Il Manulife = # CLAIM FORM e
FOR MAJOR DISEASE onton

T PR AR AR s

‘ Ll

‘ I
PART | — TO BE COMPLETED BY THE INSURED / POLICYOWNER Advisor code ‘ L ‘

‘ Ll

WA — MZRA /R AN BRI

Advisor’s name
Important Notes 3% 35 Ji: PR B 4 [ O T I ‘
1. For document requirements of this claim, please refer to the Major Disease Advisor’s Contact no.
Claims Instructions or scan the QR code. H BIL R B MBI 75 31 » 5 2% [HHR 1 B P W A T L ‘

TGS slidh il A o

2. Please read the Notice to Customers relating to the Personal Data (Privacy) Ordinance ( “Notice” ) before you complete this form. The Notice 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 Notice.
R B AR AT > R CRB (WAERE (RARS) ) B9 P @ ) (T8 o @M 2 A A4k (www.manulife.com.hk) o B i 2 A I 2RI o 9 R L 22 e &%
] e A » MR B R ) RGN Z 4 o

Policy No.: ‘ ‘ ‘ ‘
DR LA 5 L T I T N C- N O O

Name of Policyowner:
PRELFFAA
Benefit(s) to Claim &%

[ Major Disease fi}5 O Juvenile Disease 5t %% [ Continuous Care Benefit 1451 i b

[ Disability Care Booster i 7 # i i [J Cancer Treatment Booster J#Jii: ¥ 5% im 5 {3 i [J Late Stage Cancer Treatment 7 I J i VA 5%
[ Late Stage Cancer Flexi Option [ Continuous Cancer Income Option [ Others, please specify

IR ST FEAFURRAE B 4 PR R R I St > kR :

Name of Insured:

ZBRNSE: ‘\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\‘

HKID / Passport No. ¥ &y i / i seig: Age: Sex M5
(Please attach copy ##Hf Il Z%) I e e e e ‘ E3 OM% OF%

1. a)Present Occupation (Please state all) BiREHk3E Gis i 78 5Kk 35): 1. b) Exact Nature of Occupational Duties ‘£ B T2

\\\\\\\\\\\\\\\\\\\"\\\\\\\\\\\\\\\\\\\‘
2. Describe the nature of your illness & B T A5 12 :

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\‘
3. a) When did the symptoms first occur? (DDH/MMJI/YYYYH) 3. b)On what date did you first consult a (DDH/MMJI/YYYYH)

07 R B e B 2 2 doctor for the illness?
| | | || H R R AR 2 2 H R ‘ | ‘ | ‘ | || ‘

4. Give details of hospitals confined and/or physicians consulted for the iliness. B #%50 AFE BB 3645 & / sk L B akl
Name of physician(s) and/or hospital(s) %2 {4 & / sk B ke 4 1

‘\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\‘
Address(es) Hiik:

Date of Consultation(s) and/or Period of Confinement(s) 214 &/ 888 bi H it
(DDE/MMJ/YYYYA) (DDH/MM/YYYYZF)

mem:‘\‘\‘\\\‘ T°§"\‘\‘\\\‘
Name of physician(s) and/or hospital(s) #2424 & / sk b £ 7

‘\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\‘
Address(es) Hitik

‘\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\‘
Date of Consultation(s) and/or Period of Confinement(s) & 5/ B8 b H i
(DDH/MMA/YYYY4) (DDE/MMJ/YYYY4)
mem" | | ‘ | | ] TC@" | ‘ | ‘ | | ] ‘
5. What kinds of treatment have you received? [T 4% % JB6H 7% ?

6. Give the name and address of your usual physician if different from above. % [8 T2 fA N B A 36 Ik bt > B8 A » G580 B A > itk 42 Je st il o
Name of physician B2k 4

‘\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\‘
Address Hihk
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7. Have any of your blood relatives suffered from a similar or related illness? [T Il 451 & % 75 sA AR A Bl = 950 2
ONo#s OYesH If "Yes ", give details %5 [ ] > i H B HBEEL

Relationship Bif& Nature of lliness % M:H Date when First Diagnosed & W i & SR #% 050 2 B Y
(DDH/MMA/YYYY4)

\
8. Are you insured for similar benefits with any other company(ies)? [T & 7 32 17 At A7 B 2 7] 36 36 J5 AL 2 AR i 2
ONo#f OYesH If "Yes ", give details # [ ] > i H B HBE R -

Name of Insurance Company fRFEA R #44%  Policy No. ff B4k 5% Issue Date {4 %125 35 H it Amount of Benefits ffF %
(DDH/MMH/YYYYH)

‘\\\\\\\\\\H\\\\\\\\\\\\H\‘\‘\\\H\\\\\\\‘

Name of Insurance Company fREiA R %4%  Policy No. & BLAR 5% Issue Date f# .55 H I Amount of Benefits f#Fi%i
(DDH/MMA/YYYYE)

9. Continuation of Supplementary Benefit(s) Upon Plan Termination by Claim Payment P {+f 51381 4 11 4% %€ 45 B in 4 i
Please put a “/” in the box if applicable. 5 #H 77 s N L v/~ 5% o
01 would like to apply for continuation of eligible supplementary benefit(s) upon plan termination by claim payment.
AR Nl RS ) 0 58 0 A S B %
Remarks: Please contact your Insurance Advisor to obtain the relevant application form(s) and submit together with this Claim
fiiE : i T R B 28 RO 5 5 Il B R — DR RZ
01 do not need this option

LN 2

Other Information / Special Request A% ¥/ W3R

Payment Instructions {3 #imn

O By Direct Credit to one of my following bank accounts (only applicable to policyowner’s bank account in HKD currency)
HEAAAARNT I H D —@EEATIRE CUBRR R AT )

[0 Current autopay bank account for premium payment B4R 25 2 1 B R 4R 471E 5

[ Last bank account for receiving claims payment or policy payment (including dividend, loan payment, regular withdrawal, etc.)
b YRR < A R B R (LR AL ~ AR R o IR R RS ZARATIRE

[0 Bank account specified below LA T8 5E 18R4T -

Name of account holder & f 4 A 44 :

Banl& Name Ban} No. Bragch No. Ban}Account No.
SRAITHRE SATHRGE  AMTHRIE  SRATIR T SRAS

Please provide account proof (e.g. bank statement or bank book copy showing the name of account holder and account number)

wif PR DR 5 BORLEE T (54 e 5 15 A N Z Ik % B e 5 SR 6 2 ST R BE R BT A RS E AR

Remarks ffiit:
- Only applicable to payment with daily transaction limit of HKD300,000 per policy. If payment exceeds HKD300,000 or the instruction cannot be executed, it will be issued by cheque.
B B H A7 AR AE 5 LB % 95 6.300,000 o 4138 5 B 5 JG300,00 05K 486 2 AT 4 B A k4 78 » AR DL 3 ST R St o
- Direct Credit is only applicable to policyowner’s bank account, except joint account. 73 fif FU Fi i it LS A A 2 SRATIR 5 » AR Z 5 1 o
- The above instruction will replace any existing bank account record/setup for receiving payment including regular withdrawals (if any).

R P R R B IR AL Bk 1A /i SOOI R 5 A 5 A s SR B IR (A7) »
O By Cheque b3z 2Bk

Cheque Collection Method 352581 Jj Cheque Currency @ (for USD policy only) 3 il g @ ( F3 R e 8)
I Through my Insurance Advisor stated in this form % b A< it A% A1 B i R 2 [0 HKD Cheque ® 7t 3% 5 ©
L] By mail to my latest correspondence address with Manulife %74 A2 sk imilizi: ] USD Cheque (drawn in Hong Kong) 632 5 (i &3 ST 1K)
[0 Collect at Customer Service Centre J1% 7 itHs .0 4 [0 usD Cheque (drawn in United States) 35763 51 (318 9 4447 %)
Notes ik

(a) In general, it takes a long settlement period to clear a foreign cheque in Hong Kong. Bank charges may be incurred by client for clearing the cheque.
SPAT N T L R 0 465 R O T A 98 S B AN S 5 5 73 AT o 1 P RO S B S SR I R O T A o

(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 W0 @ LS S BE RPN SRR G ST > 115 RS AR IR SR B A I 09 B S o

(c) 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 through your Insurance Advisor after approval of the claim.

e B LR » JATE V8 250 5 0 A4 S0 8 A5 S S0 DA 7 3o » TG 7% L 3 58 0 % S A8 S 532 R DAY M ST o 0 AR BORE ERA% » S S I o 8 AR ) 2 DR R B — (X A2 AR LR AT N
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Declaration and Authorization #§W] % #4i

(1) 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/ FAVEF BB ISR A IS ] Z R ER AN/ B BT 012 B 30 2% U AT o AR/ BRAM 25 ARMEAE o B e ~ S0 ~ DRI A ) ~ W AR A A ) ~ SBURTAT B 8 P sl e
HAN/ FAANZRE ~ f HER DAL 8% (R BAAN / 3RAMPTE 2 AL 6 1R B2 T A AN/ JRAM 2 Ak~ BEBOIRDE ~ A B BOst 3R ) Z ALAKTT DU % 5 bt > 3%
TERBR B A BIAN / M Z 50055 852155 » 1SR IR ~ S By ~ 4807 R e I A B I sl B v B A AR S5 OB R RN RS DR B (RRIBR) AR AR (7 & F1” ) sdiAs
o B 2 4 A BUE A LW 3000

B

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/financial business and may be:

PEARN/ 555/ AN GG ~ PR BTN B 532 AR A TSR A OB (LR BRI A RORE ~ (e e RORE S AR 8) > AT O R R A DR G /4 i 2 s 2 T > S mr i -

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/financial industry; (i) automated/ artificial intelligence decision making or profiling; (j) complying with applicable laws, regulations and other related
purposes;

i) B FCBE A E R H 58 =07 R /IR BEE G~ FEOR A ) B/ s s S R TR DA R B = (a) JEFRAR AR > £ ELAS L IR R A B U R 5 (b) AR 5 () IR

PR AR T B RN 3P T  HORAMI 3SR SO RIE ~ 2 AT B RO ~ SN B R 5 (d) AR R B/ BAR IR 5 (e) A5 AR B AT B

DR L1 A (] 538 5~ TS AT 5 () AR M 9 SRR (G J 5 B H G S T S B A DR BT B 5 () SRBER P IR » AL I ER IR R B A B 25300 » DA B/ sl BRI R/

S AR Z IR 5 (h) 2R~ 2RI BRI A v SR B/ i T3 T B R 0 456 i ORS S 7 AR 5 (i) 60 LB L/ N A B PSR AT 5 () AP s e~ 2081

FICAUAHB A

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 fulfill any of the above purposes and/or for the purpose of data verification 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) RS 55 (o) A T A 2 0 sl A8 25 R e o PR A% e T R S 5 PR A0~ e A A SR A3 R e R R R 5 8 5 0~ 0 2 o S Ao A - oA Aoy A7 sl AN IR il S P B A/ 2 A ~ T oy
BRI W @ 5 (o) DABE B _E AR ] —TE i B/ s DA SRR 5 s A O 2O AT BB A% B ~ DA/ SO AT DR B P DR B T AR fT A/ ALK (o) BB L~ BB - &
SR~ AR ~ 0 32 5 () 2 R B £ R PR PRORE AR BN ~ 7 S SR RS ~ SO A AR B ) (S8 i i T R 5 78 00 Ty MUK e R A e A B Pt - At N A o
) ~ B ~ T BL IR 6 AR UR LAY EORPEAT R AT AR T O R B s O (R LR ) -

(3) I/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 /B WA R RS A HEZR AN /35 SR T R AN /35 46 B B e S 2 35 o 8 o

(4) All data processes may involve a transfer of information to places either within or outside the Hong Kong Special Administrative Region/Macau Special
Administrative Region

JI A S R PR 5 T B9 B R R S i 4 [ T Y R 1 A T B R 5 P S A T

X NN

Signature of Insured (if Aged 18 or Above)* Name (In BLOCK LETTERS) & I.D. No. of Insured Date (DDH/MMH/YYYY4E)
ZRAEE ()L ) ZRNIES GEVAIERSHRY) B 5 0k HERG HIY (H/ H/47)

X NN

Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Date (DD/MM/YYYY)
PRELFEEANBE PREFFA NS GELIERSEE) B 5 Oy il 9505 HIY (H/ H/ 47)

* For insured aged below 18, signature of the policyowner must be provided for the application for the claim +/\s M T2 A Z R H i b B A NS -
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I Manulife 7= Fl MAJOR DISEASE CLAIMS INSTRUCTIONS #i#&fE 7]

This guideline is for reference only 7455 R it &%

Please ensure all required claim documents are submitted. Otherwise, the claim may not be processed due to incomplete information. The claimant
may be requested to provide additional information relating to this claim.

i E AR 4 5 T At 2R B SO > 785 P e 32 08 PR o T B PR LA AL TR RE W BT« R (B AT RE R R M I R AR R LTSN ED R o

> Please submit aforesaid required documents to Claims Department of Individual Financial Products, Manulife (International) Limited, 22/F, Tower A,
Manulife Financial Centre, 223-231 Wai Yip Street, Kwun Tong, Kowloon, Hong Kong.

AR 0 TR S ] 7 i L HE FBL I £ S 75 223-231 R R < i oA RS 224 2 R FR (B (BRI A7 FR 2% R FIL B 7 SERS 3 o

Claims Document Checklist - Basic Requirements NOTEN@ i Sk B 1 A ER H(E)
e Fully completed original Claim Form for Major Disease Part | (Form CIP1); and Sg3&3 % > SRR LR 0 (EAKCIPY) IEA 5 K&

e Fully completed original Claim Form for Major Disease Part Il - Attending Physician’s Statement°™ (" to be completed by the attending physician;
and H ER B A R 2 HO ORISR 08 FA 5 AP0 MRS T AR O 0 IEAR 5 K

e Copy of the latest ID or passport copy of both Policyowner and Insured (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); and fRE -G A & Z - A TH1H

S s s BRI (AT RS T A A B S FRAMRT 80 A 2 AT B SCAF DA PR AGECR BB S BUT R BT 2R 5 &

e Copy(ies) of all medical supporting document(s) including but not limited to surgical report, histopathology report, consultation note, therapeutic
intervention treatment record, blood test result, imaging report, laboratory evidence, appointment slip, schedule of treatment, referral letter by
registered physician / hospital, treatment receipt, hospice record BT A #H B BB SCAFEIAS > AFEAHARRR FliHd - Sisfb skl - skigmdsk ~ T
TEVARRRCER ~ BRIMAS R sy - (LB - A - IR R - SRR/ BEBCENE - BRIE - SR OB

Note it :
(1) Please contact your insurance advisor for the relevant Claim Form for Major Disease Part Il
AR TR 2 (R R I A EBOURH R 1% 75 (R R (B oA 58 0y
(2) Manulife reserves the right to request for original documents or other supplementary documents / information if deemed necessary W4 2> 7%

R PR B SR B (A R AR SOPF A 7 SR/ R A RE R
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