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Policy number(s) being claimed
iegiRinHASIESuRIANY 84 MW sHivm S

Claimant's phone number and email address: N D

ifenpuismigsiaainni Payment Method

[ |magsmamensimi Bank transfer tunzESIa Bank name

1UNEEIANNE Account holder name

1U2aNNSHESIAN Account number

asSMNuUGUjs ShHauIuNGSiiuanisiesuuaiani Current conditions and the benefit are claiming for

[ ] sinnmn Death HauiunG8 Manulife Medicash [] fimimnsingunmnsijgd Total Disability

[ ] frumasswiinhwim:giaisiigy Accidental Dismemberment
fgsg

[ ] sawiunasminpmeotifigsgiaBaiiyh Early Critical lliness™*

[ ] sawiwnasminpmetifigsginBags Major Critical lliness**
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Please attach the pathology report and all supporting medical/diagnosis document

fiamsismisiusuriony SuHngimsmsuiti information of the claim being made and Life Insured

1 yaggsmsmsuitmAh /Insured person is [ ]ynmimsmsiuita Life Insured [ unuaima Payor

u

2 mawifisugyjs Current address

3 yesusugyjg Current occupation

4 wuns Sameswipsatghimi Name and work place

5 yingisingmidninaigiy Cause of loss event [] 8 iiness naf&§uw Diagnosis

[[] wmsgaisiigy Accident

6 muuligsisimegininaigih ylidjgimsignaidw y y

Date of accident happened, or illness first diagnosed (ig/te/g dd/mm/yyyy)

7 meuligsisinammiduhinumsiAaigimitniyh / / (ts/te/gt dd/mm/yyyy)
Date of first symptoms first arise C -

8 Safghim:mrmsidaigih y Saituding uada Bdsmaihvamusaiind
Place of accident happened or Hospital/Clinic’s location if caused by illness

9 minnmau§yis: wiurinuineuagasa Current and previous medical treatment

muuligs uEAng]  |muuligsiem guing ymaidfw  [uneling ypingliumsmon |wedsndsh
Admission date Discharged date |Reasons/diagnosis Hospital(s)/Doctor's address Contact number

10 gagimsmsuitmmums y npuiamsvapusnivmmywinvuisiisig)a? [] wisYes [ ] 8swsis No
Life Insured having or used to have insurance with other company

iunspvyismseuivi/Name of insurance Company:  ___ o ___

Manulife (Cambodia) PLC
14/F TK Central, #12, St 289, Sangkat Boeung Kak |, Khan Toul Kork, Phnom Penh, Cambodia
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IUGAHIHA 81 AUHSMaWNNEaMIvUNMmiams Declaration and Authorization to Release Information

gms/giun: |, am msugumant)/G8aghtisicue/Holding ID/Passport No
?gfegiﬁirfn f/Date of birth / / (?l;i/fe/ljl dd/mm/yyyy) 17 S/Sex
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Known as the proper claimant of Life Insured named:
msuarumantaniue/GEaghin sinue/Holding ID/Passport number

igieginiAna/Date of birth / / (tg/te/gi dd/mm/yyyy) 175/Sex
HIFUWH18/Address
SRIUIEMIHINY WIGNAS SA{NUIE) 9613 | hereby DECLARE, UNDERSTAND and AGREE that:
1. ¢ms/sm gt stusmnuigmivin yms i §iniisimivia yms Green Card [ sil “Ssiivnd” Isuayiginmspatuvusuigs v

I am not a U.S. citizen, U.S resident or U.S permanent resident or alien (green card holder). If the answer is “No”, additional
form is required.

|:| inugi/Yes |:| Ssiaufgi/No
2. ansfinmssinnaidugmsgiigs upumsissuRanissAmsuaan:inmium Sh{fvpigamemiwiiin Samadmad
grilgnIuAIg ‘
All information provided by me for this claim is completed and true to the best of my knowledge and belief.
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msmsuivminusinsiisi8n mifigmeif uguerm missma migamsjanmustnamo fuagida u gianu madimag y
animaun]s mogigpwiswisma (H8und) y Humnaiivaisgay (winau) gn‘;gswimuatﬁsmgsvatﬁ g1 (AvUisms
ftmugiuRIjsUIsSiug W fHunasfidmssinsRIA o minwatyisind misissusinni g
| hereby authorize any licensed physician, medical practitioner, hospital, clinic or other medical or medically related facility,
insurance company, organization, or person that has any records or knowledge of the Life Insured or Life Insured’s health
which is related to consultation, prescription, surgery, physical or mental health service, alcohol or drug abuse and may

include the information relating to sexual transmitted disease, acquired immunodeficiency syndrome (AIDS), or human
immunodeficiency virus (HIV), to give Manulife and its reinsurers any such information for the purpose of claims assessment.
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| consent to the use of information provided to Manulife and | will provide Manulife with information that Manulife request
from time to time and allow Manulife, when required, to share with and report such information to our local and foreign
authorities (including local and foreign tax authorities) to meet required regulatory and legal requirements.
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If a claim is submitted by me as the policyowner or beneficiary whom known as the proper claimant, then | confirm that | have
obtained the necessary authorization from the Insured to (a) supply his/her information to Manulife; and (b) transfer all
supplied information from Manulife to me. | also understand that the information requested in this claim is required in order
for Manulife to process this claim.
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| also hereby agree with and authorize Manulife to deduct from the claim payment, in the event that, | have any shortfall, for

whatever reason. Manulife also has the right to reverse or claim back any incorrect payments caused by incorrect or omission
of required information provided in processing the claim.
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Signature/Thumb print of proper claimant S|gnature/Thumb print of Policyowner  [Signature/Thumb print of Witness
tune Name: tune Name: s Name:

mouiigs Date: mouiigs Date: mouiigs Date:

Manulife (Cambodia) PLC
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