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CLAIM FORM HEXRIE

Group Medical Scheme - Outpatient Benefit BEf25&E:1E] - FI2EFIZRE

EB22

Claim for outpatient benefits. To be filled in by the employee or the patient. ERFEFIZ2EFIRE, HZFEETHFAEE,

We highly encourage all members to submit claims via Benefit+ App instead of paper submission. You can enjoy electronic claim submission without any amount limits,
faster claim process and experience. You will also be able to track your claims status anytime anywhere. FI5%EIFFE 5% 23@i@Benefits+ FERIERIZB R R ELUHEKEIRT, FAUE

RRBEARERTNEFRERERNRERR,

HOW TO SUBMIT THIS FORM #N{ai@3z b &4
After completing the form please send back to us:

HERRER » AEEETM
BY MAIL

Post the fully completed and signed claim form, plus all the items in the checklist, to Employee Benefits Claims, HSBC Life, P.O. Box 70451,

Kowloon Central Post Office, Kowloon, Hong Kong

BE

&R RES bE i Ba st BRAE SR I SRR B

HEZ I EFEZNRERRERFETNFEREBTEELRRESENRE — FENEPREBISIE704515%

WHAT HAPPENS NEXT F—%

The process after you send in the claim form
RRUERISEHIZ

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

PIE2TEFIZREREN 90 HAEE » TRIZRESWIEEETHIE -
2. We'll let you know the outcome of this claim within 5 business days.

REFHETE 5 ETIFE BT REEER -
3. If you have any questions about your claim, please call (852) 3128 0153.

WMREHRMEAEMEER > 5HEE (852) 31280153 °

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.

MRBRMREESEN > AEFERE=F (FINAENREHER)
ABEINRERMEENE@EA -

SHMEEHRE > RMAFHRECHR - SUATERCNRMBILE - TRESTK

CHECKLIST 3R{{X /58

What you need to submit with this claim
R RE— IR IS

|:| Original receipt(s) of the medical

expenses (including deposit

receipt)
REEAWRES (@ERSWHE)
Copy of referral letter(s) for any
specialists and/or laboratory test
breakdown and amount.

1_33122 FRBNEN/RERFEREE
=l

OJ

Copy of drug list (include drug
name, dosage, quantity and
amount)

BEYHERIE (BIEENRTE 5
B BEREEH

Copy of Histopathology, Laboratory
Test Report, Endoscopic,
Ultrasonogram, X-Ray, CT Scan,
MRI, Diagnostic Written Report(s)
and Operating theatre summary (if
applicable)

RIES - LERIRE « WER - B
B X- 06~ BEHRR CWHAOREF
MERBRZEZE@MREENE® (W0
B

O
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CLAIM INFORMATION ZEZH

To be completed in BLOCK LETTERS by the employee or patient B2 {REEHEAIES

1. MEMBERSHIP INFORMATION m8&#

1A. EMPLOYER DETAILS &}

Group medical policy no.
RS REARSR

FESBAERY Benefits+ App / BB LAY RIREE

Refer to e-medical card on your Benefits+ App / Physical Medical Card

Employer name

fEx /B RERFR AR ATE

1B. EMPLOYEE DETAILS EE&#

Mandatory fields, otherwise, claim will not be processed H/EIEE » BAIRER TR

Full name Phone no. Email
ez BiE B
| [ [[[[[]]

1C. PATIENT DETAILS BAZEE}

Name of Patient (if different from above)

HK/Macau ID card no.

Membership no.

services received?
RS EMEZNRRRBAS —KRREAEIRREME ?

AL S (0 B FRT) BB RPIF RS FRE#RSR
Refer To E-Medical Card On Your Benefits+ App / Physical Medical Card
ASRIEH Benefits+ App / BREBR < LHIRBARS

2. FURTHER INSURANCE CLAIMS [EEARERATZRE

Have you submitted a claim to another insurance company for medical |:| Yes & |:| No A2

If yes, please provide information below and attach all related settlement forms or documents to claim.
MR > R TR RN M EFTA AR ERI S ©

Name of insurance company
RIBAT LB

Policy no.
{REESRES

Incorporated in Bermuda with limited liability R BEFZMMILZERAE Hong Kong SAR Office Address : 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong

EABHTHREMREREMU | FENEEREE RESHO1 E18 #Tel EF

. (852) 2288 6622 Fax EIXEE

1 (852) 3418 4976 Medical Service Hotline B&EARFSE4F: (852) 3128 0153
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3. CERTIFIED TRUE COPY REQUEST HR:E:B:5RIAX

These will not be issued if the claims are fully reimbursed. The originals will not be returned and will only be retained for 3 months from the claim process date.

MREEERHOEE - DR TERY - EANERAERE » MR RNREEETR AMERE3EA -

Do you require Certified True Copies of the original invoice(s) and receipt(s) after your
claim is processed? []Yes 2 [] No &2
EREEHNRER  EREBEREMBIRITERIAH?

Would you like to claim for the balance payment of the medical expense under another HSBC life policy no.

HSBC Life policy? Please note that any missing policy information will affect the internal | EL(Ri&{RES%EHE

transfer of claim.

ERERAS—HESYASRESRETIRNBRREAG ? FESRAE L v SRENARIE ERER

EZ.% ’ nﬁgzﬂﬁg?&ﬁﬁﬁ*ﬁBﬁ%ﬂFﬁ?ﬁf—?@—ﬁ%ﬁsﬁE o AR BREMNEBREHR IV ERME
&R °

[] Yes 2 [] No &2

4. OUTPATIENT BENEFITS PIs24@7!

4A. OUTPATIENT BENEFIT PI:24&F)

Claim amount ($) (please
Consultation date add currency) What was claimed?
S2IER AR ERE (FABE) BERHIER
D General Medical Practitioner D Specialist Consultation D Prescribed Medication
Consultation HRERE BEERAZEY
L[] T
Diagnostic X-ray, Laboratory Physiotherapy/Occupational
DDH MMA YYYYE D Test and Imaging D Therapy/Dental Treatment
XFEaoH - BB YRR/ AR/ FRIAR
D General Medical Practitioner D Specialist Consultation D Prescribed Medication
Consultation HRERE BRERR S 2B
LLJLL LT EaA
Diagnostic X-ray, Laboratory Physiotherapy/Occupational
DDH MMA YYYYE D Test and Imaging D Therapy/Dental Treatment
XJaolh - ERRAEK YIEAR/ AR/ FRUAR
4B. GOVERNMENT HOSPITAL OUTPATIENT BENEFIT BiffE&RrrIz2as]
] HK Hospital Authority/Hospital Conde S. Januario ] General Outpatient Department
in Macau BERPIZ
T TTT] L
DDH MMA YYYYE D Specialist Outpatient Department |:| Others
FRIF2 Hith

5. EMPLOYEE / PATIENT’'S DECLARATION & AUTHORISATION Z{#ES / HmABRBEMZE

1/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. 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’) 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 i +
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 Personal \'n-qormamn
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  Collection Statement
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 .-‘-E"QI'SM
information. g okl
AN (%) TEICEAN EFRHEE RSB IER R B REE - ZAGEILEHA, AASMEELTE2ARU ERABRARBEERANEABSHKERR o A (F)REETAMNES AMERERRBAEMCEZBE - Bt 2/ R %
BABHEMIAN > BUFISHEEEE ASRG(EMR) ARARSEARREHAN(E) ZERMER o IIZRENKA(F)EURBRENBREAENY o FEEEZZNATBEY - AA (%) ETHHEEMED LARETRE
FIAMRARBHEMIBRAEAER (FAPE) (RGIEBEMASILAARERARINE SARNRRIHEHERRMAAN (5) NEZBEALER - ZEOITRE BARRTENAAGRH MEAZHERR, » AATRRE MEASHKRER
B3 BILURBEA 7B ZMERSEISE - SRPTIHE B MRS IR IS © BA (%) R/ B ANBARRHGUT AL » UABIFERAP LTS (AR DN AREME L REGRABHEN > MFIREEASEFTERT [@E] s
LB 2 IERTATBEMNERELEN | BEREEPRAARELAES ; EHES ; EMRRAR (RRIER » N2BBMHICHARR AR PIERNEMA L) ; FRBERRE DM AR EOERER IR o
BORATR SR (R - (ATHIRER 750

6. PATIENT'S SIGNATURE BAEE

LI )-0f L L]

DDH MMA YYYY&E
Signature of Patient/Parent or Legal Full name (in BLOCK letters) HK/Macau ID card no. Date signed
Gua)rdian (if Patient below 18 years of #E GEUEREXER) BB/ RFIF5 IR FEAH
age
BABB/RRUAEHEEAEE BARTN
BUTZHA)
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