ESRRE

<X> HSBC Life

CLAIM FORM R {E X%
Group Life Scheme - Simplified Critical lliness B8 A S8 - HZ %

Claim for simplified critical illness including a) Kidney failure; b) Paralysis and ¢) Coma. To be filled in by the employee or patient and the consulting doctor, any
expense incurred will be borne by the employee or patient.

BEERNRE B a) BEHERE b)) BE Mc) BX -ABEEIRMANGBHABLES  MELANERARBEIBAFAE

HOW TO SUBMIT THIS FORM 01 2 3% 1t R #&
After completing the form please send back to us:

HIZRBRE FBHERBRM:
BY MAIL

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

BT

ELRREISRIRERS - BRNERLBIRES D 0188

IMPORTANT NOTES EE%£15

1.

All claims must be submitted within 90 days of completion of treatment.

B REVATERETKIEIORNIRE

If you have any questions about your claim, please call (852) 3128 0153.
INREHREFEMER - FBEB52) 31280153 ©

WEe'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.

MRARMBEZELEHR  HEFERE=T7 (PINAERMEEHER) FEEHRE
HMERRECEL - G EERECHNRETE - BEIFANAALETELZNR
EHREENABER -

EB35

°

CHECKLIST RE X #EE

What you need to submit with this claim
BRI RE — HHR A T 3

O

o 0o o o

O

Copy of Sick leave certificate with diagnosis and/or proof of consultation

5B 2R R EAE /SR BEF BRI

Copy of Physiotherapy and/or occupational therapy reports (if applicable)

W3R BB/ AR E RIA (W@ A)

Copy of Drug list (include drug name, dosage, quantity and amount)
EYHBAN(BREENLE BHEREE)

Copy of Referral letter(s) from any medical specialists

R ERENFEIER

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)

RERENRBE  NEERES BBRE X §E CTHRE UHRERS2EH &
ERERFHEHRZRAR (WER)

Copy of Police Report (if applicable)

LREWRERA(MEH)

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

EERAZFHEAXGRIAPINS HE  ERSHEEZRES

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

EEMAZ EAARMIRITP OF A HRIAR (EA)

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

HREFAEABHZBIASERARRUMERBFERE

SECTION 1: CLAIM INFORMATION i - REE R
To be completed in BLOCK LETTERS by the employee or patient F 2 {R{E 8 5 F A A EfEIE S

1. GROUP LIFE SCHEME INFORMATION [ 8 A (% k2 &

1A. EMPLOYER DETAILS EX & %

Group life policy no
5 B2 (R B4R 5%

Employer name

BEEH

1B. EMPLOYEE DETAILS EE ¥ %}
Mandatory field, otherwise claim will not be processed #%/BiE % -+ & B R (E 51 T i I8

English Full Name
RXHE

Contact Number
Bk 48 B 5E SR 1S

Email
Eokcl

1C. PATIENT DETAILS & A & ¥

English Name of Patient (if different from above)
RATE X (A8 i A [R)

HK/Macau ID card no
B,/ R &5 BRE

Membership NO. (Refer to E-medical card/Physical Medical Card)
BB RSE (Aemrn BT BR/RBERT)

2. MEDICAL SERVICE DETAILS FOR YOUR CLAIM B % ik % 7 15

2A. CLAIMING FOR AN ILLNESS & £ % ifi = &

Description of illness and its symptoms

B E R 2 4 it

Duration of symptoms

AE R 35 4R B P

Is this a chronic or recurring illness?

IR ERIEME / BERER ?

[ Chronic iliness &%

[ Recurring illness 18 % [ Others 4t

<3

Incorporated in Bermuda with limited liability

FEREATREREELL - FENRREEIIRE

FEf A 2 B BR A @] 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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EB35

2. MEDICAL SERVICE DETAILS FOR YOUR CLAIM (CONTINUED) & % iR % =% & ()

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

CONSULTING DOCTOR'S INFORMATION FE = & 4 & £

Have you had any previous treatment for Name Address Date of consultation
this illness or a related condition? BaEME B8 A Hb ik EpE =]

If ‘yes’, please provide more details.

TR B BRI IR KA B R R L E?
R RS - -

[OYes =2 [ONo =& DDA MM A YYYY4E

2B. CLAIMING FOR AN ACCIDENT [ & 4h ifi 3= 1%

Date and time of accident Location of accident Can you provide details of your injuries caused by the accident?
BB B R BN R TR MR AR RN E SR P RGNS ?
DDH MM A YYYYE
Oawm k5
HRE  MINy LIPMTF

2C. CLAIMS SUBMITTED TO OTHER INSURER(S) B [ E b {R B A 5 R{&

Have you submitted a claim to another insurance company for [ Yes, please provide information below and attach all related settlement forms or documents.
medical services received? R BRI E R M P A AR R RS B R S -
BEREZNEERBFRS —KERAFEIRE? [INo &2
Name of insurance company Policy no.
NG REREH

3. PAYMENT INSTRUCTIONS 14 & =

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

XE-UXRINEEURERTEHBAMYL -

[] 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 detalls below.

HEREEXAAZEAMRITLO(TERRIEIRAZBAASBARITAA - EZP AV AZBEASIBEZRTFPA  NFERIERAT T B ABAMI o) FRETIEHR -

Account no. Account holder name
B aSRES FPAFHEALR
Bank Code #R77#%%  Branch Code 9 1T# 5% Account Number F [ §£ 5

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.
FBIRHEEAMBTFOEBENHRAIATERBEREESZRMBTFPOFMAESIEARENER - BERERUBTER  RABUIERAINS FRETB T 2R S W@ -

4. EMPLOYEE'’S / PATIENT’S DECLARATION AND AUTHORISATION {& &/%5 A B 83 1 % #&

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.
I/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 Personal Information
insurance companies (whether directly or through fraud prevention organisation or other persons named in this paragraph), and databases or registers (and their Collection Statement
operators) used by the insurance industry to analyse and check information provided against e><|st|ng \m‘ormanon (English)
A (55) TEULEF AR LA P H2 4 09 8 K15 88 IF e fe tﬂlﬂﬁk/ﬁ RAZEUBE  AACARYTR2HEIN L

FE{R] S AN A R B fR 0 I R A AT AT %Eﬁ“‘zgi Bt - 2P RE QA SHEMLA - E&[ﬁ%%m/ EL ASRRE

ﬁt&$§§ﬁé1‘A(%)&EEEX%@%@EM&{K%E&&; RIREEZZHNRTBEN (F)ETHEEER

B L2 1401w & 785 [ LN KRR oA ) poslE M s - R R R B RS L e E a0

HETH BB 2B AN E - ) EE S ASREARISER ¢ (852) 2583 80002 HLzZ iR A&

FAVERBIAN B 12 FR B E A RE AR TR B A MM A EEFRIER LBpshr

o 35 B AN AR B H AR (ERaEZl  EBBNIGFEMSABRPERNE BEABRBERER (73)
fEH D ﬁﬂ&ﬁfﬂ%{

o
)

ATIENT’S SIGNATURE 5 A % &

DDA MM A YYYY4E
Full name (in BLOCK letters) HK/Macau ID card no. Date signed
HE(BUEBRXES) BEBIRFIF 19 B HEAH

GBARTNABRRTZHEA)
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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 HK/Macau ID card no. Patien\t's membership no. (required for the claim to be processed)
e A H BENRM 51 ERT TAARK B 5 (W R R A R R (E B g )
DDH MMA YYYYE
2. MEDICAL HISTORY % 42 #
Date of first consultation Description of patient's symptoms at the first consultation How long has the patient shown these symptoms?
BREZHH WA B REZ KR MAEBE XKL BEZRBEZA?
DDH MM A YYYY4F
Are you the patient's regular doctor? [ Yes
EREZRANESE L2 b=
] No, please provide patient’s regular doctor’s information below.
TR HREEEEEEH
Full name Address Contact no.
#E 215! B
Is the patient referred by another doctor? [ ves, please provide the referring doctor's information below.
RARE B E M EEN? B CREREENEENEY -
[ No
=
Full name Address Contact no.
e 3 ik B
Date of diagnosis What is the diagnosis of the condition?
4 =k RIEM DB R E?
DDH MM A YYYYE

How is the conclusion supported? Please provide the date and result of any tests performed.
{5 Eal AR 7 BRI E N B BNARUIFENZE

Date of test Test name Test result
WA GEE ] Bt R
DDH _ MM A _ YYYYE
DDH _ MM A _ YYYY4E
DDH _ MM A _ YYYY4E
DDH 7 MM A 7 YYYY4E
DDH _ MM A _ YYYY4E
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EB35

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

AAERBARAE LR —RAREENAESR  REAARMME  SRAFEPUBRE SN -

DDH MM A YYYY4F
Signature and stamp of attending doctor Date signed
ITPBEBERRES H#EBH
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