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<X> H:S§C Life

CLAIM FORM R {E X%
Group Life Scheme - Dismemberment B A S8 - 5%

C\aim for dismemberment. To be filled in by the employee or patient and the consulting doctor, any expense incurred will be borne by the employee or patient. 5EMN R

EB36

BomERSIRAMBNBEES  AELNEMAES SR ARE -

HOW TO SUBMIT THIS FORM 01 2 32 Itk 3R 4%
After completing the form please send back to us:

EZRKER - BERaR

CLAIMS DOCUMENT CHECKLIST Rl X #5 &
What you need to submit with this claim:

FER M RE—

PRI IA T 3 A

BY MAIL [J Copy of Sick leave certificate with diagnosis and/or proof of consultation
éé\ ti 3 =3 EIRYEY =¥ |E T
Employee Benefits Claims, HSBC Life, 18/F, Tower 1, HSBC Centre, 1 Sham Mong B % B 8 1 2 A 1R A E&/j’i/ug“% R . .
Road, Kowloon, Hong Kong [J Copy of Physiotherapy and/or occupational therapy reports (if applicable)
' ' PIBRE/MR ARG R A (WEA)
BE [0 Copy of Djug list (include d[ug name, dosage, quantity and amount)
ELRRIEREHRES — BB RFLBIDED 0151818 EMHEERA (REENARE  HERBE)
[J Copy of Referral letter(s) from any medical specialists
R ERENEEIA
IMPORTANT NOTES EEX1F [J Copy of Histopathology or Laboratory Test Report, Endoscopic, Ultrasonogram, X-Ray,
) ) o . CT Scan, MRI etc., Diagnostic Written Report(s) and Operating theatre summary (if
1. All claims must be submitted within 90 days of completion of treatment. applicable)
FiE RIEMATERETERIEIORAIER © RESRCRES - NRERS - BBBRSE X HKR - CTHRE BHRREDH2E
, L : ! ) HHRERFMEREZaIAR (NEA)
2. We'll contact you as soon as possible if we need more information, or if we need . . h
. . . . [0 Copy of Police Report (if applicable)
to have your claim assessed by a third party such as an impartial doctor or e A R BN (E )
hospital. This could cause a delay to your claim. The employee or patient is [0  Copy of Employee/Patient’s Identity Proof such as ID Card, Passport or Birth

responsible for any expenses incurred while the claim is being processed.

Certificate etc.

MREMFBEEZEHR  IEFERE=7 (PIMAEREERER) FHEEHORE -
HMeRRECHSE S eER N RETE 1@5?&%/\%%7@?%%3‘21# O
REHHEENEHRER -

3. If you have any quest'\ons about your claim, please call (852) 3128 0153.

MREHREB EMHEM - B2 E(852) 3128 0163 ¢

BEMAZBHEAXHRARGNGHE  ERUEEBHES
Copy of document with the Employee/Patient’s name and bank account details (if
applicable)
EBE/MBAZEARMBITS AZRHEIAR (NER)

[0 Copy of the latest employment pay slip as proof for the sum assured issued by

Policyholder
HREFAABHZHIEASEREAUERBETER

SECTION 1: CLAIM INFORMATION F £ — R &%
To be completed in BLOCK LETTERS by the employee or patient f1{E 8 5% A JA [E#$H 2

1. GROUP LIFE SCHEME INFORMATION [ 8 A & {R B2 & %t

1A. EMPLOYER DETAILS E =& %

Group life policy no. Employer name

E BB R E R EEx&HE

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

English Full Name Contact Number Email
ESgiE Bk 4% B AE S A5 EE

1C. PATIENT DETAILS 5% A & %t

English Name of Patient (if different from above)
RA K (Jn A it @)

HK/Macau ID card no.
BRI & D BRI

Membership no. (Refer to E-medical card/Physical Medical Card)
KERS (E2HenBTBRT  ERERFR)

2. DISMEMBERMENT INFORMATION FOR YOUR CLAIM F 2 5 5 19 & %}

2A. IF YOUR DISMEMBERMENT WAS CAUSED BY AN ILLNESS MR T RRXFEMESEBER

If your disability was caused by an accident, please proceed to section 3F. 21 T B /MM 5228 TIERE N © BBk Z=3F ©

Description of illness and its symptoms

B E R 2 4

Duration of symptoms

T E 5 A

Incorporated in Bermuda with limited liability A & 5t 3% i fi 6k 322 B R
ERERITRE SRR - BE SRS SUE L R 01 E181E Tel

A7 Hong Kong SAR Office Address :
(852) 2288 6622 Fax [E X {4 & :

18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
(852) 3418 4976 Customer Care Hotline & F IR 243 : (852) 3128 0153
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3. CLAIMS SUBMITTED TO OTHER INSURER(S) B & E i {R k& A 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 RS S B D1 - #7575 R L A (R BB 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

4. PAYMENT INSTRUCTIONS 1% & & =~

[ via Cheque — made cheque payable to the employee and will be sent by mail to employee’s address.
XE-NUXRIMNEES UL RTEHEAMY -

[] Via transfer to bank account (The beneficiary must hold or jointly hold the bank account. Otherwise a cheque made payable to the beneficiary will be sent by mail to their
address.) Please fill in the details below.

BREXRAZABBITPA(TERRIIEZBEAZBEASBARITEO - EZFOUFTHAZBASIBRRITFAO  IFBAIRRATTFERREABRDL ) FRETINER -

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. 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.

FERUEBAMRITPOEAXHEALFRBTEEZZMRITFPAFMEEERRTENEH - EERERHRITER  RMBBEBXEXN TRERE U F I EFBA YL -

5. EMPLOYEE’S / PATIENT’S DECLARATION AND AUTHORISATION {& &/%5 A 2 8 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 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 Persona‘ Information
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 Statermnent
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.
K}\(%)Eut%ﬁﬂL‘Atﬁﬁ%f#\E‘Uﬁﬂﬁ@iﬁ&ﬁatﬂjﬁﬂﬁﬁ RAZUER  RABHAMY T2HAAR AT RARKZAENEABEKRERR - KA (F) K
R AEARANREER IR E L8 B4 - Bt - 21 RBRAFISEMFLA - BF#ERES ASRR (BR) BRAFSERRRBHEAA () 2EHBER -
UL REERAA(F) TR ERENBRERAER - AREEZZNRATBER - AA(B)ETHEZNER L RFE  WAE BEQRARERXKEABEEA &
AR L) EPIMBAE (BT IRA EAZRIKEBR)) NGRS - AR EBRELLEBAANAA (S MFEEALR - AABETNEBRHED  misie o)
W ZHIBEEZAME A A SEL DT BEEL ASRE R  (852) 2583 8000RHGZMAMEMEIR - AA () kS FHm ANEAEL ALAT)\i
AREEARG ERFFTR (Emettlmp AR EmMEHNREGHE)MENEN MMEMAREFAETEET LB ZBERT A A REMERSLER
SRR ERRMARE AL HGFAL  ARBRAR (BRI EEN 2B Hliﬁﬁmﬂﬁ%&zliéxﬂtﬂ?a%E’Jﬁﬁiﬂ)\:t) %Df%ﬁﬁ%a‘dtfﬁﬁé“ﬂﬁﬁﬁ?ﬁkﬁi
MERER TR ENBIE BB (REEEE)

6. PATIENT'S SIGNATURE F 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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] Temporary i {4 &y

[Jiliness, please provide details below. 5% @ 55 T 7251 ©
[ accident Fik

[J Permanent sk A 189

DDH MM A YYYY4
DDH MM A YYYY4
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| declare that all information provided is true and complete to the best of my knowledge.

AAZENBARFAE LR - REENFEER  RAAMARE  HAFELRUEE S, -

DDH MM A YYYY4F
Signature and stamp of attending doctor Date signed
ITLEEREREE H®EBH
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