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Evidence Of Insurability
FREIER

Notes: AREE

1. Please complete this form in BLOCK LETTERS and check the boxes where appropriate. Please 1. 5 IEfSEBARIE » WAt EE RNV o 20BIEHIEAE
initial any corrections you make on this form. o SRR Z I EEHRE o

2. Parents must complete and sign this form on behalf of their children. 2. REBNERFLIBEB REBILFEIE o
Policy Number Certificate Number
eame | [ [ L -1 [ -] BEER

Employer Name (if applicable)
fEE =T (AER)

A. APPLICANT INFORMATION EH:EAE K

(As shown on ID Card /BER S {33EER)

Applicant's Full Name (Surname first) (in English) (in Chinese)
AR (RS BX 230°4
Date of Birth Sex Country of Residence E{Eit* ID Card / Passport No.
HAERER [ (Please complete if not in HK/Macau B35 / FERESRIS

DD H MM B YYYY & AR/ BF FREER)
Occupation / Job Duties” (Please specify % of time spent on manual work, if applicable) Employee's Name (if Applicant is a Dependent) Relationship B
S/ TAERTE" (ammme B T TIEMARRmnE AL » 058 EEHZAHREALEERE)

( %)

* Please make sure that your Country of Residence is up-to-date in Manulife's Grougq Life and Health Insurance’s policy record as that will determine the destination of aDS%,‘ g[gﬁgﬁpzcyﬁeg\{i%uation or repatriation
BB UR L JIE ©
A If you do not provide any information of your occupation/job duties here, it is deemed that you are a clerical staff with no time spent on manual work. If the space provided is insuﬁicient,{é«.ﬂ)u can provide further

services under the policy. FEHE(RRE T RTF AT 2 BES A 5 R BB RIR < (RIEET BINZRAREEHE A ERER o 0B ERSEH - RIS EEATRZ KR

descriptions on separate sheet. ZNR T2 B ICRIR IS/ TAEMBER - RIRER TSR IE - ERREEMENSE TENMAS - BT BTN ERHUE S BRE a2/ T

BISAYEH -

B. HEALTH DECLARATION {#EEit;nE2rg

1 Height cm Weight kg
-1 N — - BBE AR

2 Weight change during past twelve months? kg Please specify reason for the change
BET_{EREEREE? - AR FIHEERR

3 Have you smoked cigarettes within the last twelve months? If yes, B T E@E+_EHEREEREZIE ? 415 »

(a) Average number of cigarettes daily? (b) For how many years have you smoked?
THBEREMNEEHE? B ROARIEEEA?

4 Within the past five years have you BFAFRETE S

(a) Had any pension and/or claimed payment for any sickness, accident or injury? &R B/ eSS MEVSEEEERAS?

(b) Been absent from work because of sickness or injury and need further medical advice, or operation, or hospital treatment during the last six months?
1EBENE A R EERS RS 8e LI BRI E s 1S Filisi ERTAR?

(c) Participated or do you intend to participate in aviation (in any capacity other than as a passenger), racing, scuba diving, sky diving or other
hazardous sports? If "YES", give details including frequency of participation annually and complete the respective questionnaire.

S EMBMMIT (FZHRIM) ~ BE -~ KIHEK - BbRsiHEkrEe ? 0% "2, B FHANIHEFR2IMNABREATER M o

(d) Any condition for which medical consultation or treatment is contemplated or has been advised? TE{E{AlIEM TR ENS S BB AEZA ?

5 Have you ever had and/or been treated for and/or been told you had and/or had known indication of any of the following disease or disturbance of:

B TEEBER/EHRRETR/EBEEIKET LT RREEREL A R/ER = AR

(@) The heart such as heart murmur, chest pain, angina, heart disease, hypertension, irregular pulse or heart rhythm, or shortness of breath?
DRFANGERE ~ B9 ~ ORE ~ DR - BINE - TRBIKEMEI R RE ?

(b) The respiratory system such as emphysema, asthma, tuberculosis, chronic bronchitis, shortness of breath, chronic obstructive airway disease
or other respiratory disorders? FEIR RARANABRAE ~ BEMHAR ~ AR ~ 1B REL » RE ~ 1S MERAZE AR = EAPFIREHR ?

(c) The abdominal organs such as peptic ulcer, colitis or colon disease, bleeding, diverticulitis, gallstones, jaundice, hernia, hemorrhoids, liver or
gall bladder disease, or being a Hepatitis B carrier?

IEERREHIANE SRS ~ BB ~ il ~ IBE « IBR ~ EIRE IR ~ BE ~ FFEENAR » SRR AEEE?

(d) The kidneys, genito-urinary organs such as stones, infections and any other disorders; albumin, sugar, blood or pus in urine?
B B HEREORR - BREMEMER  RPEEQE « #8 - RsR?

(e) The neurological system such as epilepsy, convulsion, migraine, dizziness, paralysis or stroke, mental and/or emotional disorders, impairment
of sight or hearing? T84S RAFANEE ~ 3% ~ REERE ~ EfK ~ BRI PE - B R/EIEREAH  REIREREE 7

(f) The endocrine (glandular) system such as diabetes, thyroid, enlarged lymph glands, blood disorders such as anemia, leukemia or other blood
disorders, breast disease, allergies and other skin disorders, or congenital disorders? P4} i(IEEE) ERANIERR ~ FHRIZEMEIZEE A » MR
ERAOEN - BRSHEMIEER @ JLEFER » BEBRSHMEEER » SR MEMER ?

(9) The musculo-skeletal system such as trauma or disorders of the muscles, bones, joints, neck, back, spine, nerves including neuritis, sciatica,
rheumatism, arthritis or gout? Amputation, paralysis or deformity? JLEARBEEREANANA ~ B - BIET - 050 - 2550 « T « TGS 2 AlE SRR »
EIETIARAK ~ L BTHERE ~ FRURAE - BIETASUBRAE ? SEMIEHMAUIRR « BEmeFEmk ?

(h) Carcinoma (cancer), tumour, or cyst JEiE - &S - BiEEhE ?

(i) Excessive use of alcohol or drug abuse? EN;Fay & FRZEL) ?

6 Have you had any form of sexually transmitted disease, AIDS, AIDS-related complex or AIDS-related conditions?
BT ESBEMIERSE R - BB ERBRAHRAESR ?
7 Have you had test results indicating exposure to the HIV virus? B T 2 BB ERE AR E HRSER 7
8 Within the past five years have you had any B FZBEAFRER
(@) Diagnostic tests such as x-ray, ultrasound, electrocardiogram, advance scanning, or blood test?
BEFEGHSETNXCL - BER > DEE & SiEX-rayBx Bl ILIRRE?
(b) Hospital treatment, surgical operation, medical treatment or observation not mentioned above?
EREBTARE ~ SMEIFI - BRUARSRER T RN LI RRR?
9 Are you currently pregnant? If yes, please provide details of the followings. (Applicable to female only) B FIRESRIEZ 741 T2 » FIRMELUT

g o (R@EAnxt)

(a) Expected date of delivery TEZHS : ddH/ mmA/ yyyyE

(b) Any serious complications during this pregnancy such as disseminated intravascular coagulation, gestational diabetes, hypertension, protein
in urine, etc? 1EILIRZHAR B & HIRITIRHESEAVERYEME A SR M ~ 1TIREIREIRR ~ MBS ~ ERAKE ?

10 Have you ever had an application for life or health insurance declined, postponed or modified in any way? Please provide details.

BT B EREASHERRRMEIEIBe (RE /AT NSRBI ? AL -

IF THE ANSWER TO ANY OF THE ABOVE QUESTIONS IS "YES", PLEASE PROVIDE DETAILS IN THE AREA PROVIDED ON THE REVERSE
SIDE OF THIS PAGE. IFE L EMMEE "2, & - BETEMEZ -
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Diagnosis/Symptoms details Treatment /Check up details Churrent conditign/Che/ck up lr.eSltJ."
Question (such as onset date, frequency, (such as type, date, frequency, {such as “;%‘;;’IT;!R t;g{f%gg%p ications) Names and Address of Attending
No. last attack date) Iast follow up date) ( ;lﬂ)%{gf o 71—#%%._ ) Doctors or Hospitals
FEIRE#mSE 22BN / IREEEE AR/ REFE = FELEE B ARt
(A AB - REREAN) | (A BH KB - RempEE) | Please attach copy of relevant reports
FiRMERESEE
C. DECLARATION AND AUTHORIZATION %20 I%1E
It is understood and agreed that AABBLERETIIEIE

1. | have obtained all necessary authorization from my dependent (if applicable) to supply their
information to Manulife if my dependent is to be covered. | also understand that the information
requested in this form is required in order for Manulife to process my application. Failure to
disclose any material facts or information which may influence or which Manulife would regard as
likely to influence the assessment and acceptance of my application, may render voidable by
Manulife the insurance coverage that may be issued pursuant to this application. In the event of
doubt as to whether a fact or information is material, it should be disclosed in this form.

2. Information collected from me and in respect of me and/or my dependent can enable Manulife to carry
on its insurance/financial business and may be:

i) used by Manulife or its associated companies for the purpose of (a) approving and administering the
policy or any alterations, cancellation or renewal of it; (b) underwriting and any claims or analysis of it;
(c) statistical or actuarial research of Manulife, Manulife's associated companies or the
insurance/financial industry; and/or

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 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.

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.

3. By writing to the Privacy Officer of Manulife, | can request access to and correction of my personal data
(if appropriate).

4. All information may be treated by Manulife in the same manner as mentioned in the “Notice to
Customers relating to the Personal Data (Privacy) Ordinance” (“Notice”) - (for Hong Kong Policy) /
“Manulife Personal Information Collection Statement” (“Statement”) - (for Macau Policy). In case |
have not read the Notice/Statement before, | can obtain such Notice/Statement from my Manulife’s
intermediary or through Manulife’s website at www.manulife.com.hk

5. | certify that all information provided by me in this form is complete and true to the best of my
knowledge and belief.

6. | authorize any physician, medical practitioner, hospital, clinic or other medically related facility,
insurance company or other organization, institution or person that has any records or knowledge of
me or my dependent to provide to Manulife any such information. Such authorization shall survive
me and shall be irrevocable. A photocopy of this authorization shall be as valid as the original.

7. 1 undertake that if there is any change in the information provided, | shall notify Manulife as soon as
reasonably practicable. | also undertake to supply additional information in respect of me to Manulife
upon request for the purpose of complying with the Anti-Money Laundering and Counter-Terrorist
Financing (Financial Institutions) Ordinance (for Hong Kong policy)/Guidelines on Prevention and
Combating Money Laundering and Financing of Terrorism in Insurance (for Macau policy).

1. FACOMEREREIVSEAE (AEA) - ATARNRHEEER - &
ATNBEAZENIEHN AN EBERIERIBANNREF - 2K5
WEIMERRETHEH  MaSERETYGRENERTMER
BRRAARREE - DA GERRSN RS SE o RURAEREES
ENANEEN AR ARIBRBLZ B EREH -

2 ?@S)\Hiiﬁﬁﬁﬁéﬁ)\ﬁlﬁﬁﬁ%ﬁE’Jfé*ﬂ ' ETERERBFINRIGEES
LUIEHGESE » MZFER Rt -

() BRI HBEARELLT R © (a) it RETRARE » i EE
IEIER] ~ BUHRBEBEREE ; (D)X - ﬁ*ﬁ&ﬁi@ﬁ*ﬂaﬂa
E ;(_&:)f,\t*' MEARNER /SRR AR E AR

g

(i) B2 F(a) FAAREAR ; At SRR BRBHRMES A
B BRI A ~ SRGURRS © SRa sy At RIGEABRAMR IS fiEreEkiR
H%ET‘T'!ZEH%HEEZ?A#H% RN AR BB > (b)EMA

£/ BB ERER / BB R EERN ; Bk

gy o

Fﬁﬁﬁﬂ}ﬁiﬁ:@&"ﬁi
EIBAIMIHTT

3. $($E#§)L1§E:_%ﬂt\ﬂ2ﬂ§lk’ﬁﬂi&' ' RRBFEREABEAER

4. *IJ—H"'B" ((ﬁll (Ekngﬂ- (FLF8) 1561 MEFBHY ("8
%DJ )- (& BEFRE) / (EHBEASHKSEERE) (" 'E
BB, - (Lﬁﬁﬁ\/xF'EH%a) Fit » RIBERIER o BAAAKBEZ
BA /BB AANARAANNEF AN ASERRF LU
www.manulife.com.hk B5EZE50 / &2RE o

BREANBEEEESITTHESRFSHIITTE

5. %AE%M:E%EH » RANRERAEFTREN—IER AR AR Z R E
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7. $A73‘K§§{E§ﬁﬁﬂ%{#E’J’ﬁ*iﬁ&'ﬁ]%ﬁﬁl » RN G IRA B AT 178
EASRBMNETBRIZUNE - AANFEETEERFINRKIEHE

AE’JBﬁﬂDﬁﬂu B K}T%/ﬁx&m’Tfﬁﬁ?ﬁﬁ;x (ERE) %
1y (ﬁ REBRE) / (RIGEMHERITERBENRMGERR
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Date Signed & HHi (DDH/MMAB/YYYYH)

Please return the completed form to

Signature of Employee/Applicant fES/EREAEE

BIARMREFL

For Hong Kong Policy - Group Life & Health Insurance, Manulife (International) Limited, P.O. Box 70302, Kowloon Central Post Office.
For Macau Policy - Manulife (Intematlonal) Limited, Macau Administration Office, Avenida De Almeida Ribeiro No. 61, Circle Square, 14 andar A. Macau.
BEFPRELSS » BREFE70302RFIN B RS (EE) ﬁﬁﬁﬂjlﬁ‘kﬁ}iﬂﬁﬁéﬂﬁ

fRE
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EPIMTITEED

The Chinese version of this form is for reference only. In the event of discrepancies between the Chinese and English versions, the English version shall prevail.
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