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PRE-AUTHORIZATION FOR CREDIT SERVICE FOR HOSPITALIZATION FORM (Macao) (Submit to ClaimSimple)
KRR ARE M RERERE (RP) (4 claimsimple 1#£3)

Eligible Products: ManuMaster/ManuShine Healthcare Series/Benefit, Manulife Supreme Medical Plan and Manulife Supreme Lite
Medical/Benefit (“Designated Products”)
SHERESR TR FERAERERY HMNEE  ZHERERFEHIRENTEERMMEE(REER])

We understand that hospitalization and inpatient treatments often come with the burden of unexpected medical expenses. The Credit Service for
Hospitalization is designed exclusively for Designated Products’ customers, and you can submit pre-authorization request prior to admission. Once
approved, we will pay the estimated credit amount of eligible hospital and surgical expenses on your behalf. Let us take care of the bills for you so you can
focus on treatment.

HITVRBESR MEFDRREESHRRMNE RN EES - REEREARBERIETERT MR - BRI AR RERE - — &8t - HAISKREE
HEZNRESEUINENEERERLRFMER - BRMACRIERE - EEETREZAR - BIERE -

6 simple steps to request for pre-authorization for credit service for hospitalization

6 {ERSE S EREN AT AU (E PR B A IRFS(F4D 1R ERER

} Complete the form (Page 2-3 by attending physician/surgeon, Page 4 by policy owner/insured person)
HZRIE (F2-3E TP ELER - B4EAREREA ZRAER)
— Be sure to have the attending physician/surgeon provide the medical information in the form, at the
insured/policyowner’s expense (if any)

ARRAEDEESIBIBENRFEREHREREFS  YHREREA ZRABTABESRIRER (116)

@ Submit the completed form and any diagnostic report(s) and other related clinical information to
ClaimSimple — Pre-assessment (claimsimple.hk) at least 5 working days before admission to hospital
AR DRABIEXIEZAZRE - Dikd LEAERERR SRS ClaimSimple - F85551{d (claimsimple.hk)
R
— This form is only applicable for ClaimSimple submission. If you would like to submit by other channels,
please contact your Manulife advisor for assistance.
It FRARE 3 A LACIaimSimple 2 52 F75 © IR Bt RBIR R 1 5R » siAn B E AN B =5k 78S -

M Upon approval, we will send you a Letter of Confirmation and inform the hospital concerned of the pre-
authorized credit amount.
— & BB L HRERE] WIS EESERMNELR -

Upon admission, please present insured’s identification document for verification.

+| s ERERERRRANSOEEXEUERE -

=== At discharge, please settle any deductible and/or net balance that exceeds the pre-authorized amount, and

===  then submit a completed Medical Insurance - Hospitalization and Surgical Claim Form (C13 M) to us by
referring to our “Hospital Claims Instructions”. When we receive the invoice from the hospital and complete the
claims assessment, we will notify you on the shortfall, if any.

HFRS  FEER AN HEL SR ESENER - MR (EEREES | KRB EERRE —

{EBe M FTREESR (C13_ M) 45 FMFT - BRI B RE N e REFGR - BHAISBMESNBEL AT EE
TENER(E)

When using the Credit Service for Hospitalization, Designated Products will take priority for reimbursements
over other medical plans during the medical claims assessment.

W RRAER ERRTY - RAETTERIZRENGR - @RIt EERIFLEE -

If you have any questions, please contact your Manulife insurance advisor.

MAEFIERR - SRE AR ISRV RFIEERT
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https://www.claimsimple.hk/#/
https://www.claimsimple.hk/?lang=zh_TW#/
https://www.manulife.com.hk/content/dam/insurance/hk/en/documents/services/forms/medical-insurance-hospitalization-surgical-claim-form-macau.pdf
https://www.manulife.com.hk/en/individual/services/file-a-claim/claims-procedure.html
https://www.manulife.com.hk/zh-hk/individual/services/file-a-claim/claims-procedure.html
https://www.manulife.com.hk/content/dam/insurance/hk/en/documents/services/forms/medical-insurance-hospitalization-surgical-claim-form-macau.pdf
https://www.manulife.com.hk/content/dam/insurance/hk/en/documents/services/forms/medical-insurance-hospitalization-surgical-claim-form-macau.pdf

Details of Treatment and Estimated Expense

ARFERARERARE

(To be completed by the Insured’s attending Physician/Surgeon at the Policyowner/Insured’s expenses if any)

(HERRAZEZEBETINIBEES A EEREFAEARRTRAZTETRIEEESRIEER)
Patient’s Information 5 A&}

Name of Patient /WA : Macao ID of Patient 5 AJRFIF77E | Sex 451:
[ ]Male 2 [ |Female %
Hospital name E&pR278: Room Class {£E4RA:

[ ] Day Surgery BRIt
[ ]Ward Zi@fsEE [ | Semi-private 3FA% [ |Private FAR

Room Price (per day) :
EEER (ER)

Planned Date of Admission ( DD/MM/YYYY) F&st ABBHA (BB %) :

Planned Number of days of Confinement ¥8zH{¥fz B &4:

Medical Condition E&E¥1E

1. Chief complaint of current consultation X stz E5:

2. Diagnosis and associated signs and symptoms s2EiFNAERAFHA Bl -

3. Date of accident (if applicable) 4B EA (40i#EA) DDH,MMA YYYYE

4. Where and how did the accident happen (if applicable) EsMthB5 R 4E (GNEA) :

5. Part of body injured and type of injury caused by accident (if applicable) NS NIKR G QNER) :

6. Onset date of first symptoms X 2% BEEA (DDA, MMA YYYYE)

7. First consultation date of first symptoms B &% Kk:2 BE (DDH,MMAB /YYYYEE) :

8. s the condition recurrent/chronic? ILIE R EA1EZE 1812

[[JYes2 [ INo&

If “Yes”, onset date of the first episode. ¥1“R” > HXFwZEHAEA (DDA, MMA YYYYE) :

Physician name B&4445%3:

Telephone Number EBsE5EHE:

9. Name of the physician that the patient first consulted for this illness (if any) SEAFUILRFE RKRZHEBEU R KREE (WNA)

details and explain why hospital stay is necessary

[[JYesg IS

If “Yes”, please give details. W2 s5e¥iti>

10. If hospitalization is for scans, diagnostic tests, physiotherapy, or any procedure that could be carried out in out-patient or day surgical centre, please provide

MBRERZ B AE T iR BRI EER YIRS RS E AR F RIS P IS B B B F T OiE T AR s BRI B IR 2 JR A
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11. Is illness/injury related to the following condition tbsm ZEREHUTIE RS #E:
a) Congenital/Hereditary anomaly e XM 25 []Yes2 [JNo&
b) Psychiatric condition #&%#7 [JYes2 [ INo&
c) Influence of alcohol, drug or intoxicant ;B » GE¥) R FRBEZ 27 22 [JYes2 [JNo&
d) Obesity, weight control BERY > B2 e []Yes2 [JNo&
e) Pregnancy, childbirth, abortion 1222~ D~ HE []Yes2 [INo&
f) Dental condition SFEmH#kSR [JYes2 S
g) Cosmetic related treatment Z£Z&HERIEAZ []Yes2 [JNo&

12. Has the patient ever had the same or similar symptoms/medical conditions before? JE A 25 & 48 B 5 E—sABLUREL R ?

[[JYesg [ INo&

If “Yes”, please state when and describe details. ¥1” 2" > s5:R BRI B R it ¥ 1B o

13.

Is the patient having any treatments or taking medicines? J& AIR/E R B IEZ T AR IRAEY) ?

[JYes 2 [ INo &

If “Yes”, please provide details (including onset date, consulted doctor’s name, diagnosis, name of medicine taking, etc).
W R AR (BRI BB ENR b R E) -

Treatment Details ;55s¥ (5

14.

Surgery/treatment required 2% FiTSAK:

Estimated Surgeon Fee TBET9MIFAITE

15.

Anaesthesia if%: [ | General 2 B Ff#% [ ] Monitored Anesthesia Care B5lIfRE [ ] Local /5 EpmiEs
Estimated Anaesthesia Fee TE5tFREEE R -

Estimated Operation Theatre Fee Jst Fii=& A :

16.

Please list out any lab tests/imaging/other diagnostic investigation required for the hospitalization and reasons for having those. If patient’s condition fits to
have the diagnostic investigation done at outpatient setting, kindly refer accordingly.
EBERSEAR2ERFEEE  HitBiieE RiESZERENER MR ANBRES R P & T2 s S EEREavE T 28k

Can the investigations be carried out in the outpatient setting? B&E Al UEPIL RIEPIZZ ZFRE?

Estimated hospital expenses FBst 22 & A

17

Doctor’s Visit Fee BB KEE : /day §H

Specialist Fee ER} B4 & :

18.

Estimated total fee for this confinement Bt 2R AR E A :

Doctor’s information B4}

Are you related to the patient in any way other than your professional capacity? FRE 2 S35 Elim A BT EEH A ?
|:| No & |:| Yes, please specify the relationship with patient &> s5sFBRELR A Z RilfA:

Doctor’'s Name E&&4t42 Doctor's Signature and Chop B84 FERENE:

Contact Telephone Number B#48 EE55HG

Fax Number S E 555

Email EEB:

Date HER: (DDA “MMAB /YYYYE )
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Declaration and Authorization & Bf R Ig#
(To be completed by Policyowner/Insured FHIREFA AR ZRAEE)

|/We hereby declare that all information provided by me/us in this form is complete and true to the best of my/our knowledge. I/We further authorize any physician,
hospital, medical service provider, 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 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 and the original invoices concerning the medical services rendered. A photostatic
copy of this authorization shall be as effective and valid as the original.

RN RPUSILEEAE A BRI ERE AR BRI ZER A PP 2 28 A E BT o AN ROVAREEEEREE « Bt « BRRGIREE - RIEAE
EEEEAE - BFEMS ISR EMFa A A BEAZE - BER R0 (BERERA A &WiﬁﬁﬁZ?i@?ﬁﬂ&?ﬁIﬁ%fﬁ N BN HFIZIEE ~ BB
AB R hEiir) ZAMAI L ZEEN  BIEERRRAEEMAEAN KA ZEREZE  BEZRE RS - L UaB KRS BRI RE
REBEIRE Z EARZLEN TR HERIEA o IHEHEE 2 BRAREARRENRS

I/we understand that the pre-authorized credit service approval for hospitalization/day surgery/treatment shall not be regarded as admission of liability on the part of
Manulife for any claim payment. The eventual actual claimable amount will be based on the final claim decision that is subject to insured’s eligibility and case-based
exclusion(s) (if any), reasonable & customary charges of all eligible expenses, claim documents/information to be received, benefit limits, remaining balance of the benefit
limits, general exclusions and other terms and conditions as stated in the policy provisions, and reduced by annual deductible amount (|f applicable). Should there be any
d|screpancy between the pre-authorized credit amount provided and the eventual actual claimable amount, the actual claimable amount shall prevail. It means that, if
the pre-authorized credit amount is higher than the eventual actual claimable amount, I/we would need to settle any shortfall as resufted from the
credit service arrangement to Manulife (International) Limited (“Manulife”) within the specified period as stated in the Repayment/Shortfall Notice.
Otherwise, I/we authorize Manulife to offset the shortfall amount against (to the fullest extent permissible by the applicable law) the amount due or payable to me/us from
this Policy/Benefit and/or any Policy/Benefit issued by Manulife of which |/we am/are owner(s) or trustee(s) including but not limited to any death benefit, dividends or
return of premium (for whatever reason). If the eventual actual claimable amount is higher than the pre-authorized credit amount, Manulife will settle the claim in
accordance with the eventual actual claimable amount. _

A RFIFABER BEEFM SaEAME BRGNS IR IR T AR A A M EIEARBES T - RENERBERRIUAN RARERE » WEHINZR
AE’\J“z‘ﬁﬁﬂ%&ﬂEEUTﬁIﬁE FIEaBERNERRESENRERSINE « BEERIREINIRIE S H &k - (RIEFREE - (RIEXENEREE « — A RBIERREFERTZH
SRR ARR > MERIASEN B & WER) o ilﬂ?ﬂiﬁ?**EE’J}ttﬁﬁgﬁﬁiﬁﬁE’Jaﬁﬁﬁﬁf“ SREAERER H%L,(Eﬂﬁ;l‘ﬁﬂf‘f“ SREAME - BRRE » BTIREN
g?ﬁ%ﬁ;ﬁ"nﬁﬁﬂﬁalﬂ‘:n{*ﬁgﬁ XY itffﬂ,ﬁﬁ"% M ﬁ%ﬁ}éﬁui*h@iﬁﬁﬁmwnﬁﬂéwﬁg % (PR ’? PRAT T /( BdERE EEH‘E%?HE?S% S £l
o &5 Bl » | 5 F1n 7
HURIREE,{RIEFIES (T AN ?ﬂFﬁE’J%%EEP?EEfH?DB? IR ERRIMEF S EEEE « ALF N RERE (Tumﬂ@?l) ° ++'_'1§E’J§F“Eﬁf‘“=‘ﬁgﬁmﬁ"?ﬂiﬁ?*7fgﬁ’]
ZEER » BRI IR BN BRI ESER (TREE -

I/We understand that acceptance of this Pre-Authorization for Credit Service for Hospitalization Form by Manulife shall not be regarded as admission of liability on the part of
Manulife. Actual eligible claim amount will be subject to the final claim decision. All benefits payable are subject to the terms and conditions and the full list of policy exclusions.
Should there be any discrepancy between this assessment and the final claim decision; the final claim decision shall prevail.

IN/RFPARFIER I SRR RER TR AR AR A RMBEEE - BREESHENSKIEIRERE - TAREEE REERFSATA REFRRRARR)
KETBRMRZBENER FZT o MbHMEERAEAEREAER » MURKIERREALE o

Personal Information Collection Statement {ELA ZE§Ux &= E2ER

Information (including but not limited to personal data and health information and cIalms hlstory) 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
REN BE FANRE - RBHE ARFSEAFRENER (@}ETE‘TBEH"@)\ﬁH BB R R REE) » AMREF ARSI/ EMER 2B > e

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, mcludlng, but not limited to, determining eligibility and approval; (b) underwriting; (c) handling claim(s) including, but not limited to, administering,
assessing, adjudicating, investigatin seeklng external professional advice, disbursing payment, shortfall management, subro; atlon, analysis and reporting; (d) requests
for payment and/or credit services; F' €) administering the policy or any alteratlons cancellation or renewal of it; detectlng an 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/artlf cial mtelhgence decision makln or prof ling; %} complying with applicable laws re ulatlons and other related purposes;

Zrl ~ HEFHAT) ~ BS Tﬁﬂgﬁ/ﬂb’z R AR RAMEERRUTER | ()RR AR ) EHEEARIRIEE SR SRS ; (b)*%% 5
(CEEIEZRME » BIEER FETJ"j‘EE T "it/? uﬁ§ 12&?9#‘"55;% BE - SAIIE IR~ (Lfu A ﬁ*ﬁ&@i&%ﬂ 5 (SFREE KRR TUSERRT ; (e)
SIERENAMFRENERLE  BUHSERER ; (ﬂfﬁ%‘&ﬁﬁﬁaﬁk i (iR h EEZKEE' AEEENRERRH) ; é)?mﬁi%ﬁ' AR > R RRICIREARRA ST
MR/ SBRAE T SETRARZENEAEER ; (A  BRHRBAE SRS %nﬁﬁﬁﬁﬁﬁﬁ@ﬁ’]%uﬁﬁ FEMMILIIE; (RN BB ATEENRE
FAMT ; (EFERER AR REMERBR -

ii) 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 existin, information.
5= )&ﬂ*ﬁﬁﬁ’&jjﬁfﬁnﬁ$ﬁ[‘u EREAERIEFFRIAT] « PN A ~ IRMUIRIEAERIARFE R ZR(E « SRS E s » SUERIRFS RIS A TR
B HE IRT?I‘RX’&TH? 5 (DB IR _EitEfa—IEE E’J&/:ELM?%]‘&F“ SESTUEITRIRIZE « LU SUEITIREBMRESEERIEAEA ARS8 ; (c)sHH
EANE ~ Bt~ EEtAM /iﬁiﬁﬁ B ; (d)AREEESRERZREREE « PHEIREEE - HtRIBAR (BRSEEERERESR FE%EH’Xu’H%E*%ZEZIS

ExFﬁLZEﬂﬂA:H’EtHi%E) BUEKHE ~ ARG ERIRBIRAERETERSITNRBENSRER B M (REEES) o

All data processes may involve a transfer of mformatlon_to places either within or outside the Hong Kong Special Administrative Region/Macao Special Administrative Region.
FrE B R IR Al e R B R SR E R B TR SRR AT &R RSN 75 o

I/We understand that by completing and returning to Manulife this form, I/we am/are agreelng to the Manulife Personal Information Collection Statement ( “Statement”),
and the Statement is available on Manulife’ s website (www.manulife.com.hk) or upon request from my/our Manulife advisor ( “Advisor” ).

AN FHFPARSEBIEE KRAZEIERE » BIRTAAN HPAREEFEABCIESR (BEH) 2RS » MZBARIREFEEIE (www.manulife.com.hk) St A/E
I8 EFIEER (TRERD.) ZREX ©

X

Signature of Insured (if Aged 18 or Above) * Name (In BLOCK LETTERS) & I.D. No. of Insured Signature Date (DD/MM/YYYY)
ZRAEZE W+HN\BEIUL)* SRAEE GEUERER) B DETE SZZRHB B H

X

Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Signature Date (DD/MM/YYYY)
RERBEAEE REFEAUZGEUERER) RS 7D EIRS SFERRBE B H

* For Insured aged below 18, signature of the policyowner must be provided for the application for Pre-Authorization Request
18U TRRAZ S EER AL ERREFAEAES
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https://www.manulife.com.hk/en/individual/privacy-policy/manulife-personal-information-collection-statement--macao.html
https://www.manulife.com.hk/en/individual/privacy-policy/manulife-personal-information-collection-statement--macao.html
www.manulife.com.hk
https://www.manulife.com.hk/zh-hk/individual/privacy-policy/manulife-personal-information-collection-statement--macao.html
www.manulife.com.hk
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