ESRRE

<X> H:S§C Life

CLAIM FORM & & &1

Group Life Scheme - Terminal lliness

B ASE - RPKR

EB33

Claim for terminal iliness. To be filled in by the employee or patient and the consulting doctor, any expense incurred will be borne by the employee or patient.

REVRBHRE - BB M AME

MEAER  FEEMNEMMER IR AKE -

HOW TO SUBMIT THIS FORM 01 2 3% 1t R #&

After completing the form please send back to us:

HEREE  FEEAEM:

BY MAIL

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

BE

ELRRESEINRES - BENRREBIRES D OE18E

IMPORTANT NOTES EE%£15

1. 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.

IREMFBEEZER  AEFEFE=7 (PIMREMRELREER) FEEHRE -
BMIERIREGEE - SR SRR RETE - E,\&F/\JTETSE%EEZH?
BHHEENHEBER -

2. If you have any questions about your claim, please call (852) 3128 0153.

INREEREFEFRER - HEE(B852) 3128 0153 °

CLAIMS DOCUMENT CHECKLIST R X 475 &
What you need to submit with this claim:

532 A Ik R M8 — PHR A LA TR 30
O Copy of Sick leave certificate with diagnosis and/or proof of consultation
5B ER 2R EAE /O EF BRI

[0 Copy of Physiotherapy and/or occupational therapy reports (if applicable)
MR EME AR RERIA (WER)

[J  Copy of Drug list (include drug name, dosage, quantity and amount)
EYHBAIN(BEEYELE B2 REE)

[J  Copy of Referral letter(s) from any medical specialists
ERERENFEER

[J  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)
REERRBE  NESERES  BBRE X §E  CTHRE BMOARERS2EH2 &
EHRERFHNERZAR (WER)

[J Copy of Employee/Patient's Identity Proof such as ID Card, Passport or Birth
Certificate etc.
EERAZFMHEAXGRIAPIING HE  ERAHEEZRES

[0 Copy of document with the Employee/Patient's name and bank account details (if
applicable)
BE/BAZEARMBITS AZRHEIAR (NER)

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

SECTION 1: CLAIM INFORMATION F i - REEH

To be completed in BLOCK LETTERS by the employee or patient F {8 8 85 A A [EHIE 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 Contact no.
EXHE Bt 4% B 5E SR S

Email
Eokcl

1C. PATIENT DETAILS & A & ¥

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

English Name of Pat|ent (if different from above)

RS (8 Eat R

Membershlp NO. (Refer to E-medical card/Physical Medical Card)
KERB HeuensTBRT/RBERR)

Occupation Job title Occupation industry Duties you performed in your role
; 412 7% TEEE

2. DOCTOR'S INFORMATION & 4+ & ¥

2A. CONSULTING DOCTOR'S INFORMATION FE &4+ &

Initial doctor who treated you for your illness & X & 2 ) % 4

Doctor's full name Name of hospital Address Date of consultation

BAEGE BhaE ik Sk HE

DDH MM A YYYY4E

Incorporated in Bermuda with limited liability 7 Z

FERBANTRERELELL : BENERRTEY

E

FEf A 2 B BR A @] Hong Kong SAR Office Address : 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
Leh 118K Tel B 3E

: (852) 2288 6622 Fax [B X {$ H : (852) 3418 4976 Customer Care Hotline %& = iR 7% 2447 : (852) 3128 0153
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2. DOCTOR'S INFORMATION & 4 & %} ()

2B. REFERRING DOCTOR'S INFORMATION & 1) B8 4 & %}
Doctor who referred you to hospital /R T &/ ARz #) &4

Referring doctor's name Address of referring doctor's clinic Name of hospital you were referred to Date of admission
ENEELR ENEEND AL 1 ) B B & 1 EFz A &
DDH MM A YYYY4
2C. INFORMATION FOR OTHER DOCTOR CONSULTATIONS OR HOSPITAL ADMISSIONS DURING YOUR ILLNESS & 2554 It 75 /9 H fth B8 4 = (X Bz & %t
Doctor's full name Hospital name and address (if you were Admission no Date of admission
BAEME admitted to a hospital) k2 sk E R SRS EaA=R
&P & B Ak (A RE B (ERT)
DDH MM A YYYY4E
2D. REGULAR DOCTOR'S INFORMATION & ¥ B4+ &1
Doctor's full name Clinic address Contact no.
BAEHE 2 P ik E A

3. CLAIMS SUBMITTED TO OTHER INSURER(S) E [ E b {R & 2 & R1&

[ Yes, please provide information below and attach all related settlement forms or documents.

Do you have similar benefits with any other insurance company? 2 BERHTHERYH ErEEREEE RS-
BRWARRHEIN  GETEREBEMRERE ?
[ No A2
Name of insurance company Amount of sum assured Type of benefit Policy no
(NI RIE S REEXE A RE SRS

4. PAYMENT INSTRUCTIONS 4 & =

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

XE-UXEXNER  YHXRFELBAMLL -

[] 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.

BREXBAZABBITPA(TERREZBAZBASBARITEO - ERFOUFTHAZBASIBRRITAO  AFBUAIRRATTFEREABRDL ) FRETINER -

Account no. Account holder name
PO FRAFAEALA

Bank Code #£77#75%  Branch Code 9 17#7 5% Account Number = [ 8 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.

BRHEESAWETFOBRNHRIALERBREEZRMBITFOFAESIERRENZR - HERLIRMIET
5. EMPLOYEE’S / PATIENT’S DECLARATION AND AUTHORISATION {& &/%5 A 2 8 f % £

FH BMABAZERAXN TRELBF 2R S B -

|/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’) that the Company, HSBC Life (International) Limited, have most recently notified me of, and | understand | can scan the
QR code on the right for review, or contact the Medical Services Hotline for details. 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

AA ()7 I B 8 LXLFJ’T}ET#\E‘\JE%W:J%Eﬁﬁfﬁﬂtﬁiﬁﬁﬁ%ﬁ cAANEUBARACHHETHAAIU ERTRAREEENEAEREERR - KA () RIETMEMERAR
BEARBMEML 2 ELE B 20 RBARIEMLA  BARERESAFTRE (BR) ERAASERREHRAA () 2E@ER - WEEERAA(F) T RE
REENRALEN - RS E/EMWTE*EA( AAN(F)ETHHEE R Ll 68 5530 [F) 2 8 2 5] A] ARG BEP 69 B 7B B KL (FLER) 6] ) m A0 A 51 e P 62 P R 4 B
BRARKIABHFERMAEN (F)NBEAEH - ZEHITFZED TELL%MSAEWffl/\éﬂ%{%éﬂﬂj ARATAE MEABEHKRERA I ATAREAT 0 _#I5HE -

ol AT Bk 4% B R RIS BVAR AT 518 © A (FF) R/ E 2 A ANE B4 % ,ﬁA*f TR(EREDUERARBMELNREFR) MHEHEE - MM EEE

A e

Personal Information

Collection Statement
(English)

biD

EABRFERITLABHOZBERT A AT ERERAELER %’éfﬂ“%ﬂﬂ?ﬂ%fﬁéﬂﬁ‘mﬂﬁ RS HMRBRAR (BREEEN  LRBBHRFABN AR E 1IA£EMU&&'£EH’¢S<)
BHEMAL)  MREERREGEENMEAREHNE f?ﬂjﬁﬁﬁ%ﬂﬁﬁﬂ@@ﬂ%@iﬁi%ﬁaﬂﬁ(&E@%%) °
6. PATIENT’'S SIGNATURE 5 A %8
DDH MM A YYYY &
Signature of Patient Full name (in BLOCK letters) HK/Macau ID card no. Date signed
mMAEE HE(BUEBRXER) BB H ) E IR HEZEHH
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SECTION 2: DOCTOR SECTION Z - HE4+HE

To be completed in BLOCK LETTERS and signed bythe consulting doctor AIEHE B HELELERE

1. PATIENT DETAILS &5 A &%

English Full Name Date of birth HK/Macau ID card no. Patient’'s membership no. (required for the claim to
BN HEH A4 A 8 BBIRF & 17 B 5 be processed)
RAK B RS (RS EER T RIRE R BT EE)
DDH MM A YYYY &

2. MEDICAL HISTORY ¥ /& 42 &

Date offirst consultation

Description of patient's symptoms atthe first consultation

How long has the patient shown these symptoms?

BREZBH BAEXREBEZRHRE RAEERRZABEZLRBAEZA?
DDH MM A YYYY4E

Are you the patient's regular doctor?
EREZRANESE L2

[ Yes 2

[0 No, please provide patient’s regular doctor’s information below. =&

B REE R B

Full name

HH

Address
3k

Contact no.
BERE

Is the patient referred by another doctor?
RARTHHEMEBEEN ?

=

[ VYes, please provide the referring doctor's information below. £ -

[0 No &2
Full name Address Contact no.
33k BERE

Date of diagnosis

P A 5

Whatis the diagnosis of the condition?

A iE ) 2E ( EE?

DDE MM B YYYY4E

Is the patient "Teminally ill"'? (Less than 12 months life expectancy)

RMARBEARGPER ? (AHFIHLR12EA)

Oyes =2 ONo &=

meE

If 'yes', please provide the date the condition become a terminal illness.

FREEERAREAKAEN B H -

DDH MM A

YYYY4E

How is the conclusion supported? Please

provide the date and result of any tests performed.

A4S S AR 7 IR CHEATAE BRI S Y B IR A RUA S R 2 B o

Date of test Test name Test result
=R BH A Vi ENEES
DDH _ MM A _ YYYY4E
DDH 7 MM A 7 YYYY4E
DDH _ MM A _ YYYYE
DDH _ MM A _ YYYY4E
DDH _ MM A _ YYYY4E
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3. TREATMENT AND PROGNOSIS A BRMA#ZER

Please provide a detailed description of the
type of prescribed treatment, including
medication, surgical treatments, chemotherapy
or radiotherapy, duration, quantity and
frequency. Please use a separate piece of
paper and attach it if you need more space.

B AT IR T R R R, BIREYARE
FHAE LB EE - A - HEMSFERR o
MRZEE TR - BRI EREIMER -

What is the prognosis?
TEHAEE R B ?

Have you referred the patient to other doctors for
further opinion, investigation or treatment?

BRESHABNGEGBENESE-—FSNER -

HEHAE?

[ ves, please provide details.
O No &

B RRLEES o

Doctor's name

BAEAR

Address of doctor's clinic
8 4 1) 2 Pk

Name of hospital (if the patient was admitted
to hospital)
BhaE (mAYEEESRAR)

Date of admission (if the patient was
admitted to hospital)
{E8t B 88 (s A B EE B R AR

DDH MM A YYYY &
DDH MM A YYYY &
DDH MM A YYYY &

4. SUPPORTING INFORMATION # % & ¥

Please provide any further information that will assist us in assessing this claim.

BREEAE—PHES  REMRMIHEERE -

5. DOCTOR'S DECLARATION AND AUTHORISATION B4 BB K RES

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

AANENBARRAE LR —RARBENABEER  RAAMAMAE  HREELBABEEEL -

Name of attending doctor (Please add

your qualifications) Address Contact no.

EDEELR FRECHEEER) 3k B S

DOCTOR'S SIGNATURE B4£ %28

DDH MM A YYYY4
Signature and stamp of attending doctor Date signed
ITLBEFEREER HFEBH
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