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Please have the following completed by the dentist providing the treatments.
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Please make teeth treated or area of oral treatment on following chart.
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T hereby authorize the release of any information pertinent to this claim from any medical personnel as requested by Manulife (Intemational)
Limited.
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BE (MARERERARNLE) HELOH

* ALL INVOICES/RECEIPTS AND OTHER RELEVANT DOCUMENTS MUST BE SUBMITTED WITH CLAIM.
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* IF DENTAL TREATMENT IS RESULTING FROM AN ACCIDENT, ANADDITION DOCTOR REPORT IS REQUIRED.
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