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CLAIM FORM & & &1

Group Life Scheme - Total and Permanent Disability/Accidental Dismemberment

ERASHE -T2RKABRXIFRD/BEIMEE

Claim for total and permanent disability or accidental dismemberment. To be filled in by the employee and the consulting doctor, any expense incurred will be borne by
the employee. T2 RAKABEXBIMEENRE - AEEMZNELEER  MELENEMRHESRIE-

HOW TO SUBMIT THIS FORM 0] 2 % bt 3R 4% CHECKLIST RE X #EE
After completing the form please send back to us: What you need to submit with this claim:
HEREER  BEEbEM: BRI RE — R AT X -
BY MAIL OO  Copy of Sick leave certificate with diagnosis and/or proof of consultation
[P P e S e
Employee Benefits Claims, HSBC Life, 18/F, Tower 1, HSBC Centre, SUA D B 2 1 RGE A e/ SOR B I Rl _ _
1 Sham Mong Road, Kowloon, Hong Kong [0 Copy of Physiotherapy and/or occupational therapy reports (if applicable)
B W R B E AR R ERIA (WER)
_ N . ) [0 Copy of drug list (include drug name, dosage, quantity and amount)
ELRBRESRANRER — BBENEAETEVES P L1818 BYFBARN (RREENETE HE BELRSHE)
[0 Copy of Referral letter(s) from any medical specialists
R ERENFEIA
[0 Copy of Histopathology or Laboratory Test Report, Endoscopic, Ultrasonogram, X-Ray,
IMPORTANT NOTES & E %75 g;pﬁggg‘,el)\/ml etc., Diagnostic Written Report(s) and Operating theatre summary (if
1. We'll contact you as soon as possible if we need more information, or if we need to have %ﬁ%@dt%ﬁ%ﬁ% F NSRS  BBRRE X 5T CT @i MO RRSDE 2
your claim assessed by a third party such as an impartial doctor or hospital. This could EEBRERFHNERZNAR(WEA)
cause a delay to your claim. The employee or patient is responsible for any expenses [0 Copy of Police Report (if applicable)
incurred while the claim is being processed. ZREWRESA (EA)
NERMEETLEE  RESERE=5 (PINAEHNEERSER)TEERHRE [0 Copy of Employee/Patient's Identity Proof such as ID Card, Passport or Birth
RIS RRECHE - ETARIREHRELTE - EERBATEVLFEINE Certificate etc. _ i s
EEEEAR R . e BE/FAZ FRERIHAADNGHE BRI L EFRES
O f ith the Empl Patient’ k ils (if
2. If you have any questions about your claim, please call (852) 3128 0153. gngcgblcei?cument with the Employee/Patient's name and bank account details
INREEREFEMFER - FE5EB52) 31280153 © BE/MRAZBEARMIEITE AFAHEIAR (ER)
[0 Copy of the latest employment pay slip as proof for the sum assured issued by
Policyholder
HREFEAFHZBOIARBRBIRUEREAEBE
SECTION 1: CLAIM INFORMATION F 3B — RE & &
To be completed in BLOCK LETTERS by the employee or patient Hi{& 8 &% A A & 1H S
1. GROUP LIFE SCHEME INFORMATION [ 88 A E 5 81 & 8
1A. EMPLOYER DETAILS & =& %}
Group life policy no. Employer name
B B2 R E MR EBEEHE
1B. EMPLOYEE DETAILS E& & %
Mandatory field, otherwise claim will not be processed %/BiE % » & BIR{E #1532
English Full Name Contact no. HK/Macau ID card no.
Eyg Bk 4% B 5E SR A BEBNRPI 50 E RIS
Email Membership no. (Refer to E-medical card/Physical Medical Card)
B RERR FensnEFRENEREBEFR)

2. EMPLOYEE'S EMPLOYMENT AND EDUCATION INFORMATION EEM ¥R 2 E &R

2A. CURRENT OCCUPATION AND EDUCATION 3 i i 3 [ 22 B 5% 58

Occupation Job title Occupation industry Duties you performed in your role
EEES [:41v2 1% TEEE
What are your academic qualifications/training credentials? Type of work environment
A R AR B2 5 15 51 R T BhRA
O Indoors O Outdoors O Both indoors &
ISTa ISEI outdoors
FRAKFI

Incorporated in Bermuda with limited liability
ERERTRE B FE A 0 BB SLBEREES

A S 2 B IR 22 & Hong Kong SAR Office Address : 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
Weh 01181 Tel % 55 ¢ (852) 2288 6622 Fax [B X {44 : (852) 3418 4976 Customer Care Hotline & = fR i 244% : (852) 3128 0153
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[ Yes, please provide information below. 2 * 12t 515 ©

[INo &

DDH MM A YYYYE
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3. DISABILITY INFORMATION (CONTINUED) & %k T {E 8¢ 0 & %I (%)

3F. IF THE DISABILITY WAS CAUSED BY AN ACCIDENT MR TEZMMEHRE X TS

Date / time of accident

Location of accident

How did the accident occur?

Specify part(s) of the body that were injured
and the type of injury(ies)

BINAH R B B oMt 2, BN E B & AL RS
DDE  MMA YYYY 4

Oawm k4
HRES  MINg LIPMTF

Was the accident reported to the

police?
BREEMESRBEREIN?
[OYes = ONo &2

If 'yes’, please provide details.

LIS

Police station address
REREZ ik

Police report no.

IR

Was the accident reported to your

If ‘'yes’, please provide details.

employer? R AR e

CREBMAEEZHBRBIREIN?
[COves 2 [ONo &2

3G. JOB PERFORMANCE AFTER DISABILITY ¥ & T{EgE D& TEER

Did you provide your employer with a sick leave certificate?

ERERECHEERETREZRA?

[ Yes 2

[ No F2

Last day of work

Estimated date of return to work

How long have you worked in this occupation?

KR TERH FE & fa] 05 AT LAAR A8 T F EREEEBESA 2
DDA MM A YYYYE DDH MM A YYYYE

Have you been able to work since your condition began?

BREERTIERENE  BREBEANSEMITENITIE?
[COves 2 [ONo &2

If 'yes’, please provide more details (i e. types of duties performed, total number of hours per week).

R BREFEE (BEITEEL  SBTERHZ) -

If ‘no’, have you sought alternative employment or

voluntary work?
WA ERESRKBEMITEREL?

[OYes = ONo & &

If 'yes’, please provide details.
R EREEEE e

3H. CIGARETTE AND ALCOHOL CONSUMPTION % {2 K & & & 1&

Do you smoke cigarettes? If ‘yes’, how long have you smoked for (in years), what type of cigarettes, and how many on average per week?
LREEAREBIE? W ERMREEE  REEE - T -EHREHE -

[dYes =2 ONo T &
Do you drink alcohol? If 'yes’, how long have you been drinking alcohol for (in years), what type of drinks, and how many on average per week?
BREFRREBE? R EIREIEEFE  BE  TH-EHRRBHE -

[Oyes 2 ONo & &
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4. FURTHER CLAIMS SUBMISSION TO OTHER INSURERS @ & fti {& b 2 5] R &

. ) [ ves, please provide information below and attach all related settlement forms or documents.
Do you have similar benefits with any other i |nsurance company?

BB UL R S SO - #5575 R L A (R BB 1 2 Dﬂi 'Tk tTRHERAL LA BB ERI -

No &
Name of insurance company Amount of sum assured Type of benefit Policy no.
NG EE RIE S IR A R RE GRS

5. PAYMENT INSTRUCTIONS I 1§ =

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

[] 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.

BRERTFPO (WEAREEZBEAXBERITFO  SRINFEUAXZEFVAT FTREBN DL - FEBUTFOER -

Account no. Account holder name
&=k FRAFAEALA
Bank Code #R77#7%.  Branch Code % 1T#7 5% Account Number F [ §7 5

We require a document including the employee’s full name and bank account details attached to this claim as proof, otherwise we will mail a cheque instead. 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.

FRUEBAWRITPOEAXHEALFREBETEEZEMRITFPAFMEEERRTENER - EERERHRITER  RMBBEBXEXN TRERE U F I EFBA YL -

6. EMPLOYEE’S / PATIENT’S DECLARATION AND AUTHORISATION {E &/%5 A K 2 85 R % %

I/We hereby certify that the answers and statement given above are true and complete to the best of my/our knowledge and that I/ 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
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
purposes described above: organisations that consolidate claims and underwriting 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), and databases or registers (and their
operators) used by the insurance industry to analyse and check information provided against existing information.
K}\(%)Eut%ﬁﬂL‘Atﬁﬁ%f#\E‘Uﬁﬂﬁ@iﬁ&ﬁatﬂjﬁﬂﬁﬁ RAZUER  RABHAMT T2HAAR AT RARKZAENEAEKERR - KA (F) KR
R AEARANREER RIBAE LS B4 - B - 21 RBRAFISEMFLA - BF#ERES ASRR (BR) BRAFSERRRBHERAA () 2EBER -
UL REERAA (F) ST HERENBRERAER - AREEZZNATBER - AA(B)ETHEZNER LA RFE  WAE BEQRARERXKEABEEA &
AR L) EPIMBAE (BTIRA EAZRIKEBR) NGRS - AR EBRELLEBAANAA (S MFEEALR - AABETNEBRHED  misie o)
M ZHIBEEZAME A AT SEL DT BEEL ASRE R  (852) 2583 8000RHGZMAMEMEIR - AA () & S Zm ANEAEL ALAT)\i
ARERBARG ERFFTR (Emet Bl AR EmMEHNREGHE)MENEN MMEMAREFAETEET LB ZBERTA A REMERSLER :
SRR ERRMARE AL DHGFAL  ARBRAR (BRI EEN 2B Hliﬁﬁmﬂﬁ%&zliéxﬂtﬂ?a%E’Jﬁﬁiﬂ)\:t) %Df%ﬁﬁ%a‘dtfﬁﬁé“ﬂﬁﬁﬁ?ﬁkﬁi
MERMERE TR ENBIE BB LM (REEEE) -

Persona\ Information
Collection Statement
(English)

7. PATIENT'S SIGNATURE A %8

DDH MM A YYYY4
Signature of Patient Full name (in BLOCK letters) HK/Macau ID card no. Date signed
MAEE HE(BAEREXER) EENRP & 0 E RIS HEAH
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SECTION 2: DOCTOR SECTION Z 8 -

HEEES

To be completed in BLOCK LETTERS and signed by the consulting doctor AIE#EBEW R ED B ERE

1. PATIENT DETAILS 5 A & %

English Full Name Date of birth HK/Macau ID card no. Patien\t‘s membership no. (required for the claim to be processed)
e i A B A BENRM 51 ERT TAARK B 5 (W R R A R R (E B g )
DDH MM A YYYYE

2. MEDICAL HISTORY ¥ B 42 8%

Are you the patient’s regular doctor?
EREZRANEBEELE?

[Oyes 2 ONo T &

MR BRHEABLTZA?

If ‘yes’, how long have you been treating the patient for?

Date of first consultation
BRskw B E

Date of most recent consultation

k2 A H

¢

How long has the patient shown these
symptoms before the first consultation?
WA B RRZ A ERZREEZA?

Date when patient was first absent from
work

MABERRE A B

DDH MM A YYYVY4

DDHE MM B YYYY4E

DDA MM A YYYY4E

Are you currently issuing the patient
with sick leave certificates?
EBREEERBAZEERRER?

[dYes 2 ONo & &

R BEAEEAEEZ ANRKRR?

If 'yes’, how long do you intend to issue them for?

3. CIGARETTE AND ALCOHOL CONSU

MPTION W 1% % 5 & & 18

Does the patient smoke cigarettes?

RAREAREEE?
[Oves 2 [ONo &2

If 'yes’, how long have they smoked for (in years), what type of cigarettes, and how many on average per week?

R FRERAREFE  FEERERFHSEHRENHE -

Does the patient drink alcohol?

RAREAEBBERE"?
[Oves 2 [ONo =2

If ‘yes’, how long have they been drinking alcohol for (in years), what type of drinks, and how many on average per week?

MR FRERABEFE  BERTFHSEHEBNHUE -

4. DETAILS OF PATIENT'S DISABILITY

BARKTEREDFH1E

Description of the illness/disability, e.g.

tumours, histopathological findings, cancer stage level etc.
BRI - PINERMA ERA/) HERESER

A HBE -

location and size of

Medical diagnosis
DEER

Which symptoms are causing the patient to be disabled?
RIS BUR A F K TIERE S HUIEM -

How long has the patient shown these symptoms?

RMAHBR T EEERS A ?

Does the patient suffer from any other conditions?

RART A HEMRE?
[Oves 2 CONo

Are any other conditions having an effect on the condition listed under ‘medical diagnosis’ above? If ‘yes’, please give details.
EPE ARSI EEMRE ME - BREFFS -

T

Has the patient been diagnosed with cancer?

mAR B2 e B ERIE?
[dves 2 [INo

If 'yes', has the cancer metastasised to other areas of the body? Please provide details.
WA BIERDHEAE 5 E M ? FIREFE -

T
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5. TREATMENT & &

Please describe in detail the type of
treatment you have prescribed;
including medication, surgical
treatments, chemotherapy or
radiotherapy, period, quantity and
duration. Please use a separate piece
of paper and attached it if you need
more space.

B A A IR )R B - BIE R
YDAR - FADAR - (LRAEH - B -
HEMFERE MREETR - &7
Bt _EREIMAOR ©

How has the patient responded to the

treatment?
A E A R I RE fnfe] 2
Is the patient still being cared for in If 'yes', please provide details.
hospital? R BRI
RARBIIEERR ?

[OYes =2 [ONo &2

6. PHYSICAL AND PSYCHOLOGICAL IMPAIRMENT &R 0218

In your opinion, how limited is the patient's physical capability? Please provide details.
BRBRENEERE HRBIZ - BRI -

D No physical impairment: capable of heavy physical work
ERBRENZIE - RN E N ITIE
Minor physical impairment: capable of moderate physical work
EBRENEMEE  AARNPER NS ITHE
Moderate physical impairment: capable of light physical work only
BN PERIE - A ENEENTE

O Significant physical impairment: capable of sedentary work only.
EBEENPREE AR XELE

0O Severe physical impairment: incapable of any physical activity or sedentary work

EERENBRERME  TRENSHRETIE

6A. PSYCHOLOGICAL IMPAIRMENT 32 2 18

Does the patient suffer from stress, If 'yes’, please provide details.
emotional or psychological conditions | #0'2" » B2 A FENE -

as a result of their condition?
mARBERREMHLBRES - BEL
s Efr /O R RE 7

[OYes =2 ONo &=

In your opinion, does the patient suffer [ If ‘yes’, please provide details.
from any psychological conditions that | 41'2" » IR FEE °

would prevent them from working?

/{;wi%n%ufiﬂkﬂxeé BERANETL
?

[COves 2 [ONo &2

7. PROGNOSIS &R

Current status of patient’s condition In your opinion, is it possible for the patient’s condition to be Is there anything else that could stop the patient from returning to
RATR AR reversed or |mproved7 work?
BRARAMAZE A A L RE B E? = A B HAMREFERATEREIE?
O Recovered O Improved
BERE BXE
Not D Deteriorating
improved Bt
N
Other
O Hit

In your opinion, is the patient capable of returning to work? Please respond yes or no in the table below.
BRRBBRARBARNERIEBL?FEA TRBREEREHTE °

Their current occupation?

Another occupation (including sedentary office/clerical work)?

mABRIER B3 HB (AEALBRZH/XENTE)?
Is your patlent totally lncapable of performing: a = = <=
G N T 2 SR T [COves 2 ONo &2 [Oves 2 [ONo &2
Do you think the patient's condition could improve
enough for them to be able to perform: [dYes & [ONo &2 [Yes 2 [ONo &2

R R AT CARE B R A B E BT

If ‘yes’, please provide a date your patient might be
able to return to work:
R BIRMR AT REER TIEM LA B 2

In your opinion, is the Patient not able to engage in a gainful occupation or work for compensation or profit for which the Patient is reasonably qualified by reason of education,

training or experience, for the remainder of the Patient's lifetime as a result of the Patient's condition/disability?

LRERBRANBR/ERERRAELIERENFEEHE  FillERME BB NGB ERERMAOIE"?
[dYes 2 ONo & &
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[ Yes, please provide details. ONo & &
R EREHE -

DYes;Eé DNO Z:;% _

[COves 2 [ONo &2

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

AANEUBARAE R — IR EHENREER  RAARFAE UAEEE DL BEENL -

DDH MM A YYYYF
Signature and stamp of attending doctor Date signed
IVBEEEREE #ZEHH
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