Manulife
GROUP INSURANCE
ERE 82 R B

GROUP LIFE & HEALTH INSURANCE
EMPLOYEE ENROLMENT FORM
BEE&E2m=K%

(Please initial for any amendments) 31 {EFIEFIERY - AMUAESEE

PART 1 EMPLOYER INFORMATION %R A &%}

[T wies Y GILL L] =L -

Policy No. R 35 AC No.

[PART 2  EMPLOYEE PARTICULARS {& 8 &%}

Full Name (Surname first):

UEES S EACS T X )

Cert. No.:
EERD

I I O I

(Stme ax that appearing in the HKID Card/Passport) UUgnore if assigned by Manulife)

B EARE - AR
Date of Birth: | Residential Address {22 Ak ©
EEA:E
§ DDER / MMAR / VY& Room / Flat / Floor /Block / Name of Building / Estate % / 4/ & / A / & 7 & f
Country of Residence:
5B R Street No. / Street Name #3i8 3245 / #7118 44
Sex: HKID/Passport No.:
15 Fib e RS District B 3%
[IHong Kong %3  [Kowloon 7  [JNewTerritories #%  [JOthers #f&
Bmail address & F &4
Mol St Office Tel No. 2353 Home Tel No. BE§ 5 : PagerfMobile No. f++#F 1§ 45
e kT I Single ® & [ Married 2.4 ‘The contact information applies to all of your products / services provided by all companies within the Manulife group of companies in
® Hong Kong and also companies which provide trustee / custodian services.
MFAREHBE T HRAATAATAERG X AARBEFDARBTIE/RTMRBOD] - RFRBT W TFoars
O Widowed 5 [ Divorced i A% (RAL -
[ No. this address only applies to this certificate. 7 » ATZ#k 9303 R BAANIEE -
Division: Occupation: Salary # 4 : [] Basic Monthly Salary % & A $# O Annual %3
B 44T 3
(Al specified amount must be in the CURRENCY OF THE GROUP. For LTD product, Basic Monthly Salary will be used in
i if a disability occur)
(If applicable) 4o 58 1 (A3 R R EA A BRI ¢ Eh R RIERA R - o A I AR - SRR ARER)
Date of Employment. | Plan: Effective Date of Coverage:
258 e BELEAN
ppbRA /[ MMAA [ YYEH = DDBA  / MMAR /  YYRE
(Ignore if not applicable) % 78 A - FHIRLS
(Please refer 1o Eligibility stated in the Contract.) 3% 162089 i & 15

[Employee’s Bani

k ACCOUNL: (For medical claim paid by AUTOPAY only) 435 & B #k1G A 70 & 448 5 K % 1

R P ORS

Bank Name: Bank A/C No: _ _

it o powa s LI L=
Bank Code Branch Code Account No.

If the Country of Residence of the dependent is not same as the employee. please specity it separately. % 5 Z & 1% W R LR 8 A5 * 2 hwvh 5 77 F 3 -

Please fill in, if dependent coverage is provided. = A KB IR + SFI2 B T4

Dependent Narie (Surname first): Spouse Son Daughter Date of Birth # % 8 HKID/Passport/Birth Cert. No.

RELEL (A% A 2 F DA MA Y e X T IE Ve T TES 1

|

d
N
O O

0O o O

AR B AP R MR e SRIARB RS 2T

Unless the employees have proof of coverage. dependent alone i not allawed 10 join Voluntary Plan. In case than both the employee and histher spouse ure already covered. child alone is also accepicd.,
TR A RAER A AL RSRRMEREN - FUATERTH LT TERR HI] -

PART 3 - FOR EMPLOYEE WHO PURCHASE | [PART 4 FOR EMPLOYEE HURIEEEE TR
HEALTH SCREENING WHO PURCHASE AR R
MEEEERENHEEEUTE MANUCHOICE .
Health Screening @ HOSPITAL CLINICAL DENTAL # Employer Contribution (Y/N)
fEREMH @ R M FE# BEXH
0-Basic 4 0 Basic & & Q@ Basic &
D Comprehensive 54 0 Comprehensive #: 4 0 Comprehensive 5 & Method of contribution (S/%) for dependent should be the
same us the employee.
Annual Premium 55 (R4 Anual Premiom (Table 2 5-54F (£ | | Anmoat Promium 52 | | Annual Premium S5y | %0 RBEBAD X (@00) B8R AME -
EE W8 To Employee ft 5:
EE fiH SP $ or %
CH F% To Employee i #:
CH % 3 or %
> mm e To Employee fi #:
CH F& s or %
Total Sub-Total 5 Granel Total #15%
wE Monthly premium 4 7] % #F = Grand Totuf 23 x 0.09 Fuclor A#1L$ =
To select monthly premium mode. total premium must be at least family level and lete Direct Debit form, Wi AAB K HRECRGLEL VBT F LN E TR RIHE -

If Covered more /|

W RREEI S /YR I (BEW12) XRHAR =

The firs payment for the individual cmployee and family is on pro-rata basis for the covered manths from hisfher

payment 2nd M:
Remarks {2
‘The whole family must join the same plan. # % 4 2% % 4 2 #:

# Dental coverage must be purchased with Manuchoice
@ Health Screening Coverage must be purchased with Manuche

s than | year. please use (Total Sum / 12) X Covered months =

idual effective dte of cover fo the fatest ManuChoice anniversary date subject 10 a
L A AR 0 F R AR IR T 2B e £ T KRB 2 2o A BB - BME S o -

inimum 6 months

ium payment. Otherwise. the first
RFERTI B - GR -

A RREL A AR K]

inical o Hospital coverage. unless EE has Clinical or Hospital coverage in Manulife. # B35 i €60 RH0EF P10 RERRHRFY - TR0 F B RF-2 Rl TR MM ) PSS A — Ly -

vice Clinical or Hospital Coveruge. (u: $ERMSKBLA 6 5k ) T dedf s 01135 RARBE R~ ALWEH »

Date Signed % 4% H A
GIA-ENROL-03 (07/2003)

strator Signature 3t 3| iT8 £ & &



PART S5 EMPLOYEE HEALTH STATEMENT (Euployec must complete on bealf of spouse and children if dependents ane covered) Must compleic the following question

B B i B AKX R ¥ 8 : LTS AAE
1. Insured employee  Height Weight ‘Weight change during past 12 months

AR B L) oM RE KG #&%128A RREZRLE KG
2. Employee’s spouse Height Weight ‘Weight change during past 12 months

i B 2 At ®& M BE KG #@# 128 A ARELEL KG

* You are required to be a Full-time Employee and active at your job.

* B F A A B RRAE T TAE

Have you smoked tobacco in the fast 12 months?

E@X12BARETEERE?

4. Have you or any dependent ever been advised to have any diagnostic test, hospital confinement or surgical operation which has not been completed?
BTRERBY ELE MR ERE  BRERGHERELNF ek BH?

5. Are you or any dependent currently under observation or taking any treatment or medication?
MFAERELTEHRTMERRE » 6RXIRM R ?

6. Have you or any dependent ever been refused any form of life or health insurance or ever had a policy rated, modified or renewal refused, or ever applied for or received
benefits, compensation or pension because of sickness or injury?
BT RHRE Y SREAS KSR REARIEL  WBRE  FTRPR B RPIESIR R E Bk L T KRR BAHRRAE?

7. Have you or any dependent ever been treated for, or diagnosed as having heart disease, high blood pressure, diabetes, lung disease, cancer, ulcer or any other disorder,
or being a hepatitis B Carrier?
MTAE RS R FRTBERE I EH SR « Bk BRA I B RRGRA TR KBUFAFEE?

8. Have you or any dependent had any operation, treatment, hospital care or medical examination in the last 5 years not mentioned above or has any been recommended?
WFEERDLBELFN 0 8 EI% KA R L LA AA RRZF 6 65 BREEAEBRR?

9. Have you or any dependent had any form of sexually transmitted disease or is there anything about your life style which could expose you to the risk of AIDS?
BTAEREE B AR KGR MTHAET AGEHA LA 7

10. Are you or any dependent suffering from AIDS? Have you had test results indicating exposure to the AIDS virus?
MTRERBRLEEAC#ER? XY ERHEHEHAUNLHENRS?

11. Have you ever particip or intended to ici in aviation (in any capacity other than as a passenger), racing, scuba diving, sky diving or other hazardous sports?
(If yes, please plete the appropriate i i
MTFE5ARKEMERRIT ARELDETHRD EF - Bk BPAARAREH F "R - FABAMIAL

12. Have you ever consulted a physician, ever been treated for, or had any known indication of:
BT THE LD HEH T 72wk
The musculo-skeletal system such as trauma or disorder of the muscles, bones, joints spine? Amputation, paralysis or deformity?

W AR £ S B4R R BB AR R B S HATAGRRF LA ? A TG R F AT - A A ?

w

I I A
O O 0000 O OO -2

For Question 4 to 12, please provide details of each question answered “Yes”. EFFE4E12% “2” EFHMRATI

Question Name of Details of Ailment Duration Date Degree of Name and Address of Attending Doctor
No. Person Treated . G AN Recovery*
M %% BALSL SRR Fromd To % RER SHRERE RN

#A. Under treatment 76 /B. On and Off B]54%  /C. Fally recover 5% 2 Be4%

PART 6 OPTIONAL INFORMATION (i is voluntary for you to supply the information items under this Part which may be used in conjunction with the data collected under Part 2 for the
purpase of enabling our Company / associated companies to supply the information of our / their products / services to you, by the way of direct marketing or othenwise.)

EApER BFTET YA L R, c  UEKAE | BEAT S I AR | BRSEEA <)

1. Education Level: [] c/-Primary or Below (N S A F [ c2-Secondary ¥ £ ] cs-Matriculated/Post Secondary T84+, &
HELE [ e3-Technical Institute * % 5 [ 7-College 4 E £ [J c4-University or Above X &M £

2. Monthly Personal Income (HK$): [ c0-below $5,0000:% F [ ¢15-$5.000 to $9,999 [ ¢20-$10,000 to $14,999 [ ¢25-$15,000 to $19,999
AR N () [ ¢30-520,000 to $29,999 [35-$30,000 to $39,999 [3¢#0-840,000 t0 $49.999 [ e45-$50,000 to $99,999

] eso-above $100,00044 £

3. Products/Services that you are now holding: S8 A 2 & & JMRFF *
(i) Individual Insurance 18 A4%K © [ cor-Life A& R [ cos-Disability Insurance 4 ##&% [ co7-Hospital/Medical 421 / 5 # 4%
(ii) Investment Products 42 % & & : [ cso-Stock Investment At 4% % [J cs/-Mutual Funds Z & % £ [ cs2-Fixed Deposits & 3 # #

PART7 CERTIFICATION AND AUTHORIZATION  {REFERIRIE

It is understood and agreed that
AARGHERETIEA
1. 1am obliged to supply the information required under this enrolment form which is a condition precedent for me to enroll in this policy:
AAK KRB RS RBNIEEZTH A 75 S A BHRRITEZ AR -
2. Information provided herein together with any subsequent alterations or supplements of it ("data”) are collected to enable your company to carry on insurance business and may be:

KA RS MR TR AAEAT B AR R AESTRA R (A ) 0 B e EARIT 2 A L RIB KA ARALLA BE AT

(i) used by your company for the purpose of (a) approving and administering the policy or any or renewal of it; (b) underwriting and any claims or analysis of it; (c) statistical
or actuarial research of your company, your associated companies or the insurance industry; (d) sending me the products’ information of your company or your associated companies; and/or
FAAMATRE -

() B A AR T~ ALFT LA AR AT ORI KRR () AR M REIIME P I @RS S A ARRR BRI IHAA LA L (@) @EARTH
PEEESEERUES $4-p ol

(if) transferred to (a) any related company or other company carrying on insurance or reinsurance related business or an i jary or a claims or investigation or other service provider providing
services relevant to insurance business or any iation or ion of insurance ies that exists or is formed from time to time; (b) any person/organisation/or my employer to fulfil
any of the above purposes and/or for the purpose of data verification within the insurance industry by way of matching procedures o otherwise; and/or reinsurance of the policy

£ 5

@ ETAARA A L PR RARRA W E RN KNCHFEL T RARZ T - 2 BE RGBT X RE AT ARZBERAE ) ETAL H
e A R AMRR K R AR H ST R T RRRIERRR

3. Ihave the right to request access and correction of the data. Request can be made to your administrative office - Group Insurance Administration Department
AAHHAFLAZAMRRTHBNERBLRAAZEFMAH -

4. I confirm that I have obtained all necessary author: s from my 1o supply their i ion to your company if dependents are covered.
KATER A A SRR BIRG — m A B Tad 2 R Eat -

{ certify that all information provided by me in this form is completed and true to the best of my knowledge and belief. In applying for the Group Insurance Benefits for which I am, or may become,
eligible, T authorize my employer to make the necessary deductions (if any) from my pay.

AAHRHA TR EREBRELRL  HAAN D AREBE o i AN B R RRAA LN 0 KARE R LENH P R R RE A TR

| authorize any licensed 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 dependents to provide to Manulife any such information. A photocopy of tis authorization shall be as valid as the original.

RAJEARE Bk REESRAL > B BHRLORER LA RRA KM BB RAL M LA A FARRB L LSRR RTRTH - RAT EARR
IR E 2 P AN PE R PARA & -

Date Signed % B Employee Signature 4§ B % 4%

Note: (1) Pleasc return the completed form to life. Group Insurance Administration. 29th floor, 169 Electric Road. North Point, Hong Kong.
£ e ¥ 2y A B A A T A EARE - FAERR AT -
(2) If there is inconsistency between the Ei version and the Chinese version of these terms and conditions. the English version shall prevail.

G- BAKIA B




