D isaclie

CLAIM FORM & & &1

Group Life Scheme - Hospital Cash Benefit B A S5 8 - IRBESRKRE

EB34

Claims for hospital cash benefits. To be filled in by both the employee or patient and doctor, any expense incurred will be borne by the employee or patient.

ERRERE - -MESIFAMBEXRES - AELENEMHBESRSMARE -

HOW TO SUBMIT THIS FORM 20 fa] 12 3% Lt & 4%
After completing the form please send back to us:

HZRBE  BFEELRRM:

BY MAIL

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

BE

ELRBEESRMNRER — BBENEREE1REL T O1E1812

IMPORTANT NOTES EE%18

1. Claim must be submitted within 90 days from incurring such expenses. Otherwise, the claims will
be declined for reimbursement.
REENOEAHE  GARRESWERBEZIIE -

2. We'll let you know the outcome of this claim within 10 business days.
BMBEE 10 EIEBRNBAGHRENDBEER -

3. If you have any questions about your claim, please call (852) 3128 0153.
RS REF MR FHEE(852) 3128 01563

4. 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.

MREMFEEZER  AEREEE=F (FIMAENBELER) FEEHRE  RMSRRESR
fi4E - BRI RE R BN RELTE - BESFANTB AT EINREMNHEENHEBEER -

CLAIMS DOCUMENT CHECKLIST R X475 &

What you need to submit with this claim:

BRI RE — R AT X -

Note: a discharge summary can replace Section 2 of the form if the

hospital stay was in a government hospital (managed by Hospital
Authority, ward level).

AECNMREREEBRNER (ABREERETE 2 EBRKRE) @ Ak

Fb

a0}

o o o o o o

AUREBERBELH -

Copy of receipt(s) of the medical expenses (including deposit receipt)
BRERREAR (BERSWE)

Copy of Hospitalisation surgical package charges breakdown (if applicable)
Eh/ FHMEZEME A (ER)

Copy of Laboratory test breakdown and amount

tBFERSBEER

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

Copy of Referral letter(s) from any specialists

ERERENERIAR

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)

REBGREE NEFRE  BBRSE X515 CTHE  #OREK
B ERRERFMERZRAR (WERA)

Copy of employee / patient’s proof of identity such as ID Card, Passport
or Birth Certificate etc.

BE/RANSHEREA  flnsHE ERALEEAE

Copy of document with the employee / patient’s name and bank account
detalils (if applicable)

BE /MAZBEARMRITPOFRAXHRIA(NER)

SECTION 1: CLAIM INFORMATION F 3 - ZE&H
To be completed in BLOCK LETTERS by the employee or patient f{& 8 8¢5 A A E#&H S

1. GROUP LIFE SCHEME INFORMATION H & A =5t &#& %

1A. EMPLOYER DETAILS & =& %

Group life policy no. Employer name
B 82 R B 4R 5% EERE

1B. EMPLOYEE DETAILS EE & %}
Mandatory field, otherwise, claim will not be processed #%ZEIE S - & B RE KT T RIE

English Full Name Contact no.
ESgie Bt iR BRI

1C. PATIENT DETAILS %5 A & %t

English Name of Patient (if different from above) HK/Macau ID card no.
RATE R (IR i AN [R) BB & 1) E RIS

Membership no. (Refer to E-medical card/Physical Medical Card)
BRERS ELHEHETFRAT/ EREEFR)

2. MEDICAL SERVICE DETAILS FOR YOUR CLAIM %8 % iR # 7% 15

2A. CLAIMING FOR AN ILLNESS & 245 ifi 3= {§

Duration of symptoms Description of illness symptoms
A R 455 48 B ) JE AR 2 H at

Incorporated in Bermuda with limited liabilit
FEERITRER LR BENEREEY

A S 2 B IR 22 & Hong Kong SAR Office Address : 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
F0TEE18IE Tel B 58 ¢ (852) 2288 6622 Fax [E X {4 & : (852) 3418 4976 Medical Service Hotline /& AR i 24 4: (852) 3128 0153
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2. MEDICAL SERVICE DETAILS FOR YOUR CLAIM (CONTINUED) £ 5% i # & 15 (%)

2A. CLAIMING FOR AN ILLNESS (CONTINUED) R 2% i1 % {# (%)

ATTENDING DOCTOR’S INFORMATION =22 B4 & $
(If this doctor is a different from your regular doctor 2N3E#R & 18 & B8 4)

Have you had any previous treatment for | Name Address Date of Consultation
this illness or a related condition? If ‘yes’, | B A %% B8 A ik k2 BHA

please provide details.

R T AR AL SR B R R R R ?
WM FREES

[dyes 2 ONo & & - -
DDH MMA YYYY&

2B. CLAIMING FOR AN ACCIDENT E & 4hifi & &

Date and time of accident Location of accident Please provide details of how your injuries were caused by the accident
NN B M2 ERAMGAERAAESRPRE

DDH MMA YYYY4E

Odawm k5
HRES  MINH LIPM T

3. PAYMENT INSTRUCTIONS 1% &

[ via Cheque — made cheque payable to the employee and will be sent by mail to employee’s address.
NE-NUELBRLMNEES W ERETEH@AMY -

[] 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.

HESROTPAO(WARREZEALBBRITFPO - BRINFBUAZERAT T REBMBL) - FEBATPOER -

Account no. Account holder name
&=k PORAAES
Bank Code #£77#%%  Branch Code 9174 5% Account Number F 05715

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.
BIRHEEAMBITFPOBRNHRIATEREREERRMBTPOFMAESIEARENER - EEKREIEHETER  BMERBXELNTREWE T2 BAMmt

4. EMPLOYEE’S / PATIENT’S DECLARATION AND AUTHORISATION E& / AW B AR ZH#E

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‘ I';fmmamn
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.
A (%) FE B AR A TR 4 E’Jﬁﬂi’]J%IEﬁE, \uftﬂlﬂﬁ?&/ﬁ RAGEULER - $/\Eiﬂifyﬁlm%ﬂﬂELAiWﬂ&ZK%%&EWI)\éﬂHQEéﬁﬂ KA (B &
AL AB A AR RS /R&%Jé%ﬂﬁcﬂiaﬁz ’ PR 1%%-“ NAISRHEAMFLA - BUT#EIE AE S A SRR (Iﬁ%ﬁ) BRADSIERRRBEAA (5) 2 BREER -
UL IREERAAN (F) LT R TR NEEALER - ﬁ?ﬂ&i TEHEATBEYR - AN (B)ETHRZBARR LARFE  URE ?/‘TTEEB‘“$EET%WﬁF¢ﬁ1I/\ Eer
AH GLIE) P BAE (b MATEA SH ks ) M B 1 R RS SR A A BB A (%) M F B AR - R ARE 5 R B AARRERER o+ %)
B _@HRAEZRANE  RAAESESHTIRBEL ASRBRGRLR : (852) 2583 S000REGZBAENRIAK « AA (F) R/ IZHANBEAERGEATAL
LA PR VR8BI RN B 1 RS TT?%(MW]EI: HEpARBMBELOREFE) AFNEN  MMREEEARTERT LMAMNZER T A AT REMERELER &
AREERRMARENEE HGFES EMRRAR (ERETEE &m@ﬂﬁﬁﬁm%ﬂ%ﬂ/wﬁﬂﬂ%E%E’Jﬁi\ﬁﬁ)\i) MR EBBRAEEE M AR ¢
MERER DT RENBEER LM (RELELE) -

5. PATIENT'S SIGNATURE /5 A % &

DDH MM A YYYY &
Signature of Patient Full name (in BLOCK letters) HK/Macau ID card no. Date signed
RAEE HE(BAERRXESR) BRI F 19 B #=ZHH
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SECTION 2: DOCTOR SECTION 28 - HEB4EE

To be completed in BLOCK LETTERS and signed by the consulting doctor. If the patient is confined in a government hospital (managed by Hospital Authority, ward level), discharge

summary would replace the completion of this section of the form. FFAERER W HFLBERER (ERXEBEAANTEBRERE TALE

ZEBRE  HERETERREREZ

Z %)
1. PATIENT DETAILS & A &
Patient's membership no. (required for the claim to be
English Full Name Date of birth HK/Macau ID card no. processed)
ESgiE HAERH BB 10 E SRS TRARK B R 5% (AR R A B 2R (8 R S5 G 2 )
DDH MMA YYYYE

2. CLINICAL HISTORY R # it 8%

Date of first consultation

BREZHH

Description of patient’s symptoms
[

How long has the patient shown these symptoms?
RAEBERRLAZRAFRET Z A2

DDH MMA YYYY4F

Please list and provide reasons for any laboratory test(s)/
imaging test(s)/other diagnostic test(s) the patient required
during their hospitalisation.
ERAREERE/EMDEEREREIZERENRA -

3. HOSPITAL AND SERVICES INFORMATION 1 Bz 5% 1§

Admission type
BB/ B M F o #IE P O/ BED T RA

. Hospital Outpatient
O Ep&%t@m Department
BRPZY
O Medical clinic
PR

Accommodation type

28T A5
Bay Case Procedure 0 Private
enter BRE
A

O Hospital day ward
0t B

Semi-private
O *ALRE

O Medical clinic

BRDM

Ward
O RE

Please provide details of treatment, treatment sessions, tests conducted, on-going treatment and recovery plan below.

FRERRERFE  SEERLE RE  ARALR BELSEREETE -

Date of treatment / admission and
discharge
JARE A A

Code

Final diagnosis / ICD-10
HEMNDE/BRER D BRI

Type of surgery or
treatment administered

FirskoaE A

Did the patient leave the hospital
at any point during their
admission?
RART G 7E R #A R BB ?

Please provide reasons for the
length of the hospital stay,
including the reason for the
number of days as an inpatient
FRHERARERRBBRARA

Date of treatment / admission & &/ A Bt A £

DDH MMA YYYY4E

Date of discharge Bz A &

DDH MMA YYYY4E

[ Yes 2

[ No *&

MR

If 'yes’, please fill in the date
HEE A

DDEH MMA

YYYY4F

Has the patient been consulted by other
Physician(s)/Surgeon(s) during this
hospitalisation?

AARDE G 7 B A E A B Ak 2

[ Yes, please provide information below. 2 & T HEZEE o
[ No F&

Name of Physician(s)/Surgeon(s)

SR

Reason

RE

Treatment performed

PR St H B B
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4. CANCER TREATMENT & iE/ & & 48 B8 54 &

Type of treatment administered

RERER
Surgical Chemotherapy Hormonal Therapy

. SNERA R U (43 . HREAE U
Immunotherapy O Others
EREEE Hith

Target Therapy O Radiotherapy

REH &

Name of drug

administered Dosage
ZE) 2 18 | &

Frequency of

dosage Duration of treatment
SRR 5B R R E B R

If the patient suffered any complications during treatment,
please provide details.

AT R R AR MR OFBOE - SRR AT -

5. MEDICAL DIAGNOSIS AND ADVICE i 15

Can medical tests and procedures be done on an
outpatient basis / at a Day Case Procedure Centre?

ZRE R F TR A AEPT 2/ B B F TR O #AT?
[ Yes 2 [ No 72

If 'yes’, please provide details for the reason. & AJ LA’ + 35 &t
If 'no’, please give a reason for the hospital stay. &'/~ 8] LA’

Bm AERNREA -
P RERGURE o

Was it an emergency hospitalisation or procedure?
ERAEZEZMER?

[ Yes 2 [ No *2&

If 'yes’, please provide details.

R RS -

LB RRE BT HERRE?

Treatment for cosmetic

Was the current condition due to one of the following?

O Accidental bodily injury O Self-inflicted injury O Abuse of drugs or alcohol O Infertility or sterilisation O Contraception
B EEZE BREE B RSy SOR TEREE iz

Vaccination Pregnancy Congenital condition Mental disorder
T 5T 1A O res s O SRR mas O e sal
O Refractive error O Developmental condition O Hereditary condition O General check-up
EHXTIE BEMAE EEMREE —RaERs

chronic illness or related to a previous condition?

ERRBERERZRAREE S/ RPRBERZATHRR?

In your opinion, was the hospitalisation a result of a recurring /

[ No ~2

[] Yes, please provide details below. 2 * 357 T 7712 Gt 41 &7 o

Date
HH

Details on the recurring / chronic iliness or previous
A S AR B MR HR TR S 2 BT Y R R e TR IS

condition.

DDH MMA YYYY4E

[ Yes & [ No *&

Is everything being claimed on this form medically necessary and recommended for the patient’s current diagnosis?

RABRENEERERBBRWMAREN AP HEERBEMARBREMT OB LR
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EB21

[] Yes, please provide details below. 2 * 57 T /7 12 4&
[ No =2

DDH MMA YYYYE

[ Yes, please proceed to section 7B. [J No, please provide patient’s regular doctor’s information below.
= BEHEIB - TR FREBANEEEENEHR -

[ Yes, please provide the referring doctor’s information
below.

2 ERHENBENER -

| declare that all information provided is true and complete to the best of my knowledge.
RARUEBREBAE LA —VRARBEOMBEER  SAAAMAMGE  SRFEL L EET &N -

DDH MMA YYYYE

Signature and stamp of attending doctor Date signed
TPREFEARES HEHH
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