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ManuPlan Employee Enrolment Form

EXESRIEEE EESMRR

Notes ABEIR

1 Please complete this form in BLOCK LETTERS and check the boxes where appropriate. Please 1 ZRFHIAE » WHAEEZTRANMVEE » BMTAMSRZMESEE -
initial any corrections you make on this form. 2HBARMRBE TR RBBRBHERT03028EH A HER

2 Completed Form should be sent to Manulife (International) Limited, P.O. Box 70302, Kowloon Central

Post Office. (EIFE) BRAR -

3 Itis voluntary for you to supply the information items under Part D. SETABITAEESIRMHDENER o
Policy No. Policyholder Name
mags | L L L L -l [ | -l | gessiem

A. EMPLOYEE INFORMATION {EE&#

TO BE COMPLETED BY EMPLOYER H{EIXIHE

(1) Name (as shown on HKID Card) #4% (W/BEREE 5 H:EHER)

Surname in English XK Other Name in English ZEX &% Name in Chinese X%
(2) HKID Card / Passport No. (3) Cert. No. SEE5ERE (4) Date of Employment {2 B £ (5) Coverage Effective Date {RFE4 31 HHA *
EBHHE | BRGNS Ignore if assigned by Manulife
FHEAEE  BEAAR ; ; ) )
DD H MM H YY & DD H MM B YY &
(6) Plan 5t (7) Division (If applicable) (8) (l))?;cupation /J/ob fI?]uties Hfa’ft% / Iﬂiﬂfla’ﬁ% ;‘ (9) Basic Salary EAFHe *
=M T(403 ease specify % of ime spent on manual work.
ARSI T(AEF) T T R TS A C7 (M) Monthly B37 [ (A) Annual 35
Policy Currency {REE &g
[ HKD % [JUSD =%
( %) Amount £%8

* 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.
ULIES ZINZFIS A NMER & E1SIR RIS UL ERE(RES BRI =+— ANEZTAEF] - (BRIEEREBINAIE BIEIE + F2IEFIEEZ o) DAIERIETIRIREISEH - FIHEHZRETAIZEFAEZREM -

A If the Employer does not provide any information for the occupation / job duties here, it is deemed that the Employer declares this employee to be a clerical worker with no time spent on manual
work. If the space provided is insufficient the Employer can provide further descriptions on separate sheet
AEL R B AR/ T EBFE BN - B FlEL E I S 1 EXE T » B RE IS E TIEAIRLS o L /] B1TLUN EHEHE S BRI IESAIBIZE/ T (EBFHIEN

+ For non-flat amount insurance coverage such as long term Lﬁsabi/irtz benefits, the Basic Monthly Salary may be used in determining future benefits and subject to policy provision.

B EARIRIR (RIE &R < FIHARRIEREREE + AT LIB A B #i E RZIRIRENS,

TO BE COMPLETED BY EMPLOYEE H{ESIER

(1) Date of Birth Hi4E HHA (2) Sex (3) Country of Residence fE{itr4 o, (4) Marital Status ZEIRARR
/ | MRl [IMale 8 (Please complete if notin HK ZEEAEHS + HEEEE) [1(S) Single B& ] (M) Married E48
DDH MMA YY & [JFemale & [J(w) Widowed EfE [1(D) Divorced Bfi&
(5) Employee's Bank Account & £ S 5%k (For medical claim paid by autopay only FiE A L B AR 5 32 (T EE BB E &)
Bank Code Branch Code Account No.
SRATHRSR TR FO5ES
Bank Name Bank Account Number
RTBHE SR SIS et et I B O

(6) Contact Information Hi#&& ¥}
Residential Address{T it

(7) Home Tel No. {¥£E:E

Room/Flat & Floor& Block JEE Name of Building X/E&¥E
(8) Mobile No. F1REE

Name of Estate B56 &% Street No./Street Name #738 2558/17:8 %18

(9) Office Tel No. AT EE

District &1
[JHong Kong&# []KowloonfLBE []New Territories¥5% [ OthersEft: (10) Email Address EEB ittt

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.
BT AR HAOEHRE R » ERMNE TR REFEEET AR » URAAARRMEEEFAERBUARNEERAPIFHRENER/RE L - WA TERFERNATEREEIME » HULERH
BEMERBRU TR EMIERINIGRBHEFAARMIER » ZRBLL EHIHEBR TREBF AT BIANEREE I » WAL BIRATEEREE L ©

[] To apply above address to this certificate only, please " v this box. #l14 Eititit FEARILEEE - SBEAEAEL v, e

A Please make sure that your Country of Residence is 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. E%ﬁ&ﬁ%ﬁ%fﬁﬁﬁéi—ﬂﬁém&ﬂ BB R BN RRANEEE R B ERER - 08 ERIEH - RRELULEREA AR Bt esERTHE Bt o

B. DEPENDENT INFORMATION ZFEE#! Please fill in, if dependent coverage is provided. MEXBHE + BRI TER

TO BE COMPLETED BY EMPLOYEE H{ESIEE

= - - : : For smoker only
Dependent Name R /Bit% Height Weight Weight change in the last year ey
D Card/ | pate ofpirth | 5 neE BE—FOMER e
. Passport/ B
Relaﬁuﬁonshlp :ﬁij Birth Cert. No (dmdhinra/é%’ ) No. of
" £ Al zaspmEm : - igar
Surname #K Other Name &% ZAPLEIE 2 cm ft kg | Ibs | Gain | Loss cigarettes
wamegns | B0\ gk ar | ok | B ||| ResonBE | s daly
BHEEHE
Spouse AfB
Child &
Child &

If the Country of Residence of the dependent is not the same as the employee, please specify it separately. 2N B2 B {EtEEE T » FRITEHIR o
# The unit of weight change specified in gain and loss should be the same as the weight reported in this table. B85 8k §9_t F & T B B (S BAA R _F FRERSRAYVBE S B ATARR) -

DDA R Y0 A AR O T O R )
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C. HEALTH DECLARATION {2EE4k nEseH

Employee must complete on behalf of spouse and children if dependents are covered. WERBRR » WERESRBER
"You" and "Your" is defined as the Employee and his / her dependents (if dependents are covered). BT, 2iEEERE

SEOIERBER) -

*You are required to be a FULL-TIME employee and ACTIVE at your job. B TS EBRHES RERERIE -

1 Insured employee Helght cm ft | Weight kg Iﬂ Weight change during past 12 months? Reason
BIRZEE = EX EINEE i B | BET_EHRERNEE? i % | REAE YesZ No#&
2 Have You smoked cigarettes within the last 12 months? If "yes", B TFi@E+_ERERRIEZIE ? 2045 » 20 O
a) Average number of cigarettes daily? b) For how many years have You smoked?
Ti9EHNRREEHE? R T ROMRIEEHS 7
3 Have You ever been advised to have any diagnostic test, hospital confinement or surglcal operation which has not been completed? 3] O
BT LT EREETEIERS  ERESIRFN » M RENREES MR
4 Are You currently under observation or taking any treatment or medication? B F 2% iEIE}§ R~ BT NAARE ERRFAZEY ? 400 0O
5 Have You ever been refused any form of life or health insurance or ever had a policy rated, modified or renewal refused, or ever applied for or received benefits, compensation or 5[] O
pension because of sickness or injury? BT S BHIERREMA SR ER R ? S SHASEE  ESUREIENERIERR ? XS B R BB MRS UEEHE « #EZRAE ?
6 Have You ever been treated for, or diagnosed as having heart disease, high blood pressure, diabetes, liver disease, lung disease, cancer, ulcer or any other disorder, or beinga 6] O
hepatitis B carrier? B~ & /AR 4H EE AL S0BIE £ T O « /DI ~ SME - FBFKI% ~ FHR - Bbis ~ BIE © BB SHMER  IERCRIFATREE 7
7 Have You ever consulted a physician, ever been treated for, or had any known indication of BT % 7 #5824 S5 BA 55 A% T FIAOREHR «
a) The musculo-skeletal system such as trauma or disorder of the muscles, bones, joints, spine? Amputation, paralysis or deformity? 7 (@[] O
ABERRMERGIAEHERALA - B8 - FABNEBER ? 8k - R 7
b) The neurological system such as epilepsy, convulsion, migraine, dizziness, paralysis or stroke, mental and/or emotional disorders, impairment of sight or () [] |
hearing? T##ERITERGIANERR © i © RIE - BEX © MHEEHE - ¥R/ IEHERER TR B e iRE 248 7
c) The endocrine (glandular) system such as diabetes, thyroid, enlarged lymph glands, blood disorders such as anemia, leukemia or other blood disorders, ([ O
breast disease, allergies and other skin disorders, or congenital disorders?
A (BREE) ERGIAERR - FARBRSREIREA | MRERNEMN BB EMNRER ; LEFRRK - RESRREMEEERNERMERRT ?
8 Have You had any form of sexually transmitted disease or is there anylhing about Your lifestyle which could expose You to the risk of ADS? 8] |
BETERELEMMER ? B THEEARNES B ARSE TBREEER ?
Are You suffering from AIDS? Have You had test results indicated exposure to AIDS virus? B FEE B LEHRK ? M TE S ESHEMREERZE LRSS ? 9[] O
10 Have You ever participated or intended to participate in aviation (in any capacity other than as a passenger), racing, scuba diving, sky diving or other hazardous sports? (If "yes", 10[] [
please circle the sport and provide details below.)
BT E2MG 22 HBRITES) (RERIN) ~ TE - BK - R HMERES ? (0% "2, - FEHASEMNEEIIREFEER - )
11 Have You had any operation, treatment, hospital care or medical examination in the last 5 years not mentioned above or has any been recommended? 1 O
ETeEAFAE R ETSEELERE RS EXCRBREMFM « AK - HiEE5EaE ?
12 So far as You know, have You ever had or been told that You B FRr4l » BT 2% :
a) have any medical insurance coverage? & {F{a E fth BRI (RS ? 2 @0 O
b) have any application for life or medical insurance now pending? & FREEE(A A FRM e BB RIS (B M RIEIZM ? o0 O

For Questions 3-12, please provide details of each question answered “Yes". If you require additional space, please use a separate page.

MESE12BHEREMERR "2,  BRUEMFMEN - MEFE » FSB KR -

Question . Degree of Name and Address of
Employee /D pendentName Details Duration (From - To)

s . (CEVES iz HMER SRR (B %) Recouery e i

D. OPTIONAL INFORMATION XE{&# (10 BE COMPLETED BY THE EMPLOYEE (g & %)

It is voluntary for you to supply the information under this Part which may be used in conjunction with the data collected under Part A for the purpose of enabling our

company/associated companies to su

ET I ETRERTREABHENBAR RS HARABBKERNSERGES - UEADE/ME DS

ply the information of our/their roductslserwces to H"YDU by w?géf;gggggﬁ%n% or otherwise.
Y=

AT RHER/RBER -

1. Education Level []c1 - Primary or Below /\&8§ LI F
HERE [J¢3 - Technical Institute T 2£E2f5%

[Jc2 - Secondary H£2
[Jc7 - College B LR

[ ¢6 - Matriculated/Post Secondary ?Eﬂ/gﬂ
] c4 - University or Above K281

2. Monthly Personal Income (HK$) []¢10 - below $5,000 LI F [ ¢15 - $5,000 to $9,999
BAAA (&)

[1¢20 - $10,000 to $14,999 []¢25 - $15,000 to $19,999
[]¢35 - $30,000 to $39,999  []c40 - $40,000 to $49,999 [ c45 - $50,000 to $99,999 [ c50 - above $100,000 L £

[]¢30 - $20,000 to $29,999

3. Products/Services that you are now holding IR H 2 & REi RS
(i) Individual Insurance & A {25 [Jc01 - Life AZ1RM
(if) Investment Products 13 & & & [[]¢80 - Stock Investment RFZ1%&

[[] c06 - Disability Insurance 1S5&{£k
[Jc81 -Mutual Funds EEE S

[]c07 - HospitalMedical {XRx/E2 58 {Rk
[]¢82 - Fixed Deposits FEHATFFL

E. DECLARATION E8f

Employee's Declaration {ESE8H

Itis understood and agreed that (1) | have obtained the necessary authorization from my Dependent to supply their information
to Manulife if my Dependent is to be covered. | also understand that the information requested in this form is required in order
for Manulife to process this Enrolment Request. (2) 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 industry; (d) prowdlnglpromotm the insurance or financial related products
or services to me 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 to fulfill any of the above purposes and/or for the
purpose of data verification by way of matching procedures or otherwise. (3) 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. (4) | certify that all information provided by me in this Request is complete and true to the best of my
knowledge and belief. In applying for the Group Insurance Benefits for which | am, or may become, eligible, | authorize my
employer to make the necessary deductions (if any) from my pay. (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. (6¥Upon acceptance of this enrolment, commission or other remuneration may be payable by Manulife to
any |nsurance/l%IPF Intermediaries involved in this transaction and they are permitted to receive the same on account of their
services.

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

AABBLFEETIIEE)SASAMERREMIVSAE(NEAR) » TRRFIE
HEBAEH - AATHBAENERONEN ZREFGEREAAS N EIREZ
A o (AN ERIBNRG BRI R BEIEH 2SR "EH8, ) B
lrgﬁf-ﬂE’Jf%ﬁﬁ#i’%?%l—ilﬂﬁﬂéf‘ﬁ Ffﬁuzﬁ*ir;fﬁ(l)f*lﬁ’ﬁu'ﬁﬂ? (a) A% K

H

IEARE By EAETEMIEET (b )Vf% DR RIERE
EEﬁnﬁ s (AR B AR R BAEEMERE ; (d)ZBREBPNA
S EEHEAXAANERHERRT 'EWE*’ATZE REH 5 R/EN(il) B3 F(a) fE
AEMBAR ; EHERER A RRENE2 AR ; SERESNA -« Rt
H2RE « AT HMRAR ZARARTS 2 (tIER IR S 1711 8 B AR MR 2 (R A RIME
BB 3 () E A /B LUE Bl AR R B B B Lt AR - (3)F
AFELERBMAFINESETEN  BRAMEEIBEABHAFRER) - $)\7'J'
KRB R RFITBERANGT RS EERER © (4) A AGZILEER - N
PR Gt —tD BB B A AFTRIBY 280 K B SRR » WE A A3 lﬁ"ﬁﬂzxmﬂ%&}ﬁ
ﬂ’iﬂ% RABAERTEFMANREMCS 2 RE (WEFR) - (5)RABEEME

~BEEBAME AL ~ B AT MM ERGRAME « RiGA RS
%Eﬁ RIS L %%ﬁﬁﬁﬁﬁﬁﬁ"ﬂ:k&éﬁEE’J:.E?%&&EH#J&?%#Q RBHFRF o
LI TR R ENA BIEARBAR © (6)EASIMAIEHIHINLS - BRIGRIEHET
;ﬁ@%%ﬁa’ﬂ%ﬂﬁ/ﬁﬁﬁ*ﬂkﬁﬁi&ﬁﬁt’f?;i& ’ 1&{F‘1¥E5§?§E’Fﬂ5‘ﬁ#§@%ﬂﬂﬂﬁ

= o
$)§§};§§fﬂxﬁﬁggfﬂﬂﬁﬁ#4ﬁfiﬁﬁaﬂ » AR ARAEIE A TR E AR RE

%

Employer's Declaration {EXE8H

Itis confirmed and agreed that (1) | have obtained all necessary consents from my employees to supply the information of them
and their dependents to your company. They all agree that these data can be used by your company to carry on its businesses
and may be (i) used by your company 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 your company, your
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/me to fulfil 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. (2) All employees
have confirmed that they have obtained all necessary authorizations from their dependents to supply their information to your
company; (3) | shall indemnify your company for any loss or expenses incurred by your company by reason of any misstatement
in the above confirmation by me and/or any claim for breach of Personal Data (Privacy) Ordinance by my employees. (4) Upon
acceptance of this 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.

| declare that | have verified the identification information of the empl é/ee and/or their dependents on this enrolment form against
the proper identification documents including the Hong Kong Identity Card issued by the government authority in accordance with
the Registration of Persons Ordinance.

AAERBURZTIRIB)EACIEHMEREERE » IS ARMEHAERE S
BAEH - P RBZEFENAEEARER - BEE AR ZEBELURFIEE -
ﬂ'Tfﬂ(l)E"TYEL,L"FmL:( VAL R EIZARE « (EMEfEEH 2 85T ~ BUHIR
?f‘E £H ; (0)IZR - PTRRIPEEEPRE ; (o) ftEAR  MRAARSRIBEE
TRET BRI RE 5 (d)EBIRMG N A Bl B 75 30 fth PR Gt/ i R 1 el Bt
%ﬂjtﬁﬁ‘ﬁﬁﬁ%émﬁﬂ F2/8(ii) BB T : (a) (EAIIARAAR] ﬁ1ﬁf&$5ﬁﬁﬂu
AAREANEE L AR | AT A AR 2 T « 5% « B EIRT
Z AR FER B AR (RIR A R 2 B e B (b)&'ﬁA:ﬁ:/ﬁ%%f‘Eii}ﬂE ; BRI
WLAEE%'SZE@??&hEﬁﬂ 8K zﬂ#ﬁﬁéﬂu ° (2)FTE B S iEE3E MATE ZRK
A — IR AR o I A R R G - (3)AAAEFIEAE L Tgﬂﬂﬁ
IﬁiaEEU:E$AZTEE?fni}if@kﬁ*4(ﬁ5¥)f§1§‘l$ﬂ#mﬂjﬁfﬂ BHEz BRI
& B AREHEE o (4)BAS MEERIZMES - RFIG ARG T2HRIRTS
gﬁﬂﬁlﬁﬁﬁﬁqlﬂkﬁﬁﬁﬁﬂﬂﬁﬁ ﬁtﬂ"iIE?%{%?T?t&fé%ﬂﬂﬂﬁi%?ﬁi"ﬁﬁﬁEtl?%

FANEAARASZEILRE EAE S R/EE R BEN S5 S DA AR ER
SRR BIE BRI A S EIE A BB SH5E -

Note : This enrolment should be submitted to Manulife within 31 days from the date the employee signed the health declaration for underwriting consideration.

EEEIE | MBNZFAERI ER EE RN IE ) = +— A B FITERAREAL

Employee Signature EE%E
Date Signed ZZHHA :

Full name of administrator with Company Chop

Date Signed 2 EHH) :

FAIEEAZBRRARNE

Completed Form should be sent to Manulife (International) Limited, P.O. Box 70302, Kowloon Central Post Office.
BISARARIBT T NP RBBEUBEEIEFE7030258 R A FER (BIFR) 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.

FRIBZPEAR RS ERE

EHREXIRAER » — LA B -
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