. -~ -]
Manulife GROUP LIFE & HEALTH INSURANCE

REQUEST FOR EMPLOYEE CHANGES & TERMINATIONS
4 GROUPJNSURANC_E B ERBERERR
ZRE 88 & & FEUBEAANRALREHR S
| | S T e Y Y N B B
Policyholder Name & B4 A4 # Policy No. £ 4% Account No. #4853k

PART 1 TERMINATION OF COVERAGE #1L{R[E

Employee Cert. No. Employee Name Last Date of Employment % # % /& &
R mi RARE DB /MA /Y4

PART2 PLAN CHANGE /SALARY CHANGE BEeiEtEl/#H&

Employee Cert. No. Employee Name Email Address Revised Salary 4238 # § & New Plan Effective Date % 3¢ B
HRELTRR AL ETEA AM Amount £ #itdl DH/MA /Y%

* A - Annual, M - Monthly (All specified Salary must be in Group Currency.) * A - 43 > M~ A # (EER®EFHA TR REFE)
PART3 DEPENDENTS ADDITION KB #iERE

Employee Cert. No. | Bmployee Name | Dependent Name Rd‘;‘}‘;hip Dependent’s HKID/Passpor/Birth Cert No. | Date of Birth #: 4 8 3 | Date of Marriage &4 8 33
RARLTHR REREZ REEL (SP/S’/D) REABS iR/ kA RS DA/MA/Y% DE/MA /Y%

Relationship: SP - Spouse, S - Son, D - Daughter Blf: SP- 4% S- 2F 'D- %2
Evidence of Insurability is required if application is made more than 31 days after the dependent becomes eligible. %% A# % KB4 H# £ mit BHR =+ - RBEA RETH > ER/LKASBEN -

PART 4 DEPENDENTS TERMINATION RB#%.H{RfE

Employee Cert. No. Employee Name Dependent Name Date of Termination # 1k B 3
e B E R BALESL 374 DA /MA/Y#

PART 5 OTHER CHANGES H{t&#Eq
Company Name Change ¥ %28 &4

‘With effect from (DD/MM/YY), the new company name is #7 2 &) & #% *

*Please atlach a copy of Business Registration Certificate. 3¢y 1. 4 4% it 35 &

Plan Administrator Change & Z& 3t S1% 2 A

With effect from (DD/MM/YY), the new plan administrator is #73 #| % # A%
*Please give the correct recipient name and title if correspondence recipient is other than the new plan administrator

Ao i BT A BAMANA » FREGEFER AL RIS

Recipient Name ##-A% % ¢ Title B Email Address & ¥t

Authorized Signature Change £ B # 4 %5

With effect from ¥ (DD/MM/YY), the new authorized signature is 37 3 H &5 X *

Other Changes 4% # & (e.g. Change Company address #{4s & 8 2+ & J&.4t) *Please attach a copy of Business Registration Certificatc. # i 1.9 ¥ &izizal & -

Please specify #5284 :

1t is confirmed and agreed that I have obtained all necessary consents from my employees to supply the above information of them and their dependents to your company. They all agree that
these data can be treated by your company in the same manner as in the Employee Enrolment Form. I shall indemnify your company for any loss or expenses incurred by your company by
reason of any misstatement in the above confirmation by me and/or any claim for breach of Personal Data (Priy ac)%Oxdinance by my employee.

AAEBERIGFHAR AR E  TOFAARM LRAMARTE X T - w019 R EREA DREFTHAR Qﬁ%%d‘:fﬁﬂm:ﬁ*&ﬁﬁ?ﬁ# FIRR T  AAMRAETE B
AR ERBBR RAAZR AREREALH (R HolEERBFEARRZ EARBL G2 ERBH -

Date Signed %4 8 Authorized Signature % #4 %%

FOR OFFICE USE ONLY R #4428 N if 3L &
TXN Code: Entered by: Checked by: | Corrections/Remarks:
/ / /
Please return the completed form to Manulife Group Insurance Administration, 28th floor, 169 Electric Road, Hong Kong. #i% &#% » & #b A TRE —AAH > =+ - DARRK - BRURRATEI
GIA-ENROL-03(0103)




PART 6 FOR EMPLOYEE WHO WANT TO CHANGE MANUCHOICE COVERAGE E{ "B ) HFl
(Please complete Part 6 to Part 8 and please note changes would only be submitted 30 days before the anniversary date)
WARE AN EFEASHTH > LAAH  STERERFANZ AR -
Employee Name i § 4.4 : Certificate No. 4 8 4 3% :
COVERAGE CHANGE AT RENEWAL ONLY B {RESER AT R EREH

‘TERM LIFE HOSPITAL SMM* CLINICAL Health Screening @ DENTAL # Employer Contribution (Y/N)

KMAF 8 L i % HEMH EL BEEH

Q Basic £ % Q Basic £ 5 Q Basic £ & 0 Basic &4 ($19%) for

O Comprehensive 4 O Comprehensive 44" O Comorchensive %4 O Comprehensive &4 2s the em;

* For employec only SRR A (5 50) % A R 0F

‘Annual Premium (Table 1) Annual Premium (Table 2) Annual Premium Annual Premium ‘Annual Premivm. ‘Annual Preminm

F&E (K1) EHRE (R2) HHER FERR EEEs HRER
EE %A To Employee # & ©
SP Zieds N/A $ or. %
CH ¥+ N/A -+ +| +] + + To Spousc A4 ©
CH F% N/A $ or %
CH T% N/A To Each Child &1\ *
CH F+% N/A $ or G
‘Sub-Total gt Granel Total %38
Monthly premium 4 F| 4 # = Grand Total #.34 x 0.09 Factor B F =

Beneficiary nominated 4 2 A (For Term Life Coverage cnly),

Name X 45 : HK UD No. & # 5 frig 3.
Covered months must be in a period of 12 consecutive months. & MM % &+ =M A -
Remarks fi3t *

To select monthly premium mode, total premium must be at least HK$2,000 on l'amily level and complete Direct Debit Authorization form. %wi&# A # X, - FRALRFL AL S HBFFLERA K LRI RIAT -

The whole family must join the same plan. #it & & 3t B L #iH RE& FfaF

Unless the employees have proof of coverage, dependeat alone is not allowed to join Manuchoice Plan. In case that both the hister . child alone s also accepted.

TR R R F IR RS « FHR TR AT 8T T RIER s 3] - oL R R A A iz GRIAF A TRHIMT | £ 1130

* Only those who have Manulife GLH hospital plan are eligible to buy Manuchoice SMM top-up (R&B benefit must be $350.00 or above). * R#A E# mﬂ{m&%ﬁ&#ﬁiﬁﬁ (e fRBEES0LAL) > FT4m " i) LR RBRTI -
* Itis not allowed to join Manuchoice Hospital Plan and Manuchoice SMM Top-Up at the same time. * 7% 77 Fl#t $:82 T 24k ) 4R R o SR RMIID -

# Dental coverage must be purchased with Manuchoice Clinical or Hospital coverage, unless BE has Clinical or Hospital coverage in Manulife. # B-if 5 & 2.1 5S4 K 118 SR » ST BRALARE THRR ) OIS RERRE— BT -

@ Health Screening Coverage must be purchased with Manuchoice Clinical or Hospital Coverage. @ S SEMSULS 2 SR A T AR 5 #9PISKAEBERE —R AT

PART 7 HEALTH STATEMENT B2EEZEBH (mployee must complete on behalf of spouse and children if dependens are covered) MERMEIBERA - REBABTERFLARTH

1. Tnsured employee Height Weight Weight change during past 12 months
HARBALE e WEI2EA AHERL
Insured spouse Height Weight ‘Weight change during past 12 montbs
HRE RS & #E B
2. Have you smoked tobacco in the last 12 months? Q Ys QMo
ABEZBANLT K unie? 2 &
3. Are any of the Insured Persons currently on medication, or consulted doctor or medical advisor, or had any operation, hospital care, medical treatment examination duting the last five years? Q Yes QNo
RERAAFATELRR RS KEBLISFRRTEHE ~ B FH - ERIELRIIER? 2 &
4. Have any of the Insured Persons ever applied for life or health insurance before and had the application declined, or accepted at rates above normal? QO Yes 2 No
RRABEETEPHASRE T P HAT GRRBXA AL RGRREFRE T 2 =
5. Have any of the Insured Persons ever been treated for, or diagnosed as having heart discase, high blood pressure, diabetes, lung disease, cancer, ulcer or any other disorder, or being a hepatitis B carrier; or suffering from AIDS; orhad 0 Yes 1 No
any test results indicating exposure (0 AIDS virus? = =
RERAGFREGAATRAREATAELE | OB S0 < BAR W B FoFRHeRE  XBEFATEL XY EH LA AERRH KRB B LRAFHEH? _
6. Have any of the Insured Persons had any form of sexually transmitted discase or is there anything about your ife style which could expose you to the risk of AIDS? Q Yes  QNo
REARFEEH Cidi | AE LS TR RHRE RS R DR 2 &
7. Have any of the Insured Persons ever participated or intended to participate in aviation (other than as a passenger), racing, scuba diving, sky diving o other hazardous sports? Q Yes T No
BRARTERTREBEFRETA (RRREE) © Bl - RABHA GERRARR LR ERIEES ? 2 i
8. Have you ever consulted a physician, ever been treated for, ot had any known indication of: G Yes O No
MTEERE BB RSHT AR ®

‘The musculo-skeletal system such as trauma or disorder of the muscles, bones, joints, spine? Amputation, paralysis or deformity?
AR RELEMA - F - HERRTREARGUFRATLE?ASHETH0N - BAXARTD

For Question 2 to 8, please provide details of each question answered “Yes”. 7EMJEH2E8% “2” HZHFMRP T :
Duestion Name of Terails of Aflment Turation Dare Degree of Name and Address of Atiending Doctor
No. Person Treated AR Recovery* )
GBS BAKE HAAA From & To £ BARIT G EAN L Rk
I you reply “YES” to any of the above questions, please give the name of the Insured Persan and fulldetails including duration of illnss, doctor’s d add d degree of recovery on separate shee.

ook PR R R WA HIUMRAR S RERFN 0 BAM L b - P AMRREINR -

*A. Under treatment %7€ ¥ /B. Onand Off B8t} /C. Fully recover 5% 28 #

PART 8 CERTIFICATION AND AUTHORIZATION fRiER {R4E

1tis understood and agreed that
1. Tamobliged to supply the information required under this form which is a condition precedent for me and my dependents to enrol in ManuChoice.
2. Tnformation provided herein together with any subsequent alterations or supplements of it ("data”) are collected to ipany to carry on ay be:
(i) used by your company for the purpose of (x) approving and adminstering the policy or any alterations, cancellation or renewal of it; (b) underwriting and any claims or analysis of it; (c) statistical or actuarial research of your company, your associated
the products’ information of your company ; andor
(i) transferred to (a) any related company or other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation o other service provider providing services relevant to insurance business or any association
or federation of insurance companics that exisis or is formed from time to time; (b) any person oxganization or my employer to fulfill any of the above purposes and/or for the purpose of data verification within the insurance indusiry by way of
‘matching procedures or otherwise; and/or reinsurance of the policy.
Thave the right to request access and correction of the data. Request can be made to y inistrati ph inistration Department
T confirm that 1 have obained il necessary authorizatons from my dependents o supply their information to your company if dependents are covered.
Tcertify that all information provided by me in this form is completed and true 1o the best of my knowledge and belief. In applying for ManuChoice benefits for which I am, or may become, eligible.
Tauthorize any licensed physician, medical practitioner, hospital, clinic or other medically refated faciity, insurance company or other organization, institution or pecson, that has any records or knowledge of me or my dependents to provide 1o Manulife any
such information. A photocopy of this authorization shall be as valid as the original
ECEESES
L RARRAYHRA-WARAMAARRALEHM -
2 RAEARGRLEARLLEH AT F L DA TRRLEI R
D FAAAME @ BB RRER AN FL IS AAR O ERRE NI © BRI FRA A KRR EAAHZATAELN © @ AFARMI 2 RIB 5 LZ3
i) HA R AAORRAAXRERA AT AR ELN EXRRBRARRERHLARATE O ETARL AXFALAIBEARX EFAR/AB RS LREEABLTHAA | I LEHRRRE
3 RAARRIE R - A ME LT R E RRATE TR
4. AART CHERRBHRERFERB— A ETHT LD -
5 AAERAAET G EARREH NG AP NG S
6 RARBHAREFALAARR LR ARARTHLEED 2 - RRBEIAME B SRS B NS R AL - RABAT  TOEHRRIERA B  FRAE 2P RARA % -
1
£,

ovaw

now no. in the amount of HKS payable to Manulife tional) Ltd. being the renewal payment.
AR LELS AP ARRR » KR TEAHRE (E&) AR A AR ERFLRIRLA -

Date Signed %% 8 Employee Signature % 8 % &

Note: If there is inconsistency between the English version and the Chinese version of these terms and conditions, the English version shall prevail.
ERE S S Y XV ERPEZTEL I ULV AN PESE ST L
GIA-ENROL-03(0103)



