Manulife MEDICAL INSURANCE — HOSPITALIZATION & SURGICAL CLAIM FORM
INDIVIDUAL INSURANCE BRI R — X R TFHRTREE

%\! ﬂ 1@ }\ ﬁ B?E This form is applicable to both inpatient and outpatient surgicai claim
FRAGBER RS FAIREE
Branch code
Location
PART | - TO BE COMPLETED BY THE PATIENT Advisor code

F—HE - BRAER

Advisor's name

Name of Policyowner (R 55 A £ :

Name of Employee/ Member {2 &/ SRR Policy No. R B &5%E ©
(for group insurance policy only S FI 4 ) #8 6 B 4R %)

Insured No./ Certificate No. (if applicable) 1% 5 i3t / % %3 FER%E (E ) :

Name of Patient % A ¥4 : HKID/ Passport No. ¥ 5 5 / HEHUSRTS ©
Occupation B3 : Date of Birth 2 A 4 © Sextpl :(OME [OF %
(DD /MM/YYYY B/A/E) :
Relationship to Policyowner R E:H AM{E : [JSelf A [ISpouse {8 [JChild &
] Stafff Member & / 5.8 [[1Dependent of Staff/ Member & & / LA KB

(1) . Have you had any prior treatment for this or related conditions?
MTEFYSHR--RRLTERRR ?

NOZE[ YES £ Doctor's Name B4 44 ©

Address i ©

Treatment Date ¥4 A #

(2)  Are you making any other insurance claim as a result of this hospitalization/ surgery?
AU RRAERE / FAT, MTHE R RREER 2

NO ¥4 (] YES &[] Name of Insurance GCompany RBRAF £ :

Policy No. {RE &% :

(3)  Was the hospitalization/ surgery a result of an accident?
BKAERE | FRIBRBUR—RENIK ?

NOE [ YES 2 [ Date B : Time 85 : Place #1% :

Brief Description 4538 :

DECLARATION & AUTHORIZATION M B R :

| hereby declare that the above information given is true and correct. | further ize any hospital, physician, i ly or ization that has any records or knowledge
of me or my heaith, to fumlsh to Manulife (International) Limited or its authorized rep: any and all i { wnh respect to any illness or injury, medical history,
and copies of all hospital or medical records. A copy of this i as effective and valid as the original.

$AE§WL¢W’£&&‘J§NEG€§§K FANZREAAARNBE LT AR ZBEE. B4, RIBRAARBM. Tu%%ﬁi%ﬂﬂﬁm#ﬁkfg!}z}ﬁﬁ\ UG RS SE AR AT RT
AFRBEBARAARARIEA . sIHH 2 OARERRFFEH.

X
Date (DD/ MM/ YYYY) B ¥ (8/A/F) Signature of Patient (if Aged 18 or Above) * WAEE (-+AZHPLE) *
* For patient aged below 18, signature of the policyowner should be provided
for the claim. +ABRMTRAZ RIERFLAMRERGAEE. X
Signature of Policyowner R ERH A% #
Note: All personal data collected under this form is coilected for the purpose of processing the claim under the relevant i policy. Itis y for the pati to
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 Manulrfe
(International) Limited. Request may be made by writing to the Home Office (at the Customer Manulife ( i ) Limited, 31/F., Manulife Tower, 169

Electric Road, North Point, Hong Kong). The personal data of this form may be transferred to any related compames or any service providers for adjudicating the ctaim and may be
transferred to any insurance regulatory bodies to enable them to carry out their regulatory functions. 3t : AR Z LM EA KB T HLLRIZA MR B ZREE 65, W A DIER
ARBEUEDURE AR 2Z R, MAREHASRRESARL ARAETTRESHRBUSAREZBALE , BRERTEIENZE P RBBRLOLYE . FRIEATRL1609E
AR OIMEMAZERERDFRLFD . AREZEANENTES FETABQ . LARBEETEREBEPHRE. PRREEDTRERTRAERE.

The Chinese version of this claim form is for reference only. In the event of canflicts between the Chinese and English versions, the English version shall prevall. B &2+ XA RELE2 M, EAXIER, —BURIHE,

Manulife (international) Limited Incorporated in Bermuda
ERABRA(R ) TRAT E 3 it A

C13 (02/2004)



PART Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
BoWE - M EBEEHR, FERBAREAATRE

Q)

Name of Patient A% :

)

Hospitalization 1%k

Name of Hospital BBz #4#5 :

Date of Admission ABiH # © Date of Discharge 1Bz A 4 ©

@3)

Surgical Procedure F7

Date of Operation 47 B #i Name of Procedure F#7 %48 :

Nature 5 :

X

(4)  Chief symptoms, complaints and etiology of the patient relating to this hospitalization/ surgery X8z / F#7# L BEEGK . WRBFE :
(5)  Diagnosis of Conditions 32 Bf :
(6)  Brief Di Summary: {includi and after i igati d results, any complications and follow up plan.)
HEIRE ¢ (RERLERMEAE, QEZERE. SR, HUERIRENE )
(7)  Date of the accident occurred or symptom first appeared ¥ K B E R MR B H M ¢
8)  Date of first consultation for this condition or related illness ¥ AR ibR BB A BB R Z HRRZ AM
(9) To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
HRT A, WALLNTE B 2EFBRR 7
NO®#E[]  YES # [](Please state dates and describe FH3250 B i R 5 B4 )
(10) Is the patient referred by another doctor? % AR HEH WL EA 2
NO&®[] YES £ [] (Please provide name, address and contact no. of the referral doctor 7Rt/ BAEME . Il RIBEETE)
Name of Attending Physician/ Specialist (with qualifications) Address it

I IHMBERS (HE)

Contact No. ik &3

Signature of Attending Physician/ Specialist (with stamp) Date (DD /MM /YYYY) B # (A/AI5F)
XY EMNBAERE (HEE)

This claim form is endorsed by the Hong Kong Medical Association and the Medical Insurance Association of the Hong Kong Federation of Insurers

Manulife (International) Limited Incorporated in Bermuda
RRABRRAB)HRAT ERERET

C13 (02/2004)




