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EMPI_OYEE BENEFITS x " 2 s . o " " - Agent Name & Code/Branch fCIE AR BRI/ 21T :

%*’JE E TTEI *IJ Sound Advice - Sound Decisions
Evidence Of Insurability
R EIGREFR

Notes ,3;“%13
1 Please complete this form in BLOCK LETTERS and check the boxes where appropriate. Please 1 3 %ﬁﬁéﬁ@@ 7 3 ﬁ" TRRAMY SR - MZE{EHEREN
initial any corrections you make on this form. PP
2 Parents must complete and sign this form on behalf of their children. 2 l' A Eg?}'ziﬁﬁﬁ%§ﬂ:t?€$§ o
Policy Number Certificate Number
g L | [ | - | | |- e~

A. APPLICANT INFORMATION HE35AEE
(As shown on HKID Card ([}JEEB35E4ER])

Applicant's Full Name (Surname first) (in English) (in Chinese)
B AR (LU R STHE) B 525°8
Date of Birth Sex Country of Residence /& HKID Card / Passport No.
HAEHE / / TR {Please complete if not in HK ERBDEE / ERRE

DD H MM B YY & EEAREE  BREER)
Occupation / Job Duties” (Please specify % of ime spent on manual work) Employee's Name (if Applicant is a Dependent) Relationship B#f#
W TIPS (amme s T T rmsesmE AL BEERNSRFALEERE)

( %)

* Please make sure that your Country of Residence is up-to-date in Manulife's Employee Benefits' Grou olicy record as that will determine the destination of any emergency evacuation or repatriation services
under the policy. FAFEMRREE T BT AR BB R BRI E NS RAN B ERER L EHMRR - QDL RIZM O BHELULERE R G < HBieiE R R e B ik -
* If you does not provide any information for the occupatlon/ job duties here, it is deemed that you are a clerical worker with no time spent on manual work. If the space provided is insufficient, you can provide

further descriptions on separate sheet. Z1B FR& 1 ILRE (S T (e RAs e - SIiafers MO T 1% » "“EP,xﬁ&'ﬁ%Eijiblt’EE’JﬁSzﬂ BT BT SR E 2 AR ol T R -
B. HEALTH DECLARATION {2k =rH

1 Height cm Weight kg
Bs 00000 BEX B _ 0 AR
2 Weight change during past twelve months? kg please specify reason for the change
BE+_fEEmEmEE? AR #BER Yes®  No&
3 Have you smoke cigarettes within the last twelve months? If yes, B FEBE T8 AEEREZIE ? 108 » 0 0
(a) Average number of cigarettes daily? (b) For how many years have you smoked?
THEHRANEEHE? R T ROIRE T HA?
4 Within the past five years have you BEFAFRETEES
(a) Had any pension and/or claimed payment for any sickness, accident or injury? M M
R ~ RIS ZEMEUSIEEEGRAS?
(b) Been absent from work because of sickness or injury and need further medical advice, or operation, or hospital treatment during the last six O O
months?
EiBEANMERARERE R E A LEIL BEFIRE RS F il Ihuak?
(c) Participated or do you intend to participate in aviation (in any capacity other than as a passenger), racing, scuba diving, sky diving or other O O

hazardous sports? If "YES", give details including frequency of par‘t|(:|pat|on annuaIIy and complete "Skin and Scuba Diving Questionnaire”.
SHEEMBERT CRERIN) BE BK - BB HUEROES T ME T2 & FELTIIHEESNABRIAEBKREE -
(d) Any condition for which medical consultation or treatment is contemplated or has been advised? M M
EEAER T HRE S e E RSB EZR ?
5 Have you ever consulted a physician, ever been treated for, or had any known indication of the following disease or disturbance of

R B D RE B AE T ZWIE

(a) The heart such as heart murmur, chest pain, angina, heart disease, hypertension, irregular pulse or heart rhythm, or shortness of breath? O O
DR ~ B9 ~ OB ~ O ~ SINE - MRRIBEIN B R RE ?

(b) The respiratory system such as emphysema, asthma, tuberculosis, chronic bronchitis, shortness of breath, chronic obstructive airway disease O O
or other respiratory disorders? FEIRRAFAIBHRAE ~ BERR © Bifai%is ~ 18X REX - T © B E AR HITIRER ?

(c) The abdominal organs such as peptic ulcer, colitis or colon disease, bleeding, diverticulitis, gallstones, jaundice, hernia, hemorrhoids, liver or O O

gall bladder disease, or being a Hepatitis B carrier?

IEEERERIMNEIES 1B il ~ 155  IE6 ~ BIELE - 0% - 8 ~ FFEEeER  SERZERAAREE?

(d) The kidneys, genito-urinary organs such as stones, infections and any other d|sorders albumin, sugar, blood or pus in urine? O O
S BERT - SIERENRD - BAMEMEMER ) XPEELE 1 - MRER
(e) The neurological system such as epilepsy, convulsion, migraine, dizziness, paraIyS|s or stroke, mental and/or emotional disorders, impairment ] ]

of sight or hearing?
TW%%% TUNEET  hiE - (RERE  REX ~ BRI E - iETER EVIEHESCEE - iR B e R B 7

(f) The endocrine (glandular) system such as diabetes, thyroid, enlarged lymph glands, blood disorders such as anemia, leukemia or other blood O O
disorders, breast disease, allergies and other skin disorders, or congenital disorders?
E@Jg?z‘(g%ﬁ%)%ﬁm*%ﬁﬁ ~ FARRSEOHEIRRE A - IRERNEN - BIVREEMMEER - LEARK - RESRSHMEBER - BEXRMT

PERIA

(g) The musculo-skeletal system such as trauma or disorders of the muscles, bones, joints, neck spine, or nerves including neuritis, sciatica,

rheumatism, arthritis or gout? Amputation, paralysis or deformity?

H_ﬁﬂl’gﬁ%ﬁﬁﬁ%ﬁ RAMERENS ~ SALA ~ B~ BRET » BRI AR - LBWIEE  ERL - BMEASREL ? SRS A « B

O
O

(h) Carcinoma (cancer), tumour, or cyst F=fiE - BEfE ~ SVERE ?
(i) Excessive use of alcohol or drug abuse? EN;EELERZEY) ?
6 Have you had any form of sexually transmitted disease, AIDS, AIDS-related complex or AIDS-related conditions?
RITELEEMITREE R - BEERBREIHRERRR ?
7 Have you had test results indicating exposure to the HIV virus?
ETELERERERTRIEERSRE?
8 Within the past five years have you had any: I FEBEREERNEE :
(a) Diagnostic tests such as x-ray, ultrasound, electrocardiogram, advance scanning, or blood test?
BREEHRENXY » BER ) DEE  LEXray B RN E?
(b) Hospital treatment surgical operation, medical treatment or observation not mentioned above?
BERABAR SRR - ERRAR ISR R L IR R
9 Have you ever had an appl|cat|on for life or health insurance decI|ned, postponed or modified in any way? Please provide details.
R T B LEREASHERRRE MR REAE e IR ? AR L -
IF THE ANSWER TO ANY OF THE ABOVE QUESTIONS IS "YES", PLEASE PROVIDE DETAILS IN THE AREA PROVIDED ON THE REVERSE
SIDE OF THIS PAGE. f7f EilifEfAfEEEE "2, & FESHHLLZ °

O oog
O oog

O
O

(For office use only AR =)
Please affix the policy no. here (if applicable)

SETEILRA EIRE MR (ANEA)

&%
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-

| have obtained the necessary authorization from my Dependent to supply their information to Manulife if my

Dependent is to be covered.

Information provided herein together with any subsequent alterations or supplements of it ("data") are collected to

enable Manulife to carry on its insurance/financial business and may be:

i} used by Manulife or its associated companies for the purpose of (a) approving and administering the policy or
any alterations, cancellation or renewal of it; (b) underwriting and any claims or analysis of it; (c) statistical or
actuarial research of Manulife, Manulife's associated companies or the insurance/financial industry; (d)
providing/promoting the insurance or financial related products or services to me through insurance
intermediaries or direct marketing; and/or

i} 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 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.

By writing to Manulife - Employee Benefits, | can request access to and correction of my personal data (if

appropriate), | also understand that consent to the use of my personal information to offer me products and services

is optional and if | wish to discontinue such use | may write to Manulife at the address shown below.

| certify that all information provided by me in this form is complete and true to the best of my knowledge and

belief.

5 | 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. A photocopy of this authorization shall be as valid as the original.

N

w

IS

Question Details or Name of Condition Concerned Treatment Duration Treatment, Results Names and Address of Attending
No. BRI S S TE e D (Recovery or Remaining Effects) ~ Doctors or Hospitals
FeeEimaR IR S ! 7 ERERGEERENRBRYE) FRBEESERCBER N
C. DECLARATION AND AUTHORIZATION EERELFE
It is understood and agreed that AABBILRZE F5I8E

1 FAEBARASEXBIVSRBALER) - TRRFRHEREAEH -
2 FAREFBNRHZER R A B2 TSI ErmR(" B L) SRR
BRI EVRSR RSB HBAS LURFIEE - maFEsinH
i)y BRMELUTAE : et REEARE  BHEGETEWISET « IUHRER
BEREE  O)ZMR  DSMRRERENE ) (MfRT  BEARS RS
REERETBUISEM AR | ()ERERTNT AR ERERESNAEARY
EREMBEE AR AR SHAELEN R/
BT (@ UEREAR At B ERSBREAREEZAR | BiR
BB A ~ ROURRE BB B A MR ERRS 2 (URE RN ST
B B AL (RIS A R RS B © (b)Y (A /B LU A R R /ALl
BB A MSIEREEN -
FARRUSEEMERFINESENE  EXREREAEATHUNRE) -
FABAHMBRAFN T ERAFA SRS HHEEETH -
EAGRUEN » EAREREFREN — VBN AT ARMMN 2 R AR HE

» w

o

FARBEMEL  ERRYE AL - BT - 2ATEEhBEE AR
RIG AR A MR - MERARA L - IEAARNE AR ZBICHERRR
WER BHTRT - RRES MR ENFRERFERARY

Date Signed 2Z HHA

Signature of Applicant EFFEAZE

Please return the completed form to Manulife {International) Limited, P.O. Box 70302, Kowloon Central Post Office.

FEIERRRIE R NP RE B RIS 703025k AR A SR (B ) ARAF -

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.

FRBZAGESRHREME » BHIEREAR » —HURRERZE -

EB LH UW/EOI (12/2007) 2 of 2



