o = Branch code Location
"' Manulife &= ﬂ TR ~ wwy Macao
Advisor code

CLAIM FORM FOR ACCIDENT R AR 5t

BINRBEFRN Advisor's name

PRER R 1k

Advisor’s Contact no.
R B R R I 4 7 3

PART | — TO BE COMPLETED BY THE INSURED / POLICYOWNER
S — MR R AR

Important Notes % $1JH:

1. Please refer to the Accident Claims Instructions or select “Accident Claims Procedure” by scanning the QR code.
2% [ EAMRMEART| ) SO I A [ BN RIEFER -

2. Please read the Statement to Customers relating to the Manulife Personal Information Collection Statement (“Statement”) before you complete this form.
The Statement is available on Manulife’s website (www.manulife.com.hk) or upon request from your Manulife Advisor. By completing and returning to
Manulife the form, you are agreeing to the Statement.

R RS RS AT o B R AE GRS A T (A W] 1) o 5% W] AT A 2% R 48 Bk (www.manulife.com.hk) 5% 1] [ R (%) 2% I B 2RO o 0 0 B S 5 ] it R
1 > BIRORE TR EZEMZ N -

Policy No./ Cert No. in Claim Sequence %R KT 1917 5 M 55/ Z AR es Tk
‘ ‘ Type of products /& i Al
2 O T e A O individual A [ Group 8

Name of Policyowner / Employee / Member {8+ N / B E / B IS -

‘ ‘ Type of products /& i 45 Al
2 I O O O [ individual A [ Group Mg
Name of Policyowner / Employee / Member {5 ::47 N / B8 / B IS :

Benefits to Claim &I : [] Medical Reimbursement B il [] Disablement / Dismemberment £} i 78 /{55 5%

Name of Insured Z{# A4 :

Macao ID / Passport No. [ 55335 / # 184565 (please attach copy it L IAS) : Age 4l Sex 1A :
‘ I s s s B A ‘ ‘ || ‘ Omy Urx
1. a) Present Occupation (Please state all) LRk (7551 BT 4 7E S A ZE) b) Exact Nature of Occupational Duties [ TAEHEE:

c) Name and Address of Business or Employer i 1tk 4 / /> 7] 4 i & b ik -

d) Your Average Monthly Income % A F-HJiit A

2. Date and Time of Accident (DD/MM/YYYY, hh:mm) 3. Did you file a medical leave certificate to your employer?
FEOMEEAE B RIS (H/H /47, 43 15 ) 2SS R B 2
NN B HiNo® e

4. Nature of Accident Z4MEEL
a) Where did it take place? & 71554 i

b) How did it happened? & 4MiEA: 483
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5. Describe the injuries in details &%t 3 1%
a) Part(s) of body injured £ 5%

b) Type(s) of injury (e.g. fracture, cut, bruise etc.)
ZAGRETY (FlhnEAT - FG - 55

6. Date on which you last worked prior to disability (DD/MM/YYYY) 7. Date you have returned to work or expect to return to work (DD/MM/YYYY)
R8T TAEE /) (H/H /4R FR TAE SR HR TAEZ B (H/H /4R

8. Are you making any other insurance claim as a result of this accident? A Bl U i 4 » BT A 75 ik HoAt (3 Bl 1 2
[INo % [JYes & ] Medical reimbursement 5% 2% i ] Weekly Indemnity/Disablement 451 B & /£ B 5% [] Others HAts

Name of Insurance Company

TRER AR : ‘ T e e e Y ) \‘

Policy No. ‘
TREIR Y N I e A

Is / Are the submitted claim application document(s) DIGITAL receipt(s)? 1T 252 i 2% 18 H i SO 15 4 7B 1 Wi »
] No # [ Yes & Please refer to Point 3 under Declaration and Authorization 7 4 % I K 52 HE 1) 45 3 26

[] Original receipt will not be returned. Please “/” this box for obtaining certified true copy of receipt. 1.4 B o TR BT RIA > SR Rs A | v

9. Details of Hospitals confined or Physicians consulted for the injury (Please attach discharge note)
S R A e B T RER GRSt B )

Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s) (DD/MM/YYYY )
B AR T/ SR e 44 T Hh WA T/ SRR B A (F /A /4

ther Information / Special Request L%k / Rl
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ePayout allows you to get money faster and have it transferred to your bank account directly without hassle.

B XA R EH AR A BRATIRE - &S RBOIGRIE » LR -

Payment Instructions (Only applicable to Individual Products) £k $t2 (U8 )HRAMAE M) :

Notes ik :

e In this Form, “Manulife” or “the Company” shall mean Manulife (International) Limited (incorporated in Bermuda with limited liability). 7 It %4 X »
[ER IS TAR N W] R ERNFOREE () AR AW R AR 2 AR EELF) -

e e-Payout is only applicable to policyowner’s personal bank account, except joint account & 7 3% ff S IR R L8 AN Z WA BATIRE » A L5554
Fo

e Default e-Payout Method will be applied (if any) if no option is specified or the specified option is invalid
U0 ARAT F W BT R 0 A RO R IRE A > BRSO TR IO RO i (A O R 2 R R A RO T

Important Notes H 2 3 JH :

e All dollar amounts are stated in the policy currency unless otherwise stated.
BRAF R 6 WAL > A 2 W S AR R -

e |If payouts to the account are made in HKD/MOP, the prevailing currency exchange rate is determined by the Company which may change from time to
time.

F5 A IR 5 0 4 A LA ST B M oe S A B i IR 2 R I e A 2 ] I ) R IRE AR B T

e For the use of USD or HKD account as the receiving account, please note that the receiving banks may impose additional charges and/or fees, and such
charges and/or fees may be deducted from the payout amount to be paid to the policyowner.
S 2 o BOHE JCT 1 WSCRAT ] S B AR o WSO ERAT AT RE @ 7E SN R B R AT N1 ST < B R T v R R R AR B Wi R/ s

e Manulife shall have the right to update this form from time to time and to accept or reject the form submitted by you if you fail to fulfill the company’s
requirements.

7 AT HE s 57 BT R4S RS - AT R SR BB AT B AR W I AT BBLE o 25 R R B 2 sl AR TR R AR 28 R R R AR REF o
By e-Payout & 7 ¥ f} :
Bank account specified below LA~ 48 & (4R 17k F*
1. Name of account holder
UIEESE SN ¢ A
2. Bank Name {174

901 [Bank of China (Macau) Limited 902 [Tai Fung Bank Limited 903 [OCBC Bank (Macau) Limited
O | B SRAT (R O | KSR O [FEMERAT (R M)
904 [Luso International Banking Limited 905 |Banco Nacional Ultramarino, S.A. 906 E:i:ts;crjlal and Commercial Bank of China (Macau)
bl B2 4R 47 VEERAT N
O [P I B 4R AT O | KR PEEE R | o T 4R AT (V)
910 |Banco Comercial de Macau, S.A. Macau 916 |The Macau Chinese Bank Ltd. 917 [China Guangfa Bank Co., Ltd. Macau Branch
O | p SR AT O | WP 2 A SRAT O [FEEEERAT (R 5347)
3. Account Currency and Number to receive payout amount JI 1 Ui Bt 32 4+ 4 %8 2 1 7 W (i A 9805
[ HKD#s 76 [ MOP# " 7t [JUSD3 7t

The above instruction will replace any existing bank account record/setup for receiving payment including regular withdrawals, payment refund and
pa}/ﬁpu;z d%stribution investment choice(s) (if any). WG 7 &k B B 40 8% A1 5 ST Ui BURCIE A9 IR 5 A0 65 A 1F 2 B4R BUR IR 7 > 4B 3 S S AP IR 3 4%
BEIA (WA -

Account proof can be a copy of bank statement or bank book showing the name of account holder and account number. Account information is

collected and will be passed to the designated bank for the purpose of depositing the money withdrawn from the policy to the Policyowner’s

account. W5 &R W@ 551G IR F R N2 2 RO P SR8 2 SR AT IR B sl SRATAF RS2 ENAS o Tl 2R P R 28 T AT SRAT VR 2 Uk PR BL R A

PR 22 G .

Remarks ffi i

e Payout amount will be paid to the policyowner as default. If the policyowner transfers the ownership of the policy to a new policyowner, the payout amount
will be paid to the new policyowner. & B 5EH A S 46 8 OB AT G 8 H o A5 (R BLRE A UM F AR B 2 W A REIORS 0T 10 CR B N > TIOR3 2 SO Ao A I UR
TR ERA A -

e For payout through Direct Credit, only applicable to payment with maximum daily transaction limit not exceeding HKD or MOP 300,000/USD37,500 per
policy. If payment is exceeding HKD or MOP 300,000/USD37,500 or above, or the instruction cannot be executed, it will be issued by cheque which will be
delivered by Insurance Advisor. %8 277 ASRATIR T 2 A3k » 4 00 f4 B 49 H 05 i A7 3K 58 B AS BE M 3 vtk o0 38 ] 76300,000/ 35 5637,500 © 41138 5h i i #s 0 BLR
'] 76300,000/3% 737,500k LA | » a6 30 AT A5 B AN ks > MREURS DL S S S0 AT - Sl il R e R R s e

e The designated bank account must be held by the policyowner. $i i 2 S8R4T 5 £ H A 0628 B R B H A A -

e The above Payout Instruction is only applicable to policyowner’s personal bank account, except joint account. If the policy is jointly owned by more than
one policyowners, the payout amount will be paid in HKD cheque which will be delivered to you by your insurance advisor. Pk I 32 5] 4 %8 R %5 45 /5 3 ik
PR N Z A NBATIRS - REREH AT 0 o At 25— 2 0 R N FR A > 202 SO 3 8 DU o0 S SR UR 38 - 3107 77 308 F45 7% R o6 it ) 200k 77 6 o

e If there is no default e-Payout method set in our record, it will be issued by cheque®. %I A& 47 #% 32 6 ¥ F sk 3k 5 ¥ » MBI X B K@K -
[] Paid by Cheque in HKD LA JT 37 22 57 fs}®
[] Paid by Cheque in MOP DL [*] 5t % 22 37 fif®)

[] For USD policy - Paid by Cheque in USD (drawn in United States) 7 ffl it 9% JC R B - DA 35 00 S0 2530 A (Fh 55 B SRAT A 30 ©
Cheque collection method 3% 2% fif J5 5%

] Through my Insurance Advisor %% i 7 A (14 45 b i 4] 52

[] By mail to my latest correspondence address with Manulife 27 1 4 A 72 F 4 8 (9 55 97 48 71 b ik

[] Pick up in Macao Customer Service Centre j& i [ % 7 I #5 H 0 48 HL

Notes #t:

(a) Unless request to the contrary is specifically made, the claim reimbursement cheque will be drawn in HKD for Hong Kong policies and MOP for Macao
policies. The cheque will be forwarded to the Policyowner with the Payment Advice after approval of the claim. [k 4F Il R F1 - Jid 7 b 555 55 09 £ B0 A0 I 2
SN LAV T ST o T TP A Y PR R 1 B A S S A DAV Y o0 AT o R AL MR AR o S S (] 2 N T DR R S R B A e

(b) The HKD/MOP equivalent will be based on the currency exchange rate provided by the Company at the time of issue of the cheque and it can be changed
from time to time. #H % 2 # S0/ ' S0 M & DA S 588 ) IR 1 £ W S4B SR 5T BT o 1 2 R K AS IRF 4R A AT R 11 £ R R .

(c) In general, it takes a long settlement period to clear a foreign cheque in Macao. Bank charges may be incurred by client for clearing the cheque. #7174 %
e B2 MR B 445 BRI [V Y S B A M S 5 0 SR AT O 1) B A S B S A B T A o

*

*
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Declaration and Authorization W] & #2h

(1) 1/We hereby declare that the answers to the above questions are full and true to the best of my/our knowledge. I/We further authorize any physician, hospital,

insurance company, claims investigation company, 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, ynancial, earnings and employment history) to furnish to Manulife
(International) Limited (“Manulife”) or its authorized representative such information including without limitation all information with respect to any iliness or injury,
medical history, consultation, prescription or treatment and copies of all hospital or medical records. A photostatic copy of this authorization shall be as effective
and valid as the original.
AN/ A R W BUHORAR BRSO ESR AN/ FRAP 7 0 2 20l % FU T ST o AR/ A 25 B RE AT A U2 ~ 0 ~ DRI AN W) ~ IS RO AR A W] ~ BURA B P s LAy
HAN/ FAMMEN LR ~ e BER DB 8 (R F5A BIAN / 3P 7 1 2 k@ 4 P B 5 AR - RN/ FRAM 2 Ak~ BEBORSE ~ A B Bk R0 850) 2 ALARVT DA% 5 Bl » A
TERFR R A AN/ B Z 95005 52 5 - 15 0 2 IR ~ 2 R A ~ 07 sl 0R i A it B e e Sk A R T R PR R (IR AR AR (7 &A™ ) s iR
o Be AR 2 A AR BUE A LR S5 80 -

(2) Information (including 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/ynancial business and may be:

AN/ F 5/ AN ~ PR B AN S B2 R TR 2R (B RGN R R R - SRR R R BT 8K - BRI R AR PR B/ i 2 s 2 Y » S 3t -

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, including, but not limited to, determining eligibility and approval; (b) underwriting; (c) handling claim(s) including, but not limited to, administering,

assessing, adjudicating, investigating, seeking external professional advice, disbursing payment, shortfall management, subrogation, analysis and reporting;

(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); (g) 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/ynancial industry; (i) automated/ artiycial intelligence decision making or proyling; (j) complying with applicable laws, regulations and other related
purposes;

B FC BT AT~ 0 B~ 5 =07 B /s MR TR BR A K/ oA R R LR B : (@) SR BIAC R > B B PR S Y R At A ¢ (0) AR (0) B

BT AIHIURBUR AT B A% - 3R A - RSN MR 5 - S PR SRR T - RO - AMHT B e s () APARAERL/ Sof SRS 5 (e) 5 HLOR WL AT B

DR BRI (] 588 B ~ RO s A1 L 5 () R B KT (AR A LA R i S T B A DR BT BRD) 5 (Q) BRSPS - B (L AS IR R B AH B 2530 - DA/ s BRI T/

P TR P AN 2 5 () ) ~ b e B A S DR/ 73 7 BT M 55 3t sk SR A6 T4 5 (i) B 1 A/ A T80 By e SR sl 7 < () RESIR R e - et

PERULEZIELEE

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 regulatory/statutory bodies, association or federation of insurance companies

that exists or is formed from time to time; (b) any person/organization to fulyll any of the above purposes and/or for the purpose of data veriycation 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 underwriting 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.

i) AR 5 () (A 9 2 0 U 4 A s AR I S 5 1 2 0 ~ A R 0 R 1 28 0~ 90 2 R A » SO (7 B 7 R IR o 9 B A/ W W
SRR T 2 (0) L BEBL bR — T 0 B/ s DR RR e s Ay OB AT b 5~ AR/ SO A A B PR R R IR PR T/ AL s () RSB - W -
TR~ PRI ~ () A 3 2 £ 0 RO AR VRV B 9 TR B ~ HA IR B A ) (AT 2 L MR 5 o0 7 0 0 K 0 A B Tt 2 A A A1
) ~ BLE B - T OLOR B E SRR R BT BRI TR ST R BT 0 S B s T (RS ) -

(3) (Only applicable when the claim application document(s) is/are digital receipt(s)) I/We hereby declare that the enclosed claim application document(s) is/

are DIGITAL receipt(s), and I/we agree to provide payment proof upon request if needed. If I/'we have applied to other insurance company(ies) for payment(s) of the
above mentioned claim, I/we confirm that a copy of the payment advice from that insurance company has been enclosed here in support of my/our application for the
remaining balance of the claim (if applicable). I/'We understand that Manulife reserves all rights to reverse / claw back any payment made if my claim has been paid by
any other insurance company(ies). I/We confirm that there is no ongoing payment application in relation to the above mentioned claim at any other insurance
company. I/We acknowledge that the making of this declaration shall not in any way determine the liability of Manulife (International) Limited (“Manulife”) in any
relevant claims settlement.
(308 FRT SR AR R SO R FE T IBOBR) AN /355 S5 B AR B o B 2 8 Wl S e B WACE » N6 ) R 5 B AR SRR BT I o M AR N /5 55 04 ARt JLRE 1 % i
Al PR B A R A R - AN /5 SR AR K B AR B W] B B S AR - DUMERRBR BRI I A ) o AN /WA - i A U A BRI A v 05 b adt PR
TEZEME SRS » BRI IR R ANE/ BRI TR A SR A R o AN /5 S5 bt SR A S 7 LA AR B W) S IEAE AT IR B o AR\ /5 SR » At DA L
AREEAREE (B ARAF ([ AR ) WA B R LT -

(4) 1/We understand and agree that Manulife has the right to reverse/claw back any incorrect payment caused by incorrect information provided by me/us.
AN /35 S5 0 ] R A A R SRAC N /35 S5 AR [T RIS N /5 45 B B ATl Y0 T S 380 F i i £
(5) All data processes may involve a transfer of information to places either within or outside the Hong Kong Special Administrative Region/Macao Special

Administrative Region

JIT A R i S 7T RE D B SRS A0 A 9 A7 8 I sl B P A 3 AT B B 35 I S 7

X NN NN

Signature of Insured (if Aged 18 or Above)* Name (In BLOCK LETTERS) & I.D. No. of Insured Date (DD/MM/YYYY)
ZRNEE (WK L) ZRNEES G AIERSE 5) B 5wl 5805 H# (H/ 7/ 48)

X ‘ \ ‘ \ ‘ [ ‘
Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Date (DD/MM/YYYY)
PRI N BB PREFFA NS GELIERS R K B 0 iE s HI# (H/ B/ 48)

* For insured aged below 18, signature of the policyowner must be provided for the application for the claim +/\ B T2 A2 R 56 i ik A A E -
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PART Il — TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
S — mEBRA /APPSR B TR A AR

1. Name of Patient 2. Age 3. Macao ID/ Passport No. 4. Dateof Accident (DD/MM/YYYY)
I NIk AR VR B i/ il R BERS AN (H/ A/ 4F)
5. a) Had the patient any external and visible evidence of injury at your first consultation. (e.g. bruise and swelling etc.) [OINo & [1Yes &

R NI SB— U Er w2 TR A 75 AMB Ba] 52 2 A5 o (o1 4 S5 T i 4 5 0L )
b) If yes, please state the type of injury # 45 ] » &k W32 {548 1

c) Please describe the cause and extent of injury w5 E W 3245 5 K 12 Z {572 )%

6. Present condition of injury Bz 515

7. Did injury require: (if yes, please give details) &7 [ 245 M 75 B 452 NS ER TSR A 2 (35 [ ) - SFak e
a) Hospitalization? i1 [INo & [IYes & Date of admission and discharge A Fi & i H i (DD H/MMA/YYYY4)

b) Laboratory test/Investigation? {LEg/4#s [ No & [JYes & Details # 1%
(e.g. MRI, PET, CT, x-ray etc. flflIMRI, PET, CT, XJt:# £ 55)

c) Surgery? ATl [ONo & [JYes &
d) Medical Treatment? & £i45% [INo #& [IYes &

(e.g. stitches, physiotherapy, type of dressing etc. il ingk st - ¥y HliG e - A 2

e) Others? Hii Please specify il :

8. Was such injury induced from or effected by any of the following which may contribute to the accident and/or lengthen the period of disability?
FA A T N ST AT — I 5 | Bl 52 H 3 BN B0 AN/ s R A5 BRI H]

a) Physical defects/congenital anomaly S/ oK EH [INo & [JYes &
b) Unfavourable past medical history AR R A AR D e sk [INo & []Yes &
c) By drugs or alcohol W) TR [INo #& [ Yes &

If any of the above is yes, please give details.
I AT A —IE TR ] Rk RENG o

9. Was healing complicated ? If yes, please state the reason(s) and any special treatment(s) given [INo & []Yes &
FRATRFRIE AR A 2 0 [ ] > ST B R B0 PR F Z AT AT AR VA B o

10. Name(s) and address(es) of other physician(s) who have treated the patient for the same injury.
ARG R K A5 2 NS TR 2 B A Itk 4 stk -

11. Do you feel that the injury would have prevented the patient from working?
VRFR RS R Z A & 5 4 AR AT 2

a) at your first consultation K2 (DDH/MMA/YYYY4E)  [JNo & [JYes &
b) at your recent consultation Bl — W& i ? (DDH/MMA/YYYY4)  []No % []Yes &

12. If an absence from work of more than two weeks was necessary, please describe in details the reasons why you feel the patient could not return to work earlier.
v N e A A R R A R A R R R T AR AR AR AR

13. | hereby certify that | have personally examined and treated the patient (the insured) for the above injury and that the facts as given above present my opinion of
his/her condition. LR A NTH B AR (ZIRAN) 3 bl 2GR IR WHER RN Z R ANENR A (ZRAN) ZHEL N E R -

Signature % & X Name of Physician (with stamp) #&E 4 CAEN#)

Date Hilj Address Hiiik
(DD/MM/YYYY) (H/ i/ 4)

Qualification &H% Tel. No. & L
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Iff Manulife 7= Fl ACCIDENT CLAIMS INSTRUCTIONS RAba {71

This guideline is for reference only 7455 HAlk 2%

Please ensure all questions on Part |"*" and Part Il of the Claim Form for Accident are answered and check that all required claims documents

are submitted. Otherwise, the claim may not be processed due to incomplete information. The policyowner may be requested to provide additional
information relating to this claim.
FEMECR ORI [ SRR | B — O R 58 03 A PR R 4 58 T e A A8 S » 5 FUJ L 2R 1 P s ] B R AR T A RE 0 B o (R B A AT R A TR gttt
HRMER AN KL -
< Please submit aforesaid required documents to Macao Administration Ofyce, Manulife (International) Limited, Avenida De Almeida Ribeiro No. 61,

Circle Square, 14 andar A.

RO BT RS SO AT IR P50 G B 6 1 58 A G T T MEA R FIAGR R (BBR) A B AR M /A TATIECHE

Below required documents must be received by Manulife within 30 days after the date of injury caused by an accident.

DR B it BRSO A A2 A5 4% = HIR A A ]

Claims Document Checklist - Basic Requirements &1 CfFE HL : JEAR TR

e Fully completed Claim Form for Accident (C12_M); and 588 % [EAMRMEFK] (C12_M) 5 K&
e Copy of Sick Leave Certificate(s) with Diagnosis (for disablement claims); and 51/ =2 B 510 5 558 @A (b i B 3 R e 1) &
e Original Medical receipt(s) with diagnosis proof (for medical reimbursement claims); and B 2 B it W] 22 W 5% 1F A (i FA i T e ) 5
e Macao ID Card/ passport copy of both Policyowner and Patient (If you have not provided the relevant document(s) to us before or the
document(s) in our records is/are no longer valid or do(es) not comply with the current regulatory requirements) B4 A &
LY B 0358/ e PRI A (P 7 A3 B AP A R S » sl AT e 5k P 2 A B SR B T 3R BB BRAT 110 B A K
Applicable For/When % Jilj# Additional Documents @ B jm 3¢ 4k @
Diagnostic/ Laboratory Test done e Diagnostic/ laboratory reports
ez i/ L5 G H/ LR R
Attended by Specialist/ Physiotherapist/ Occupational Therapist ° Referral Letter from Attending Physician
HeZ BB W ELIETEAT/ T TR TG 2 A
Traffic Accident involved e Copy of Police Report/ Traf'fic Accident Report/ Police Statement
WAL S R/ SOB AL/ B DR R A
Claims paid by other insurers e Copy of compensation breakdown from other insurer(s)
EUHE A PR B 2 ) S A s £ HoAb AR B T RS S AR 1 R A
Physiotherapy/ Occupational Therapy done e Physiotherapy/ Occupational Therapy Report
HezWEL/ W R R LUELYE E SRS
Hospitalized e Original Statement of Charges/ Account ; and Wt # 5 7 5 &
PNES e Original Hospital Receipt(s) & Bl i 1E 4
Note 7 :

(1) For Question No. 1a in Part | of the form, please fill ""self-employed" if that is the case. W& EIE AL > 55 FAK S — 0045 1a FEHEE THE ] -
(2) Manulife reserves the rights to request for original documents or other supplementary documents/information if deemed necessary. A% »
TR AR BER PR TR AR SO sl AR A 7R/ BRI RER) o
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