ESRRE
HSBC Life

CLAIM FORM & & &1

Group Life Scheme - Critical lliness Ef A S5t 8 - Bk

Claim for critical illness. To be filled in by the employee or patient and the consulting doctor,

°

BARNRE - mESIFANBABZLES  AEENER dES SR ARE

HOW TO SUBMIT THIS FORM 20 i 12 % Lt 3% #&

After completing the form please send back to us:
HZRBIE  FHERGRM:

BY MAIL

Employee Benefits Claims, HSBC Life, 18/F, Tower 1,
Road, Kowloon, Hong Kong

BE
ELRE

HSBC Centre, 1 Sham Mong

RREERMNRER - BENERTEVRES T 01E1812

IMPORTANT NOTES EE%15

1. The claim application must be submitted as soon as possible after the patient becoming
aware that he/she is suﬁ‘ering from an iliness or from the date of diagnosis.

REABRZRADEZIHSHEES LARHERERE -

3. If you have any questions about your claim, please call (852) 3128 0153.
IMREHRIEFEAEER - F5EE(852) 3128 0153 -

3. We'll contact you as soon as possible if we need more information, or if we need to have
your claim assessed by a third party such as an impartial doctor or hospital. This could
cause a delay to your claim. The employee or patient is responsible for any expenses
incurred while the claim is being processed.

NREMBEELEH  ABEFTEEL =7 (PINALENE I ORIESEESE R
HIERRER AR - E LSRR RELE - E,\if/\ﬁﬁ—h FELNZR
BEEEENEEER -
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any expense incurred will be borne by the employee or patient.

CLAIMS DOCUMENT CHECKLIST X #4758
What you need to submit with this claim:

R R RE—

o 0o o o o o

PRI AT 3

Copy of receipt(s) of the medical expenses (including deposit receipt)
BEERAKEEE (BFERSKE

Copy of Hospitalisation surgical package charges breakdown (if applicable)

Ebe/ FWEZEME IR (EA)

Copy of Laboratory test breakdown and amount

LB FBEREERR

Copy of Drug list (include drug name, dosage, quantity and amount)
EYHBAIN(BEEYEE  HE BHELRSH)

Copy of Referral letter(s) from any medical specialists

ERERENFEIE

Copy of Histopathology or Laboratory Test Report, Endoscopic, Ultrasonogram, X-Ray,
CT Scan, MRI etc., Diagnostic Written Report(s) and Operating theatre summary (if
applicable)

RIBESERME  NEERSES - BERE - X §4& - CTR#E - #HH
HHRERFHEHRZEIA (WER)

Copy of Employee/Patient’s Identity Proof such as ID Card, Passport or Birth
Certificate etc.

BE /I WAZEHERXGRIAFIMNG HE - BRI HEFRE

Copy of document with the Insured Employee / Patient's name and bank account
details (if applicable)

BE /WAZBEARMRITE OFAMEIAR (0@

REDH 2 &

SECTION 1: CLAIM INFORMATION F 8 - R{E &%

To be completed in BLOCK LETTERS by the employee or patient f{& 8 5% A LA IEH#IE S

1. GROUP LIFE SCHEME INFORMATION [ 8 A & {R b2 & %t

1A. EMPLOYER DETAILS EX & %

Group life policy no.

=88 (R B 1R 5k

Employer name

(=1

1B. EMPLOYEE DETAILS EE& %
Mandatory field, otherwise claim will not be processed %/BiH % « & B =& 1 T T 52 12

Contact Number

English Full Name
HX R B % B A SR A5

1C. PATIENT DETAILS % A & %}

HK/Macau ID card no.
BB H 10 E RIS

English Name of Patient (if different from above)

TR BE SRR (B £ |t S R])

Membership NO. (Refer to E-medical card/Physical Medical Card)
KERBW FeHenBTBAT/ BERAFR)

2. MEDICAL SERVICE DETAILS FOR YOUR CLAIM & % ik #% 5 &

2A. CLAIMING FOR AN ILLNESS E £ & {#&

Description of illness & its symptoms

B E R 2 4 At

Duration of symptoms

HE AR 35 4 R

Is this a chronic or recurring illness?

UL R AR | 8 B 7 [ Chronic iliness 1214

[J Recurring iliness 18 [] Others Eftb

Incorporated in Bermuda with limited liability 74 B %4 5 flt ) 32 2 B B 2 & Hong Kong SAR Office Address *
ERBRTRE B E RN 0 BB RS EL P01 E 1818 Tel BH -

18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong

(852) 2288 6622 Fax [B 3 {§ & : (852) 3418 4976 Customer Care Hotline & = iR 1% £44% : (852) 3128 0153
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2. MEDICAL SERVICE DETAILS FOR YOUR CLAIM (CONTINUED) & % iR % =% & ()

2A. CLAIMING FOR AN ILLNESS (CONTINUED) & £ % ifi % & (/&)

Consulting doctor’s information FE B4+ & ¥

Have you had any previous treatment for | Name Address Date of consultation
this illness or a related condition? BAMSE B8 4 ik Epea=kl

If 'yes', please provide more details.

BRR BRI AR R R A A ER?
R, RS o

[Oves 2 O No 2 B B
DDH MM A YYYYHE
2B. CLAIMING FOR AN ACCIDENT X X #h i 3 &
Date and time of accident Location of accident Can you provide details of your injuries caused by the accident?
ENER NS BOMEE FEEFARAMBNAESE RS R GRS ?

DDH MM H YYYY4F

Oam E5F
HRE;  MINH IPM T

3. CLAIMS SUBMITTED TO OTHER INSURER(S) E [ £ f {R bz 2 5 R1&

Have you submitted a claim to another insurance company for medical [ ves, please provide information below and attach all related settlement forms or documents.
services received? 2 EREMTIERLK ERrAREBERS -

CRECTEMREINBERBAS —RRBARRIERE? [OnNo TE

Name of insurance company Policy no.

[ NCIEE IR E SRS

4. PAYMENT INSTRUCTIONS {5 5 =

[via Cheque — made cheque payable to the employee and will be sent by mail to employee's address.
XE-UXRZINEEUSEIRTEEBAMYL

[ via transfer to bank account (The employee must hold or jointly hold the bank account. Otherwise a cheque made payable to the employee will be sent by mail to their address.)
Please fill in the detail below
ERZHRTPO(WERREZBAASBERTAO  FANFTEUAZIZEAGT FRREEBMML )BEBATFOER -

Account no. Account holder name
&=k PRORAALS
Bank Code #R77#%%%  Branch Code 9174 5% Account Number F 05715

We require a document that includes the employee’s full name and bank account details to be attached to this claim as proof. If you do not provide the bank proof, payment will be
made by cheque payable to the employee and mailed to the employee’s correspondence address.

FRUEEEABROTFPOEANM AL ERBREE2ENRITFAFACERERRENER - BERERHRTER  RMAEUAXEVAXIN FREELBFEESOBAMIL -
5. EMPLOYEE’S / PATIENT’S DECLARATION AND AUTHORISATION {& &/%5 A 2 83 f % #

I/We hereby certify that the answers and statement given above are true and complete to the best of my/our knowledge and that |/We have withheld no material fact.
|/We authorise any physician, hospital, clinic, insurance company or other individual organisation or government office that has any records or knowledge of my/our
health, to disclose to HSBC Life (International) Limited or its representative any information relevant to this claim. This authority shall remain valid notwithstanding my
death or incapacity and a copy of this authorisation shall be as effective and valid as the original. By signing below, I/we confirm the above application and agree that
the Company may use and disclose all personal data about me/us that the Company currently or subsequently hold for the purposes as set out in the Notice relating to
the Personal Data (Privacy) Ordinance (which may otherwise be referred to as 'Personal Information Collection Statement’). | understand | can view such notice by
scanning the QR code on the right, or else | can request a copy by visiting my local HSBC Branch or by calling the Life Insurance Service Hotline: (852) 2583 8000. The
Company will collect, use, disclose and transfer my/our and/or beneficiary’s personal information, for the purposes necessary to detect and prevent fraud (whether or Persoa‘ Infon'mmn
not relating to the policy mentioned in this form) to the following persons who may collect and use this information only as reasonably necessary to carry out the Collection Statement
purposes described above: organisations that consolidate claims and underwriting information for the insurance industry; fraud prevention organisations; other (English)
insurance companies (whether directly or through fraud prevention organisation or other persons named in this paragraph), and databases or registers (and their
operators) used by the insurance industry to analyse and check information provided against existing information.

RA () EILERA FPRRRE N E RIS E Eﬁ&ﬁ 1tﬁjlﬁﬁ9i/ﬁ RANEUER  RACAMT T2HANLLARRARBEENEAEKREZR - RA(5) K
TR B AR A2 RS R&F%ﬂ&ﬂﬁaﬁ‘z Bt - 2R RBARREMAA - BUTEERES ASFRE (BR) BRARSERKRRBHAEAA () 2EBER -
UL IRIEE AN ()L T sk e kB DB RAER - m?ﬁsiz CEIATBAEN - AN (B)ETHEZNBR LMAFE  URAE SEQFAATREBERARBAEBEA O 2

ER L) DI BAE (b 185 A A H KRR ) NFIL 6 S - AR HBRN R AR ABBAA (%) MHA AL cARNAEBLUEBRIEA b s g (50
B4 BZENE  KAAIFSELDITRBEELASRBRH L : (852) 2583 S000REZBMEMEIAX - KA () R HZHEAKNEAEHR ALAT)\i
LAFW’HE il ﬂﬁﬁitﬁ”‘?'?%(ﬂf %Eéﬁiﬁ'ﬂiiﬁﬁﬁﬁ’é‘ﬁﬂﬂ%ﬁﬁﬁi)ﬁﬁﬁﬁﬁﬁE’J MR EBEA BT ERT Lt M 2150 T4 Al e FfE A &8
ARBERRIARER AL HEGFES  EMRBAR (ERITEEN 2R BHEFASIERPEZNEMAL) %Df%%%&daiiﬁﬁﬂfﬁﬁﬁﬂﬂ
WEREL RSN BEERELM(REELE) -

6. PATIENT’S SIGNATURE 5 A % &

DDH MM A YYYY &
Signature of Patient/Parent or Legal Full name (in BLOCK letters) HK/Macau ID card no. Date signed
Guardian (if Patient below 18 years of age) M % (FBAERENEZE) BBIRPI 19 B HFEHH
MABZBRRAAFEEAEE EAR
FABA T 2 A)
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SECTION 2: DOCTOR SECTION Z & - HEBLES
To be completed in BLOCK LETTERS and signed by the consulting doctor LAIFEEE T HEDLBELESE

1. PATIENT DETAILS 5 A & %

English Full Name

Date of birth
e i A B A

HK/Macau ID card no.
BBLRM F 15 F R

Patien\t's membership no. (required for the claim to be processed)
TAARK B 5 (W R R A R R (E B g )

DDH

MM A YYYY4F

2. MEDICAL HISTORY %5 /& 2 8%

Date of first consultation

Date of most recent consultation

How long has the patient shown these symptoms before the first consultation?

BREZBARIEREAE?

[I No, please provide patient’s regular doctor’s information below. 7~ &

BRkZ B H SR =R MAEBE XKL BRZRBEZA?
DDH MM A YYYY4F
Are you the patient’s regular doctor? [Jves 2

EREUBAMNETEBAENER

Full name Address Contact no.
# R BiERE
Ls t};e g)atient referred by another [ Yes, please provide the referring doctor’s information below. 2 + R 4ta# /1 8 At A H -

octor? =
BARTHEME EEN? LINo 72
Full name Address Contact no.
e bkl B R
Date of diagnosis What is the diagnosis of the condition?
=R TR ET R E?

DDH MM A YYYY4F

How is the conclusion supported? Please provide the date and result of any tests performed.
{5 Eat AR 7 IR E AR SN B AN RUI I EN2E -

Date of test Test name Test result
A B8 BH AR B A
DDH _ MM A _ YYYY4F

DDH _ MM A _ YYYYE

DDH ) MM A _ YYYY &

DDH _ MM A _ YYYY4F

DDH _ MM A _ YYYY4F

DDH _ MM A _ YYYY4F

the type of prescribed treatment,
including medication, surgical
treatments, chemotherapy or
radiotherapy, duration, quantity and

space.

HEMBFAERM - WRE=[MTR - &7
Bt = #BSMOR o

Please provide a detailed description of

frequency. Please use a separate piece
of paper and attach it if you need more

R AL AR B 7T YR AR - B IR B
Yak - FADERE (LEKEE - BH -
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3A. CRITICAL ILLNESS SPECIFIC INFORMATION f& % B #2 & #} (Please skip this section if not applicable 2N FE A - FEBBEF )

Definition of Cancer fEfiE 1 € %

Cancer is the presence of uncontrolled growth and spread of malignant cells and invasion of tissue. Incontrovertible evidence of the invasion of tissue definite histology
of malignant growth must be produced. The term cancer also includes leukaemia, lymphomas and hodgkin’s disease. Excluded are non-invasive carcinomas in situ, any
skin cancer except malignant melanomas, locaslised non-invasive tumors showing only early malignant change and tumors in the presence of any
human-immunodeficiency virus.

BEESEEBANSHABTISZHGAER  BAURGERA AR -
gj‘%%é%‘ﬂﬁﬁ%EMﬁ CHEBBENETSH FROZFZHMRUE RELBEEBZIINEAREE EESEHSHZLNAFFZILERURFEENAERRRBES

We understand that the patient has been diagnose to have tumor or malignant disease. Please describe the severity of the illness with respect to the following areas:

BHMTHIZRABRETREBRBMEARR -FHAATIERBRNBRERE

Is the disease completely localized?

B B 7 DYGSXE DNO T
Is there invasion of adjacent tissues? [ ves 2 [INo £&
REBRILHMAMMELR ° = =3
Are regional lymph nodes involved? = e
AP REIFMELE ? [ves 2 [INo T2
Are there distant metastasis? = <=
T RIER A AREE 7 DYes 2 LINo T2
Is it Carcinoma-in-situ? = =
B RARE? Oves 2 ONo F2
If the diagnosis is leukaemia, is it chronic lymphocytic leukaemia? = e
MBLE A A MR - 18 E A 705 2 Lves 2 LINo T2
If thg diagnosis is skin cancer, is it malignant melanoma? [ Yes 2 [INo F 2
MRZEHRRERE ERMEEERES? = =

[dYes 2 [ONo =&

. » . L If 'no’, According to your professional comment, would you still define patient’s
Does patient’s condition fulfil above definition of cancer?

BANEBREAGA Ll EERENTESE? condition as Cancer? Plgas:ei provid‘emriason. \ X o
METR - RECHELER CEEBFANKETEABES HEERLR
M -

What is the site and/or organ involved?

FEAE 7 I AT EERR AL R/ EEE ?

What staging classification is used & what is the tumor staging in this patient?

P EE R TS 5?2 A AR ER AR E?

Is there any information that you would like to add to the above?

CRBEREEHALARATNEMEMER ?

4. DOCTOR’S DECLARATION AND AUTHORISATION B4+ 2P K EES

| declare that all information provided is true and complete to the best of my knowledge.

AAEUBARRABE LR -—REARBENAEER @ RAARARE UAFEEZHLEERL -

Name of attending doctor (Please add

your qualifications) Address Contact no.
THRERR (FRECHEEER) ik BERE

DOCTOR'S SIGNATURE B4+ #E

DDH MM A YYYY4
Signature and stamp of attending doctor Date signed
ITVBREBZARES HFEBH
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3B. CRITICAL ILLNESS SPECIFIC INFORMATION f& % B #8 % % (Please skip this section if not applicable M FiEf - FRKIBER D)

Definition of Heart Attack 0 JEFE & EFNE R

Heart attack is the death of a portion of the heart muscle as a result of abrupt interruption of adequate blood supply to the area. The diagnosis should be based upon all
of the following criteria: a. A history of typical chest pain; b. New ele_ctrocardiographic changes and c. An elevation in cardiac enzyme levels
DEBRERESIONETREMAMBRER, EECEENTMREER -DHEEERUTHEEE: a BARAEEHERFE  b. CEEEL  c. DIBKEAS

We understand that the patient has suffered from heart attack. Please describe the severity of the iliness with respect to the following areas:

HMTHIZRABRBOEBEE -FHRAAT T ERRORERE -

Was there a history of typical chest pain? = s
REARBMERE ° Oves 2 Ono 72
Were there any new characteristic ECG changes indicating a recent acute
myocardiaj infarction at the time of the relevant cardiac incident? [ ves 2 [INo F2
EREELEBREGR  LEBRTAEMMABIKREERASAEETMHEON = =
15 ?
Was there elevation of cardiac enzymes or troponin? = e
DIEBENBE R KT ERBA S Dves 2 LINo T2
[Oves # [INo ==&
If 'no’, According to your professional comment, would you still define patient’s
Does patient’s condition fulfil above definition of heart attack? . , )
BAREIS 2 AZA s e T condition as Heart Attack? Please provide reason.
MRAE  REENEXER CREGHBANKBEEE/OMBEIER? FRM
ZAETREVIEH o

Is there any information that you would like to add to the above?

LBREE ﬁﬁgﬁ}ii LA R E B EF 2

i

4. DOCTOR'’S DECLARATION AND AUTHORISATION B4 2R REE

| declare that all information provided is true and complete to the best of my knowledge.

FAZEUBARAE LE - RERBENAEER @ RAARARE ORAFEEHUIEERN -

Name of attending doctor (Please add

your quallflcatlons) Address Contact no.
EFLEERR (BFRECHEEER) b3k B

DOCTOR'’S SIGNATURE B4 %8

DDH MM A YYYY4E
Signature and stamp of attending doctor Date signed
TVREERAREE HERH
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3C. CRITICAL ILLNESS SPECIFIC INFORMATION f& % B #8 % % (Please skip this section if not applicable M1 & - FRKBER D)

Definition of Stroke FE K E %

Any cerebrovascular incident (or accident) producing neurological sequelae lasting more than 24 hours, including:
a. Infarction of brain tissue; b. Haemorrhage from an intracranial vessel and c. Embolisation from an extracranial source.

EAREOESH (RBH ELERFEEBR 24 NN KARZEE B8F o MASARE  b. BEANELMm ¢ EHANOERE -

We understand that the patient has suffered from stroke. Please describe the severity of the illness with respect to the following areas:

HMTHREZBABETRE -FHAATHIERBRNBEERE :

Is there infarction of brain tissue? = =
BEAKEREE Lves 2 LINo T2
. . 5

I%%j%%;%eﬁw%g;ﬁe?from an intracranial vessel? O vYes 2 CINo T2

Is there embolisation from an extracranial source? = =

ETEEIMERE? Lves 2 LINo T2

Does patient’s neurological sequelae lasting more than 24 hours? = s

A0S R 18 R I R A R B4/ NS 7 Lves 2 LNo T2
[Oves & O No 2

. " . _ If 'no’, according to your professional comment, would you still define patient’s

Does patient’s condition fulfil above definition of stroke? . )

FEANEBEEEA i EE TS ? condition as Stroke? Please provide reason.
MEARE REENEEER CESHERANKBEEEATEANS ? FRMHZER
HIEE -

Are there any additional information that you would like to supplement the above?

CREOBAEEHA LAABTNEMEMER ?

4. DOCTOR’S DECLARATION AND AUTHORISATION B4 B KRFEE

| declare that all information provided is true and complete to the best of my knowledge.
FAZEUBARAE LR —RERBENAEER @  REAARAAE DAFEL DI BEEN -

Name of attending doctor (Please add
your qualifications) Address
FDELEAR (FRECHEEER) 3k

Contact no.

BAERS

DOCTOR'S SIGNATURE B4+ %%

DDH MM A YYYYE
Signature and stamp of attending doctor Date signed
ITPBERRRESE HEERH
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