
R ER R EMER B R

i) WS E ()T AR HE MK ERENBREAAREBN AR T
A SRR RRARRFS R R SR SR AR » SR IIR T RIS R I B9
B TAEREHERRRABME ; (O)UBFR CMER—RENR
FUEZHEFHEM A NETHERE U HETREBRESEE
BOEAMBEA 4B () BEHEAS B Gatim AR VEE; ()
AIRRERARERIZRERIBHAE PSR FRE BRI AR (R
T EEES TSGR BRI 2 Bt AT EHERTE) 3
A AR EFRBERAREETEND TR ENSEERE
ot (REEEE) -

FREEREIREF RIS R ERES E BRI THE SORP I BT
BIZAIMIHTT

4. ENRREFE B BB ARHIFAEMERIGRERFEA BMET)
ZRES QER) K AEMMARREKBIVSRE QER) - 7l() maF
TREERL K(b) A EIRMIVERHBEIARERA A BMEE) Fd Ao
FATRB RS AR HNERN SRR FRES AREZ Ao

5. BRI (AR BB FARD) (RGD p9Z Ri@xD) (TEM)) (ERNEE
REE) /CRFNBA BRI EERA (TERA) (BARPIRE) (NER) PRt
BRIEARMER

6. (RIBRANREREX G AETFUIR SIS M 2 RERAEXGS
BFUR TR SR ERHEERIEHATEERMER A GBSl L2
EREmEMRRAREHREEPR EAER AW EZREA B RIEE
BAERA U FRERERAZ A NER) S AR HEFAMREA
B Gri Lt IR E R AR E AR RE R, IO 2 REZ EEFE
TR o \FESD L IR BB SR E At RIR A BN B IEEE TR ERE &
AFESD R EESBRNE ARAFIRER (B BIRAR (T BF) 1) 7B
HeERRES FIPREE.

7 FEABRERSAEHARERZRA BENT MR ERE S5
8. A BEARE R I TR (B R FMRERE 2 PR BRI AT

| 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.

2.1 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. Such authorization shall survive me and shall be irrevocable. A
photocopy of this authorization shall be as valid as the original.

3. 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:

i) used by Manulife, its associated companies, employees, third-partg
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; (eg
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;

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
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.

All data processes may involve a transfer of information to places either within or
%ut$|de the Hong Kong Special Administrative Region/Macau Special Administrative
egion.

4.1 agree Manulife to transfer back all supplied information from me to the
policyholder (i.e. the Employer)/ the insured employee (where applicable). | have
obtained the necessary authorization from my dependent to (a) supply their
information to Manulife; and (b) transfer back all supplied information from them to
the policyholder (i.e. the Employer) and me if my dependent (if applicable) is to be
covered. | also understand that the information requested in this form is required in
order for Manulife to process this claims.

5. All information may be treated by Manulife in the same manner as mentioned in the
“Notice to Customers relating to the Personal Data (Privacy) Ordinance" (“Notice")
Efor Hong Kong policy)/Manulife Personal Information Collection Statement
“Statement”) (for Macau policy) (where applicable).

6. Only applicable when the claim application document(s) is/are digital receipt(s)) |
hereby declare that the enclosed claim application documentgs) is/are DIGITAL
receipt(s), and | agree to provide payment proof upon request it needed. If | have
anIie to other insurance company(ies) for payment(s) of the abovementioned
claim, I 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 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). | confirm that there is no ongoing payment application in relation to
the abovementioned claim at any other insurance company. | acknowledge that the
making of this declaration shall not in any way determine the liability of Manulife

0

(International) Limited (“Manulife”) in any relevant claims settlement.

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

8.1 have read and understood the information and content provided in this entire
"Group Hospitalization & Surgical Claim Form".

RE/ZREEEE WREFRISH IBZRESEE)
Patient's/Insured Employee's Signature (For patient whose age is below 18, insured employee's signature is required)

Manulife (International) Limited (Incorporated in Bermuda with limited liability)
RAANBRE (B ) BRAR (REFRESFMALZ EREFLE)

BER(B B/ &)
Date (DD / MM /YY)

=) ELFHIEE Please turn to next page

E1E 2 F AL T E SRR https://www.manulife.com

2
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Please download the latest version at Manulife website
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SEMA - MEBRE/SMEIRE/ERBEIEE FiREAHRREABTEIR)
PART Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON/SPECIALIST (AT THE CLAIMANT'S OWN EXPENSES)

mALER (25) Name of Patient (in full)
B2fz 7% Name of hospital
ABEEHA Date of admission

R4 Level of hospital ward

it A ER Date of discharge
[ Z% R~ Semi-Private [1 =%~ Ward

[] 38% % Private [] P9a2/\Ff Clinical Surgery

1 3Ri2308% Clinical Record :
a) B4 A AL E 2 HIRAERIAE A £ Date of the accident occurred or symptom first appeared A DD/B MM/ YY

b) A FLILH RS BEm 2 B RsKkE2 BHA Date of first consultation for this condition or related illness B DD/B MM/#& YY
c) WAFLUER R/ /A5 /G TR R IRRIARRIER » 3R BmE Symptoms, complaints and etiology of the patient relating to this hospitalization / treatment / investigation

2 {EBRENFTEETE Hospitalization or Surgical Details :
a) &x1&32 K Final Diagnosis
b) F#tF B A Date of Operation
FiT#9% 78 Name of Operation procedure(s) performed :

H DD/B MM/& YY

c) MHmAFMERTHART & A E thBE 4 5Kk 32 ) sB1R M T HIE RS If the patient has consulted other physician during hospitalization, please provide the following
B4 94 Name of physician A Reason
JaEEEF1B What treatment had the physician performed

d) AREHRERE (CERAREIFEHRENEIN/FER HRE TERENEERE R AR HEEREZEIE) Please give a brief discharge summary (including onset and
duration of signs and symptoms/disease, etiology, types and results of major examination, treatments, complications and follow up plan)

e) BILRIHAERETE A RIEIR/ S FTIEIT AR sEIRIEERRIRA Please provide reason(s) for hospitalization if this type of cases can be managed on day care/out-patient basis.

3 HE#ER Professional Comment :
a) MEATER BARRABUAERE TRAER ISR S EEER/28BRI? In your opinion, was the patient hospitalized as a result of recurrent episode or a
chronic illness or related to a previous complaint/diagnosis.

& No [ 2 Yes GERIEE R 3% B ERREF15 please provide date of the first episode and details)

b) LiiiERRE RS HEN R TRIERIE GErEEETEIE L v/ 5%) Was the condition due to or complicated from or associated with the following? (Please tick the appropriate boxes)

[] F&kA5 Dental treatment

[ BREE Self-inflicted injury

[ B Ry ER Abuse of drugs or alcohol

[ ¥5#25 8L Mental disorder

[] BHAIE Refractive error

[ it/ B w5 B RIS AIDS/HIV related illness

(] 2%=R5%& Pregnancy related condition

LI AEH4BH Infertility or sterilization

[ #Z Contraception

[ =B M ERIAE Treatment for cosmetic purpose
(] & & #%7& Vaccination

O MR 4 EHEEIR Venereal disease,
sexually transmitted disease

[ %X M/ % Congenital condition/Abnormality
[] 3 A&R98 Developmental condition

[ & M4RIE Hereditary condition

[ B EE 8% Suicide or attempt suicide

[ —ARBBE1&Z General check up

[ U EZEAREA None of the above

Hfth Other :

a) WA SEHRHEMEE LT Was the patient referred by another doctor?

[J& No

b) BT REZBAMIBEELE Are you the patient’s usual physician?

(] 2 Yes (57 T A TIIRAEE1E please provide details in below)
EA R MM Name and address of the referral doctor

[J&No [J=VYes

S ASSULERR st ds AFRRD LAl PR A BRI ZEREER | hereby certify that information given above is accurate and true to the best of my knowledge.

FOBEAIHIBE/ENBEUERERE ik K EEESRS
Name of attending Physician/Surgeon/Specialist & qualifications Address & Telephone
FHBRLE/SHBLE/EHNBERERES B (B/B /%)
Signature and chop of attending Physician/Surgeon/Specialist Date (DD / MM / YY)

ARHEZ R RIZERUIRIEZA R Please return the completed form and original receipts to:
BRARERMRE - NAEPRBBFBEISHE7030258 RN ASRR(ER) B RAC B A S RERRRIEREE o
BRARRPMRE - RPIHHRR615RK LIS MEARF A FRIR(ER) B RARRFID1TTEER
For Hong Kong policy - GLH Claim, Group Life & Health Insurance, Manulife (International) Limited, P.0. Box 70302, Kowloon Central Post Office.
For Macau policy - Manulife (International) Limited, Macau Administration Office, Avenida De Almeida Ribeiro No. 61, Circle Square, 14 andar A, Macau.

IERIEZ P RARMBSE A RIS A R — U R % %o

The Chinese version of this form is for reference only. In the event of conflicts between the Chinese and English versions, the English version shall prevail.
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E—iRe e e EE3000 TR E T LURIFIEIRZE R LRBRIEE!
For single receipt not exceeding HK$3000, you can fill in this claim form and upload here!

I I' ManUIife 92 *u ﬂ claimsimple.hk |

BRSERR R F TR (EE5]
GROUP HOSPITALIZATION & SURGICAL CLAIMS INSTRUCTION

BERE HiRE3ER A RERERFAIBENREXHEREEATDABIREREE AT TR
Please submit the requested information within 3 months from date of treatment/discharge date from Hospital to your Human Resources Department or plan administrator or
Manulife Address :

BRAREBRE - NBEEPREBEIE(EFE/030255AF A S REER) B RAT M A SR ERRIRIERES0C
For Hong Kong policy - GLH Claims, Group Life & Health Insurance, Manulife (International) Limited, P.O. Box 70302, Kowloon Central Post Office.

BEARRPIRE - RPIHBERO1SRK N EIF MEALTI ASRIR(EFE) B R A BRI D1 TITEER
For Macau policy - Manulife (International) Limited, Macau Administration Office, Avenida De Almeida Ribeiro No. 61, Circle Square, 14 andar A, Macau.

RIEXHFE - BRER
CLAIMS DOCUMENT CHECKLIST - BASIC REQUIREMENTS

1. BEZZTEREREFMREREI(GC02) K RABEZERERERE FFE
Fully Completed Group Hospitalization & Surgical Claim Form To know the hospitalization claims
- REE—E0 (BFE SREERBREE) submission, please connect

Part I (To be completed by Patient/Insured Employee with signature)
- RIEEZIHMG (RESBE IMMBE FHNRBEER EERED)
Part Il (To be completed by attending physician/surgeon/specialist with signature and chop)

2. IEZRBRUR BBk & B R i
Original medical receipt/ hospital statement of account & receipt

3. EARREREE GNER)
Original Bill or Invoice (if applicable)

4. {ER-RR Y BENBEEENERES WER)
Breakdown of charges of laboratory, investigation tests, medication, meal and medical package (if applicable)

REXHEE | MINEX

CLAIMS DOCUMENT CHECKLIST - ADDITIONAL REQUIREMENTS

BAR AN
Applicable for/When Additional Documents
BEEMRRABRERE RMZRB AT B H 2 BIRIZH R AN R EBNE
Claim processed by other insurers Provide the certified true copy of the receipt and the settlement notice(s) / payment advice(s) issued by the other insurers
TN MRBRREN L IEFAPNHE AR AR REE BRI EIRHIESENER
Overseas Medical Receipt If the claim document is in neither Chinese nor English, kindly request an English translation from the doctor or medical facility.
MAGFEFBBTER (REBRNEERE) RIEETIRREN L RARRA (E—RER T B EERERERAFMNRERSE DN Z2EEEHE)
Hospital confinement at Hong Kong Government Provide a copy of the Discharge Summary/Slip with diagnosis issued by the hospital is required. (This could replace the Claim Form
Hospital (Applicable to Ward Room only) Part Il (Doctor Statement) whenever possible.)

) ERXHFIVBEEEZIER /REEREFREFMER - MRS URK EEEAXHERIE FAERNZ FHih
EE/ RREREREFM; https://www.manulife.com.hk & T & & &
Wart/Benign Skin Lesion Surgery Submit Wart/Benign Skin Lesion Surgery Claim - Supplementary Form completed by the attending doctor and a copy of related

documents. Please visit Manulife website https://www.manulife.com.hk and download the Form

—RAZMFRER: General Exclusions:
AT AEEH THIR B (B AR PRSI RIEERRRIRRSh ; The Company shall not reimburse expenses incurred as a result of the following unless specified

in the valid Benefit Schedule:

1 Routine physical examinations, health check-ups or tests not incidental to treatment or
diagnosis of an insured sickness or injury or any treatment which is not medically necessary

1 ERRARRRRZEMARR 28RN 2 EH 2 E SRR RS
ERRE N IFNRZ BRI

2 EXRMER -BREABZAR BEFMe unless otherwise provided for in the Clinical Benefits Schedule.

3 FREER AR ERBEEMTFRHEERR N 2 Congenital anomalies, infertility, sterilization.

4 BEEMEHUERES REEES SEARSEEREE 3 Dental care and treatment unless otherwise provided for in the Dental Benefit Schedule.
SETINBIED 2 SARBIRR o 4 Cosmetic surgery, treatment on refractive errors or hearing aids except as necessitated by

N N injuries wholly occurring during the period of insurance.
5 i (BIERIEEFHREREIHHIRR) o

6 ERNBEARTHREBESZIAEF BRFERZTE R IR

5  Childbirth (including surgical delivery or pregnancy related).
Injury or sickness arising directly or indirectly from war or any act of war, declared or

Bl RREBG R 2 HGHRRe undeclared, riots, insurrection, or civil commotion.
7 TERREEESTe 7 Vaccination and immunization injections.
8  EMREIERS AR 8  Drug addiction or alcoholic treatment.
9  EREEIOIEAE. 9  Treatment of functional disorders of the mind and psychological treatment.

10 SEALS REEELEEEREETIEN > HIEE- 10 Suicide, attempted suicide or intentionally self-inflicted injury, whether sane or insane.

R 11 Treatment of Human Immunodeficiency Virus (AIDS) or ARC (AIDS-related Complex).
N BREBHHRZIE (BR) RABREENRZERMZ HEE

12 Pre-Existing Conditions.

=¥ =
12 RAFABHFEZRER 13 Rest cures, treatment in sanatoria.

13 E-REAR 14 Expenses that have been recoverable from Employees' Compensation Law, any government or
14 STIREVRRAT S S TEE B DRSS > BEE . public programmes of medical benefits', other group or individual insurance.

IR IR 2 G RS RE R S S R IS e LEEI::,HN a comprehensive list of Exclusions, please refer to the specific Benefit Provision for

ARIEZHPGERRERE AR BREXKRAT R — U A 2o
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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