This is a fillable form. You can fill it in and print it for signature.
1f Manulife 7=

Advisor code
{RIGEER AR SR
OGD / Colonoscopy Use this form for simple consultation if ~ Advisor's name

su roe unsure whether the hospital admission  {RiGEERIt &
y is medically necessary TEEAPTRE

HospltaFA?mlssmn Consultation P e N S R

fa S 5% B R F s A BRahsE

I. Points to Note ;=518

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. EE &
%ﬁtﬁ*ﬁﬁﬁ’*iﬁﬁae«ﬁﬁﬁ(ﬂﬂ)\ﬁﬂ (FARB) &5 Bz B @A) (TEAN) @A Z=A4EHE (www.manulife.com.hk) ZXEIE TR EERZRE S IBIETZ KR it
& RTE TREZBHNZAR

Eligible Product This form is applicable to below Manulife's Individual Insurance Medical Plans/Benefits:

SBRESD Manulife Shelter VHIS Standard Plan, Manulife First VHIS Flexi Plan, Manulife Supreme VHIS Flexi Plan, Manulife Supreme Lite VHIS
Supplementary Benefit, Manulife Supreme Medical Plan, Manulife Supreme Lite Medical Supplementary Benefit, ManuGuard Medical
Plan/Benefit, ManuMaster Healthcare Series/Benefit, ManuShine Healthcare Series/Benefit, ManuEnrich Medical Top-up Plan, Follow Me
TOMORROW, Follow Me ALWAYS, I'mWell, Golden Lifestyle Hospital Benefit, Premier Life Hospital Benefit and Hospital Protector/Benefit.
AREERARUTAFIMEANRE 2 BERE S M INRRE:
T 25 B RE RIR LS 8 7“%']%”@%5!?5%1? AR AFBINBERREIEE R B EEBRMAINRE ST S
lﬁ%%ﬁﬁl‘ﬁ.ﬂéﬂ S iRBEENIFRETE—EBERETSMIINERE BSEBBRFRERYMNFERE 2 ALBER
FEZRT, M IR (E R R INfR 5T 3 FJKA HRITIBEEE T - K17 BEES TR BRIBES2 VB EEERM
HOFRRE ~ Z2 B S (2B BT IN(REE Re (X PR fRBE T EI, /M IO fRFE

Form Usage This form is ONLY applicable for Oesophago-Gastro-Duodenoscopy (OGD) / Colonoscopy day surgery or hospital admission

KIERE consultation. Manulife will advise on a preliminary basis whether the hospital admission is classified as medlcally necessary based
on customer’s self-declared medical conditions. ItEZ=#& (£ FH 2 17 5 &% H E F M el A FR i858 - A G IR IR T B IRV E R
MARR LT ABEMBENDSEHA

Advisor’s Contact no.
{RIZRERI B A8 B S

= Simple Steps 1 Have the form completed by the policy holder/insured person or ~ HREIFEA ZHRAXELEER AR AL R5EIE
— HELSE your attending doctor, and email to Health_HK@manulife.com at ~ RIEZFRAG A EEBZE Health_ HK@manulife.com o1 E&EEAR

least 5 working days before hospital admission. If you have any  SRESRRI HimT2BENER.
questions about your medical conditions, please seek your
attending doctor’s advice.

2 You will receive an email reply from Manulife in 5 working days.  frug A BB T fEF U UK BIERIB BE G o 4 5 S EIRIES »
To avoid any delay in processing your case, please do not send  s=snesszaxmsE.

duplicates of this form.

3  After the treatment or on discharge, please settle the bill and ask N . . r
your attending doctor to complete Part Il of the Medical Insurance - BB RE MR 5A e S B BILE TR A% B

oot h : ST —— P % - fEB B (EFRIE 1 (C13) 2 58 —&p49 » M AR ER [{E Pz
Hospitalization & Surgical Claim Form (C13), and submit your claim 1R EF’F&E mﬂ : —LIt
in accordance with our Hospital Claims Instructions. ESCEEINN S B

1. Insured Person's Information S{REABAZE

Insured Person’s Name Insured Person’s HKID / Passport No. Policy Number Insured Person’s Current Age
ZRAEE ZREANSEBHDE LRI - {RESSRES ! SZARNIRFFRE -

I11. Insured Person’s Medical Conditions =% A B2k

If the condition(s) below is MET, please tick the corresponding checkbox(es); if not, please leave it blank.

MRS TER AR S IE R85 TR E A g Zee

1. Procedure performed under General Anesthesia [] Yes 2
FMUZR BB ST
Please note that Monitored Anesthesia Care (MAC) is not equivalent to General Anesthesia. 35E = BIfFEE (MAC) X REH 2 B Fffko

If you have any questions about the definition of General Anesthesia / Monitored Anesthesia Care, please seek your attending doctor’s advice.
ME2 SR BB ERERE Baa T BERR.

2. Need assistance with activity of daily living Yes =
HEEE AR [ ves

3. Have a current or past hlstory of the following disease(s), or of receiving the following surgery(ies), medication(s), or treatment(s)
B2E/BREBUTNER X EFIEEES/ G U T FH i EYsrak

a. Diabetes Mellitus ¥EFR¥%E ] Yes 2
b. Chronic Obstructive Airway Disease &R ZE %R []Yes2
c. Stroke HE ] Yes 2
d. Cancer & ] Yes 2
e. Renal Failure on any form of Dialysis B=i8mEE R BEM L MRS ] Yes 2
f. Myocardial Infarction ' \iIEZE ] Yes 2
g. Insertion of Pacemaker / Implantable Cardioverter Defibrillator 18 ACBEFEIERS /(A 4IEE2 ] Yes &
h. Percutaneous Coronary Intervention/Coronary Artery Bypass Graft Surgery 4852 FrEfRBIARNT ASEER (BT8ERT) / EikBARIEE T [ Yes 2
i. Treatment of Arrythmia DZERIEAE [ Yes 2
j. Any disease with Bleeding Tendency {E{AE %A H MIBRAIZER L] Yes 2
k. Usage of Anticoagulant Agent (other than Anti-Platelet medication) EFHTEE (Fin/) REE4BRIM) ] Yes 2
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4. In addition to the medical conditions stated in Question 3, if hospital admission is required due to other medical disease(s) or mental condition(s), please provide the
information below (if applicable):
FRASRIRE 3T H A B AR RSN R E fh B B A S A i R M T B AR 55 T A REAER N (WEA)

5. If the insured person needs to undergo OGD / Colonoscopy and other surgery(ies) at the same time, please specify the name(s) of the other surgery(ies) below (if applicable):
MZRANERFEITHE S REEMIMIEMFN BN T A YBBEMFMiEHE Em) |

IV. Declaration and Authorization EBE R 54

1. 1/We, the policy holder and the insured person, hereby declare that all information provided by me / us in this form is complete and true to the best of my/our

knowledge. |/We hereby authorize any physician, medical practitioner, hospital, clinic or other medical or medically related facility, insurance company, claims
investigation company, government and related authority or other organization that has any record or knowledge of me/us, my/our health or my/our activities
(including my/our records related to social welfare, workers’ compensation, my/our records related to credit, financial, earnings and employment history) to furnish
to Manulife or its authorized representatives 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, and such authorization shall survive me/us and shall be irrevocable.
BN/ B REFEARZHRAFILBIRERA RN SRISAREZERNERBAA EFFRMZ 20 AERER AN LIS EEEE BB
#¥ B8 Bl 2R E B AR EEERAEE RIEAE BEREQAR - BRAEMBMAIEMSEEERA  EMEABRBER IS (BEERARA K
FIFrEZ M EEF R g THRE KA EFZEE - MBI A B RMERR) ZABTLIEZEER 8EERRRAERRAAN HfIZEREZE 52
ZIRE S ETRE R AEK A ERS B R REA A EERN TR R EERERR IEEE 2 BN AR FARRER I RILEEE RS mBNE
BN/ BAEL ISR ER -

2. |/We, the policy holder and the insured person, understand that the OGD / Colonoscopy Day Surgery or Hospital Admission Consultation provided by Manulife shall

not be regarded as an admission of liability on the part of Manulife. The OGD / Colonoscopy Day Surgery or Hospital Admission Consultation and any other
communication(s) in relation to this form, whether verbal or written, are provided based on the applicable benefits of my / our insurance policy and are solely for
customers’ reference. The OGD / Colonoscopy Day Surgery or Hospital Admission Consultation is based on the information provided by the insured person/policy
holder. The actual claimable amount will be based on the final claim decision that is subject to the insured person’s eligibility and case based exclusion(s), claim
documents/information to be received, benefit limits, remaining annual balance, general exclusions and other terms and conditions as stated in the policy provisions.
Should there be any discrepancy between the OGD / Colonoscopy Day Surgery or Hospital Admission Consultation and the actual claimable amount decision, the
actual claimable amount decision shall prevail.
TN/ B REFBEARZRAHAEIREZEEHAMFNRAREHATERRALH A EEREEST - HEEARFNRAPE A RE MBI R
AEEAMZOBESEMBENRRERA BAIRERNBERNFRERS IEHEF2E 2 Bt EHEHBFNHAEHARRIBEHRZRA REFEAREN
BN RIE - BEREESERIANREZEBERAELEZHNZHRANZRER RMERN T RER -BERUIEINIERE S 4 BEREREE IBEFRE — R REE
BARBAERR T 2 HME R AR - NP7 B i B EF MR A RS B E S AT AT ER UBKREESE AT A%

3. 1/We, the policy holder and the insured person, understand that in the event of any variations to the medical conditions stated in this form, I/we need to submit the
revised information by filling in a new OGD / Colonoscopy Day Surgery or Hospital Admission Consultation form for reassessment. If not, Manulife’s reply(ies) to the
prior submission will no longer be valid.

AN/ EM REFEARZHRA AEHEBRERTEARIE EAM2RNEEANE KA BAEEEMER M —HEE EHEFHNRARSHARIEEE
e SRR EIRNERRFE LN LB REER

4. 1/We, the policy holder and the insured person, understand that the OGD / Colonoscopy Day Surgery or Hospital Admission Consultation does not provide diagnosis,
treatment or professional medical advice. I/We should always seek the advice of physician or healthcare provider for potential health issue, condition, treatment or
relevant medical matters.

BN B REFEARZRABARE B HH B FMARRSAN MR HZ AR BEEEE R oA MBI AEH IRV B ERRE R AR E
B2 EASEE B B REE

5. In case of any dispute, the decision of Manulife shall be final and conclusive.
MBRAIFS BN ZAERARERERE

Personal Information Collection Statement {E A &g E28H

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:
RABNBE/ BANRBREFFA ANRIRZRAFENER (BIFERRINMEA SR RREN RRERER) - MERF AR SRS/ SRR 2 > e H:

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;
A ERABABMEE B = A HERE /RIS HER BRI AR K W HEERRUTEN: () REAARD SFEFRRNEBEERKIIIZEE; (b) Z1F;(c)
BRIERE GIEERRREE M R BE - HRIMIEEE R I AE - ZEEE - RURR - DMREREE; (d) (7AEKRRHEERS; () EERFRERE
RARENEEE - BUSSEIEE; () BERMHEHGE (ERETHARREMEENRERR) ; (g) RET IR SIFEFIRMNIREMRRE Uik, SHEET
K/ SETRRZEN@EAEE; (h) 28 EMNREBA T SRR SRITEFBRBIVAR T SEERIE LI () EREEME ATEERRAERD; () EFER
AR AR R EMAERI B Ao
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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 existing information.
EIEE (o) ERAA R EMN S RIGHERISEREEN AT AN A RERSAERIRSHNRE BERE M ERIR TR AR NS (A EE 0
R ATHE ; () UBIR_EitEA—IBE AR/ R E A TUEI TEURIRE U, TREBRESENEAEA 4B (o) BEEEAS Bi-g
SHEVAREERIMEE; (d) ARBREESRERZRENIVEE - HE IS  HMRGAR (B EiEER E BB S ST A Bl > Bt A T EH 8
) HUEAE ORI E R IRIEIR A B RE T E N AR EN SR ES B oM (R HEESE) -

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.

FRE B EEIEIE R Al Ae F R E R E S A R TR E SR P 1R TR A a9t 75 o

Signature of Insured Person SR A Z Name of Insured Person R A& Date H#A
(if aged 18 or above ¥1185% T L) (if aged 18 or above ¥1185% I L) (DD B /MM B /YYYY £)

(In BLOCK LETTERS sA M IE#EER)

Signature of Policy Holder {RE81FE A B E Name of Policy Holder {REE#HE A& Date A
(If other than insured person ¥1IEZRA) (If other than insured person ¥1IEZRA) (DD B /MM B /YYYY £)

(In BLOCK LETTERS B EH#EE)
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