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Manulife

EMPLOYEE BENEFITS For Office Use Only AR

*IJ Agent Name & Code/Branch {RI2 A48 R #Ra%/ 21T :

Application For Group Life & Health Insurance Plan

EBERIEETBIFER

Notes ABEIR
1 Please complete this form in BLOCK LETTERS and check the boxes where appropriate. Please 1 SR IEH#IEEARRE » WHEETHRANMVEE - B EER » 55
certify with authorized signature and company chop for any amendments. SARMEBNZE FATENEEE

2 Applications received by fax will not be accepted by Manulife.

N

BT RZUEREZ ZHEE ©

3 Proposal with authorized signature and any required documents should be submitted together with 3 A% /EBERDEREA TR T v R EERITAREH—HES o
this form. All benefit details of this application will be subject to the accepted proposal. A R RN A SRR RS E Rk o

A. EMPLOYER /APPLICANT INFORMATION {3 / BRAZF

1 *Full Name of Employer (Company)/Applicant

* As shown on Business Registration Certificate /A 54/, BEA 7 ¥ B 528 Fr & AER)

BE(AR)ARRAERTE

2 Correspondence Address i&Eafl it
Room/Flat Floor B Block/Tower [EEE] Name of Building X/E&E
Name of Estate B3t &1 Street No. and Street Name 138 578 K418 & 18
District @15 [(DHK &% [IKLNhBE [ NTHR | City/Country H/ER
Attention Person U A
Mr /Miss / Ms
3 Nature of Business %7545
[]c10-Construction 72582 [Jc11-Manufacturing £4i5% [[]¢12-Wholesale/Retailimports & Exports #t3§ / B / HAO
[] c13-Restaurants/Hotels EXE / JBIE % [l ¢14-Telecommunications BEH % []¢15-Transport Services ;&%
[Jc16-Banking/Finance $R17 / ©Rl% [Jc17-Insurance/Real Estate {# / tiE% [J c18-Business Services 2R
[] c19-Community/Social Services it & R7% [[1¢99-Others Eth (Please specify F55ERH )
4 Does your company have any existing Group Employee Benefits Plan, either Pension or Group Life & Health including Long Term Disability, with Manulife?
BEARRNELHEHRRNEENERESEFETE - BIAEL 2 EBASHERRRE  SERIPEERFE?
[lYes 2 [ Group Life & Health E82 A\ SEASEE(RIETE] (Policy No. {RE#RSE )
[] ORSOMPF AtgetEl / 581E&5TE] (Group/Sub-Scheme No {RE / K EBETEI#RSE )
CONo &
5 Please fill in and submit a separate "Addition of Sub-Account Form™ for each of your Affiliated Companies (if any) if separate billing is required.
ERAKEAE (N ERIARENE - SASNKESARSNARRER "HEMEARRORE. -
B. POLICY DETAILS REAR
1 Effective Date of Policy Policy Period Anniversary Date”
RELXHEA ) , REFHA RERFFH 01 /
DD H MM B
DD H MM H YY & ([ year F D2 years * * Must be the first calendar day of the Month 4/B /&% A 2 BEARBH
2 Currency to be used for the policy (Applicable only for Life & Disability Benefit. If Medical Benefitis chosen, only HK Dollar policy will be issued.)
REFANEBEN (RERRASRERRRE - GEEERERE  AEEATERERN - ) [] HK Dollar /&t or 8f [ US Dollar 23t
3 Premium will be paid  [] Monthly [J Quarterly [J Semi-annually ] Annually [J OnceEvery Two Years
REHA BRME BEHE BrEHE BEHE BMEME
4 Benefit Eligibility Requirement (a) Each present full-ime employee shall be eligible for benefits IR 2RI ZEE S & B82S INETEIAY B EIHE Z /L
2NEHEIERR (] upon the effective date of the policy fRE£3H
[ upon fulfillment of 5E#ERRFEM _ months of continuous service {8 & H

(b) Future full-ime employees shall be eligible for benefits H#&FTEEHI 2 ES A& BB M B4 HERE R

(] upon fulfillment of sEf&EARFE A months of continuous service lAEH

[] upon completion of the probation period iFAERRE H
[ upon the eligible date as specified in the employment letter B2 E AR ETRBAI S ERBMETEIHER

(For office use only AR EM)

FATELERL LR EHRER
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5 Plan Definition 5t &I5%/5 Applicable to ManuCare only
Hi@EAManuCare{®fEs12]

Plan =t2I Definition (In terms of position, seniority, etc; notin benefitamount) ~ Are dependents covered? Benefit Type
ATE EdS (GEHBREAMR - FE% » MIFRELE) BERBEERIENRTEIR {RIEXER
Hospital {E% Clinical F352

Yes £ / No &* Class #&3l 1/2/3* Class #&3l Nil /1/2/3*

Yes & / No &* Class #BRll 1/2/3* Class #&#! Nil /1/2/3*

Yes & / No&* Class #&73! 1/2/3* Class #&3! Nil /1/2/3*

Yes 2 / No &* Class #RAl 1/2/3* Class &3l Nil /1/2/3*

* Please delete whichever is inappropriate Z&fil &R #EAE

6 Long Term Disability £E{EFE
If this benefitis selected, please specify Pre-Disability income is to be averaged by month. SRR » FEIRAMEEAIABLIHEETE  ERAFISE -

7 Certificate No. s5E#R5E :

[J Assigned by Manulife ERZEFI#REC *  [] Assigned by client (HKID number is not allowed) B & SH#RAC (485 D ERBAS T FIE)
* 1fno choice is specified, this option is deemed to be chosen. &R B HAHET » HIIBHGTR ABRIZHE

8 Certificate Order Listing SZE#R3IXF :

[ ] Numerical 8%~ (] Alphabetical &}
* If no choice is specified, this option is deemed to be chosen. ZR B {EMIIER » tb:EIEHGTR BB RIZHE -

9 E-Claim Nofification & FES{EEH :
If employee(s) e-mail addresses is available, an E-Alert will be sent to employee's e-mail address upon claim processed. You / your employee(s)
can check the claim result and view the Payment Summary / Advice via our e-GLH Online Service.
MESERMERN  HAIEERRERFERERHEFRAEEETEMU > BT / BREIMEERFE Ae-GLHIE LRBEAREFERBESR
HEEFEE / RIEREFORR o
* Claim Payment Advice will be delivered by mail if no employee's e-mail address is provided. {E B ;8 B 12 A BER L » FEREFBAISLIES HREZH -
Please puta v in this box []if Payment Summary and Payment Advice delivered by mail are preferred.

WAL ER S 75 SN (B B R R R R E RS TR » SRt s LIk v 5% -

Important Notes on Employee and Dependent Enroliment

BANEBERRBRBESNEZEESIE .

1. Please make sure that the Country of Residence for the employee and dependent are up-to-date in Manulife's Employee Benefits' Group policy record as that will determine
the destination of any emergency evacuation or repatriation services under the policy.

FEERMEE RFBRIFNETFESEF EREREZINMNEEHER B ERRR o 8 FRIFH - BABLULEREA BRI RSB R HEZ Bavtt -

2. Application of employee enrolment should be submitted to Manulife within 31 days from the date on which the employee becomes eligible to enroll under this
group scheme. (For eligibility under the scheme, please refer to the Benefit Schedule for details.) Otherwise, Evidence of Insurability, claims declaration and the
employer's written request are required for underwriting consideration.

BESMERANBESERRFNILERRENEIN=1T—BREZHET - (BRARENTEARNESERY  F2RIEFBER - ) BRERIETRRESRER
REEPEREINVETRBEZESL -

3. If the Employer does not provide any information for the occupation / job duties on application of employee enrolment, it is deemed that the Employer declares the
employee to be a clerical worker with no time spent on manual work. If the space provided on application of member enrolment is insufficient, the Employer can
provide further descriptions on separate sheet.

MBS EERESMRSRMME TERBER > AREREIBHZESLRB I FE > BEPREEARNSBITENRS - BEABTLUMEREESERES
RUBZE /| TIERTSRYER o

C. DAILY CONTACT PERSON(S) INFORMATION HEEH#& A EH

(a)Name Tel. No. Fax No. Email Address
R HEH BEEIRNS BERNS FELH

(b)Name Tel. No. Fax No. Email Address
Eyrg BEEIRS BERS BEBHLE

D. ADDITION OF AUTHORIZED PERSON [fifnigiRig A+

In addition to the person signing this Application, the following person is authorized to sign (with company chop) any policy documents, letters, notification or
other correspondences related to this policy on behalf of the Employer and this authorization shall remain valid unless further written notification is given.

BRBEEARBERBZALIN THATERERRAAREZ (LMLEARNE) FAERAREZXEHHRERE EEFALRRITEHEEmABRAL -

Name 4% Title R8T
(As shown on HKID card WA/BERE B & {H:51ER)

Nationality % Signature Specimen % ZE
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E. DECLARATION AND AUTHORIZATION EMRR 54

* Paragraph of Part E (7), (8), (9) and (10) shall be applicable to the Applicant / Policyholder for the use of ManuPlan medical services cards.

AEE (7), (8), 9), (10) IWBEAKNEAEEESREFE BEFRBE FHREA /REFEA -

THE APPLICANT/POLICYHOLDER DECLARES THAT ALL STATEMENTS AND ANSWERS MADE IN THIS
APPLICATION ARE FULL, COMPLETE AND TRUE AS OF THE DATE THIS APPLICATION IS SIGNED
AND IT IS UNDERSTOOD AND AGREED THAT

1

10

"

12

13

14

Insurance will take effect once the Application has been accepted and the effective date approved by, and
the first payment has been paid to Manulife (International) Limited. Coverage will be subject to terms of
the contract.

All insureds must be on full-ime work on the effective date of their insurance coverage under this
contract. If an eligible employee is hospitalized or disabled on the date on or from which he/she would
otherwise has been entitied to the Benefits under this contract, he/she shall not be entitled to any Benefits
until termination of such hospital confinement or disablement and he/she returns to normal full-ime
employmentin good health for a period of 31 consecutive days.

We have obtained all necessary consents from our employees to supply the information and data of such
employees and their dependents to Manulife (International) Limited (hereinafter collectively called
"Manulife") by ourselves and/or through our representative involved in this Application. Our employees
and their dependents agree that these information and data can be used by Manulife to carry on its
businesses and may be

(i) used by Manulife 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, its associated companies or the insurance industry; (d) providing/promoting the
insurance or financial related products or services to them through insurance intermediaries or direct
marketing; and/or

(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 association or federation of insurance companies that exists or is
formed from time to time; (b) any person/organization/ourselves or our representative to fulfill any of
the above purposes and/or for the purpose of data verification within the insurance industry by way of
matching procedures or otherwise; and/or reinsurance of the policy.

All our employees have confirmed that they have obtained all necessary authorizations from their
dependents to supply their information and data to Manulife and/or our representative. We shall indemnify
Manulife for any loss or expenses incurred by Manulife by reason of any misstatement in the above
confirmation by us and/or any claim for breach of Personal Data (Privacy) Ordinance by our employees
and/or their dependents.

Should there be any objection/complaint from our employees and/or their dependents in respect of the
release/transfer of any information and data required by Manulife from time to time, Manulife shall have
the right to terminate the policy being issued or any part of it and/or reject/terminate any enroliment of the
relevant employees and/or their dependents and to charge for any insurance coverage or other services
provided by Manulife up to the date of termination.

We hereby authorize Manulife to process any instructions received from ourselves or our representative
through a designated email address authorized by us from time to time (either our email address or our
representative's email address, hereunder known as "Email"). We further authorize Manulife to process
such instructions received through Email even though they may not bear any signature, company chop or
other identification from our company or our representative. We agree and acknowledge that privacy,
confidentiality and security cannot be guaranteed for any instructions sent through Email. Manulife shall
not be responsible or liable for any harm or loss that any person or party may suffer in any connection
with the use of Email; or as a result of any failure to effect or execute instructions sent through Internet or
perform any obligation.

We hereby, authorize Manulife to act on our (and the insureds) behalf to (1) arrange and appoint the
registered hospitals, medical practitioners and/or other health care provider ("Network Providers") to
provide medical care services to the insureds; (2) accept direct billing from Network Providers for health
services rendered to the insureds; (3) establish, terminate or suspend relationship with Network Providers
as necessary; (4) negotiate all related fees and arrangements with the Network Providers from time to
time; and (5) recover from insureds amount for ineligible medical expenses (i.e. those excluded from or
exceeded the benefit limit under the Policy) by direct billing.

The Applicant/Policyholder shall be fully liable to all shortfalls due to any ineligible expenses incurred by
any insureds using ManuPlan medical services card(s) and reimburse Manulife in full for such shortfall
amounts upon receipt of invoice.

In any event of loss of the ManuPlan medical services card(s), the Applicant/Policyholder will inform
Manulife for full details within 48 hours and will pay the administrative cost for card replacement. Manulife
will assume no responsibility and shall not be held liable on account for any further claim, which may arise
against the Network Providers.

We further understand that the Applicant/Policyholder accepts all the terms and conditions in the contract
provision for the use of the ManuPlan medical service cards by the insureds under this Policy. In the
event of individual membership termination, we shall obtain and return to Manulife all medical service
cards issued to the insured member(s) and we are fully liable and agree to reimburse Manulife and the
Network Providers any ineligible expenses, which arise from unreturned cards.

Once approved, this Application will form part of the contract between the Policyholder and Manulife
(International) Limited.

Upon acceptance of this Application/Enrolment, commission or other remuneration may be payable by
Manulife to any insurance/MPF Intermediaries involved in this transaction and they are permitted to
receive the same on account of their services.

We undertake that if there is any change in the information provided, we shall notify your Company as
soon as reasonably practicable.

We declare that we have verified the identification information of all the employees and/or their
dependents enrolled by us from time to time against their proper identification documents including the
Hong Kong Identity Card issued by the government authority in accordance with the Registration of
Persons Ordinance.

BRENREFAAZNERARRPEENNTEEAREERALARANE
EARRRFEE BT A BA T - AARBBALFRZTIIRIE
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2

IARRRIET IR  (REE BRI | REFIASRIR(ERR)ER
ARZWEIHRE - (REERERIAZ] - (RISHERUAIMRESHIUER -
FTARRANAEFI T RRELENE B L/AZ TG - MEMAERS
EENEE R ZHREZ B EBRE= GRS RS RmA eI TR -
AIZRAFE B sl RIR M 5 BR MR AR AE T B B T 2 R =1 —
Rt HAIZHGRRE -
FARCHUSFIAAAREERE » AERNEASEARRREZIAA
AIREABHASERER) ARARM THER "2F ) RHHEERE
ZAEH - AARRERERBHRBZFENAHATIER » BiER
FZ EISELURFRELE » TRAIft
(i) BRELUTRE © ()R ERARE  (HAEMBIEHZIZET ~ i
JHREEAEREE ; (b)RIR - M RRIRIEERES 5 ()tEF B
R AR SRIREEMET BB EM AR ; (d)EBRREHPTANE
BEEANAGPURMUEEATIEME AR RIS BERSN
IRIFER 5 B2l
BT : ()fIERAR - Rttt R RSB RBAMEL A
A ; VRSO EE Bz Y © 288 « AT E MR 2 M
FE 75 25 ER 1R B 28 RO AY 2 B e AR 5 (b) FEM A L/EHE/IA AR
FABNEMELAAR 5 R/ RIBEA DRSS EMTEEE
# RIENEHB R o
FrEAAREERREAMEERARBIS —tIRIRE - AIARF
RISAABREIRUELBRER - AARMSTEME LA HIRER
RIS A A EHRE R/ E R B E R B A B FLRR) IR B E iR R{E™
B BRI « ARFIFHEE -
NANABRER/BERBIAABTTEHRAF B R FHEEAE
BHEH R VIR « AR BRI EZNRESEVEE P EREHD - K
[EAEARAE L B RAE S R/SE R BT M2 NG BIERZE » MWHRFIHR
RE% 1L B ATR (O (RAS I E Mo ARTSULENE A -
KRARBUIEERF I EMA AR R/EA AR FEHDEAARTT
AR 2 e E EE U AT EIZ SR (TR ZE B B A AR Z EH
M AARIR R BEIAL » DT R "B, ) - BMEZFIETA
MAAARSAARRTRZEE  ARENEHEAMHER - BRSERE
FRIRAS L BEREI Z SRR  AAREE RIEREBEEIE T
KRFFETENIRE - RERZRE - RHBAMEREHMERTAAL
HEBESRBEIALMEA EHT ; SRAERESHITIE R B MR
MiETEETEMEEE EEIE -
RARBGIBAEBRFRARRRZREN) : (1) RHFERBEIMER - &
FR/EH AR EREIR AR T ( THEAROLER L ) ARREARME
RERRTS ;5 (2)IRZ MR MEEM AZRANRHIERRIFEIRER ;
(J)EBFRAE » 217 &I EHS AR LR RORAMR 5 (4) TRFELHY
B EREET A ARMNE RZTHE ; RO)UERRESXAZRANE
THERNERRS (AITZRNEBHRERERAZFES) -
BRE|NREFHEABHZRANEASERE RIS IS EREFREN
TEERERENAXEHA LEE - WNEREGRRER  AAMER
BEEE -
BEEESREBERRE T OAES  RARNREFAAERT+H
N RBERAF AR IR S SR T ITEHER - RN TEREBA
PEA SRR e R MR ER B TSI -
FARFERSTHABRRNREFAARMNFIRESHNERERELRE
BRI BIE RIS T 2 ARG RAG T - MEERIAERIERR - &
AR LA EIEFTESE 2 A ERE T IR EF AT - ARFAARNE
FEMERRAEERE T MBI TG ERERAXE L2E » WA
FIERRT RAGESAER (FHEEE o
ittt - ARREPFARRNAREREAREH A SRR AR
ARFFRTZAIE I —BEBD
EARFE/ZMEBMRNG - BB TR T2 R REZ IR
g%?é%ﬂilﬂkﬁéiiﬁﬂb%i& i PIRESET A R AR IR R Bk
94825 o
FARFGEREFMRMOBENBEMNES - FARBKAENIER
THERRREMEARHRZNE
FARBARARCRHBAAL R TERE2 M BN RS R/
HRBHN A DEAXGANER » SOEAX G IERBUTH
A S ERLEORHNEESHE -

(i

Signature of Witness RIEAEE

Authorized Signature and Company Chop EiRtEA T % ER/ATENE

Name of Witness RiEAR

Full name of Authorized Person &S A +2%

Nationality Bl

(As shown on HKID card WA/BE3E B 5 {H554ER)

Date Signed %% HEHA

Title & Date Signed B#T K3 E HH

Please return the completed form to your Manulife Agent. Our Correspondence Address: Employee Benefits, Manulife (International) Limited, P.O. Box 70302, Kowloon Central Post Office.
SBIERMRET TRERBRIZA o BFIREERLL | JEEPRBBUBEEIEH703025RRFA SRS (ERR) ARARESIEFE -

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.
ARIEZPIGEARARBER R  EREXRAER » —RLUEUIRA B o
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