Il Manulife = T e Macao

PART | — TO BE COMPLETED BY THE INSURED / POLICYOWNER
S — mZRA  REAABRS

Important Notes % 55 1F:

MEDICAL INSURANCE - Advisor code
HOSPITALIZATION & SURGICAL CLAIM FORM /it
PERORBE — fEBE B T M Advisors name
This form is applicable to both inpatient A
and outpatient surgical claim Advisor’s Contact no.

A A 5 2R P T I

1.

For document requirements of this claim, please refer to the Hospital Claims Instructions or scan the QR code.

BRLREWARXN - FLEERRERES] SR S -

. Please read the Statement to Customers relating to the Manulife Personal Information Collection Statement ( “Statement” ) before you complete this form. The Statement 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 Statement. &
HTESHRER  BAS(EMNEAERKERR) ([FH]) - ZEAATRZMAIL (www.manulife.com.hk) sk B TERFERE R o S BEZ R 6 HRE -
BERTRETREZS %IJZWAO

Policy No./ Cert No. in Claim Sequence: Type of produts /& fh {1 H : Name of Policyowner / Employee / Member f£ 45 A / B8 / B4
Fe AR BT 1 (7 B 5% /52 (8 A %

1. Individual fAA []  Group E# []

2. Individual A []  Group E# []

Under ManuEnrich Medical Top-up Plan (“ManuEnrich”), all eligible medical expenses must first be claimed under any other available insurance coverage of the
insured before claiming under ManuEnrich. If the insured is entitled to any benefits payable for such eligible medical expenses under another insurance policy issued
by Manulife (either a group medical scheme or an individual medical scheme), this claim will automatically be processed & settled under such other insurance policy
first and the balance will then be claimed under ManuEnrich.

R e NG TR ) F)T/HAﬁ%%%ﬁ%ﬁﬁ%’ﬁ?ﬁlﬂx{%k}ijﬁE‘J{%Fﬁﬁl‘*%‘?{a ‘7’<1§7J‘TJW F?‘%zuﬂ?f* %i‘ﬁ)\ﬁ’fgﬁAt\ﬂ%tﬂjE’JEmﬁﬁT WAk

)i

g%ﬁf%ﬂﬂgﬁiﬁﬁ%fﬁ S i B M BT ) R o i if PR A b i o
Benefits to Claim &5 Al [] Medical Reimbursement %52 il ] Hospital Income {1:FzBi4: [J 1CU Benefit G HIiA R
Name of Insured Z R A4 : Macao / HKID / Passport No.

WP 7 s By / v IR -
(please attach copy i Fff_L fil7<)

Occupation ik : Date of Birth t2E H i Sex A [IME [JF«
(DDH/MMHA/YY4E)
(1) If the medical expenses are incurred outside Hong Kong or Macao, please (2) Please provide the reference no. of Preliminary Assessment (if applicable)
provide the reason. 75 5 &2 [ 7 s sl I P LA & [t 7 2 > 4R LI A FEAR LI A 2 25 R (s )
IFP - PA
(3) Did you submit this insurance claims to other insurance company? 4~ A 75 7 HoAt {5 [ /8 FIE 28 & U B B 1 2
[ No # [JYes & [[] Medical reimbursement 5 %% 7] [] Hospital income f: Bz 5 4x [] others HAth

Name of Insurance Company #3274 ©

Policy No. { %47 %5 :
Is / Are the submitted claim application document(s) DIGITAL receipt(s)? 4T 2 52 HY 2R 5 F i SO 75 4 o 1 Wi @
[ No 7 []Yes 2 Please refer to Point 3 under Declaration and Authorization i 4 B8 WA Lz 43 HE A0 5 3 25

D Original receipt will not be returned. Please “/” this box for obtaining certified true copy of receipt. IEAMIRAF A EE B2 o 40T B IR MR BT RIA » SR ITRE RhN |- *V

(4) Have you had any prior treatment for this or related condition(s)? ] T~ & 7 &4 48 [Rl ] — o3 VL I #2252 T4 0% °
[ No # [1Yes 2 Doctor’s Name 5/E 14

Address Hiidik :

Treatment Date 27 H ] : (DDH/MMH/YY4E)

(5) Was the hospitalization / surgery a result of an accident? £ R{ERE / Tl & H R —w=mdhg 502
] No 7 [ Yes & Date Fi: Time R - Place Hb% :
(DD H/MMFA/YY4)

Brief Description %8t :

[[] Claim emergency outpatient benefit
RGBT R BE

[[] Claim the outstanding balance under the accident coverage provided by Manulife, if applicable. (Please provide the relevant policy no. above. No completion
of additional “Claim Form for Accident” (C12_M) is required.)

FRAERAE AR B 2 AR RERAE - B o Gl b O 4R BN B OR LA BE > I ST AN U [ AP R BR A% | (C12_M)

Other Information / Special Request Al % ¥ /7 5 W3
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ePayout allows you to get money faster and have it transferred to your bank account directly without hassle.

TS AT AR SR HORA R ST IR T 5 4 A LB T > AL B 2y il o

Payment Instructions (Only applicable to Individual Products) £} 3k 4 7 ( 5 %8 JH i 8 A & ) -
Notes &k :
e In this Form, “Manulife” or “the Company” shall mean Manulife (International) Limited (incorporated in Bermuda with limited liability). i 2 4% 04 > [ 2 F| 8l [ A 7] |0
6 7 RN TR AR B (BB A BRA ) O 5% 5 M Sr 2 A BREEAE A #]) -
e e-Payout is only applicable to policyowner’s personal bank account, except joint account & 73 fF R AR A A2 WA STIES » AREB4 P 0
e Default e-Payout Method will be applied (if any) if no option is specified or the specified option is invalid
TR AT 6 B SIS 0 A SO TR R B - TE R TE T R IR SO I (AT ) IR T 2 R A RO
Important Notes i % 5§ Jg :
e All dollar amounts are stated in the policy currency unless otherwise stated.
BRAERIFE IS BT B W Sy R B (Y -
e [f payouts to the account are made in HKD/MOP, the prevailing currency exchange rate is determined by the Company which may change from time to time.
7 SCATBIWR T 1 B A RIS ST s M e SO > I IR 2 T R 50y AR 2 ) i I TS IREARE B RT
e For the use of USD or HKD account as the receiving account, please note that the receiving banks may impose additional charges and/or fees, and such charges
and/or fees may be deducted from the payout amount to be paid to the policyowner.
SRR 35 S0 s T T E OO Al AT S A > ORRERAT AT B & T SO PR B AT N Y ST < R T 1R R B RS Wi e/ e
e Manulife shall have the right to update this form from time to time and to accept or reject the form submitted by you if you fail to fulfill the company’s requirements.
7% FIAT R IR TR 3R A 25 > AN R R RBAT & AR A B AT BB AE - 2 MK OR B 1 2 S E 40 PR AR 3 22 o i AR T HE ) o
By e-Payout % T % f} :
Bank account specified below P\ T 4§ 5 (9 $RATIR 5 *
1. Name of account holder

IRERR PN CX A
2. Bank Name #7174
901 [Bank of China (Macau) Limited 902 | Tai Fung Bank Limited 903 |OCBC Bank (Macau) Limited
O | B sRAT L) RPN O |FEfEaRAT (L)
904 |Luso International Banking Limited 905 |Banco Nacional Ultramarino, S.A. 906 |Industrial and Commercial Bank of China (Macau) Limited
O [T B B R AT R PNERE Sy O | A TR R4 T (L)
910 [Banco Comercial de Macau, S.A. Macau | 916 |The Macau Chinese Bank Ltd. 917 |China Guangfa Bank Co., Ltd. Macau
O | p 2E SR AT O |2 A SRAT O [FEEESRAT (RIT5017)
3. Account Currency and Number to receive payout amount F/F it it 32 15 4 %8 2 i )7 W (8 Fn 9515
[ HKD#s 7T [ MOP# M Jt [JUSD3*7t

* Account proof can be a copy of bank statement or bank book showing the name of account holder and account number. Account information is collected
and will be passed to the designated bank for the purpose of depositing the money withdrawn from the policy to the Policyowner’s account. g |7 & K} i
WAL 51 A MR 5 R 2 k40 R P RS 2 SRATIR B sl SRAT A7 SR ENAS o BTl dl 2R P E0RHI 28 T Z2 A1 SRAT A 5 Wi IR b PR B PR B R 42 1 2 i -

* The above instruction will replace any existing bank account record/setup for receiving payment including regular withdrawals, payment refund and
payout distribution investment choice(s) (if any). LR = &ERHIE O B IRE 40 85k 1 5% 7 i B TE (1 IR 5 A0, 458 P A 2 S8 4R B R 57 > 38 3 % 30 Ao IR o 43 e g
TH () -

Remarks ffii it

e Payout amount will be paid to the policyowner as default. If the policyowner transfers the ownership of the policy to a new policyowner, the payout amount will be paid
to the new policyowner. f# B354 A 5 48 52 WO AT @38 o A R SRR A A LR B0 2 B RE RS 20T RO DR B > T IR 2 SO R RO IR 38 T T RO R BLRR A N o

e For payout through Direct Credit, only applicable to payment with maximum daily transaction limit not exceeding HKD or MOP 300,000/USD37,500 per policy. If
payment is exceeding HKD or MOP 300,000/USD37,500 or above, or the instruction cannot be executed, it will be issued by cheque which will be delivered by
Insurance Advisor. X8 EL#EAF ASRATHRF 2 A5 - 5 00 4R BL1E H d5 i 17 55058 5 7 RE R i 7% 7T 5 "] J£800,000/ 3% 7037,500 © Ui 38 5 i 4 vk 7T 5 i '] 76300,000/3 J6
37,5008% DL I > sREEL AT A BT S R o BRI DA S B IE SRS AT > NI b A e R R g e

e The designated bank account must be held by the policyowner. i 2 8171 5 £ A7 5 (5 A A o

e The above Payout Instruction is only applicable to policyowner’s personal bank account, except joint account. If the policy is jointly owned by more than one
policyowners, the payout amount will be paid in HKD cheque which will be delivered to you by your insurance advisor. LA | 32 5 4 4H IR #5457~ FU N R B A A2
RASRATIRE > REHEEEZ 5 0 o MR R 20— 2 (R BERA AN AR > RIS S @ LAt T ST 2R EE - S5 i A DR B i P R % 77 145 o

o If there is no default e-Payout method set in our record, it will be issued by cheque®. %I & 4 &% 3 76 ¥ FH i £ 3k 5 ¥ » SEUIF DA X B ROFL A -
[] Paid by Cheque in HKD LAt 37 22 37 0
[] Paid by Cheque in MOP LA "] J¢ 37 55 3 f+}®©
] For USD policy - Paid by Cheque in USD (drawn in United States) 7 ] i/ 3% 76 {4 %~ LA 38 76 3¢ 22 30 A% (#h 95 B A9 $R 4730 ©
Cheque collection method ¥ 5% {1 J5 3
] Through my Insurance Advisor %8 1 A< A [ {4 b i i g 52
1By mail to my latest correspondence address with Manulife 77 £ 4 A i %2 Fi 42§ 1) e 4 sl it ik
[ Pick up in Macao Customer Service Centre i’ I [ % J5 i #5 1 /0> 45 HL
Notes #F :
(a) 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 after approval of the claim.
B B SR A A T 7 28 3 1) R AL 1 B 08 S S DA 7 O S A o T R P 0 R B A R A S SR DR P T A o AR MEAR > S S 2 ] 2 R — Dk s AR B
FEND
(b) The HKD/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.

AH A 2 9 SOABUP O A & DA SR8 IR A £ U SR RO T 23 RN S IR R AR AT B 10 £ SRR 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.
SRAT T B R B0 A5 IR A TR SO A S 5 S ARAT s@ 1) P RO B SR B AR B T A A o
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Declaration and Authorization W & $2hi

and valid as the original.

Ne Mo 2 A BRI A B R 30

—
L)

policyholder and the proposed insured, can enable Manulife to carry on its insurance/financial business and may be:

PEARN/ 45/ AR NG ~ DR BTN S B2 RN TR I OB (BB BGR IA ABERE ~ e OB S ZR R0 ) > WTBE AR A A DR e/ 4 i S B 2 T > S

purposes;

B S A AABA g

(and their operators) used by the insurance industry to analyse and check information provided against existing information.

) ~ AP ~ T BLOR B SRR BUAT YR AT EORM T AR 00 S s G (BT ) -

in any relevant claims settlement.

FEAPREE (B FIRAT (TR 1) AU A B R AT F LB A -

(4) 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 /G R B A A RESER AN /5 SR I R AS N /35 45 S B T 0 25 801 B B £

Administrative Region

Jr A R AR 5 T B B R RS S A W T A R [ R T R 3 A B R 5 I S b T

X

(1) 1/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 iliness 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

AN/ BNV A TR A S P Z DR AN / B T 01 2 2 0 2y FL L S0 o AN/ BAM 2 ARMEAT AT i A~ R ~ DR B Al W AR 5 A ) ~ BURE A 8 1 s Bt
AN/ BAMANERE ~ e BOR DL FE Bk (BAFAT AN/ AP 2 A B AR S 55 TR AN/ FeM 2 7k~ ABOR DL - A B S SRt %) - AHLAR T DI % S Rt i
BB BAN /B 2 805 552 457 » 155 5 2R IE ~ i WAty ~ 4507 SR I M T I sl B B S B A A DR R AN T BB (RB) AR AT (7 R0 ) AR

Information (including but not limited to personal data and health information and claims history) collected from me/us/my dependent, the policyowner/

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

i) R FEBHI AT R S0 BERE TG/ MBS BT - FEARBR A IR/ sl sr BT AR DATF E B = (a) JEBEAC TG » 40 (R R B2 S S HE R H 3 5 () AR5 (o) JE
B AIRAER R A B S~ Y S RORIMIS SRR SRR ~ AT B AL ~ ST S MR 5 (d) Akt oR B/ s SR MRS 5 (o) 5 BLDR B ol A )
RSP i 588~ S AU S 5 (F) AT B B R (AR 7 B P S T S B R BT ) 5 () SRBERFIRES > BRI HURA OB A I A3t - AR/ sl BLPR F %/
SR TR Z A ARIREL 5 (n) B ~ 2R BB A v e DR IGE/ <6 AT S8 9 DR O 58 sl S0 2 A 5 () S 1 B/ N T3 B A SR SRS AT 5 () AR J0 P e~

i) 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

if) TR () AT A A 2 ) A 0 o DR i s P G R S 1 2 vl ~ A A B8 DR B R85 19 28 8 ~ WA 2 Sl (UL S » S fT  B77 RAS R o P B A / S AR T T
SRARBRA TG @ 5 () DA BB _E ST 7 —JE A B/ s DA S8 s Ay SR AT SO AZ B~ DA/ SOBAT PR L AEAR B MR TR/ AL s (o) SRR Wk E - 11
B~ s R ~ O 5 ()2 DR B S 2 £ SR A IR DR AR ~ 0 SR S R U DR ) A 0 R 3 07 0 I K 7 A A A Bt 2 ftl A A o

(3) (Only applicable when the claim application document(s) is/are digital receipt(s)) |/We hereby declare that the enclosed claim application document(s) is/
are DIGITAL receipt(s), and |/we agree to provide payment proof upon request if needed. If I/'we have applied to other insurance company(ies) for payment(s) of the
above mentioned claim, I/we confirm that a copy of the payment advice from that insurance company has been enclosed here in support of my/our application
for the remaining balance of the claim (if applicable). I/We understand that Manulife reserves all rights to reverse / claw back any payment made if my claim has
been paid by any other insurance company(ies). I/We confirm that there is no ongoing payment application in relation to the above mentioned claim at any other
insurance company. I/We acknowledge that the making of this declaration shall not in any way determine the liability of Manulife (International) Limited (“Manulife”)

(U T SR8 W s SO R 2 FE R AN /5 SR OB » R b 2 ARV SO 2 T MACE » I ) T T 5 S IR 2 R B (s W o A AN /355 450 84 AR e B A1 56 v L

Al DR i 2 AT S A > AN /35 5 e 0 L AR R % 2 0 A 8 A T 0 S8 A » DR B R A (B ) o AN /35 S5 W 1 o A A A R e 24 0 5t 5
ZEAE AR > 2 A DR IR/ S0 U B 2 SRR AT R o RN /35 45 e 0 e B S A J A AR B A W AT IEAE AT OB B P 35 o AR N /3 S MR > 1R DL A WD AR AR

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

Signature of Insured (if Aged 18 or Above)* Name (In BLOCK LETTERS) & I.D. No. of Insured Date (DD/MM/YYYY)
ZRAFE (s L) ZRANES GEUIEREES) K S RERas HIY (H/ A/ 4F)

X

Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Date (DD/MM/YYYY)
[F3 EE RPN < PREFFA ALY GEDAERSER) RS0 oEms HIY (H/ A/ %)

* For insured aged below 18, signature of the policyowner must be provided for the application for the claim +/\B&A T 320 A Z KA H b 28 b AR WS\ 3% -
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PART Il — TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
S — B R AMRHRACR  Brd EON R AT R

Patient Name (in full) % A4 (244) -

Date of Admission A B¢ H i (DDH/MMH/YY4E) Date of Discharge i[5 H # (DDH/MMH/Y Y4F)
Period in ICU AfEGEYIAEERSHI from B (DDH/MMHA/YYAE) to% (DDH/MMH/YYAF)

Name of Hospital % & 4% :
Level of hospital ward 5 #Jil - [ Private 5% )5 [ Semi-private 457 [ Ward =%J% [ Isolation room Ka#fifi% [ Day Case HIHifa#%

1. Clinical History Rt % :
a) Date on which the patient first consulted you related to this illness / injury 5 A#tILER /2451 - &k B R Rz 09 H ) (DDH/MMA/Y YA4E)

b) How long had the patient been experiencing the symptoms / complaints before the first consultation? Ji AfE B UCKZ RIE A AR / EHREA?

c) Symptom(s) / complaint(s) of the patient relating to this hospitalization / treatment / investigation % AL UL RAERE / A5 / S Pr i BLAOAHBIRE AR / 5%

2. Hospitalization Details fi: B¢ 1 :
a) Final Diagnosis fA% A 7 Date of Operation Ffiif H ] (DDH/MMH/YY4E)

b) () Operation procedure(s) performed Fffif 1) 4
(i) Any co-surgeons? If yes, please provide their names, specialties and role in the operation. 5 HAth 7ML £ 2 BLFflr? A - G542 (ARG 14 ~ BRI Ko re
ERUEE)

(i) Mode of Anaesthesia Jiifig z: [ GA 28 U LA R O MAC B [ sedation $1#F (IV or Oral Rk S5 M )

c) If the patient has been referred to consult other physician during this hospitalisation, please provide the following

s A7 A e 0 D86 B 1) A B AR R AR e )
Name of physician consulted >R 5 1t 4 Reason J5i[#

What treatment had the physician performed i1

d) Please give a brief discharge and/or investigation summary (including etiology, types and results of major examinations, treatments, complications and follow up dates & plan)
FidR B BE K/ S AR (RS ] AR A O R I A5 2R ~ TR~ DR BRE I 2 H AR E 1)

e) Can the medical test(s) and the operation procedure be done on an outpatient basis / at day surgery centre? %t & & Fifirn] S8 M7 / AREIFMioEfs?
[ Yes mTLk
[ No, (i) please provide reason(s) T4 » #4244 Al

(i) Any comorbidity? # 5 & if#E? [ Yes, please specify details 45 » i {1
O No %
f) Is it a case of emergency? %z it 75 2 & % ?
[ Yes, please specify reason(s) /& - w42 {it F A
O No %
3. Professional Comment B2 i

a) In your opinion, was the patient hospitalized as a result of recurrent episode or a chronic iliness or related to a previous complaint / diagnosis.
If "yes", please provide date of the first episode and details.

PR T - 9 AT AT B 2 15 R A B 1 8 P O 5 | B8l BR AR ) e /7 2 A Bl A 38 0 ™ iR A o Ui 0 B e 1

b) Was the condition due to or associated with the following?(Please tick the appropriate boxes) & #lif it & 75 A 5 BL LU BB (F57E B 22 A% I8 Ev 5%)

[ Accidental bodily injury 3 4h5 5245 [ Pregnancy 22 [J Congenital condition 5c KM / B
[ Self-inflicted injury H3&45 % [ Infertility or sterilization 7~ & 2k B & [] Developmental condition #§ 7 i i

[J Abuse of drugs or alcohol {124 =i#ks [ Contraception %22 [J Hereditary condition #& {3 [ i

[J Mental disorder A& #iZ il [] Treatment for cosmetic purpose 3528 1EE (13475 [ General check-up —fif & B i £

[ Refractive error JEJG AN IE [ vaccination # i 4l I N/A A3

[ Venereal disease, sexually transmitted disease or AID / HIV related illness V55 » 5845 5 s 060 / 55 0600 354 B 0 2 0%

4. Others H'&¥:
a) If the patient was referred by another doctor, please provide the referring doctor's name and address. 15 A i HAh 5 A » G At A 2 1) ek 42 A s

b) (ONLY APPLICABLE TO Preliminary Assessment of VHIS Product) Compared with Preliminary Assessment, are there any variations on the medical services
actually received (e.g. cost and treatment)? If yes, please provide reason(s).

CHEEZ P 1 DREE ) 25 5 A SRLUDAE WA ARG - T2 2 B MRS A AT T B3 (B n g B i) » At » iR DA o

c) Are you the patient's usual physician? ¥ F& 7 i A B4 ? [ Yes & 7/ [ No 7
Since [1 (DDH/MMA/YYAE)

X

Signature and chop of attending physician / surgeon F:i2 54 / AN} 6 A= 544 M 352 Address and Telephone No. i1l % 75 5 515

Name of attending physician / surgeon & qualifications T2 ¥ 4- k4% / SMEVEAE kS [ &€ Date HiYl (DDH/MMHA/YYAF)

Manulife (International) Limited (Incorporated in Bermuda with limited liability)
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. =
Iff Manulife 7= Fl
ﬁﬂﬂzvﬁﬁ%ﬁugz;ﬁ%ws,oow@mé»wtaﬂ%aﬁ%zf%fm:Lﬁwrg!a claimsimple.hk ]

For single receipt not exceeding HK$3,000, you can fill in this claim form and upload here!

HOSPITAL CLAIMS INSTRUCTIONS f:pt& &7l

This guideline is for reference only ZA&#55| Hfit&%
Please ensure all questions on Part | and Part Il of the Medical Insurance - Hospitalization & Surgical Claim Form are answered and check that all
required claim documents are submitted. Otherwise, the claim may not be processed due to incomplete information. The policyowner may be requested
to provide additional information relating to this claim.
T PR L [0 [ DR B — 1 e ST A PR B3R | S — B 3 0 P A e R it A T 85 2 0 S - 5 R 3R i T PR R S A2 T R i B o PR LA AT
AE W SR ML T AR B LB AN L

< Please submit aforesaid required documents to Macao Administration Office, Manulife (International) Limited, Avenida De Almeida Ribeiro No. 61,
Circle Square, 14 andar A.
S bl AT SO [ S B 6 15 A B35 T DUAE A R AT OR B (BFS) A BRA R A T4 TIBGHE -

E For receipt charged HKD3,000 or below, it can be submitted to http://www.claimsimple.hk or by scanning the QR code.
RS i 430 A 22 43,0005 7C - AT A3 i hitp://www.claimsimple.hkek 17 1 — ARG H 52 R A -

Below required documents must be received by Manulife within 90 days from the date on which medical expenses were incurred. (Note: No original documents will be returned)

AR i 85 3R A ST 2R AT Tl e 2 T SR L AR SR A o G- IEASUU A A 3R 2

Claims Document Checklist - Basic Requirements &% S¢4: 55 : FEAER

Fully completed Medical Insurance — Hospitalization & Surgical Claim Form (C13_M); and 5% 51 % 7 [BFERE - 11 B L FAli R | (C13_M) s &

Original hospital receipts; and 5 B¢ I8 1IE 7S 5 12

Original statement of charges / accounts; and Wi 2 ¥ 745 )

Macao ID card / 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) fif 28 E: A A K 32 £ A B TR By 53 5% / w8 I A
(R A8 AR AT A AT B S0 » s FRAMRE SR N 2 AT B SCHF A 15 A AR AR ST BA T 1Y B 45 200K )

e Full set copy of medical documents from hospital, including copy of laboratory, diagnostic, imaging & histopathology report and discharge

summary BB fie it 2 2 B PR AU 45 AL BR ~ 52 B~ SRR B 2 AR B B AR A
e Breakdown of charges of laboratory, investigation tests, medication, meal and medical package (if applicable) {15 k&5 - 264 ~ i & A B HE
A (N7 A 2 T A 43

Applicable For / When & il Additional Documents°t® " g mscpE )
Pre- / post- hospitalization / day case surgery outpatient benefit ¢ Original receipts with diagnosis proof [t/ i B W 2 i 1E A%
B/t bt/ H I T RT % w2
Claims paid by other insurers * Copy of payment advice and original / certified true copy of receipts
A8 A PR B 2 ) S A 15 from other insurers H-fibi {3 B8 2\ w35 65 WA A0 26 @A 5 ROIRTEAS / %5t

i 2 ) % e i AR A

Hospitalized in Mainland China hospital e Copy of daily hospitalization record 4 H{E b 5t 5 il 4%
A H I A b e e Copy of Home Visit Permit [EI4 &l 4%
Claims for dependent of the insured who is a student & aged 18 to 25 e Copy of student identity card
R Z AR N 2 TG FAE T By S A SR A T\ B R L RS A A
Traffic accident involved e Copy of police report / traffic accident report / police statement
WAL AN AR/ ORI/ BRI BAGE A
Hospitalized in Government Hospital Note @ e Copy of discharge summary / slip; or tHBtAKRIZ; Bk
AAEBURT B B @) e Copy of sick leave certificate with diagnosis 512 (997 {5 2% B 3 Bl A
Wart/Benign Skin Lesion Surgery e Wart/Benign Skin Lesion Surgery Claim-Supplementary Form
P/ By RAVE R R 5 Tl (C_ENQO2)Nte® completed by attending doctor F#2 B % [ £/

TR e i 5 T AL - B InERA% | (C_ENQO2)™®

e All consultation records from treatment center, related to this wart surgery
TE LA L BRSO 8T 0l 14 AT s i

e Operation record with details note including operation duration,
operating medication, body part performed and numbers of warts
treated T flTac ik > CLIGT-MTIRFRH - FHTLEY) - 1 fsen) B M A0 e o &

® Pre- and post-surgery clinical photos, subject to the sensitivity of the
body location where the treatment was performed, signed by patient
TR 5 0l 52 (B PR HE > BCER AT R ) B B S (2 A SRR » 37 e JE 4

e Pathology report (if surgical curettage was done) i it #5 (3 F > Ffilf
IR i)

e |temized breakdown of charges with details of specific procedure
performed, medication prescribed, laboratory test and any other medical
and/ or non- medical services rendered. FELHSICE AN > 6255 HL AR AR -
SRR P BEY) ~ AL SRR A LA U 0 3 / s IR B R R S 11 A o
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Note 7 :
(1) Manulife reserves the right to request for original documents or other supplementary documents / information if deemed necessary 414 % » 7 F {1
BORPRAEEA Sl A A 7T SO R REF
(2) For payment incurred in Public Ward Unit of hospitals governed by the Hospital Authority of Hong Kong / Macao Health Bureau only, completion
of Part Il of the Form will be waived if ALL of the following conditions are met: # i T s s e B F Jay /R P A SR R 0 A B S B 88 LRI &
DITN A TEH » JI T A G RS A% 58 —F0 0 -
a) Daily hospital fee was charged at flat rate 45K [l <& B el 2
b) The claims amount is less than USD500.00 or HKD4,000.00 2 {& 4% V1 5003 7t 54,0003 7T
¢) The claim must be accompanied by copy of Sick Leave Certificate or other official documents (e.g. Discharge Summary / Slip) with Diagnosis
WHEHRZEFAT 72 Bl A s R 75 sl A E R W ST (A Be ) 2 milA
d) Qualifying Duration £ & k4 IFR
- The policy / benefit has been effective for more than 2 years - all diagnosis (except exclusions) 7t #ll/ ffFAE S MAELL L AT 2 Bi4h R CRZARTEE RSN
- The policy / benefit has been effective for less than or equal to 2 years — diagnosis specified on below annexed list only 711/ ffEEA= 2D w2 i

WA KR N A2 Bl = N
! " Annexed List of Diagnosis 2 B 4545113

Accident Cause 77N i, Duodenitis + 15154 Laryngitis % Roseola B2

Allergic Rhinitis #1248 Enteritis 575 Lymphadenitis ik EL4% % Rubella & iz
Appendicitis FIEE# (Fl5#)  Fascitis #ili% Measles #ifJZ Tonsilitis JmHbHR A

Balanitis SR Gastritis % Mole /Subcutaneous Cyst #&/ % T4/ Tracheitis U5 %

Bronchitis 37 57 4% Gastroenterocolitis BiF45#7¢  Muscularskeletal Pain il (52) 4545 Upper Respiratory Tract Infection -6 JE 4
Cellulitis # &4k % Gastroenteritis 55548 Otitis Externa #MH-4% Urinary Tract Infection hR3E %
Chalazion 54 [ Hemorrhoids }## Parotitis AR5 Viral Infection J7% 2 &4
Chest Infection /24 Hepatitis A FZIJF 5% Peritonitis fi§ 5 4¢ Vocal Polyps #2754
Cholecystitis 5% % Hernia il (/MBS Pharyngitis W5 Wart

Chondritis #1454 Herpes Zoster HLALIEZ Pneumonia fili4

Cystitis B/ 5¢ Influenza A TIEEE Renal Stones &A1

(3) Please download the Supplementary Form at Manulife website https:/www.manulife.com.hk or contact your Insurance Advisor for details #51E 7 FIAHuY
https:/www.manulife.com.hk B naag sk~ 2 SRR &5 -
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