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PRE-AUTHORIZATION FOR CREDIT SERVICE FOR HOSPITALIZATION FORM
R ERE BRI RERFRE

Eligible Products: ManuMaster Healthcare Series/Benefit, ManuShine Healthcare Series/Benefit, Manulife Supreme VHIS Flexi Plan and
Manulife Supreme Lite VHIS Supplementary Benefit (“Designated Products”)

BEBRRERTMINFREERAERBRERERT MNFRE B SR SRR ARSI REF SR B ERFMNGRRE (HEEER))

We understand that hospitalization and inpatient treatments often come with the burden of unexpected medical expenses. The Credit Service for Hospitalization
is designed exclusively for Designated Products’ customers, and you can submit pre-authorization request prior to admission. Once approved, we will pay the
estimated credit amount of eligible hospital and surgical expenses on your behalf. Let us take care of the bills for you so you can focus on treatment.

KM RAERARERABRTEFEFRENERNTER I - RBERERAREESTEEERITAMR B R ARAHIRER ML ZERE —&H#tiz B
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6 simple steps to request for pre-authorization for credit service for hospitalization

6 {ERS B EREN AT AU (E PR B A ARFS (F4D P 1R M FRER

} Complete the form (Page 2-3 by attending physician/surgeon, Page 4 by policy owner/insured person)
ARG (B2 3EAMFZBEER  FIEHRFRERBEA ZHRAER)
- Be sure to have the attending physician/surgeon provide the medical information in the form, at the
insured/policyowner’s expense (if any)
AR BESINIBERFAREHBELD THREFEA SRABTHIBERERISER WA)

EI'.i.- Submit the completed form and any diagnostic report(s) and other related clinical information to
Manulife website or mobile app - Claims & Services at least 5 working days before admission to hospital
RABRIA VR R ETERHEZIIFRN S2EER S R EMERIERARE R = 4Buh sk FE TR - RERARFE 183
- This form is only applicable for Manulife website or mobile app submission. If you would like to submit by
other channels, please contact your Manulife advisor for assistance.

HEFRASEE A LURF ML s A2 TUIR 3L FRsR - AR H thRIE R X BRsh A ik AR (S RV ZR M BRI 2 3K 1778 o

M Upon approval, we will send you a Letter of Confirmation and inform the hospital concerned of the pre-authorized
credit amount.

— RStz B R S35 W THEAZIEER B ) > WA A P IR SRR B P

Upon admission, please present insured’s identification document for verification.
ABREF sE A B H R RAN B EREX G U EZE

+|I

"= Atdischarge, please settle any deductible and/or net balance that exceeds the pre-authorized amount, and
=== then submit a completed Medical Insurance - Hospitalization and Surgical Claim Form (C13) to us by referring
to our “Hospital Claims Instructions”. When we receive the invoice from the hospital and complete the claims
assessment, we will notify you on the shortfall, if any.
H R S MER B R, B H T IRESENER MEEB{Efr=ETS5 I REIBIEZ A B B (RREE-
FRRRFMEEER (C13) MAHRM - BERMZEEREERERRETGR RMENCHTBHRESEE
&R WH) -

When using the Credit Service for Hospitalization, “Designated Products” will take priority for reimbursements
over other medical plans during the medical claims assessment.
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If you have any questions, please contact your Manulife insurance advisor.
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https://www.manulife.com.hk/en/individual.html
https://www.manulife.com.hk/zh-hk/individual.html
https://www.manulife.com.hk/content/dam/insurance/hk/en/documents/services/forms/medical-insurance-hospitalization-surgical-claim-form.pdf
https://www.manulife.com.hk/en/individual/services/file-a-claim/claims-procedure.html
https://www.manulife.com.hk/zh-hk/individual/services/file-a-claim/claims-procedure.html
https://www.manulife.com.hk/content/dam/insurance/hk/en/documents/services/forms/medical-insurance-hospitalization-surgical-claim-form.pdf
https://www.manulife.com.hk/content/dam/insurance/hk/en/documents/services/forms/medical-insurance-hospitalization-surgical-claim-form.pdf

Details of Treatment and Estimated Expense

HERAEERARNE

(To be completed by the Insured’s attending Physician/Surgeon at the Policyowner/Insured’s expenses if any)
(HERAZEZBEFIHBEERS NEREREREAXZTRAZETRIBERRIEER)

Patient’s Information jE AE§!

Name of Patient A4S : HKID of Patient IRAEBE7HE: Sex MRY:

[ Male & [ ]Female &

Hospital name E&pr278%: Room Class XE4k7!:

[ ] Day Surgery BRIt
[ Ward Zi@#&E [ ] Semi-private #FA%R [_|Private FA%

Room Price (per day) :
EEERE (ER)

Planned Date of Admission ( DD/MM/YYYY) fEst ABRHER (B, B, ) :

Planned Number of days of Confinement FE&t{Efz H £4:

Medical Condition E&EEE¥1E

1.

Chief complaint of current consultation 2 RFtz2 2 £5k:

Diagnosis and associated signs and symptoms 32 ERFNABREREIA B te

Date of accident (if applicable) =4MEEE GNi#EMA) DDH,MMA YYYYE

Where and how did the accident happen (if applicable) B §MthEE K 4%iE UNEAA) :

Part of body injured and type of injury caused by accident (if applicable) EIMNZEERAIRIEE QNER) :

Onset date of first symptoms B &HBEEA (DDA, MMA /YYYYE) :

First consultation date of first symptoms B X2 m>k:2 HEA (DDA, MMB YYYYLE) :

Is the condition recurrent/chronic? tbIEREE BN 184 ?

[JYes 2 [INo&

If “Yes”, onset date of the first episode. #1“R”  EXHmZEHEI (DDA, MMB YYYYLE) :

Name of the physician that the patient first consulted for this illness (if any) EAFLILEHEE IR B E ML K EE W1A) :
Physician name B&4E445

Telephone Number &3S

10.

If hospitalization is for scans, diagnostic tests, physiotherapy, or any procedure that could be carried out in out-patient or day surgical centre, please provide
details and explain why hospital stay is necessary
MR REPEz B AEIT2ENSIR BRI CE IR A B S A2 AT AL PIe2 S B TR OB T AR (s IR R BA BB 2 JR (A -

[JYes 2 [ INo&
-

If “Yes”, please give details. Y12 At 2
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1. Isiliness/injury related to the following condition tbi&SR,/ SEEEHUTIERS#E:
a) Congenital/Hereditary anomaly e X4 & |:| Yes & |:| No &
b) Psychiatric condition ¥z []Yes2 [ INo&
c) Influence of alcohol, drug or intoxicant SE#8 > BE¥ ok REL | 5222 []Yes2 [INo&
d) Obesity, weight control BER% > BEE 124 [JYes2 [INo&
e) Pregnancy, childbirth, abortion RZ2~ D4~ FE []Yes2 [JNo&
f) Dental condition ZFe&EAR: 5 []Yes2 [ JNo&
g) Cosmetic related treatment S=ZERAREIE [JYes2 [JNo&

12. Has the patient ever had the same or similar symptoms/medical conditions before? fE AR E BB AR —ABLIFEFR?

[JYes 2 [ INo&

If “Yes”, please state when and describe details. ¥0” 2" > 58 BB AIBS Bediiis¥ B o

13.

Is the patient having any treatments or taking medicines? JE AIRE BB IEZE AR IRBEA) ?
[[JYesg S

If “Yes”, please provide details (including onset date, consulted doctor’s name, diagnosis, name of medicine taking, etc).
W2 AR (AR B BENS 2l R E) -

Treatment Details ;4E:$15

14.

Surgery/treatment required 2% F1i7, A%

Estimated Surgeon Fee TBEHSMEL 1T & |

15.

Anaesthesia Fi%: [ ] General 2 S FiEE [ ] Monitored Anesthesia Care BSIRFES [ ] Local /5 pmiEs
Estimated Anaesthesia Fee TBstRTEF & AR

Estimated Operation Theatre Fee JBst F =& :

16.

Please list out any lab tests/imaging/other diagnostic investigation required for the hospitalization and reasons for having those. If patient’s condition fits to
have the diagnostic investigation done at outpatient setting, kindly refer accordingly.
EERREARZERFRIEE Hit ST RIS ZERENREE IR AN ERE S P 1TSS A EAERERE T 2k

Can the investigations be carried out in the outpatient setting? @A EILEFI SRHIEZ A FRE?

Estimated hospital expenses 85+58 & A

17.

Doctor’s Visit Fee B4R & : /day &H

Specialist Fee FRIBE4E:

18.

Estimated total fee for this confinement st @ R{EARE A :

Doctor’s information B4}

Are you related to the patient in any way other than your professional capacity? (REZE S {550 EiR A BB B HMBHA?

[ INo& [ ] Yes, please specify the relationship with patient &2 s&BRERE A 2 RifZ:
Doctor’'s Name B84 #t42 Doctor's Signature and Chop B84 ERKENE!

Contact Telephone Number Bi4& B EES5HE

Fax Number {5 B35

Email EBER:

Date HHA: (DDB./MMAB /YYYY£E)
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Declaration and Authorization AR 1S
(To be completed by Policyowner/Insured F{REFE AT RAER)

I/We hereby declare that all information provided by me/us in this form is complete and true to the best of my/our knowledge. I/We further authorize any physician,
hospital, medical service provider, insurance company, claims investigation compang 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 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 and the original invoices concerning the medical services rendered. A photostatic copy of this
authorization shall be as effective and valid as the original.
Z!SA/ EMFLLERARN/ BN ARIEAFMREZERERAN BNz 28T AEEE o AN BFIALISREMELE Bl BERFREE RIS S EE
AEATR BAEMISFISREME RN RAEAER B Rt (EEEMAA R EZ L EEA RS TREAA K2 EE MBI A BKFH
HiotR) ZABAT MR ZEER BIEERERFIEBRAAN B 2EREZE BEZRE RS B A e B M FTA B B kB A R B IR BEIRE 2
EABZELEENFRAFENLIEA MRS 2B A B FARREM o

I/we understand that the pre-authorized credit service approval for hospitalization/da dy surgery/treatment shall not be regarded as admission of liability on the part of
Manulife for any claim payment. The eventual actual claimable amount will be based on the final claim decision that is subject to insured’s eligibility and case-based
exclusion(s) (if any), reasonable & customary charges of all eligible expenses, claim documents/information to be received, benefit limits, remaining balance of the benefit
limits, general exclusions and other terms and conditions as stated in the policy provisions, and reduced by annual deductible amount (|f applicable). Should there be any
dlscrepancy between the pre-authorized credit amount provided and the eventual actual claimable amount, the actual claimable amount shall prevail.
he _re-au!horlzed credlt amount is higher than the evEntuaI actual clalmab!e am?‘unt 1/we would_need to settle anh sRo rtfall as reshultefd from the

n n Manulife (In ional life”) withi ifi in m otice.
OtherW|se I/We authonze Manullfe to offset the shortfaII amount against (to the fullest extent permissible by the apphcable law) the amount due or payable to me/us from
this Pollcy/Beneﬂt and/or any Policy/Benefit issued by Manulife of which |/we am/are owner(s) or trustee(s) including but not limited to any death benefit, dividends or
return of premium (for whatever reason)X If the eventual actual claimable amount is higher than the pre-authorized credit amount, Manulife will settle the claim in
accordance with the eventual actual claimable amount.
&N HM BBEMERT, B SRR E B RS SR I A R R A A AR A R E S T R AN B EER BRI RARENAE W 2RI R AR
ﬁﬁ%&@ﬂ]?ﬁﬁ@ FﬁﬁAﬁﬁE’JﬁﬁﬂmEéﬁ&F’%ﬂkﬁ Kﬁﬁuﬂl UE’JiEEuS‘dfF/ ﬁﬂ f%l‘al‘ﬁgﬁ T?I‘E%EE’JE%E\—HET ﬁ%ﬁ&ﬁﬁﬂqx';ZEﬂﬂﬂ A)S’zﬁlﬂﬁ'J’gI

~{- A/ ‘E! A I‘ﬁ BRI RA
FEHSZTAIE (T‘ﬁﬁﬁ&éﬁ#ﬂ’]ﬁkﬁﬁ@ W)%lﬂ:ﬁ%/ Rb&E e,/ ‘EEHEEV—*U éf*th/{ZISA/ &fﬂf’ﬁ%ﬁ%hﬁ )\ZJZT*E)\E'JTWA‘?E/ T?FEFE?%S‘ZH?ZISA/ ?iaﬂ“iﬂ’]ﬁ
REFPIESHNRR EIEERIRIMERISIHESE AF SR ERIE (RaffERR) - & RENEREESES NSRRI ZE58 2R R RN E RS ES S (R E.
I/We understand that acceptance of this Pre-Authorization for Credit Service for Hospitalization Form by Manulife shall not be regarded as admission of liability on the
part of Manulife. Actual eligible claim amount will be subject to the final claim decision. All benefits payable are subject to the terms and conditions and the full list of
policy exclusions. Should there be any discrepancy between this assessment and the final claim decision; the final claim decision shall prevail.
RN/ EMBRRFNER A PR R AR TR AR EIER Eﬁﬁf‘f’éﬁﬁﬂal‘ﬁﬁﬁfﬁﬁgﬁuﬁﬁﬁﬁﬁ REAZE-FIBREEREE R GERNSPIA (REFRTURARE KR
BRAMRZEERIER Mottt i R RARIER AT B R AER  URRIERATE Ak

Personal Information Collection Statement {B A &$ &80

Information émcludlng 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:

HEN BE/ SANRE-REFE AR RAFRENEE (QIHERRMEAZE ﬁéﬁﬁﬂ&%’“ SCER) PR AR S R/ SRER A WAt

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, mcludlng but not limited to, determining eligibility and approval; (b) underwriting; (c) handling claim(s) including, but not limited to, admmlstermg,
assessing, adjudicating, investigating, seekmg external professional advice, dlsbursmg payment, shortfall management, subrogation, analysis and reportin (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); (gg 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 Iaws regulatlons and other related purposes;

A EHEEB A B MES B = AR RS - BRI AR K& A HEERR U TERN: () BEAARE SR ERRRETERBAMIZEE; (b) ZF;(c) &

BERE SIEERRNEE ML - BR FE BRI EEE R S AIE - ZEEE VA RR D REREE ; (d) (I7eEK R HIEEMRE; (e) EIERERARF

BNTMEE - BUHREHIEE ; (f) BT RMhEIEE (’ﬁﬁﬁéﬁﬁiﬂ&ﬁ*ﬁiﬁﬁﬂﬁﬁ’qﬁ%ﬁﬁﬁ) 5 (g) IRME P RS S5 B R IRA ERIERRIE# L,US’Z/ Zx.‘fé"ii%ﬁ"F&/ 14

%g};f%Fﬂﬁ%Luﬂgﬂ’( ) RN RFIRRR AT SR, SR TEFERNA S SEEAZ I, () BN BB ATEERRER I ; () BFERER VAR
E BRI B RV

ii) transferred to (a) any related company or other company carrying on insurance or reinsurance related business or an intermediary or a claims or mvestlgFrIatlon 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) an person/orgamzatlon 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 underwrltlng 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.

EHEE (a)HAERAA AR EMR S FRIGHBREAEREZN AT PN A REREAERFRFEINRE AT R E MIEE ) UEAIRGFHARR LN E A EE 15
BHRBATHE ; (b)) UEIR L —IE8 B MK/ UZHEZF R E MG VB TEURIZE U, ETREBREEETNEAEA 4848, (c) BEREAS B
= N Pa’éEEF‘ﬁ BE; (d) AREERSRERZFER IS HEEEHEE iR AR (EaE RSB E BB SIS R 2 A+
{ELHER) \BUEE D MERIRE RIRIRIR A ERETER MR EN IR ES S (R HEESE)
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.
FREERIRIEE F Al Ae R B RS E BRI TR E SURPIF TR IR A MYt 5 o
|/We understand that by completing and returning to Manulife this form, I/we am/are aEreelng to the Notice to Customers relating to the Personal Data (Privacy)
Ordinance (“Notice”), and the Notice is available on Manulife’s website (www manulife.com.hk) or upon request from my/our Manulife advisor (“Advisor”).
A/ HMIREEREE RO ERIE BIRRAA HARE(ERAEAZR @A) &6 rE @) (NER) 2WE > MBI AT A 4E4HE (www.manulife.com.hk)
A AN/ E IR AFIEER (TEERD.) ZREXCe

X

Signature of Insured (if Aged 18 or Above) * Name (In BLOCK LETTERS) & I.D. No. of Insured Signature Date (DD/MM/YYYY)
SZRAZEE W+HN\ETIUL) " ZRAEE GEUERER) RS DERS =ZHHHB B/ %)

X

Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Signature Date (DD/MM/YYYY)
REFEAEE REFFEAYE GEUERER) R B DR =EZBBB B H)

* For Insured aged below 18, signature of the policyowner must be provided for the application for Pre-Authorization Request
18U TZRAZ NP IRER BN BRRERFEAEE
Manulife (International) Limited (Incorporated in Bermuda with limited liability)
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