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PRE-AUTHORIZATION FOR CREDIT SERVICE FOR HOSPITALIZATION FORM (Submit to ClaimSimple)
R ERE RIRBI P IRERBRE (4 ClaimSimple 1£%)

Eligible Products: ManuMaster Healthcare Series/Benefit, ManuShine Healthcare Series/Benefit, Manulife Supreme VHIS Flexi Plan and
Manulife Supreme Lite VHIS Supplementary Benefit (“Designated Products”)

BEBRRERT MRS ERAEBRRERT MRS EF SR SRR REE B R AR Sk B ERFMINRRE (HEEER))

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.
BrURBER A ERABETFFEFRENERNT BRI - KRB EREAREEATEEERIZTAMR BN AR T BERE — &tttz HMHE
RACHZNGEEEEUALZ M ENEERERAFNER ERMAKCEERE  WEREFIEZRE DERRE

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

6 {ERSE S ERENATMA S ERE BIRFS (E T 1R ERE

} Complete the form (Page 2-3 by attending physician/surgeon, Page 4 by policy owner/insured person)
IHERE (B2 3BT BEES  F4ERFREFEA ZHRAER)
- Be sure to have the attending physician/surgeon provide the medical information in the form, at the
insured/policyowner’s expense (if any)
RIS BESRIMIBERFREREHEERF B THFRERBEAN ZRABTRBEERIEER WAH)

u_ 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
RABRIR VR BT EREHEZ ARG s Bk S R AERAERARE AR ClaimSimple - F85E5F# (claimsimple.hk)

?E'/\

- This form is only applicable for ClaimSimple submission. If you would like to submit by other channels,
please contact your Manulife advisor for assistance.

HEFRASEEALL ClaimSimple 1232 FREH -MIARI H 1 RIEIR S FH5R » s AR IS R BERI B K 1 Bf -

M Upon approval, we will send you a Letter of Confirmation and inform the hospital concerned of the pre-authorized
credit amount.

— Atz B R G 3E W THEALHEED E ) WA ) D R SRR IE R B P o

Upon admission, please present insured’s identification document for verification.
*|  AmE mmEm RS EANS OB

"= 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) 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.
H RSB ME R B R B H T IRES RN ER KRB {Efr=ETS5 I REIBIEZ A E B (REE-
ERT R FiiiEER (C13) 4AFK M - ERMIFEBERRE KRR REMLE BRI BNEHTBH I BESER

FER (nA) -

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

NERNEER B BARTS R ETRRIER AR g it HeE Em (FHAsE.

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

B EMEER RS SRR FIEER
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Details of Treatment and Estimated Expense

AREEERARERARE

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

(HERAZIZBEIIMEIBEER AT EREFAASRFARBITRIEERRBER)

Patient’s Information 5 A&}

Name of Patient AL : HKID of Patient JE A BB F 535! Sex MR-
[ ]Male 2 [ |Female %
Hospital name E&pz278: Room Class {£E4&A:

[ ] Day Surgery BRIt
[ ]Ward &i@#sE&E [ | Semi-private 3FA% [ |Private FAR

Room Price (per day) :
EEER (ER)

Planned Date of Admission ( DD/MM/YYYY) F&&t AB=E A (

B/ B/ /%H):

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

Medical Condition E&fE¥1E

23

1. Chief complaint of current consultation X stz E:

2. Diagnosis and associated signs and symptoms s2iFNAERAFHA Btz -

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

4. Where and how did the accident happen (if applicable) EsMthB5 R AE (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 B 2% BEA (DDA, M

MB YYYYE) :

7. First consultation date of first symptoms B k&% K2 BE (DDH,MMAB /YYYYEE) :

[[JYes2 [ INo&

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

If “Yes”, onset date of the first episode. #1“R”  BHXF®ZEHEA (DDA, MMA YYYYE) :

Physician name B&444%:

Telephone Number EBEE5EHE:

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

details and explain why hospital stay is necessary

[[JYesg [ INo&

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 A T2 iR ERREER MR S RS E AR 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 tbEsm ZEREHUTIE RS #E:
a) Congenital/Hereditary anomaly e XM 25 []Yes2 [JNo&
b) Psychiatric condition #&%#7 [JYes2 [INo&
¢) Influence of alcohol, drug or intoxicant JE# > ZE41 ok RER | 52 22 [Yes2 [ INo&
d) Obesity, weight control BERY > BEEE 2= []Yes2 [JNo&
e) Pregnancy, childbirth, abortion fEZ2~ D~ HRE []Yes2 [INo&
f) Dental condition SFEmHkSR [JYes2 [INo&
g) Cosmetic related treatment Z£Z&HERIREAZ []Yes2 [JNo&

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

[JYes 2 [ INo&

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

13.

Is the patient having any treatments or taking medicines? J& AIRIE R B IS AR IRAEY) ?

[JYes 2 [ INo&

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

Treatment Details ;555:¥ (5

14.

Surgery/treatment required 2%z FiTSAK:

Estimated Surgeon Fee TBET9MIFAITE

15.

Anaesthesia ifi%: || General 2B FfE% [ ] Monitored Anesthesia Care B5lIFRE [ ] Local B EpmmEs
Estimated Anaesthesia Fee YBtREXE R

Estimated Operation Theatre Fee TEst 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.
EBERSEARZERFEEE  HitBiieE RiESZERENER MR ANBRES IR P & T2 e D S EREaE N 8k

Can the investigations be carried out in the outpatient setting? B&E AT IUEPIL RIEPIZEZ ZERE?

Estimated hospital expenses F@st2&fr & M :

17

Doctor’s Visit Fee BB KEE : /day §H

Specialist Fee R} B4 & :

18.

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

Doctor’s information B4}

Are you related to the patient in any way other than your professional capacity? FRE 2 S5 Bl A BT A H A% ?
|:| No & |:| Yes, please specify the relationship with patient &> 55sFBRELR A Z RilfA:

Doctor’'s Name B&44t42 Doctor's Signature and Chop B84 FERENE:

Contact Telephone Number B#4& B 555

Fax Number {EE 555

Email EEB:

Date HER: (DDA./MMAB /YYYYE )
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Declaration and Authorization EEARI%HE
(To be completed by Policyowner/Insured HIREFEAHZREAES)

I/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 companK 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.
ZtSA/ KPS EREN/EPFIRAREAMREZEREERAN B Z 25 AEE R oA A B EMEE B BERRFREE REAT BEE
RAENE BAARASPISEMIFE AN BEAEE BB RSk (QEARAA RAFEZ 1t EEF KRS TEE AN HAZEE MBI A KRt
¥ oig) 2B LU ZEERD BIEEARRRAERRAA  BFIZHEREZE BE ZRE RS A e R AT A B R iR A R BB ERE 2
EARBELENFRFFEAIEA MRS 2 BB EARRRZER 0
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 base(}/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
dlscrepancy between the pre-authorized credit amount provided and the eventual actual claimable amount, the actual cIa|mabIe amount shall prevail. It means that, if
he pre-a hr|z d cre | m n i nihr hn.h eve n .I 2 A I la |rn ble m n I/w Wo I n 0 se I. n hortfall as resulted frm h
e Repaymen N0 d E
Othervwse |/we authorlze Manullfe to offset the shortfaII amount agamst (to the fullest extent perm|55|ble by the appllcable Iaw) the amount due or payable to me/us from
this Pollcy/Beneflt 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)X If the eventual actual claimable amount is higher than the pre-authorized credit amount, Manulife will seftle the claim in
accordance with the eventual actual claimable amount.
AN B BERER BEFMSaEA S E ARSI IR R AR A B RS ER TR BN E RS EE BN RAERRE L ZHIRZRANZ
FRERKERNRRER A S ERNERET S EREBINE BRI EIRVIREE S Bl RPERREE 1$FE§EEﬁa$§E~—ﬁzT T?%IE&FEMTA"FZETM ?A&“HHE'J ift
FINRSENE[E NER) AVP RN SRR AN BRI ES A TR ER BURREREESEAE - BERE LRtz g =
{BET A BFVER IR EEENEPEERRAREFASHE @) BRAS (TEH)) SIS EEIﬁ%&ﬁHEi%EI:E@I%SE&ATMT a1 ZKA/ ?iaﬂaﬂ??ﬁ 'JHE
RIS (ERRPARATTHNRAHE M) RHILREMRE & RERBLEAEZLURAN B EARERFE AR GEIEANRRE,(REFREZ(GFEA ?JdFiE’J%
REFPIESHIORR  EIEERIRIMERISHEEE A RERIE (TaffERR) & RENERBESES NP IEIM RS SRR BN B RS ES R (iEE.
|/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.
A N/FAPIER EIﬁﬂ*%’“x‘lib?ﬂ*ﬁﬁ%ﬂﬂ%ﬁi%?iﬁ'é?&?ﬁ%?z?ﬂEK%EEEEE‘T%EE°‘§ﬁ§ﬁ%ﬁ§%ﬁiﬂ%§%iﬁ¥ﬁ REAZE-FIBREIER R EERSE RERTURAR KR
BRMRZEERIER Nt i R AR AT B R R E R U RKIERRAE Ak

Personal Information Collection Statement {E A EEE2ER

Informatlonélncludln 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:

BN BE SNNRE-REFE AR RAFTENEE (ISERRIMEASE RN R 08 AR B SR SREs A 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, |nc|ud|ng but not limited to, determining eligibility and approval; (b) underwriting; (c) handling claim(s) including, but not limited to, administering,
assessing, adjudicating, investigating, seekmg external professional advice, dis ursing payment, shortfall management, subrogation, analysis and reporting; (d)
requests for payment and/or credit services; g e) administering the policy or any alterations, cancellation or renewal of it; (f) detecting and preventing fraud (whether or
not relating to the ﬁollcy 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 Iaws regulatlons and other related purposes;

TR HRB AT MER B = A IER AR EER - BRI AT R RO HEERRUTEN: () REARARD SR ERRNEEESBHIZERE; (b) 217 (C) B
ERE SR EARRREE M BR AT ERIMIEER R R IF AIE #%’E'“’“EE HNERZR DT REREE; (d) (SRR SUSEIRT; (o) EIEMRENARIR
BRYEAEE BUHSRIREE; (f) EE R (EaE G RARRE B ENRERN) ; (o) AR IRE GEERRIIREARMEN LUk, HEHE N K,/
%ﬁg}’éi@%ﬁgﬁ%ﬂ%ﬁ%h) TF BRFIBIRAE AT SRR ﬁmﬂﬁ%ﬁﬁf‘aﬁ)ﬁﬁ’]‘%utﬁﬁ%ﬁﬁnlf’ﬁ (i) B BBE, A TERRREH A () BFEAER VAR
KELhAERA B RY

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 underwntmg 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.
15 % () (E AR AR U E M R RIR B REARRMEBH A B A AR AREARRI ARSI R E AT E S EMIRF AR A I B B A AR 15
@ﬁf%l‘ﬁ’&ﬁ]ﬁﬁ%@?(b)LXEiEJ:LEEﬁ—IEEE’JEZ/ZEL(V%]‘&F“ PR EMTT UEITRIRIZE U SETREBRESEREREA B () BEFEAS B8
B st ARERMEE; (d) BREERGRERZARERAE A - AR A S (EREEEEB E N BB BB AR 2 H A+
EHER) \BUAIE ARG E RIRIRIR A ERETE R O EN SR ES S (R HEES)

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 BRI RIEE Al e B B RS E R B R TR E S RPIFF A TR @ IR A M 75 o

I/We understand that by completing and returning to Manulife this form, I/we am/are agreeing to the Notice to Customers relating to the Personal Data (Privacy)
Ordinance (“Notice”), and the Notice is available on Manulife’s website (www.manulife.com.hk) or upon request from my/our Manulife advisor (“Advisor”).

AN /B IR B EBIEE K RO FRIE BIRA A HAIRE(E R AEAZE FAE) &6 E @) (NEH) 2R MBI AT Z=A484E (www.manulife.com.hk)
AN ZFIRER (TEaR ) 2=

X

Signature of Insured (if Aged 18 or Above) * Name (In BLOCK LETTERS) & I.D. No. of Insured Signature Date (DD/MM/YYYY)
ZHRAEZEWHN\ERIUL)* ZRAEE GEUERER) RS HERE HZRAHAB B/ H)

X

Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Signature Date (DD/MM/YYYY)
REFEAEE REFEAUEBEUEER) KBRS FZRAMAB B/ H)

* For Insured aged below 18, signature of the policyowner must be provided for the application for Pre-Authorization Request
18FEUATRRAZ PR ERBLERREFAEAES
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