Manulife

INDIVIDUAL INSURANCE
ZRME A R OBE

CLAIM FORM FOR ACCIDENT
R (B5h)

Advisor's Name Advisor Code
REBRARIEZ PRERRE PSR SR
1. a) Policy Nofs) R ¥L % - 2. @ Name #4 :
b) Benefits to claim REEE# . A []  AB[] b) Age fF&t :
(Please select as appropriate FHBE{FMEIHH) ©) I.D. Card No. B4 #5705 :
3. Residential Address 4. a) Business Tel. No. b) Residential Tel. No.
{EE Atk AR TEREERS 1R YRS
5. Present Occupation (state all) 6. Exact Nature of Occupational Duties
R GEFI A (R RE) ERTHEER
7. Name and Address of Business or Employer 8. Your Average Monthly Income
BEpE AR ABRMIE FRFHEA
9. Date and Time of Accident 10. Did you file a medical leave certificate to your employer?
BN R R HEMELEHEREN ?
11. Nature of Accident ESMEE 12. Describe the injuries in details FEEZ B
a) Where did it take place B Mgt a) Part(s) of body injured R854
b) How did it happen HAME/E&E b) Type(s) of injury (e.g. fracture, cut, bruise etc.)
FEHE (PN ET - 8 - 145%)
13. Date on which you last worked prior to disability 14. Date you have returned to work or expect to return to work
BRI LEAS ERTHIEATERETAZAHN

15. Details of Hospitals confined or Physicians consulted for the injury (Please attach discharge note)
RGHECAER B BAES AR (RO pEE)

Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of inement(s)
BAENEER /RBRAE Hiuh Bk HBREY

I hereby declare that the answers in the above statement are full and true to the best of my knowledge and | make application for the benefits available under the policy as a result of this
accident. | authorize any physician, hospital, insurance company or organization that has any records or knowledge of me or my health to give to Manulife (interational) Limited any such
information. A photostatic copy of this authorization shall be as valid as the original.

ANBIAEMERZ R CRFAFTEZ 200 B B - 4 AERKES i RBUR B AF 2 B - A ABUBEIEMERE - Bk - RRATARGHARAMAEHR@EBR T
S ABRHA HRHELF AR @D ARAF o RS 2 RN REAR R -

X
Signature of Claimant (if Aged 18 or Above) * RIEAZEE (W+ A&kl E) *

Date (DD/MM/YYYY) B#i (B A.4)

* For claimant aged below 18, signature of the policyowner should be provided X
for the claim. + /B FREAZ RESHLARRERGTAEE -

Signature of Policyowner RE#HE A%E

Note: All personal data collected under this form is collected for the purpose of processing the claim under the relevant insurance policy. It is compulsory for the claimant(s) to complete
the form to claim for the relevant benefit(s) available under the policy. Appropriate correction and access to the personal data under this form is allowed with the approval of Manulife
(international) Limited. Request may be made by writing to the Home Office (at the Customer Relations Department, Manulife (International) Limited, 31/F., Manulife Tower, 169 Electric
Road, North Point, Hong Kong). The personal data of this form may be transferred to any related companies or any service providers for adjudicating the claim and may be transferred
to any insurance regulatory bodies to enable them to carry out their regulatory functions. &t : &M BTl FAEATH D HLUERARREY BER  ZEADATRAZHUE
TUREBTFIAZ S - RIENREAIAFRE @D 4 RARFET TR SRR A ERZ MALR - BRI REFR 225 RHEHHRE bt : Tt B5E1 6050 MRRT.O
SUBEMARRE (B HRAR) - AREZEADHTEE TAEMHNAR - HRD BRI MR A - R E R IT BT -

I believe that the answers given above are true to the best of my knowledge.
AN AZ B AR -

X
Date (DD/MM/YYYY) B (B H/4) Signature of Insurance Advisor/Witness 1RRER/ RIENEE

The Chinese version of this claim form is for reference only. In the event of conflicts between the Chinese and English versions, the English version shall prevail. MR R HRE Z PXFAARS L2 A - ZRRLFR - —EURTHE -
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ERASRE G TRAF BFEEE MR
G12 (02/2004)



ATTENDING PHYSICIAN'S STATEMENT
W R B E

This form must be completed by a qualified and registered physician at the insured's expense.
FEEBEMZRAABESZ SEHEMS LT -

1. Name of Patient (the insured) 2. Age 3. I.D. Card No. 4. Date of Accident
WA (ZRA) 8 it H5 B : EAMEEAM
5. a) Had the patient any external and visible evidence of injury at your first consultation. (e.g. bruise and swelling etc.)

BARE—RELHETIMERFA R ZHBY o (FINEHE RIS )
[Yes & [INo&
b) If yes, state the type of injury % [ » FHEUIZGEE

) Describe the cause and extent of injury FEFEBASE5 R IA K Z G

Present condition of injury HEFZEEH

Did injury require: (if yes, give details) B BZEMEERZ FIILERBURE » GF (R > AR

a) Hospitalization? ELRGE S [INo#& [JvYes & Date admitted  ABxB#)
b) X-rays? XAgE [ No# [ Yes & Date discharged 5 H 2
c) Surgery? HEATTFT InNoa []vYes 2 Details #1#

d) Medical Treatment? 24 CNow [Yes &
(e.g. stitches, physiotherapy, type of dressing etc. FIfREEST - #3RIAH - WHRBHE)

e) Others? it Please specify # M :

Was such injury induced from or effected by any of the following which may contributed to the accident and/or lengthen the period of disability?
B R i T INEA—IEB B R MR B B R BN R SRR ?

a) Physical defects/congenital anomaly SR SERE® [InNo& []Yes 2
b) Unfavourable past medical history BER R BRI CINo& [dYes 2
) By drugs or alcohol L)% [CINo& [ Yes 2

If any of the above is yes, give details. 1 LIRITFAT—E % T2 ] > FEEEHHREE

Was healing complicated ? RSB R G ? CINow [ vYes 2
if yes, state the reason(s) and any special treatment(s) given.
TR YRR R R A ZAL ARG -

. Name(s) and address(es) of other physician(s} who have treated the patient for the same injury.

HAbl RS R AT Z B A L -

. Do you feel that the injury would have prevented the patient from working? (Patient's occupation is stated overleaf)

GREZRZGEEESMATELE? HANBERER)
a) at your first consultation HF—WKEDHE? CINo# []Yes 2
b) at your recent consuitation KGR ? [OdNe& [ dvYes2

. If an absence from work of more than two weeks was necessary, please describe in details the reasons why you feel the patient could not return to work earlier.

MFEATYF TGRS » W NEE - FER T AT RE R TAE -

13.

Signature &% X Name of Physician (with stamp) B4 #4 (HENE)
Date Hff Address it
Qualification &1 Tel. No. b5

| hereby certify that | have personally examined and treated the patient (the insured) for the abiove injury and that the facts as given above present my opinion of his/her
condition. FEMEMAACEARBA HREA) B LRFHETRE RIGH - LRERRERZEHARABHA (RN ZBRERNER
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