Il Manulife = #

PRE-AUTHORIZATION FOR CREDIT SERVICE FOR HOSPITALIZATION FORM (Submit to ClaimSimple)
R ERREERIRS NP RWNBITRE (4 ClaimSimple 1£%)

Eligible Products: ManuMaster Healthcare Series/Benefit, ManuShine Healthcare Series/Benefit, Manulife Supreme VHIS Flexi Plan and
Manulife Supreme Lite VHIS Supplementary Benefit (“Designated Products”)

BMETRERTMMREERAEETRERT MMERRE. 2R EHBRERRETHRIREF T2 BB ERMERRE (FEE~m1)

We understand that hospitalization and inpatient treatments often come with the burden of unexpected medical expenses. The Credit Service for Hospitalization
is designed exclusively for Designated Products’ customers, and you can submit pre-authorization request prior to admission. Once approved, we will pay the
estimated credit amount of eligible hospital and surgical expenses on your behalf. Let us take care of the bills for you so you can focus on treatment.
BATRBAERMERATEEFSTRRODERNMBIE T KB EREARSEATEE = RIZF ML, B F NIRRT ENEIE, —E#tiz, HI1E
RACHZNHEEETULZ M ENEESERRFRER LR EKSE, UERT FESAT, BERR,

6 simple steps to request for pre-authorization for credit service for hospitalization

6 T ERSRETMASMEREBIRS (FN D RINRIR

} Complete the form (Page 2-3 by attending physician/surgeon, Page 4 by policy owner/insured person)
IHZRE (F2-3TIHFIZEEIES, BATIHRREFE A ZEAEES)
- Be sure to have the attending physician/surgeon provide the medical information in the form, at the
insured/policyowner’s expense (if any)
BAREEZEESIMIEETHRIERBEETIFE, HEEREFEA ZRABTRIBIESRIEZER W0H)

u_ Submit the completed form and any diagnostic report(s) and other related clinical information to
' ClaimSimple - Pre-assessment (claimsimple.hk) at least 5 working days before admission to hospital

FREIADFREN TIERHEZ BTG ISR S R E B XIRARZERIER ClaimSimple - 551 F4& (claimsimple.hk)

"2
- This form is only applicable for ClaimSimple submission. If you would like to submit by other channels,
please contact your Manulife advisor for assistance.

HEFRASGER LA ClaimSimple 132 FRIE, SR T HARIEIR I FRIG, 1B LS ISRV AFBIa) T K DBl

M Upon approval, we will send you a Letter of Confirmation and inform the hospital concerned of the pre-authorized
credit amount.

— 1%, T PR R E & B THUZEIAT), RTINS TR ER.

Upon admission, please present insured’s identification document for verification.
+ NBEY, B A ERRH AR RAB B IERE S 4 LU EZSE,

"= At discharge, please settle any deductible and/or net balance that exceeds the pre-authorized amount, and
=== then submit a completed Medical Insurance - Hospitalization and Surgical Claim Form (C13) to us by referring
to our “Hospital Claims Instructions”. When we receive the invoice from the hospital and complete the claims
assessment, we will notify you on the shortfall, if any.
B, BT E R B8R, B H T IRNEEEH, KR ERRE1E5 1 R EIBIEZ M ETT RK-
ERERFAMREETR (C13) L. BRNMEFRERKE RERREIT GG, BITSBRESTEH B EEm
BZEF (W0H) .

When using the Credit Service for Hospitalization, “Designated Products” will take priority for reimbursements
over other medical plans during the medical claims assessment.

IERARABEREAIRS, B ITETIERTME, 25K EE M FHEE,

If you have any questions, please contact your Manulife insurance advisor.

B IEAERR, IBERGE SR BRFIII,
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https://www.manulife.com.hk/content/dam/insurance/hk/en/documents/services/forms/medical-insurance-hospitalization-surgical-claim-form.pdf
https://www.manulife.com.hk/content/dam/insurance/hk/en/documents/services/forms/medical-insurance-hospitalization-surgical-claim-form.pdf
https://www.manulife.com.hk/zh-hk/individual/services/file-a-claim/claims-procedure.html
https://www.manulife.com.hk/en/individual/services/file-a-claim/claims-procedure.html
https://www.manulife.com.hk/content/dam/insurance/hk/en/documents/services/forms/medical-insurance-hospitalization-surgical-claim-form.pdf
https://www.claimsimple.hk/?lang=zh_TW#/
https://www.claimsimple.hk/#/

Details of Treatment and Estimated Expense

ATTFRERMEEARE

(To be completed by the Insured’s attending Physician/Surgeon at the Policyowner/Insured’s expenses if any)

(BAERRAZEZELETINIELES, IEEZEFREFEATZTRAZTETRIBESTRIZEER)
Patient’s Information B A&¥}

Name of Patient AR : HKID of Patient B AZ A S MHIE: Sex M451:
[ ]Male 2 [ |Female &
Hospital name EBR&#R: Room Class {¥B4&3:

[ ] Day Surgery BiglEA
[ ]Ward @5 [ | Semi-private 3FA% [ |Private FAR

Room Price (per day) :
EENIE (ER)

Planned Date of Admission ( DD/MM/YYYY) Fiit NizBHA (BB %) :

Planned Number of days of Confinement $iit{¥fz B%%:

Medical Condition EJTi¥lE

1. Chief complaint of current consultation 2XFhiZ 2z Eik:

2. Diagnosis and associated signs and symptoms i BFNAE <5 A BeJiiE :

3. Date of accident (if applicable) =42 EA (30iER) DDH,MMA YYYYE

4. Where and how did the accident happen (if applicable) oM=K 22d GER)

5. Part of body injured and type of injury caused by accident (if applicable) EINSHERAL 1A GNER) |

6. Onset date of first symptoms Ex4&%BEA (DDA, MMA /YYYYE) :

7. First consultation date of first symptoms ER A% RiZBES (DDH, MMAB /YYYYEE) :

8. s the condition recurrent/chronic? ItIERBENE XL 18MH?

[[JYes2 [ INo&

If “Yes”, onset date of the first episode. 30“2”, B xFH4ABEE (DDH,MMAB_/YYYYE) :

Physician name E£E# R :

Telephone Number B3iESH3:

9. Name of the physician that the patient first consulted for this illness (if any) FEAFLIERFBEARIZSHEE SR KM EBIE G08) ©

details and explain why hospital stay is necessary

[[JYesg [ INo&

If “Yes”, please give details. #152, BiFA > :

10. If hospitalization is for scans, diagnostic tests, physiotherapy, or any procedure that could be carried out in out-patient or day surgical centre, please provide

WRR(ERRZ B B9 TSR IRPR (38, ¥R AT T S ME R A T S s B I F AR LT, BiRiFE AR AR R RR:
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1. Isillness/injury related to the following condition tti&ss, S B H U TE RS IE:
a) Congenital/Hereditary anomaly e XM 55 []Yes2 [JNo&
b) Psychiatric condition ¥&%#1 [JYes2 [INo&
c) Influence of alcohol, drug or intoxicant ;&#&, Z94ak FREE 520 [JYes2 [ JNo&
d) Obesity, weight control BER¥, {RE$zH []Yes2 [JNo&
e) Pregnancy, childbirth, abortion RZ2., 534, = []Yes2 [ INo&
f) Dental condition FFEEHRR [JYes2 [INo&
g) Cosmetic related treatment E&HEXFT12 []Yes2 [JNo&

12. Has the patient ever had the same or similar symptoms/medical conditions before? Jm A 2% L2 BH[E—ABINFIE, & 5R?

[JYes 2 [ INo&

If “Yes”, please state when and describe details. #0172~ , 15 FR{AIBY Ke iR 15,

13.

Is the patient having any treatments or taking medicines? J& AIM/E R B IEZ AT HARAZY?

[JYes 2 [ INo&

If “Yes”, please provide details (including onset date, consulted doctor’s name, diagnosis, name of medicine taking, etc).
W R, ER IS (BERA B, MI2ESHSR, 128 7%,

Treatment Details ;57715

14.

Surgery/treatment required iz FR 45T :

Estimated Surgeon Fee FiT49MI FARE

15.

Anaesthesia FfE%: [ | General £ 5RFES [ ] Monitored Anesthesia Care lFFES [ ] Local /5 &pmres
Estimated Anaesthesia Fee FRiitFFEEE: AR :

Estimated Operation Theatre Fee FiitFAREZA:

16.

Please list out any lab tests/imaging/other diagnostic investigation required for the hospitalization and reasons for having those. If patient’s condition fits to
have the diagnostic investigation done at outpatient setting, kindly refer accordingly.
BNFEERRZAY AT At EMES ZERENRE R IR ANERES T 2 # T2, ISEER EN T HE.

Can the investigations be carried out in the outpatient setting? 2& ] LAMI TI2I&FEHIERIZERE?

Estimated hospital expenses FiitErrE: A

17

Doctor’s Visit Fee B4R : /day &H

Specialist Fee ERIEAE:

18.

Estimated total fee for this confinement it 222 A:

Doctor’s information E45¥}

Are you related to the patient in any way other than your professional capacity? FAE W S 39h, SHARTEHMAER?

|:| No & |:| Yes, please specify the relationship with patient &, I&EPASHKAZXE:
Doctor’'s Name E&4#4Z : Doctor's Signature and Chop EAZERENE:

Contact Telephone Number BA4&EEIESHY:

Fax Number ffESH3:

Email EBHR:

Date HHA: (DDB . /MMAB /YYYY4E)
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Declaration and Authorization FEAE I
(To be completed by Policyowner/Insured HIREIFEAHXZRAETS)

I/We hereby declare that all information provided by me/us in this form is complete and true to the best of my/our knowledge. I/We further authorize any physician,
hospital, medical service provider, insurance company, claims investigation companK government authority or organization that has any record or knowledge of me/us,
my/our health or my/our activities (including records relating to Social Welfare, Workers’ Compensation, credit, financial, earnings and employment history) to furnish to
Manulife or its authorized representative such information including without limitation all information with respect to any illness or injury, medical history, consultation,
prescription or treatment and copies of all hospital or medical records and the original invoices concerning the medical services rendered. A photostatic copy of this
authorization shall be as effective and valid as the original.
ZlSA/ AV AREN /BN FAERENFREZERZARN BN Z 2B HAELT M AN EINEENEAEE. B ETRSIREE. RO AT BE
EENEBAEXRIIHEMFE AN BIINAZE BERARIER (@FE XA HITRZHSEH RS TRE A B2 E 58 WBUROR N E R
WHER) ZBLAR LUZERN, GIEERRFABEE XA KITZERSEZG, R 2RISR E A A aT RFEERR ETIEREIS R EREETRS Z
IEAR ZEERF R EAE N RN B 2 E6A S5 IEARERER .

I/we understand that the pre-authorized credit service approval for hospitalization/day surgery/treatment shall not be regarded as admission of liability on the part of
Manulife for any claim payment. The eventual actual claimable amount will be base(}/on the final claim decision that is subject to insured’s eligibility and case-based
exclusion(s) (if any), reasonable & customary charges of all eligible expenses, claim documents/information to be received, benefit limits, remaining balance of the benefit
limits, general exclusions and other terms and conditions as stated in the policy provisions, and reduced by annual deductible amount (|f applicable). Should there be any
dlscrepancy between the pre-authorized credit amount provided and the eventual actual claimable amount, the actual cIa|mabIe amount shall prevail. It means that, if
he pre-a hr|z d cre | m n i hihr hn.h eve n .I £ A I la |rn ble m n I/w Wo I n 0 S€ I. n hortfall as resulted frm h
e Repaymen N0 d E
Othervwse |/we authorlze Manuhfe to offset the shortfaII amount agamst (to the fullest extent perm|55|ble by the apphcable Iaw) the amount due or payable to me/us from
this Pollcy/Beneflt and/or any Policy/Benefit issued by Manulife of which |/we am/are owner(s) or trustee(s) including but not limited to any death benefit, dividends or
return of premium (for whatever reason)X If the eventual actual claimable amount is higher than the pre-authorized credit amount, Manulife will seftle the claim in
accordance with the eventual actual claimable amount.
AN HA BBEERR BEiEFAR AT RAEE ARSI S 1RAZ A e A ARG B K= S T R AR SEPNR EAUS B A T REIEERE, H S FZRANZ
RERRTANRERINE I & RN AET S ERIR BN U EIRVIER SRk T%FEFE@M%F%HE’J$§J\—H:T 1%%15&1%$TTA"FZEﬂﬁ-rTAZ’ZiHMJ #
FNESENE[E QLER) . AVFERHtIZE TS REN LN S E TRER, BURE LRSS T E. B R YEREICER: )
BEE, A BIVAFIRH  ETEHBHeERRREFAFRE (EiR) BRAS(TEFL) SIS EEH‘V%@BE%EI:B’J%@&’X#J‘:TWU ZlSA/ ?izﬂ]?ﬁ&fﬂ?ﬂ
RZUERIN (£ AR AR ASEEIMN) MRS RFE, K, S E([ EE?’”E%'JK&'#LXZISA/ HAWERRBEIFE AR GSHANRGE,REFIFRZAFAAN B NE
PR EEIRR, SR ER R TR ASHIEE. AFSHFREBRIE (RSAMERR) . &=L EE TS T VTSN HIZE R, A R R GRS RS (TR,
|/We understand that acceptance of this Pre-Authorization for Credit Service for Hospitalization Form by Manulife shall not be regarded as admission of liability on the
part of Manulife. Actual eligible claim amount will be subject to the final claim decision. All benefits payable are subject to the terms and conditions and the full list of
policy exclusions. Should there be any d|screpancy between this assessment and the final claim decision; the final claim decision shall prevail.
N /BATAB EFIEZ AP ERIER %Eiujjf—ﬂﬁtﬂﬁééwﬁfukﬂ'zo+5Tmﬁ1%$§ﬁue—é{‘1f¥m REFEFIERED B RaERSE REST AN KER
ﬁT\T%Z%IDTE’\J'E)R‘Fiﬁotﬂltl:ﬁﬁ’—ia—é%i%ﬂ REBEAER, WUARLIERIE I,

Personal Information Collection Statement ™ AZ¥ &R ER

Informatlonélncludln but not limited to personal data and health information and claims history) collected from me/us/my dependent, the policyowner/policyholder and
the proposed insured, can enable Manulife to carry on its insurance/financial business and may be:

MEN BZ /I NIRE. REBIHEARINZ RN FTENZE (IFERRT N A SR RN RERER) , THENBTEER0 /SRS 2 B, Ha:

i) used by Manulife, its associated companies, employees, third-party vendors/service providers, reinsurers and/or distributors for the purpose of (a) processing my
application, |nc|ud|ng but not limited to, determining eligibility and approval; (b) underwriting; (c) handling claim(s) including, but not limited to, administering,
assessing, adjudicating, investigating, seekmg external professional advice, dis ursing payment, shortfall management, subrogation, analysis and reporting; (d)
requests for payment and/or credit services; g e) administering the policy or any alterations, cancellation or renewal of it; (f) detecting and preventing fraud (whether or
not relating to the ﬁohcy issued in respect of this application); (g) providing customer service, including but not limited to, any follow up on related enquiry and/or
communication with you and/or your representative(s); (h) statistical or actuarial research of Manulife, Manulife's associated companies or the insurance/financial
industry; (i) automated/artificial intelligence decision making or profiling; (j) complying with applicable Iaws regulations and other related purposes;

TR EXBEAT) B R B =R /RS HNE. BRR AT, RO HEEERAT U TER: (a) AMEARARE, SR ETRTEERERAIZERIE; (b) Z1F; () A
HIE, IR ERRTEE. FMh BRIFEACRIMNEZ W E N A ZMEIE KRR O CIREER; (d) (IFEKRE,HEHIRS; () BIEREHFXRE
YIS  BUE AR ; (f) (S MPACIE (BIRRE SARIEBEANREEX) ;(g) IRIEEFF RS, SIS ERRTIREBXES, LU SH5E TR &
EEE%I‘S%E%?E;(M 7’":2%&7‘"3%']8’\]9&%’&%221% %, %mﬂﬁlLFﬁFFJEE’J nﬁitﬁﬁﬁﬁﬁlf’ﬁ (i) & FBonfh, ATEReBVREES 7217, () BFEREREMR
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 or other
service provider providing services relevant to insurance business or any regulatory/statutory bodies, association or federation of insurance companies that exists or is
formed from time to time; (b) any person/organization to fulfill any of the above purposes and/or for the purpose of data verification by way of matching procedures or
otherwise; and/or reinsurance of the policy; (c) health care professionals, hospitals, accountants, legal advisors, employers; (d) organisations that consolidate claims
and underwntmg information for the insurance industry, fraud prevention organisations, other insurance companies (whether directly or through fraud prevention
organisation or other persons named in this paragraph), law enforcement agencies and databases or registers (and their operators) used by the insurance industry to
analyse and check information provided against existing information.
B E (a)HAEX AR HEMM BRI ERIGER L SHAT. PN AGREERBXRSNRE BE X EMNG, REAIEFES R RIS E SAEVAE D
KFROATIERS ; (b) UKL LR E R —INE B K, 3 USSR S B 5 T TEUBIZ SR LUK, S TR E BRI ETMNERNA AR () EIFELARE
B SIHIm AR BE; (d) AR ESRERIZRERBNGE, BERVETIME. EtROA S (Tt REEES EREI M ERIENE S AR Z A+
ERER) (BUENM. AR RIRIBEINE R T AR O ZE IR ESR e (REEEE)

All data processes may involve a transfer of information to places either within or outside the Hong Kong Special Administrative Region/Macau Special Administrative Region.

FrE RN RE R ol R R ARl 3515 R E A T X SR SR TR IR M 75

I/We understand that by completing and returning to Manulife this form, I/we am/are agreeing to the Notice to Customers relating to the Personal Data (Privacy)

Ordinance (“Notice”), and the Notice is available on Manulife’s website (www.manulife.com.hk) or upon request from my/our Manulife advisor (“Advisor”).

A BATBEESIEZ N RO R, BIFRTRAAN HITRAEE X AZE @A) 460D @) (RER) 2WE, i@ Al F2A /AL (www.manulife.com.hk)

AN BRI (TERiR]) ZREY.

X

Signature of Insured (if Aged 18 or Above) * Name (In BLOCK LETTERS) & I.D. No. of Insured Signature Date (DD/MM/YYYY)
ZHRAZEZ@+HN\SHUL)* ZRAER (EUERRE) REHESHE FERBHB B/ F)

X

Signature of Policyowner Name (In BLOCK LETTERS) & I.D. No. of Policyowner Signature Date (DD/MM/YYYY)
REFEAEE REBFFEAER (BUEEPRE) R EHIESHE FEZERHB B/ F)
* For Insured aged below 18, signature of the policyowner must be provided for the application for Pre-Authorization Request
18%F LT RRAZ T ENRIEMLARREFEAES
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