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Claimant’s Statement of Accelerated Health Benefit
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Please complete this claim form in BLOCK letters and put a ‘tick’ in the appropriate box(es).
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Any amendments must be endorsed by the claimant in full signature.
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If more space is needed, please use the plain paper with claimant’s signature for additional information
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Manulife reserves the right to seek further clarification on any information provided in this form.

comé:s aﬂ?..@ﬁﬁ@afm?rmgﬁm / Policy number(s) which claim is being made

e0lco8slod(gps)/ Policy Number(s)
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Full name: (Name as shown on identity Identity Card/ Passport/
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39(\36@35@’5(3%:%6]0’3/ Employer's Phone Number:

g

C\?(Sﬂé@ﬁ(\%(sm / Employer’s Address:

C\)OSO3BC\)60366 ’)('YS@ CD(S%)GOJ)G ('7% 33@6[;](066 QO é @COSO\) CG O%G(O’S[;](S]/ 33(\)6[§CGOé GOJ“C\)é @COéC\%O{) CG ('7%
1 L0 ? [ ? T L ‘? ‘? JL] ‘? @ i L L ‘? Gl ° JJ ? L 8 ‘? i
.3@5@(3]" / If you have returned to work, give date of .3@5@6]"/

Give date on which you last worked at your
present regular occupation:(DD/MM/YYYY):
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q[ésg|co@o/ Average monthly salary:
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39:%%5136:/ Part Time

return: (DD/MM/YYYY):
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Q[ésg|coeo / Average monthly salary:

If you have not return to work, when do you
expect:(DD/MM/YYYY):
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q[ésg|co@ / Average monthly salary:
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Notification will be issued upon full completion of the claim process.
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In furnishing this or other claims forms for the convenience of the claimant, the Company does not admit any liability or waive any of

its right.
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New Diagnosis of a chronic disease

O eao:aﬁoo(rg &/ Hospitalization
O 3093 {36e05ma0es0¢ (ICU)/ Intensive Care Unit(ICU)
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3. foeaﬂ{ss@é@é:zaemsgagl Details of Iliness:

G@O:eﬁooogoaéei/Date of Admission eao:s:]aoézwéei/Date of Discharge

1. gpooq§o(gboopyes/ Date of lliness first commenced: 4.306poge eepolzepdonboopgeg/Date of diagnosis by attending physician:
((DD/MM/YYYY) (DD/MM/YYYY)
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Please describe in detail the conditions and situation before getting the diagnosis until illness. (if applicable).
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Name, address & phone number of the present attending physician (If other than physician mention above)
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Have 7you consulted any other doctor because of your present illness or for any other reason during the last two
years?
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Has or will a Claim be filed with any other insurance company, Workmen’s Compensation, etc? e‘j{;c\ﬁé
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Policy number Issue Date Amount of income benefit Weekly/Monthly/Yearly
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I hereby declare that the information in this form, are full and true to the best of my knowledge. | also authorize any physician and other

persons who has attended the life insured and any hospital, insurance company, organization and other institution to furnish Manulife

ryanmaé, all information with respect to any illness or injury, medical history, consultation, prescription or treatment regarding the
eceased.
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Signed at Date (DD/MM/YYYY) Signature of Claimant (@w(ﬁm@éw)g?g&j&é 60709 &)/

Signature of Policyowner
(if not the same with Life insured)
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Notes:

Please check that this form has been fully completed as any omission may delay the claim process.

All claims documents may be submitted at our office, through your Representative or by post. If you are submitting the documents by
post, please do not submit originals.

Upon receipt of all the above required documents, we will process your claim and inform you of the outcome as soon as possible.
However, in certain circumstances, we may require further information after the above documents are received.

If you are asking another party to handle the claim process on your behalf, an authorization letter is required.

For any enquiry regarding the claim, please contact our Customer Service Phone Number 09 765467100 or your Manulife Insurance
Advisor.
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