y | CLAIM FORM FOR MAJOR DISEASE - /77" tocton
HEART VALVE SURGERY/LESS INVASIVE Ao coce

Manulife TREATMENTS OF HEART VALVE DISEASE ‘it

Advisor’s name

TR EIRE — OMTFHi/ RITRIE:4

OISR S A0 5 P P

1. Policy No. 2. Name of Insured 1.D. Card No. 4.  Age
PR LA 5% ZRNLES Ly e kS AE
5. Residential Address 6. a) Business Tel. No. b) Residential Tel. No.
fEE ik N TE R RS R BRI
7. Occupation 8. Name and Address of Employer
3 [CEEA Y &R

9. Describe the nature of your iliness

ot E

10. a) When did the symptoms first occur? fuf I B 44 Hi By i ?

b) On what date did you first consult a doctor for the illness? ¥k Bl 3% 55 [ 8 A3k i = H Y

11.  Give details of hospitals confined and/or physicians consulted for the illness. P #% 5 AfE: 8 e A & / ok 52 5 A 2Rt
Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s)

B RES B/ BB A Hudik if e/ S A

12.  What kinds of treatment have you received? ¥ T 8 % S 5L B4 5% ?

13. Have you previously suffered from or received treatment for a similar or related iliness? [&l F i & 75 A M S A B = 50 2 PR T 4% 32 9A 0% 2

[CINo#w [ves# If "Yes", give details # [#] » LS H BIYERE o
Name of Physician(s) and/or Hospital(s) Address(es; Date Reason(s)
AR R/ SR B A A ik H JEA

14. Have any of your blood relatives suffered from a similar or related illness? [T = Ifil 4 3L % 75 AT HIL A5 B 2 i 2

|:| No 7 |:| Yes H If "Yes", give details #7 [ > i B H WG R -
Relationship Nature of lliness Date when First Diagnosed
B £ Pt E EUCH B E A R Z HY)

15. Give the name and address of your usual medical attendant if different from above. # ¥ T2 FA N B 3 b ol > B8 A » i 80 88 A 2 Wk 44 S bk o

16. Are you insured for similar benefits with any other company? [ & 75 52 Jf At 1 6 2 7] 36 38 35100 2 R i 2

|:| No 7 |:| Yes & If "Yes", give details #7 [ £ ] > 555 A BEF -
Name of Insurance Company Policy No. Issue Date Amount of Benefits
PRBRZA W] £ 78 [E3iE T PRI B H Y PR

17. Please provide copies of all surgical / histopathology reports, blood test results, X-rays, CT Scans, and any other imaging studies, laboratory evidence, angiograms, echocardiogram,
etc and any relevant hospital reports that are available. #5428 B 45/ i BIAL SR > B34S SR > X- ek ds » IR 1 > S JUAb A > AL BRI > AR 0% S0 0t 7 M 8 2t 0 0 B 5 » AT i)
H BB B o

18. Continuation of Supplementary Benefit(s) Upon Plan Termination by Claim Payment Pl fsf 513 4 1144 %8 28 i O b

Please put a “/” in the box if applicable. 7 % J7 i Wk /" 55 -

1 would like to apply for continuation of eligible Supplementary Benefit(s) upon Plan Termination by Claim Payment.
ANBK H i DR 5 o 0 ) 466 L5 0 AL Y O R R i
Remarks: Please contact your Insurance Advisor to obtain the relevant application form(s) and submit together with this Claim
ek : A Ak I 1 R B SR BT 5 i 5 4 Sl e ) S 3R A5 i — DR 2

[ I do not need this option
LN 2N

The Chinese version of this claim form is for reference only. In the event of conflicts between the Chinese and English versions, the English version shall prevail. It & & #H 2 s SGE A RUHE S0 2 JH » 3578 AT L > —BERA B S0 Jy o o
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Payment Instructions {5
[0 By Cheque MAZ ZEIB

Cheque Collection Method ¥ 225 £} Jj 1 Cheque Currency @ (for USD policy only) % ZH{f @ ( FU I 36700k )
[ Through my Insurance Advisor Hi7 A f {5 i 5e [0 MOP Cheque® w723 5 @
[0 By Mail to my latest correspondence address with Manulife [0 HKD Cheque ® it 2 ©

FHRANSE LA BB [J same as Policy Currency B s i Rl

For USD policy only © 53 Fj 3 ¢ 4t # ©
[ usD Cheque (drawn in Hong Kong) 35763 22 (H1 7 #HO$RAT 5%)
N [J usD Cheque (drawn in United States) %76 % 5 (3B #9847 %)
Notes #f:
(a) The 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.
R 2 SR 0 DA S S5 Y Y B MRS A5 3 A o i R A B2 0 A B Y B W S e
(b) The HKD 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.
FHAEZ s 0 DA S S IR 0 B SRR B TR R A IR S (A I 1 B R S
(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.

SRATIE K S SR PR AR5 S PR S BRAAMI S 5% 5 S SRAT o 1 5 10N S B S M R B - A8 o

Declaration and Authorization % W] % # i

I/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, financial, 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 illness 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/ BT I W SECH AR A (0 2 R CUR AR/ FRAT TR0 22 2 Bl 2 S At o AR/ A 25 HE T AT A~ B ~ AR B ) ~ B A 7 20 ) ~ O AT BRSSO R A AR N/ e I8 CDRY (i BRIR
DLEGT B (LR B AN/ JRA BT 2 At G s 155 T AN/ oMM 2 773K - BABOIRYL - A B Bk 3ER0 %) 2 A4 T LU % b QIR AR T A AN/ Feft] Z B s 245 - 1558 2RI - 22 B
5~ HE7 oA S BT T e o P R BRI AR S RO T R R R B (BB ATRAT] (EFIT ) SRR - LB 2 48 AR BLE A R RIS 4007 -

Personal Information Collection Statement fif A % kHBc4 W)

I/we acknowledge that the personal data provided in this Form will be used by Manulife for the purposes of processing, adjudicating and investigating claims application(s) and request(s) for
credit service, approving and underwriting insurance applications, administering and reinsuring policies, complying with applicable laws and other related purposes and for such purposes,
may be transferred to such persons or entities (whether within or outside Macao) as: (a) any person in connection with any claims made by or against or otherwise involving customers in respect
of any products and/or services; (b) any agent, contractor or third party service provider who provides administrative, telecommunications, computer, information technology, payment, data
processing or storage, marketing, mailing, printing, telemarketing, customer satisfaction analysis, or other services to Manulife or any member of Manulife's group of companies in connection
with the operation of business, including any custodian, administrator, investment manager, investment advisor or distributor; (c) any credit reference agencies or, in the event of default, any
debt collection agencies; (d) any advisor (including his or her employees) or other intermediary (including their employees); (e) reinsurers and medical service providers; (f) employers of the
customers; (g) any person which has undertaken to Manulife or any member of Manulife's group of companies to keep such data confidential; (h) any actual or proposed assignee, transferee,
participant or sub-participant of the rights or business of Manulife or any member of Manulife's group of companies ; (i) any member of Manulife's group of companies; (j) any person to whom
Manulife or any member of Manulife's group of companies is under an obligation or otherwise required to make disclosure under the requirements of any law, rules, regulations, codes of
practice, guidelines or guidances binding on or applicable to Manulife or any member of Manulife's group of companies including but not limited to any local or foreign regulators, governmental
bodies, or industry recognised bodies; (k) any person to whom Manulife or any member of Manulife's group of companies is under an obligation or otherwise required to make disclosure
pursuant to any contractual or other commitment or arrangement with local or foreign regulators, governmental bodies, or industry recognised bodies (whether within or outside Macao) that is
assumed by orimposed on Manulife or any member of Manulife's group of companies by reason of its financial, commercial, business or other interests or activities in or related to the jurisdiction
of the relevant local or foreign regulators, governmental bodies, industry recognised bodies. I/we understand that I/we am/are not obliged to provide such personal data as requested but if I/we
refuse to provide such data, Manulife may not be able to proceed further on my/our application(s) and/or request(s) in this Form. I/we may request access to and correction of my/our personal
data held by Manulife, by writing to Privacy Officer at Manulife (International) Limited, Macao Administration Office, Avenida De Almeida Ribeiro No.61, Circle Square, 14 andar A, Macao.

AN/ B TR AR FS TN 2 TR B 5 ) P LA B~ 42 B 4 B 2 SRR S AR IR P 5 - A SR A A Bt PR - 7 LR BP0 2 R 4% > RS 0 0 e D A A B8 P 2 S ML 5 O - 5255
PR ] B ) R FI s (IR 7E IR PISE R ZEEON) () BT - SIS sl B P AT Al 7 it B/ S5 482 R ) AT S RS B 09 AT A5 () i 2 R o ) 2 ) 0 A o 4 3 B
SEBACEAT A TIBOR B AR A~ TR ~ SRR A R OB S sl A7 ~ ol 80y JBE - R - SUED ~ R AR AT 8 ~ B IR B AT SR A RS ) A PR ~ R R =0 RS S - LR AR T EAT A
BT BORE N BB S 87 5 (o) ARATME FERORMIRB B ol (e BURT BB 49) AT (T TBENORS 5 (@) AR TR (RLAEHR B) sCHAtrh Ao At/ B (RLFEHAR H) 5 (o) FRARBAR AN EHREAR
BEHERER s () Z AR 5 (o) T 1) 2 A s o A 2 v 42 A A 0 7t 1 S 2 A5 R R B A T 5 () 2 R R 2 ) 0 A A 5 MRE ) s S5 0 A 20 8 ol Bk o2 08 A RIS S B
WS HLA 5 G) A AT AT E s G) o A s AR 8 2 ) 6 A A AR A S A 4040 A sl PR A T T e~ b~ L~ < ) ~ 18 5 el g 0 0 A 25 sl Z ) L SR A A A > Hrh
AELUAR BRI A S SR ) S A B ~ B B 2 RRAT S AR A 5 () AR ey A AR s D 2 ) R AL A 180 51 ) 3 s /ol B A B ~ BIORPRRN ~ S AT S AL A (I (e IR S N SR 1) e
) R D ) R S ) T R L 0 S S TR S A ) g 2 P A R 2 ) R A S R R 0 s A R R ~ R Sl SR B ~ OGP R S - A RRAT AL AR 2 AR (S
[5] ~ HAh AR ik sk 22 bl - A7 2B ol 2 ) A B A AT A A o AR/ FeMBI AN/ BP0 AT 02 P R2 55 8 DR o (ELAN SR AN/ FRAMIHE A8 32 LR 55 YOk R TR AR OB BAR N/ AT Rl 1/ AR
1 2 AN/ A P 255 R A7 2 RN R i (B ) A7 PR ) » P 54T TR » VR PT5006  61 558 RO 355 1 DU ML AR A5 ) 1 S MO/ FMM 76 2 R 2 AR

X

Signature of Claimant (if Aged 18 or Above)* Name (In BLOCK LETTERS) & I.D. No. of Claimant Date (DD/MM/YYYY)
ESCUN S NCTRYIN T S FALES GEAERYIER) K B Oy ik BEis HIYI (H/ A/ %)

X

Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Date (DD/MM/YYYY)
PRYLEH NS PRELEE AT NIk (i DA LEA 3 50 ) B 2 0 ik 5 105 A (R/ A/ 48)

* For patient aged below 18, signature of the policyowner must be provided for the application for the claim

TN F AN Z R G A R MR N5
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ATTENDING PHYSICIAN'S STATEMENT

NOTE : This form must be completed by a qualified and registered physician at the insured's expense. i : AXFE M 26 8 2 AR A 2T 35 2 4 oM o T 0 A 30 55 o

1.

Name of Patient Jp A it % 2. |.D. Card No. B/ 555 3. Age %

4. Are you the patient's usual medical attendant? & T A= FA N B4 2
[INo & []Yes £ If "Yes", give details # [ » i B A Bkl
Period of Consultation Past Health History
JRE 2 ys N AR A AT 0
5. a) Date on which the patient first consulted you related to the condition (Heart Valve Surgery/Less Invasive Treatments of Heart Valve Disease). i N A& EHENR (O
TG /0 IR A ARG EEIR ) B ki B FORZ I HI (DDH / MMA /YY4E) o
b) What were the symptoms? Ji A\ ZJif ?
c) How long had the patient been experiencing these symptoms before the first consultation? i A7E B KK 1 LA LR A ?
d) When was the patient informed of the diagnosis? (Please give exact date) i i A A\ 72 B 46 SR> (GHRLR e H YY)
6. Give full and exact details of the diagnosis. #%#f i H 5 #E B 2 Brg #l
7. Had the patient any past history of the disease specified above or related illness? ¥ A BAE S 75 VA b 2l 50 sk A B 2
[INo & [ JYes & If "Yes", give details #F [ » i 5 H BE R
Name of Attended Physician(s) Date of Consultation Address(es) Exact Diagnosis
WS B k44 IR H Huhk: HET 2 B AR
8. Is there anything in the patient’s family history which would have increased the risk of the disease specified above? ¥ A2 K EELF 54 TAE 8w A b Fdpiem i
Y ?
9. Please give details of the patient's habits in relation to alcohol, drugs and smoking. %1 & Jp A\ fl ~ W 7 B 0% B8 1 2 5E 1 -
10. Has the patient undergone surgical correction for heart valve disease? %5 A 75 4t Ho O BRI R 95 45 52 /6% 1E T4l 2

[IYes# [CINo &

If yes, the type of surgical correction performed? W » #4771 i fli )i IE F1l5 ?
a) Through open-heart surgery to replace or repair heart valve defects/abnormalities 72538 1 B i T A DA B 0 SRk 98 O Rl s / 53

[Ivesti [ _INo##

b) Through Intravascular procedures to perform percutaneous valvuloplasty, percutaneous valvotomy or percutaneous valve replacement 753 Il 45 /i AR FE 73
ATHR e SRR NS RTEANG > 488 5 ) 0 e e e 208 . 5 ) 2 5 4l
[ClyesHs [ INo@#H

c) If any one of the above 2 questions is “Yes”, please specify the name of procedure done to correct the valvular problem: DA ERIEAEAT— Ex “H” , w5l
8 T RO R e s £ TG R P i 4 7.

d) If none of the above surgeries has been done, please state what other types of surgery was performed. %A #E4T L F4l5 » 7551 47 = HAl 55 E T4 -

e) Date and place of surgery F4fg F 34 M #b2h
Date of surgery F4l§ HH# : ( / / ) DDH/MMH /YY4E
The hospital where the surgery was performed F-flj & p :

Name of Surgeon FflfseA: ik 4 :

e

. Please enclose copies of all surgical reports, X-rays, CT scans, and any other imaging studies, laboratory evidence, angiograms, echocardiogram, etc and any relevant hospital reports

that are available. s #EHUBTA FAH Y ~ X JMA BRI - ZILMRBREY ~ (B, WA RSB AT A B OB % > gefE 007 B Y B Bk

Manulife (International) Limited (Incorporated in Bermuda with limited liability)
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12. Please provide details of physicians to whom the patient has been referred or attended for this disease. i #ft % %% A\ 2 1h 5 IE i i > B8 A bt
(We would be grateful for copies of any relevant medical report that are available )  (filt i 32 AT ] 4 B 0 15 mAC)

Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s)
B e/ SRR H ik SRR/ Sk H

13. If there is any further information which, in your opinion, will assist us in assessing this claim, please furnish such information below.

BT 8 R A A LA R T 15 B A A ) S R SE R A S 2 SR AT B

Signature %% X Name of Physician (with stamp) B4: itk 4% (G Ep )
Date HH#j Address Hiiik
Qualification &#% Tel. No. &5
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