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HZ{EAEE To be completed by Insured Member

(#ZEIEE Must be provided)

Patient English Name (In Full)

BE®RE .

Employer Name: ABC Corporation Ltd

BEZE I+ ERERE MRS

Employee English Name (In Full): Peter Chan Group Policy No.: 123456
MAR LS Peter Chan 123 {RBerEEAmaE 1

Certificate No.:

Original receipt will not be returned. Please "v/" this box
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for return of certified true copy of receipt.

If this claim was processed by another insurer before, please att
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ach Payment Advice issued by the earlier insurer(s).

A. P952%R{E OUTPATIENT CLAIM (:52R:E&=%IE (2) Refer Point (2) of Notes)

FIE / BEEE EH SRR (BASTIFMRERREEEERA ) A BT PRIE Self Declaration of Diagnosis 2tk

Date(s) of Amount | Type of Treatment (Should be covered under the policy) | AR E BT (EFEETLRHBALPESH ) FEENBARABRERE |(KE YV
Consultation/Treatment | Charged | * 35 H & #4873 Please circle the appropriate type | RPISH;HEEFRHIPIES - Original
(B / B / %) OD/MMAYY) Applicable to HK govt clinics (but not for private patients or Chinese medicine visits), | receipt

as well as Macau UST Hospital & Macau Kiang Wu Hospital outpatient clinics. attachedp/]

1. 01/01/20 100 |*GP/SP/CMP/Others JRIE Diagnosis E
2. 01/02/20 | 200 |spP JIE Diagnosis [o]
3. *GP/SP/CMP/Others JIE Diagnosis ]
4. *GP/SP/CMP/Others JRIE Diagnosis D

* GP = &Ei@%} General Practitioner SP = H#} Specialist CMP = P&
{¥PR#& Z 2% Post-hospitalisation consultation / & etc

Hfth Others = ¥J¥8;4#% Physiotherapist / &8 Chiropractor / X3¢ X-ray / {bEg Lab tests / ffl#7#Z Routine Checkup / {¥B3RiZi27E Pre-hospitalisation consultation /

Chinese Medical Practitioner

B. F#l%{E DENTAL CLAIM

B FRRER ' BERE T ZREGRMEFTERE o Please ensure you are covered under the dental benefit before submitting dental claims.
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For dental benefit is on PER TOOTH basis, please invite dentist to state the “tooth number” and its charges on receipt or fill in below tooth chart:
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% RIGHT & LINGUAL

% LEFT

S LABIAL Signature of Dentist and Clinic Chop  Date Signed
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AABEB - REWEEAR - | hereby DECLARED, UNDERSTOOD and AGREED that:
1. RARKRIGFIREA—IER AR AN E S R A B HER 1. Allinformation provided by me in this form is complete and true to the best of my knowledge and belief.

. By writing to the Privacy Officer of Manulife - Employee Benefits, | can request access to and correction of my

. All information may be treated by Manulife in the same manner as mentioned in the "Notice to Customers

| authorize anil] physician, medical practitioner, hospital, clinic or other medically related facility, insurance
company or other or?anlzatlon 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.

Information collected from me and in respect of me and/or my dependent (|nc|ud|ng but not limited to claims
hlstory) can enable Manulife to carry on its insurance/financial business and may
used by Manulife or its associated companies for the purpose of (a) approving and administering the policy or
alterations, cancellation or renewal of it; (b) underwriting and any claims or analysis of it; % statistical or
uvarial research of Manulife, Manulife's associated companies or the |nsurance/f|nan<:|al industry; (d)
processmg my application, |nvest|gat|ng and settling claims and detecting and preventing fraud (whether or
not relating to the policy issued in respect of this application); 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 servicé provider providing services relevant to insurance
business or ang regulatory bodies, association or federation of insurance companies that exists or is formed from
time to time; (b) any person/orgamzatlon to fulfill any of the above purposes and/or for the pur ose of data
verification by way of matchmc}; procedures or otherwise; and/or reinsurance of the policy; (c) health care
professionals, hospitals, accountants, legal advisors, employers (d) organisations that consoli date claims and
underwriting information for the insurance industry, fraud prévention organisations, other insurance companies
(whether directly or through fraud prevention organisation or other persons named in this paragraph), the police
and databases or registers gand their operators) used by the insurance industry to analyse and check information
provided against existing information.
All data ?rocesses may involve a transfer of information to places either within or outside the Hong Kong Special
Administrative Region/Macau Special Administrative Region.
| agree Manulife to transfer back all supplied information from me to the policyholder (i.e. the Employer)/ the
insured employee (where applicable). | have obtained the necessary authorization from my dependent to (a)
supply their information to Manulife; and (b) transfer back all supplied information from them o the policyholder
(i.e. the Employer) and me if my dependent (if a Nf)pllcable is to be covered. | also understand that the information
requested in this form is required in order for Manulife to process this claims.

pérsonal data (if appropriate).

relating to the Personal Data (Privacy) Ordinance” ("Notice") (for Hong Kong policy) / Manulife Personal
Information Collection Statement (“Statement”) (for Macau pohc ) (where applicable). In case | have not read the
Notice/Statement (where aﬁphcable ) before, | can obtain such otlce / Statement (where applicable) from my
Manulife's |ntermed|ary or through Manulife’s website at www.manulife.com.hk.

Manulife has the right to reverse/claim back any incorrect payment caused by incorrect information provided by me.

| have read and understood the information and content provided in this entire "Group Medical Claim Form",

including the Claims Instructions and General Exclusions provided overleaf.

31/01/20
RE/RFEERE (WRBETE18E ' AIARREERE) HES (H/B /%)
Patient's/Insured Employee's Signature (For patient whose age is below 18, insured employee's signature is required) Date (DD / MM / YY)

Manulife (International) Limited (Incorporated in Bermuda with limited liability)
RFIANBRE (B ) BRAR (REREZFMALZ EREFLE)

=) EZRIIERE Please turn to next page
1ISO

Please download the latest version at Manulife website s5TERFIAFIL T ERETARAS https://www.manulife.com
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Notes:
1

Submit Claim Form, Original receipts, bill and invoice showing

v~ date of consultation / treatment

v/ patient's full name

v’ diagnosis

v/ breakdown charges (consultation fee, medication, laboratory fee, etc)
with doctor's stamp and signature.

Please check again the diagnosis written on receipt. Non-specific diagnosis, for
example, medical illness / surgical condition is insufficient to determine the
claim eligibility.

For overseas doctor’s visits, please provide translation to English / Chinese on
each item, diagnosis, patient name, etc.

Send this completed and signed form to your Human Resource Department or
plan administrator or Manulife at address below within 3 months from date of
consultation / treatment.

For outpatient’s receipt amount at HKD1,200 or below, once the claim submitted
via https://www.claimsimple.hk, there is no need to submit hardcopy document
unless notice from Manulife.

If your Group Policy has already subscribed e-Alert services and insured employee
has registered his/her email address, an e-Alert will be sent to the designated email
address upon claim processed. Please use your Manulife Customer Number (MCN)
& PIN to check claim result and view Payment Advice via e-GLH Online Service at
http://www.manulife.com.hk.

Please login www.manulife.com.hk to initate your personal account to check your
claims result and benefit schedule.

General Exclusions:
The Company shall not reimburse expenses incurred as a result of the following unless specified
in the valid Benefit Schedule:

1

w N

10
1
12
13

Routine physical examinations, health check-ups or tests not incidental to treatment or
diagnosis of an insured sickness or injury or any treatment which is not medically necessary
unless otherwise provided for in the Clinical Benefits Schedule.

Congenital anomalies, infertility, sterilization.
Dental care and treatment unless otherwise provided for in the Dental Benefit Schedule.

Cosmetic surgery, treatment on refractive errors or hearing aids except as necessitated by
injuries wholly occurring during the period of insurance.

Childbirth (including surgical delivery or pregnancy related).

Injury or sickness arising directly or indirectly from war or any act of war, declared or
undeclared, riots, insurrection, or civil commotion.

Vaccination and immunization injections.

Drug addiction or alcoholic treatment.

Treatment of functional disorders of the mind and psychological treatment.

Suicide, attempted suicide or intentionally self-inflicted injury, whether sane or insane.
Treatment of Human Immunodeficiency Virus (AIDS) or ARC (AIDS-related Complex).
Pre-Existing Conditions.

Expenses that have been recoverable from Employees' Compensation Law, any government
or public programmes of medical benefits', other group or individual insurance.

This is not a comprehensive list of Exclusions, please refer to the specific Benefit Provision for details.

Please return the completed form and original receipts to SEHHBERZAIRIGERUIEEATS
For Hong Kong policy - Employee Benefits, Manulife (International) Limited, P.O. Box 70302, Kowloon Central Post Office.
For Macau policy - Manulife (Internatlonal) Limited, Macau Administration Office, Avenida De Almeida Ribeiro No. 61, Circle Square, 14 andar A, Macau.
SEARE - jL Ech B S BB ELE 46 10302857 A BRI (B BIRA AR ETEAIL o
;@ﬁﬁﬁ\&ﬁﬁéﬁ P BER61 SR S | ABATRFI A F R (EIRR) BERA RNRPI A TITELES ©

RRIBZAPEAR
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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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