» Branch code Location
/8 %l Y s
Advisor code
Manulife . , . e e R B P 5
Claimant's Statement of Continued Disability 5 icors name
PR B R R 4
*1EA%EH - %ﬁ%ﬁ Contact no.
it i
For more efficient processing of claim, please submit 1)Employer confirmation, 2)Sick leave certificate from your doctor(s), 3)Doctors' notes if any.
SMPOET RIEFLIR)Y > ET— RS D) REEUE 2 M TZEERENEREY ) BARS WER) -
1. Insured's Name: 2. Policy Number:
ZRNIEA - RS -
3. Contact Phone Number: 4. Birthdate (mm/dd/yy):
WA T A SR - HAERY (H/ B/ %) -
5. Residential Address:
sk«
6. Treatment or Consultation Date since last claim form completed on mm/ dd/ yy.
AERE A B AR RER B2 RECRS 2 B - A H 4
Date (mm/dd/yy) Physician (Name & Address) Hospital
FHI 1/ R/ 4 B (I bl b
7. Describe your present physical/mental condition.
$i T BLRE 2 B R R D
8. State briefly your present daily routine.
T2t 18]~ B RF 2 HH AR T R
9. a) If you have returned to work, give date of return: [ Jtull time 20 b) Employer's Name:
ERETEM L HER TN 1E =4
mm/ dd/ yy [ |part time 3 Address & Phone No.:
A H & Ml T A RS
c) Average Monthly Salary
BEHTIMA
10. a) If you have not returned to work, when do you expect to ? [ full time 2%k b) Have you recently visited your place of employment? [ ]Yes &
AT AN ARAE L A AT AT R A L 2 8] N d 2l B T R S (e Ty 2 [ INo &
mm/ dd/ yy [ Ipart time el If yes, on what date and for what purpose
A H i

ESA PR R G i

11. Has or will a Claim be filed with any other insurance company, Workmen's Compensation, Unemployment Insurance Commission, etc?
B 8 5 el 3 i A T LA AR B 20 7] » 55 T R R SEAR IR S HR R 5 2

Company 2\ A 2§ Policy No. {7 B4k Issue Date %5 H Il Amount of Income Benefits A G551 Weekly/Monthly %38/ 5 H 3 A+

12. Information about other Disability Income. Do you have any other Income Protection Cover? Overhead Expenses Cover?

HABTFE A SR o [T R 15 SZ AR AT A H At A B PR B T ) 2 A8 9 B SR e ) 2

Source of Income: (Salary,Insurance, Are vou Do you Date claim was filed? | Date payments began | Date payments ended Amount per week or month:

Government Benefits,Others) How reczivin ” expect to R H Y 3 0 4 S AR I 2 L | S A S A R 2 (Please specify currency)
NSY S EE Rl %@Bﬁ_’il&ﬁlg; receive? mm/dd/yy mm/dd/yy mm/dd/yy I B A
IR R ~ HoAl) ’ JE T E O A/ A/ % A/ A/ % A/ A/ % (5 FE I £ )

= = I P /wk B

OYes & ONof OYes & ONoff / / / / / / Jmith 4 S
S

OYes & ONo# | OYes& ONo# / / / / / / ok il

mth &H

A - = = /wk

OYes s ONofh OYes s& ONof5 / / / / / / Jmth S

Payment Instructions {f3#&n

Bank NaTe Bank No. Branch No. Bank Account No.
AT SRAT AR BE IIATHR R SRATIR P 5%

[J By Direct Credit to one of my following bank accounts (only applicable to policyowner’s bank account in HKD currency)
HIRFAARNT I P —RRATIRE GUE TR RS N Z TR )

[J Current autopay bank account for premium payment FFF4{H 2 > E B IR SRATIR P

O Last bank account for receiving claims payment or policy payment (including dividend, loan payment, regular withdrawal, etc.)

b YRR < R PR B (LR AL ~ AR PR GRS 2 RATIR S

[0 Bank account specified below LI F455E f4R1TIE ) -
Name of account holder I/ #4 Atk 44 -

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

st PR S ZORLRE ] (B0 5 N Z Ik % B 5 SR S 2 ST IR B s BT A R E )

Remarks ffi#E:

O By Cheque LA 5Bt

Cheque Collection Method 3% A&t J5 %

Notes &f:

[ Through my Insurance Advisor HiA< A I B 38
Od By Mail to my latest correspondence address with Manulife

| AFAEAON R B R A SR 55 HE R ik

Cheque Currency @ (for USD policy only) % 2% i @ (JUB IR E i)

[0 uUsD Cheque (drawn in Hong Kong) 35763 2% (bl 7 s 1t 847440

[ HKD Cheque ® #5355 ©

[ USD Cheque (drawn in United States) 37632 2 (i B 8R471435%)

(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.

SRAT R TR PR S A Vs S B AN S 5 5 5 BRAT S 1 P OB S B S S A I T A o

- Only applicable to payment with daily transaction limit of HKD100,000 per policy. If payment exceeds HKD100,000 or the instruction cannot be executed, it will be issued by cheque.
By Ok LA H A2 A2 5 B 2% 556 100,000 © 4138 5 i 9 76 100,00 08 6 33 0T 47 Bk 7% » SR AUIF DA S 5B AT »
- The above instruction will replace any existing bank account record/setup for receiving payment including regular withdrawals (if any).

LR 5 DR AR BRI A0 B 1A/ 3 ST OB SEU I R 5 B4 PR A ISR IR I 5 ()

(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 SO T DA S S A B S ORGS0 A RIS iy 2 A7 BN ) B S 0 o

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. s &R # 2 P SGEARRBE 2% 2 ] » F R AT > — B R -
Manulife (International) Limited (Incorporated in Bermuda with limited liability)
RRHABRR (HFR) BRAR (REFREIMRLZEREERR)

C04 (10/2015)

1of3



Declaration and Authorization 5% W } $2Hi

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/ T AP LA W SR T AR e P 2 R DR AR N/ AT A0 2 A NG A R e Al o AN/ AN 2T AT A A B I R R A B A ) ~ BORA BR P SO A R A/ AR IR
PLERC Bk CRLIEAT B AN/ FoAT Fr 4 2 A @ ) B 5 B8 AR N/ FRAM Z A 3 B BOIRYL ~ A B i 3ERC B0 2 ALAR T DU % 56 R B (RS KR A A BR AR X/ AP 2 0 2 157 » 455 R 2 R ~ i B
5~ Ry S IR S BT AT T B R BRI AR S OB T R R R B (BB ATRAR) (EFIT ) s - S 2 8 AR BUE A BRI S0

Personal Information Collection Statement i A % ¥}l 4 8 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 Hong Kong) 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 Hong Kong) that is assumed by or imposed 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. |/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, 22/F., Tower A, Manulife Financial Centre, 223-231 Wai Yip
Street, Kwun Tong, Kowloon, Hong Kong.
AN/ FA e B AS FME A 28N R B 2 P DA B~ 0 e 2 A 2 A A e RS H 3 » A B R PR AR B i o 7 B O BTG 22 0 > R ) 3 0 A B D 3 16 A I 55 e » % 56 M R
AR B S LB (R BB R EEAN) (o) SRS BHE T SRR AT (T K/ SRS R A A AT R SRR B AR AT s () 1 2 A A A ) AT B 3 B A A B 9 7T B
AR BT TR TR~ AR ORI P SR AF - TG T AT ~ HUED  TERRAT Y 7 IR RS BT s R RS () A AT I RO R s A = MR SR R AT REAR G BTG SO I SRR s
SRGHTE (o) AEAT{E B8 RHIROBS B R (b A HOR 4) AR AT FE MR 5 () (R AT RERS (RLFEILAR B) sLbrp A AL/ Bk (BLFEILIR B) 5 (o) TR ORBR S AN RMES HLIERS s () B IR L5 (9) i Alal
5 R 2 ) S AT A 5 R 3 2 S RORMIR S AT AT N5 () R 2 AR 22 0 42 A 0 8 R 005 14 A £ 8 b B 22 ARG B BN SB35 () BRI A RVE AR AT 5 () 25 Rk
e TP ) 2 A 0 R S A 24 7 0 Y A T3~ 0~ LS~ < ) S sl e A L A 5 0 ) A 3 A A AT o e (50 AR R A e b s 4/ R A B ~ IR Rl 0 R T 2 L0
() AR Fh 72 2 AR 8 25 AT 2 ) A0 A A P50 A IR B e &1 M ~ BRORT B ~ s AT S AL A (G i W 5 PR HR SR 5T A1) T W0 0k Dt 99 0 R 5 ) 9 A W e Py S 5~ i~ S5 s HU A ) 2 T )
117 2 ) 2 ) ) 22 0 1 P Al 5 B8 AL 1) ~ B 260 6 b i & A ~ IR B ~ 2 AT S AR A 2 IR A Ao ) ~ LA Rt B2 B - A 365 sl B L 88 P A (T A o AR/ BRAMBH L AN/ 340
PEFTATAR LA A OR o (BINSA N/ SR AR R A2 KR 22 AT R AR AR SR IR AN/ FAM i il M/ AR
R Z AN/ FRAM BT 2545 8GR AT 2 R PR i (8 A R 2 ) » 8 v LR B 3 18223 -23 1908 2 ) A Bl o Lo A A 2 249 R £ ) K S ISOAR N/ AN A 2 ) 2 A8 R o

X

Signature of Claimant (if Aged 18 or Above)* Name (In BLOCK LETTERS) & I.D. No. of Claimant Date (DD/MM/YYYY)
FAABE (/s Pl L) KNGS GEAIERS I R) B B Oy ik BEms HI8 (H/ R/ 4%)

X

Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Date (DD/MM/YYYY)
S ESEEUN &3 DRSS NRE A Gilf DA IEAR T8 50 ) S B ik 9 15 HIg (H/ H/ %)

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

/BRI T A Z R A AR B A\

Manulife (International) Limited (Incorporated in Bermuda with limited liability)
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Attending Physician's Supplementary Statement M2 WAl %2 %

Date Hj

I hereby, authorize the release to my insurer of any information requested in respect of this claim.

AN IHE 2 5 A AR A BUA R AT B 2 RS P AN AR B ] o

Signature of patient Ji A%k &

The patient is responsible for securing this form and for charges made for its completion.

Wi AT RIS T B 3 AT IR AR e i B 2 2 -

ATTENDING PHYSICIAN'S SUPPLEMENTARY STATEMENT M5 58 2k 4l 52 9t %

Subjective symptoms £ #OIk

Patient's Name ¥ A\ 1tk 44 Age HF ik
Address Hiii:

1. Diagnosis ZH7 & H:

a) Diagnosis, describe any complications which prolonged the disability 2 Bt 5 » 3 54T (] 25 S50 {5 B A5 U0 15 4 2 Bk B8 iE -

BT (BRI 2 X0t - DR - AL R AT AT BR B 52

Objective findings (including current X-rays, ECG's Laboratory Data and any clinical findings)

Nature of treatments 4 1EE

Date of last attendance Hmm/ Hdd/

URERS B

BT RE—HATHEIRAN I 247 (5] - wiRE -

Have you been actively supervising this patient's care? OYes & ONof5 If no, please comment

iFyy

w

Physicial Impairment (If applicable) B4EEZ4H (A% )

Capable of medium manual activity. ] fEA & 8 J7 25 v T4

O oo0oogaod

Remarks [ffz}

No limitation of functional capacity: capable of heavy work, No restrictions. 7% H A 732 Bl : 0] HEAT 2 7 (1 TAF o SRR o

Slight limitation of functional capacity; capable of light work. 7% B fits /748 52 . : 7 JE <86 {8 1) T4
Moderate limitation of functional capacity; capable of clerical/administrative (sedentary) activity. {& BB /7 HEE 32 FH : W] EAT SCE/ 470 (R H) TAE
Severe limitation of functional capacity; incapable of minimal (sedentary) activity. {55 /7% 532 fH : N EERERH R ARBREE (£88) THE

=

Prognosis, to the best of my knowledge, A< A Fr 12 HEHE £ :
Is patient now totally disabled? CONo & [OYes/&

9 N IR S 5 58 2 155 5 °

The patient has been TOTALLY DISABLED (unable to work)
AT 2R CRRETAE) REH

FROM i
How long was or will patient be PARTIALLY DISABLED?
o N A8 A 2 073 7 5 A I

o
=

=)
~

<)

g)
95 N B IRE 22 R Dt e 75 A6 36 BEL BB LA A fof w446 S M 17 A @

Amm/ Hdd/ 4 yy TO Amm/

FROM H Fmm/ Hdd/ 4 yy TO Amm/

d) If still disabled, give approximate date patient should be able to return to work

I NS ERAGBE » K AT T IR 1 2
HAmm/ Fdd/ i yy
What duties of patient's job is he/she incapable of performing?

9 NBUASREGE < TAE R SE e 75

e)
Fdd/ F

f)
A Z RV S HA R AT

If Yes, please explain 5 [ /2 ] G fiffe :

Ok OfF
Hdd/ AF:

Does patient's conditions prevent them from caring for themselves? OYes ONo

Does the patient's present condition wholly prevents him/her from engaging in any occupation or from performing any work for remuneration or profit?

ONo 75 OYes& If yes, Please explain 7 [J2& | i fifFE

h) Is patient a suitable candidate for a rehabilitation program?

T NI A £ B B3
OYess& ONo 7 If yes, Please explain #7 [ /& ] FififE

5. Remarks: /3 ZF1H

- Office notes for the period treatment or the last two years
AR AR S ) ] 2 2 BT Re Bk
- Test results showing objective findings

BURE BT 2 A ks R

After you have fully completed this form, please attach copies of the following materials

IR ZAH A% > — BRI RIS 2 AR -
- Hospital discharge summaries

e e
- Consulting physician reports

) B A

Name of Attending Physician 75 55 /4 4 :

Telephone No & 951 :

Degree/Specialty £:{v/ HF}

Date H}:

Address Hiif

Signature (with stamp) %t & CHEI#) :

Manulife (International) Limited (Incorporated in Bermuda with limited liability)
ERIABRR (BB ARAR (REREIMRIZEREEAF)
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