2 Branch code Location
7'—‘ %l I3 A Macao
/AN CLAIM FORM

Advisor code

1 FOR MAJOR DISEASE - BB R 4 5
Manuhfe KIDNEY FAILURE Advisor's name

TRBR R 4
TR R R BERAE — BN Contact no.
i 5 ¥
1. Policy No. 2. Name of Insured 3. I.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 i 4% M b ik
9. Describe the nature of your iliness
PRI
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. Fl#%5H AMEBELEE K&/ K L BAEER
Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s)
PR T/ St 44 Huhk: PR/ SR b Y

12.  What kinds of treatment have you received? BT & 4% 25 B4 7% ?

13. Have you previously suffered from or received treatment for a similar or related iliness? [ F i1 8 75 HA HHAUL AT I = 953 o PRI i 4 329 98 2

[INo& [ Yes#i If "Yes", give details # [ > i HUE A BRORL -
Name of Physician(s) and/or Hospital(s) Address(es Date Reason(s,
B T/ S 44 Huhik H 9 A

14. Have any of your blood relatives suffered from a similar or related illness? [&F = IfiL 41 15 5% 75 A FEAN A I = s 2

|:| No 7 |:| Yes H If "Yes", give details #7 [ > s B H G R -
Relationship Nature of lliness Date when First Diagnosed
Bl 1% PNt E B E I AR 2 H)

15. Give the name and address of your usual medical attendant if different from above. # T2 FA N B A Mk bl 2 B8 A » i 80 88 2k 2 ok 44 S b ik o

16. Are you insured for similar benefits with any other company? P R & 75 52 {5 17 H At 1 Bt 2 5] 36 4 5100 = A s 2

|:| No 7 |:| Yes fi: If "Yes", give details # [J& ] » BT854 B R
Name of Insurance Company Policy No. Issue Date Amount of Benefits
PREEA T £ PR B 5% PR L35 5 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. §#2 B T/ i BIALERHE > BRILAS R » X-HehR 7 » TIEHRHA » BICABFSARHN > ALBREN > A5 Rk 540G 8 457 M 7 00 ) B 45° » A fof
HBH BB

18. Continuation of Supplementary Benefit(s) Upon Plan Termination by Claim Payment Bl A 1 4 11 4% %5 28 B 4 b

Please put a “/” in the box if applicable. #4777 # W | V" 55 o

1 would like to apply for continuation of eligible Supplementary Benefit(s) upon Plan Termination by Claim Payment.

AN H G PR o S ) A 05 S A o R

Remarks: Please contact your Insurance Advisor to obtain the relevant application form(s) and submit together with this Claim
ek - AR TR 0 (% BRI ) S T 7 Y [ L 3R A P 5 — D 52

[ 1 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 B

Cheque Collection Method 3 %54} J5 ¥ Cheque Currency @ (for USD policy only) 3% 58 @ (JUB TR %0 8)
[ Through my Insurance Advisor iz A f {5 i i 52 [0 MOP Cheque® w723 5 @
[0 By Mail to my latest correspondence address with Manulife [0 HKD Cheque ® i#se32 2 ©

FHRANSE LRI BB AL [ same as Policy Currency B B il

For USD policy only © 53 Fj 3 ¢t # ©
[ usD Cheque (drawn in Hong Kong) 35763 22 (H1 7 #HO$RAT 5%)
N [J usD Cheque (drawn in United States) 476 % 5 (P340 #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.
RS 2 SR 00 A S S5 Y Y B MRS A5 3 A o 1 R A B2 3 A B B W S g
(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.
A2 W 0 B DA S S IR 0 B SRR B T R A IR $ (A I 1 B R S o
(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 W BN R P A S DR R T S BRAINI S 5 3 BRAT B 1 P RO S B S S R B T A -

Declaration and Authorization % W] % $

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 SR AR FEA 10 2 R CUR AR/ FRAT TR0 2 2 ol 2 S At o AR/ AT 25 HE T AT A~ B ~ (R BR m) ~ B 7 2 ) ~ BN AT BRI SO R A AR N/ e 18 ACDRY (i BRIR
DLEGRT B (LR B AN/ JRA BT 24t G i 55 TR AN/ M 2 723K - AU - A B Bk 2ER0 5% 2 ALAK AT LU % S YOk G (FUR BRI I A B A/ JRAM 2 B 5245 - 455 8 2 JE ~ 2 i
5~ L7 oA B BITAT T e o P R BRI AR S RO T R R R B (BB ATRAT] (EFT ) sCHARIA - BB 2 8 AR BLE A R RIS 40007

Personal Information Collection Statement fi A % kHBc 4 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/ FAM B R TAA LA 1R 2 AN ORI 2 U L 348 ~ 0 i e A ) 2 SR R S PR e P IR F > A ORI R PR 5 - 7 R S 2 P » S 180 B LM A B P 0 R L5 0 - 25
TN R T Bk ) R FI s (IR TE IR PISE R ZEEON) () BUET - SRS sl B R 5 AT Al 7 it B/ 5 482 ) AT S BT B 0 AT A5 () i 2 R o ) 2 ) 0 A o 4 3 B
SEBEACEA I AT IBOR B AR A~ TR ~ SRR A R OB S SR ~ ol 8y B~ A - SUED ~ R AR AT 8 ~ B IR B AT SR A RO ) A (R ~ RO AR =0 RS S - LR AR T EAT A
BT BORE N SRR S 87 5 (o) ARATME SR RORMIRB B ol (e BURT BB 40) AR T RTBE OS5 () AR TR (LR HAR B) sCHAth A At/ i (RLFEHAR H) 5 (o) FRORBR I ANEHREMR
BEHERERT s () Z AR 5 (o) T 1) A s o AR 2 v 2 A A 0 7Rt 1 S 2 4 R R A T 5 () 2 R R 2 ) 0 Al 5 HRE ) sl S5 0 A 20 8 ol B o 2 8 N TR S B
WS HLA 5 G) A AT E s G) 2 A s AR 8 2 ) 6 A A i AR A 3B A 44 sl PR A AT T e~ b~ L~ < ) ~ 18 5 el g 10 2 A 25 sl R L SR A AT A Herp
AELAS BRI A S SR ) S A B ~ BN B 2 R AT S AR A 5 ) AR phy A2 AR s D 2 ) 1 AL £ 180 51 ] 3 s 4/ B B ~ BB RN ~ S0 AT S AL A (I (e IR S N SR 1) e
) R D ) R 6 ) R L S S~ TR S A ) i s 2% P o A 2 ) R A SR R 0 S A R A ~ R Sl SR A B ~ OGRS - A RRAT AL AR 2 AR (S
[5] ~ HAth R Gk sk 22 bk - A7 2 B sl 2 ) HABE B A AT AT o RN/ FeMIBI AN/ FRAM 0 AT 02 P R2 55 8 RDRE o (ELAN SR ARN/ FRAMHE A8 0 L2 S5 YR R TR A OB BAC N/ BAMA R 5 B/ AR R
R Z AN/ A P 25 R T A7 2 RN R g () A7 PR ) » YR 54T TR » VR P50 6 B 61 5 RO 355 DU B AR A5 ) I S MO/ FRM 78 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)
FRRNEE (/) ) FALES GEAERYIER) KB Oy ik BEms HIYl (H/ H/ %)

X

Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Date (DD/MM/YYYY)
PR AN SE PRELEE AT N4 G DA LEA 5 50 ) B 2 ik 9 105 A (R/ A/ 4E)

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

TN F A Z R A R MR A5

Manulife (International) Limited (Incorporated in Bermuda with limited liability)
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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 %% A 24 2. 1.D. Card No. 5435 JEE 3. Age 4t

4. Are you the patient's usual medical attendant? B L7595 A2 FA A B4z 2
[INo & []Yes £ If "Yes", give details # [ > 38T H BIE KL -

Period of Consultation Past Health History
I 9 N A A A 0L

5. a) Date on which you first attended the patient for this disease (Kidney Failure).® ¥ %% N #2160 e (B 563%) > Hll -

b) How long do you believe the symptoms had been present when you were first consulted? i & ¥kiZ 1 » B FHE R ME MBI TEZ A ?

c) When was the patient informed of the diagnosis? ( Please give exact date ) i I A i3 B4k 0K 2 (33 25 el FT)

6. Give full and exact details of the diagnosis. i #f: a4 £ #E B 2 Brig #l

7. Had the patient any past history of the disease specified above or related illness? i A7 75 A3k s A B ?
CINo & [Yes & If "Yes", give details ¥ [ » i H B G BER -

Name of Attended Physician(s) Date of Consultation Address(es) Exact Diagnosis
TR B e k4 RGEEE ] Hohik: WEEZ B R

8. Is there anything in the patient's family history which would have increased the risk of Kidney Failure? %5 A Z 575 5 A AT 19 s A\ B b B 5ol ey > 00 2

9. Please give details of the patient's habits in relation to alcohol, drugs and smoking. 54 55 A ~ W75 5% 0 08 B 2 56 o

10. What is the underlying kidney disease causing renal failure? % 3 B 520 2 B i A B g ?

11. Had the patient's renal disease reached end-stage? ¥ A\ Z &2 7 O AW BB 2

12. Is the patient currently undergoing regular peritioneal dialysis or haemodialysis? Ji A\ & 75 B 1 3% 52 & W1 I8 58 M s I 3 8 A 9 08 2

13. Has renal transplantation been scheduled or performed? J& 75 B2 fE sk BT H0E T4l 2
If yes, please give the date. # [ & » s E A B H 1 -

14. Please provide details of physicians to whom the patient has been referred or attended for this disease. s # At %5 A\ 32 1A 5 JE W e = B A Rl o
(We would be grateful for copies of any relevant medical report that are available )  (#iti# #3457 47 3 56 Be iR 5 R A)

Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s)
B N/ BB B Hodik: iR/ BB HIY

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

PR R R A A LA R w1 W A A ) S R SR A s 2 i R AT B R -

Signature %% X Name of Physician (with stamp) &40k 4 (ELEISE)
Date HHj Address Hidik
Qualification &#% Tel. No. 75 EH%
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