Manulife HOTLINE: 2510-5797
GROUP INSURANCE GROUP OUTPATIENT CLAIM FORM
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To speed up your claim reimbursement, please follow the instructions overleaf.
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Employee Name (in full): Certificate No.:
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Patient Name (in full):

If other than Employee: ~ Dependent No.:
HERY (BRBAER) Ed Job

Request to claim for Normal Routine Examination Yes
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If original receipt(s) is required to be returned, please tick the box at the right hand side and
attach the photo copies.
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Please state out doctor’s receipt(s) as follows:
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Declaration & Authorization #EH K 2%
I hereby declare that the above information given is true and correct.
I further authorize any hospital, physician, insurance company or organization that has any records or knowledge of me or my health, to
furnish to Manulife or its authorized representative, any and all information with respect to any illness or injury, medical history, consultation
prescriptions or treatment and copies of all hospital or medical records. A photostat copy of this authorization shall be considered as effective
and valid as the original.
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1. I agree that the information required under this claim form may be transferred to any person/organization for the purpose of claim
investigation or data verification within the insurance industry by way of matching procedures or otherwise.
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2. Iconfirm that I have obtained all necessary authorizations from my dependents to supply their information to your company.
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