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Manulife For Office Use Only A E12 A

Agent Name & Code/Branch X I2 A% B #RER/ 21T :

EMPI.OYEE BENEFITS Policy Number R B #R5f :

Effective Date of Coverage {RFE4 I EHA :

ManuChgice* Medical Plan Application
BRERREE nEE

Notes ABER
1 Please complete this form in BLOCK LETTERS and check the boxes where appropriate. Please initial next to any 1 FARERIBET AR » WHEE AN LV 5E o MALEHEMEZ - EH
corrections you make on this form. W REMEEE -
2 "Dependent" in this Application shall mean spouse and/or unmarried child(ren) of the Applicant who is/are 2 A{{REREERFE "% —FRIERAEARBRBR/ERIETL
resident(s) in Hong Kong. i "
3 Coverage will be effective on the 1st of the month immediately following the later of: i) the date the Application is 3 %EﬁgﬁjL’({—fﬁﬁzé')zgﬁggg")Jfgﬁé)ﬂﬁmuggggﬁﬁﬁ (B
approved by Manulife (International) Limited (Manulife); and ii) the date the required premium is received. o e o
4 Coverage is subject to the terms and conditions of the Benefit Schedule and the Policy Provisions. 4 {fﬁniﬁfﬁ RARSRAOTRRLR BRLUR R B AR SCRTIAR -
5 Applications received by Manulife by fax will not be accepted. 5 RABTREUERES B o
6 Before the bank receives premium payment, the Applicant or proposed insured(s) must give immediate written 6 N34 (E{AI 5 KSR CEN (R B AR RAY AR AT HER BIRE - FRGE A BlERER s
notice to Manulife of any glleration %fymaterial fa(ﬁpt%at may apffe(‘:)l the risks co(v(gred bygthe Policy. Otherwise, T%)\’M/Ef'iﬂl;ﬂimﬁﬁ?%ﬁﬁﬁgﬁIJ_LEDLliﬁxﬁ%ﬂf*lJ o BEl» BFIGREEHE
Manulife reserves the right to reject any claims under the Policy. F » EABLIRE REAIZRE -
A. APPLICANT INFORMATION HFEAE#R
(As shown on HKID Card /4/BER & 1:54ER])
Applicant's Full Name (Surname first) (in English) (in Chinese)
R SR HE) '’ 230°4
Date of Birth Sex Nationality Country of Residence E{Eit# HKID N
HAERH 1451 [E7E (Please complete if a&%m oS )
/ / notin HK EE{HE
DD H MM B YY F EA  BRPER)
Contact Information B##8& %}
Residential Address{EE it E-mail Address TEHEAE @
Room/Flat/Floor/Block/Name of Building/Estate Z=2/48/E/K[&E/E5E 858 Mobile No. F2EE
Street No./Street Name #7i8 5=/ #1382 78 Office Tel No. ARIEEE
District B Home Tel No. (XE&E:E

[[JHong KongZ&# []Kowloon/1EE [INew Territories¥i 5t [ OthersEHAt:

The contact information applies to all of your existing products/services in Hong Kong and Macau provided by all companies within the Manulife group of companies and also companies which provide
trustee/custodian services. If you are a member of any provident fund scheme(s) administered by Manulife, any information provided here will (unless otherwise stated below) be treated as an instruction
to register above address as the registered residential address under the scheme(s). Any residential address(es) previously registered under the scheme(s) will be superseded accordingly.

B TR R BB AR  BANE PR ELHRTEEE AR » MRAKXARRMMEAFAERBOATNEEREFIFIRHENER/RE L - MR TERFEIBHNAELEBIKES » FULEHHES
EERIBR L TR B IR TRINAEIR B FALRMNIET » BRIEL EHEAR TREF AES BN B R AT - IR IR B AT

[] To apply above address to this certificate only, please " v this box. tl1 Eitstit FEARILEE - SBESRAEL v, e

Applicant's Bank Account (For medical claim reimbursement purpose) HzEARITIRE (ALFEAERERELE)

Bank Name Bank Account Number | | | | _ | | | | _ | l | | | | | | | |
RITRE SRITERFIRES
Has your Employer endorsed this plan? B FAYBE R B CROEEEETE] ? Are you actively at work? IREFEEER AL ?
[ Yes, please provide your Employer name. =

s, = Y

2« AIBHEATNET - Hives
JNo CONo &

A

=
Occupation / Job Duties” (Please specify % of time spent on manual work) Current Manulife MPF Sub-scheme No. or Group Insurance Policy No. (if applicable)
B TIERTE" (manmmee &8 T r(s TIRMTSRSRIE A LL ) RERFEES BT ERTEE RS R ERT (B )

( %)

A

If you do not provide any information for the occupation / 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
?’E%&w;%eﬁ’?jgifr descriptions on separate sheet. 1R F;2ATE RIS TIERISER - ﬁllTlEf’E%E]—F BT 15 "‘*EP/xﬁTﬂ—J; 25BN TIERIRLSY © %E]—F_Jﬁfﬂalﬁ HEIRME S ERE P T

B. FAMILY INFORMATION %EESEE é*ﬂ' Please list all Dependents applying for coverage BEBREAFERFEZFERE

Proposed Insured * Name of Proposed Insured Country of HKID No. Sex | Date of For smokers, | Height | Weight| Weight change in the last year
[N _ (Surname first) Readenge i 1451 Birth number of (cm) | (kg) BE—FRIREEE L
BESEAMR (SUER5EH) B | ghEs (ddimmiyy) | _cigareties | B | g —
(Please complete e geg | Smokeddally | gyn | npr) | Gain | Loss Reason
ifnotin HK (F/BE) |MEREAL - (kg) | (kg) RE
EEAREE k==l EA | R
RRARE) WEHE (AR |(BF)
1 | Applicant ER5% Applicant (As above) FFEA (FL)

2 |Spouse ACf®

3 [Child F&

4 |Child %

5 |Child F%&

# Please make sure that your Country of Residence is up-to-date in Manulife's Employee Benefits' Group pc;:llﬁérecord as that will determine the destination of any emergency evacuation or repatriation

AR 0 AR

services under the policy. FEFERRE T HFHEFIREEFN ERERTEIAEANBEIHERAERER - 8 ERIFH - RRSLULEREAGRZ ABtsiER2 Iz Brlit o

* An eligible Applicant must be actively at work, hold a HKID card and at least 18 but not yet 65 years of age. Dependent coverage is available to the Applicant's spouse who is 18 to 64 and any unmarried
child(ren) provided they are atleast 15 days to 18 years old, or age 19 to 22 if attending school or university on a full-time basis. ERZE ALBZERA L » ERT\REREATARL BIFEEESHE -
TR AREANRBIRERE  HEHRARBHNFERAN FHAEATEE - MABFRNOFRAN FHEETARET\G > MBZAKIBE » QAN FHAEZ+ 5 °
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C. PLAN CHOICES #%{RE1E smunmattinREHERRLRERD - RBHHE2RIEHEMRLRERDISARBHAMR -
Please circle the benefit type and level of coverage applied for. Dependents applying for coverage must apply for the same benefit type and level of coverage as the Applicant.
Proposed Insured Hospital and Surgical Benefits* Clinical Benefits Dental Benefits** Premium (HK$) SHIRE (A1) Health Screening (Optional)
BERREA {ERR K F iR PIEIRIE FRHRRE (Please put a "/ in the applicable box REAI(BITEE)
BEHEVERL"V'H) Please circle the
% applicable premium (HK$)
DMnU§I Mode F#ifZ3C SEEHERICEE)
OR &
OMonthly Mode B#fz=t
Note: For monthly mode, please complete Basic Comprehensive
the attached Direct Debit Authorisation Form HA ey
AREEEAMGERNX  FRRMLNE
B RIRHEE -
1 | Applicant B35 $ $760 $1060
2 | Spouse Btf® $ $760 $1060
3 | Child ¥%& B/l /C** B/1/C** Yes & /No & $ $760 $1060
4 | Child ¥& $ $760 $1060
5 | Child ¥%& $ $760 $1060
Subtotal MONTHLY OR YEARLY Premium 3 A)
BRANBERE
Subtotal Health Screening Premium (if any) $ ®)
REAIARER (A0EH)
INITIAL PAYMENT: Yearly Initial Payment = (A) + (B) (if any) OR Monthly Initial Payment = ((A) x 3) + (B) (if any)
BHRE FHEHRE = (A +(B) (WEMA) = BHMEHRE = (A) x3) + (B) (WEA)

* Hospital and Surgical Benefits are only available to existing Manulife Employee Benefits customers or Applicants whose Employer has endorsed the plan. {2 % Fili{RE AR AN AFIREEHZ SR TR BIZ A AR -
** Dental Benefits are only available to Applicants whose Employer has endorsed the plan and as a rider to the Hospital or Clinical Benefits. ZFRHERE R MR EAL A TRIZ BREE A (E A ERREPIRRE Z HIERE -
** B =Basic Plan £A51#l, | = Intermediate Plan#&i$51#l, C = Comprehensive Plan f7&5t8]

PAYMENT INSTRUCTIONS f{33k75%

1. The Initial Payment can be paid by making a cheque payable to "Manulife (International) Limited" or by credit card. For monthly payment mode, the Initial Payment includes the first 2 monthly premium
payments, 1 monthly premium for deposit purposes and the Health Screening Premium (if applicable). For annual payment mode, the Initial Payment includes the first year premium payment and the
Health Screening Premium (if any). L EHEAEHIEHGRE » XFIRBFAR 'ENASRR (HR) BRAS, - #2AHKN SHREREREARE —ERRSREFRIRER (108
) - EEFgr  SPREAEE - FRERBRAGER (WEA) -

2. For monthly payment mode, any subsequent premium will be collected by Manulife directly through the authorised person's bank account. Please complete and return the duly signed Direct Debit
Authorisation form together with this Application. For annual payment mode, Manulife will bill any subsequent premium by sending a renewal invitation 40 days prior to the anniversary date. The policyowner
must settle the renewal premium by cheque. 2112 A7 » BRI ERAMEE AN LRSRITIRFNEERARE - FEZRZZMPF T LWERITIRET - MEEFHT - RFNRERER
RIEN+RATE 3 AR RAFESWEERRE  REFTALAURYE -

D. HEALTH STATEMENT {#RERAK;EEH
"You" or "Your" is defined as the Applicant and his/her spouse and child(ren) if applying for coverage. "BF 4 2IEHFEARERBREFLNEBE FLEBREARE)
1  So far as You know, have You ever had or been treated for any of the following disorders/diseases? If "Yes", please check the appropriate box below and provide the proposed insured's name
and details below. FERIFATA1 » T EHRB L TIRRHESBMAR AN "5, » SR THBEEZREAELE v, %

[[] Disease of kidney or urinary tract [[J Any disorder of the liver, [[] Spinal or muscular skeletal conditions/diseases [[J Infection by Human Immunodeficiency
BRI PR R AR gall bladder, bowel or stomach BN BT Virus(HIV), AIDS or sexually transmitted disease
[] Ulcer of any kind {E{A4ERLAYEBIE TERIRT ~ BRARAES B e ? [ Epilepsy, stroke or paralysis f&f, - /@ 25§ & iﬁﬁgﬁﬁﬁﬂiﬁﬁ%@*ﬁéﬂﬁﬁ
[[J Cancer, tumour or growth of any kind [ Arthritis of any kind Rl % [J Leukemia or other blood disorders OH tit'ﬁB c ‘o stat
(AR A0SR ~ RETBEARRIIEE [ Systemic Lupus Erythematous i i yF L E At BRI R A BRI R epatiis B, L or_ carrier stalus
. ratory diseases TRRE : : . . Z AR A HE AR S
[[] Asthma or respiratory diseases " [[] Breast disease or gynaecological conditions o
B i 75 S VPR SR A [] Diabetes ¥R including abnormal pap smear test(s) and U bCIheZt pain, Ihldgh cholesterol or any heart or
) = s p ood vessel disease
[_] Depression or any other mental illness [JHypertension = M&E irregular ’T‘e“ses ;L%}%ﬁé@mﬁﬁﬁ ’ » EIEEEE v B U fig B8 11 &
NI BRI yperension B IR KRR R AR B ERER » SAER LR B
~ [[J Thyroid or glandular disease
FRARARAR B A 9 R Applicant EREEA Spouse At{E Children ¥%
YesE No& YesiE No& YesiE No&
2 Have You ever been covered by medical insurance plan? B T &7 B (F A REFHRETE ? O O O O O O

If"YES", please provide the insurance company name and policy number below:
A - FEIIHFRA RN RIERREARE

3 Have You ever been declined for life or any medical insurance application or policy rated or restricted? If answered "Yes", please ] O ] O ] O
provide the proposed insured name and the reason below.

BT EDRIERFREMATRERER ? LS DRASRENETRE 706 » FIHERZRANERRERAERR -
4 Do You plan to attend, or are you currently attending or have attended in the last 5 years any hospital, clinic or doctor due to:
BT aEAFEERRENAIERTREERIER « 2Rk :
i) any diagnostic tests such as X-ray, ultrasonogram, blood test(s), CT scan, biopsy, ECG, urine or other investigation other than O O O O O O
for routine medical check purpose?
BRXHARE ~ B - MR - ERUFE  EEERER - OBE - RRSEBTERGITT S IREANGE ?
i) iliness, operations or other medical advice or treatment not stated under any previous questions? O O O O O O

N EEARER A RRAER « Fif - BRER KGR ?

If You answered ''Yes'' to any of the Euestions above, please provide details below. If You require additional space, please use a separate page.

MUEBEAEES "R, BFRUTERREFHEN - NEHE - B MK -

Quﬁztion Applican_tilDerfndent Name Nature of Disorder Duration and IzateH (DegreeRoefslggcovery) Name Sggtﬁgg;%szglgg?nding
PISERSE HANRBILE RIAIER (From - To) S#EM | 25t mimiere) e B BB R Rt
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E. DECLARATION AND AUTHORISATION ESBHEIF{E

Itis understood and agreed that AABBLRETIIEIE

11 have obtained the necessary authorisation from my Dependent to supply their 1 XA BEFFAEZERBEVSFERER) @ TRAEHMEEE

information to Manulife if my Dependent is to be covered. | also understand thatthe (A &¥ - AATRBEBREERIBEHNEE 2 ZEF/EEIE
information requested in the Application is required in order for Manulife to process KAFS{REZE S o

this Application.
i i ; ; ; S B ER K BB EHZEMIERTEHE
2 Information provided herein together with any subsequent alterations or supplements 2 ZFAE_ {i*gw‘jm{ ~ e et
of it ("data") are collected to enable Manulife to carry on insurance/financial business ~ 7&( " E*# ) > BIERMFRERF BURFREL & R TS LURF
and may be: EIE > MZEFERAIH
i) used by Manulife or its associated companies for the purpose of (a) approving and i) EFIMELI TS : (a)t R EEARE » SEBEITE
administering the policy or any alterations, cancellation or renewal of it; (b) fAMEET ~ BUHRESERET ; (b)IZRE - D REEEE
underwriting and any claims or analysis of it; (c) statistical or actuarial research of fEERZE ; (C)EF B AT R/ 2 B (it B

Manulife, Manulife's associated companies or the insurance/financial industry; (d) Nl N = . =
providing/promoting the insurance or financial related products or services to me HHEAE ; (d)ZBRBAN ANEEHEL XAAA

through insurance intermediaries or direct marketing; and/or REHERFSME AR R emERER ; R/

ii) transferred to (a) any related company or other company carrying on insurance or i) B3 F(a) LA ERIEATR ; Mt BE RGN BERRE
reinsurance related business or an intermediary or a claims or investigation or BAEIE /AT ; BUREEADN A ~ IBHIRES « AEEHM
other service provider providing services relevant to insurance business or any (R AR RIS 2 e s BRSO s A B AR 2 F%

association or federation of insurance companies that exists or is formed from time N - \ N \
to time; (b) any person/organization to fulfill any of the above purposes and/or for AR AR 5 (0) FERIA L/ LS R/

the purpose of data verification by way of matching procedures or otherwise. FCHBRAMTAEEARN - N
3 By writing to Manulife - Employee Benefits, | can request access to and correction of 3 AABELIEEBHRFIRREREHE - BRREKLEN
my personal data (if appropriate), | also understand that consent to the use of my {EAAZFNBE) - AATRAIBKRERRMNTERAANSTE
personal information to offer me products and services is optional and if | wish to  E{EH#EEH -
discontinue such use | may write to Manulife at the address shown below. 4 KACEHEER » AR RS B AR A — SR B A

4| certify that all information provided by me in this Application is complete and true to 022 T 470 . & F R Ey =t antn
the best of my knowledge and belief. In applying for the ManuChoice+ Medical Plan fggfg%g%gi%g;?%ﬂfii{%ﬁﬁ’iggﬂﬂgﬁ
benefits, for which | am, or may become eligible, | authorise Manulife to debit my RIS I XTEL AT JRRE TERIRAE

account or authorised account as directed in the Direct Debit Authorisation form. SRTRREEIR S AIRRRE

51 authorise any physician, medical practitioner, hospital, clinic or other medically 5 ANAISAEEMES: « BRI E AT ~ BT ~ AT EthER
related facility, insurance company or other organization, institution or person that EBEEHRIAIHERE « (RiG/A TN E MtbAEAL - HEAsi A+ » 1BE
has any records or knowledge of me or my Dependent to provide to Manulife any  FrERERAA RFERSSGSERERREE » 2HTEF)
such information. A photocopy of this authorisation shall be as valid as the original. B B A S EN AR E AR RIE Y o

6 Upon acceptance of this [application/enrolment], commission or other _ .. = , = 2EgA -
remuneration may be payable by Manulife to any insurance/MPF Intermediaries 6 EAIFRAE/ S MEABHRIERNT - BRI A AEiG P 2RILR

involved in this transaction and they are permitted to receive the same on X@AVRMR/AETEE PN AR EHEMEE - tIIRIESET

account of their services. AR RIS IES BRNSGEE -
7 | undertake that if there is any change in the information provided, | shall notify 7 AAZGEEBEAMEHNERETAES » AABRAENY)
your Company as soon as reasonably practicable. BA{THERNS RS AT EEZHE

8 | confirm that | am not acting on behalf of another person/entity in making this 8 AAFERLIE R EAMA /e (et ERES o
application. e = "

F. CANCELLATION RIGHTS AND REFUND OF PREMIUM(S) EUHREBEZNZERE

| understand that | have the right to cancel and obtain a refund of any premium(s) Z&AABBEAAGEUZEBMNERIVESRE R EEMRSES#&EFE
paid by giving written notice. Such notice must be signed by me and received & ; HEARAMNBEZZEM » WEFRER (ML : AEEHR
directly by Manulife (International) Limited, Employee Benefits, P.O. Box 70302, SBESEPBEFa703025% "HFIASRIE(ER)ERATES
Kowloon Central Post Office within 21 days after the delivery of the policy or issue FEFRIFTEER 1 )M FTEERNERWEIZEM | REXFAA
of a notice to the policyholder or the policyholder's representative, whichever is the =& ARYKREE CBRE) BFARAFAANKTRE » #8ET
earlier. B9 K » LA E B o

G. OTHER SUPPLEMENTARY DOCUMENTS  EAtfhns4

The following documents are enclosed with this application EREERTH FHI {4 :

[ Applicant's copy of Hong Kong Identity Card ERZE A& B S HERIA
] Proof of residential address {E31t3ERAEZ (Copy of mobile phone bill, utility bill, bank statement or recognized financial institution statement of recent 3 months £ &L

ZERABHRIREEEEE - ABEEIRE » RITHENG 2 SRIEREE)

Date Signed ZZ R HA Signature of Applicant EFRZEA B E Signature of Applicant's Spouse FREEARLIBERE

Your completed Application may be returned to your Manulife Agent or directly to Manulife (International) Limited, P.O. Box 70302, Kowloon Central Post Office.
BIEZHNREERT TENRBREASIERBF INERRBEBEHEIEE703025R R A SRE (EF) BRAR -
If you have any questions regarding this application, you may also contact our customer service hotline at 2108 1222. #FitLERZEEEFAE » NN EA AR T FRIEEIF 2108 1222 o

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.

FRBZPGEARMSER SR » BRENAERE » — LT IRERE -
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Note: The Direct Debit Authorisation is applicable for monthly payment mode only. ddH / mmHAd / yyyy# \

R EEATERRE R R H K Date HE J
DIRECT DEBIT AUTHORISATION Bi$3 1 3 152 5
Name of Party to be Credited (The Beneficiary) Wiiti—7i (Z2A) ank - Dranch No- Account No. JI 15k

Manulife (International) Limited A\ 0rER (BIFD) A 1 g 3 5|18 0 ,2(8,6,9,3,0,8 ‘ 0,01

I/We hereby authorise my/our below named Bank to effect transfer from my/our account to that of the above named beneficiary in accordance with such instructions as my/our Bank
may receive from the beneficiary and/or its banker from time to time provided always that the amount of any one such transfer shall not exceed the limit indicated below.

A NIAS NEBUZREA NS NIRRT » PRS2 2 AR BT A IR A A AR ASFEUTIHETR > IR AR AE P ONEIR T B2 i A > MRS 3R
FHEDH DU T8 E R R o

2. I/We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to me/us.
AN NG AR NAS NG ET U COE S IR A R O PANARNGE o
3. 1/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as a result of any such transfer(s).
RS R T 4 A /7 NS0 5 B2 S (s BRI ST » A N /A NSRRI ] B 4% S 784 2 PR AT o
4. I/We agree that should there be insufficient funds in my/our account to meet any transfer hereby authorized, my/our Bank shall be entitled, in its discretion, not to effect such transfer, in
which event the Bank may make the usual charge and that it may cancel this authorisation at any time on one week's written notice.
AN NI TS A SAS NS 19 5 10 000 S 500 0 S Ao 5 S R M » A AR NS SRAT A REAS TR > ELERAT mBOTO R % A e 2 - 3 v B g DL — B SO0 S T S A
B o
5. This direct debit authorisation shall have effect until further notice or until the expiry date written below (whichever shall first occur). I/We agree that if no transaction is performed on
my/our account under such authorisation for a continuous period of 2 years, my/our Bank reserves the right to cancel the direct debit arrangement without prior notice to me/us, even
though the authorisation has not expired or there is no expiry date for the authorisation.
S BT AF RS2 M 1 A A0 A S8 L 8 S AT M R 0 1 L 2 R 50 B0 39T 1 20 (AT 5 v b 4 T SO0 2 ) o 2 /AR NS R S A NS N S5 L5 S WA BB A A5 W A 53 L0 e 2
SR ARA DS A BERETT 1 B IRAYRC 8 > A N/ A SE AT O BRI IDCHS AN B B2 Ak e HE i R 2SS AT A RIS /AR NS > BV AS SR SR B0 R A W RERI T H o
6. 1/We agree that any notice of cancellation or variation of this authorisation which I/we may give to my/our Bank shall be given at least two working days prior to the date on which such
cancellation/variation is to take effect.
AN NG > AN A SEHN ¢S BOAS B A A > ZER G/ A28 H e D T A R 28 T A N/ AR NSERIEAT o
r
' =% i
FOI‘ Manulife Admin Use Only Debtor S Reference fﬁi%}\{ﬁnf (POhcy Number %ﬁﬁ%)
a2 2l 4 >3
ZAT BERM
\.
4
My/Our Bank Name and Branch 7 A/4 NS IYEAT & 531719 4455 Bank No. Branch No. | My/Our Account No.
HUTIRIS SR ATHRS RN NEE RS
#My/Our Name(s) as recorded on Statement/Passbook #7< A/Z8 A2 (e 45 W7 58 L it 4l 8% 14 44 1% = %ﬁ%ﬂ;dﬁgphone No.
Limit for Each*Payment/Month Expiry Date (day/month/year)Note 1) My/Our Signature(s) (Note 2)
R A AR FWIH (H/HAE) () AN NENEE (Wik2)
L

* Please delete whichever is not appropriate. il 1 H#
# Please write in BLOCK LETTERS. i LIF 3 IEFHTES o

Notes Fff 5k :

1. You are recommended to leave this box blank to have the Direct Debit Authorisation effect indefinitely (or until cancelled by you). This Direct Debit Authorisation will be cancelled

automatically on the date included in this box.
FRAVE R TR IR 22 > R BB R B MEFRIIAT 2 (SRR 3 DU 29 1k ) o 7S LB (T 3 $52 Al 355 42 BU AR TR0 Y L JB0 1 Bl g o
2. Please ensure that you sign the form in the usual way that you would sign on your Bank Account.
i PR PR IS LSS AL PR Y 388 44 BELERAT 5 9T s S8 2T ) o
3. Manulife reserves the right to either cancel authorisation if there is insufficient fund in the debtor's account or to request for a premium mode change.
ERRHR SR AT NP I S A IR > RN ORI LB A AR SR > sREGRE RS WSO PR 2 T o
4. If "Limit for Each Payment/Month" is not specified, the debtor's bank will set the limit as "unlimited".
W TRER/ R ARG — R BUE > GUBSET SRR IR 2" AN LI o

For Bank Use Only #3175/ Signature Verified % B

For Office Use Only 2 & 2]

Insurance Advisor's Name {5k i [ 2k 44 Insurance Advisor's Code PRBSBHIARSE _ Location it

The autopay debit will be processed at midnight (0:00am) on the payment date (140 of each month) or if such date falls on a non-banking day, the following banking day. [/ BlE I 7 5 +d F
Ff K H I Z B B IRME LT o A1a% H 28U TN > HINEAE % R — W8T LIEK o

Completed form should be sent to Manulife (International) Limited, P.O. Box 70302, Kowloon Central Post Office.
BIARRIBT T NP RBEBEEIE7030258 R R ASHEE (B ) BRAR ©

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.

FRBZPGEARMSER S » BREXMAFRE » —HLUERARE -
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