4v> HSBC Life
AV EL2REm
CLAIM FORM ZE{ERHE

EB32

Group Life Scheme - Total And Permanent Disability/Accidental Dismemberment

EIEASEHE - RERKARKIFiEH/BINBERE

Claim for total and permanent disability or accidental 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. If this is a disability claim, please complete this form with respect to the disabled person instead of the insured employee. 5T&M&

KAREHBIMEENRE. AZREEIFANIZELEER, MEENEAAZRESHARE. IRER—EGERME, BUGEALENEE,

HOW TO SUBMIT THIS FORM #fa$R 351t R4%&

After completing the form please send back to us:
HRREE » FRBMAT :

BY MAIL

Post the fully completed and signed claim form (sections 1 & 2), 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
EZMHEBNORERNE (F 1 &5 2 89) ERFETNRERERTEEBELRRESER
RIAED — BENEEPREBISFE704515%

WHAT HAPPENS NEXT F—%#
The process after you send in the claim form

RARILFRIE BRI

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

MREMBRELEL  FEBERE=77 (GINAENBERRE) FECHRE > XMY
RRETHE - ST ERENRELEE - REAREXLRERHMEENTEER -

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

IMRIEHREHEAER » BRE (852) 31280153 ©

CHECKLIST F#EX {58

What you need to submit with this claim
BB R RE IR AT

|:| Copy of Sick leave certificate with diagnosis and/or proof of consultation
B A EE A R REEEAE /S A R IR R 4

D Copy of Physiotherapy and/or occupational therapy reports (if applicable)
YRR/ B ARERE B4 (IEA)

D Copy of Prescription medication list (including name, quantity and dosage)
BYBFERIE (BIERYRHE - HEREE)
Copy of Referral letter(s) from any medical specialists
EEIERENERZ

D Copy of Histopathology, Laboratory Test Report, Endoscopic, Ultrasonogram, X-Ray, CT
Scan, MRI, Diagnostic Written Report(s) and Operating theatre summary (if applicable)
RIS« (CERIRE - AFRER « BER - X0  BIERE  BOHE - FHERERSHZ EHR
HEIA (UEA)

D Copy of Police Report (if applicable)
LRERRERET QWER)

D Copy of Insured Employee / Patient's Identity Proof such as ID Card, Passport or Birth
Certificate etc.
ZRES/MAZSMRAXGRIAFIMNS 8 « R HEFRES

|:| Copy of document with the Insured Employee / Patient's name and bank account details (if
applicable)
SREE/MBAZBARMIRTE ORAXHEIR ER)

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

HREFA AR N ZEAARRBERIAUERE EAR

SECTION 1: CLAIM INFORMATION ER&5 - R{EEH]
To be completed in BLOCK LETTERS by the employee or patient B {REEHHEAIER

1. MEMBERSHIP INFORMATION E¥#k

1A. EMPLOYER DETAILS EX&#!

Group medical policy no.
B (R BB AR SR

Refer to e-medical card on your Benefits+ App / Physical Medical Card
FESBAERY Benefits+ App / BHEEEH+ LA RIRSE

Employer name

fEE /MR RERFRARATE

1B. EMPLOYEE DETAILS {E8&#}
Mandatory fields, otherwise, claim will not be processed %/BiE% » HRIREBFA T REE

Full name Phone no. Email
ez B B
s [ [[[[[]]

1C. PATIENT DETAILS BAZEK

Name of Patient (if different from above)

AR (052 EIRAFT)

HK/Macau ID card no.
BB RPIFDERE

Membership no.

PEARSE

HNEEEEEgEN

Refer To E-Medical Card On Your Benefits+ App / Physical Medical Card
A2REH Benefits+ App / BREEE £ LRI ERT

2. EMPLOYMENT AND EDUCATION INFORMATION h¥ERZBEEK

2A. CURRENT OCCUPATION AND EDUCATION IRESF ¥R 2 Fs A

Occupation Job title
jEd AL

Occupation industry Duties you performed in your role
7% TIEsEE

What are your academic qualifications / training credentials?

Type of work environment

SRR RIS HY 22 )| R URE TEsthBasaR
Indoors Outdoors Both indoors &
0 BR L] J=LN L outdoors
BRKRESH

Incorporated in Bermuda with limited liability REFEHMMIZZERAE Hong Kong SAR Office Address : 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
FERIITHREN SR | FEAGERTE SUEZ 01 18 ##Tel BEE | (852) 2288 6622 Fax [EIXHH : (852) 3418 4976 Customer Care Hotline /5 FRISHAR © (852) 3128 0153
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2B. PREVIOUS OCCUPATION BT &kt

Have you previously worked in a
different type of occupation?

TBERTBERNARTE?

[ Yes2

If yes, please provide information below.
MR > Btz o

[] NoF2

Occupation type
Tirsasy

Duration of occupation
A

TR

Name of employer
BERTE

Duties performed
TIrEEE

3. DISABILITY INFORMATION B4 T{REENMIEHE

3A. IF YOUR DISABILITY WAS CAUSED BY AN ILLNESS M FE&BMERELTIEESN
If your disability was caused by an accident, please proceed to section 3F. #NR FRENMEETEL T IEES » FEBESF o

Description of illness and its symptoms

FRIRIER 2 Hit

Duration of symptoms

FRERTRRR

3B. INITIAL CONSULTING DOCTOR'S INFORMATION BHRAESBEZR

Initial doctor who treated you for your illness ERFESBIERE

Doctor's full name

Name of hospital / clinic Address Date of consultation
BAMHs BaP% / 2P TR hhk Rez B
DDH MMA YYYYE
3C. INFORMATION FOR ALL OTHER DOCTOR CONSULTATIONS OR HOSPITAL ADMISSIONS DURING YOUR ILLNESS %32ALbmME B4R ERE R

Doctor’s full name

BEun

Hospital name (if you were admitted to a
hospital)

BiTaiE RSB ER)

Admission no. (if applicable)

FERRSERS (4N5EF)

Date of consultation / admission

Rz ERRBHA

DDH MMA YYYYE&

3D. REFERRAL DOCTOR’S INFORMATION (IF YOU WERE ADMITTED TO A HOSPITAL) BN BEAEER (INREGBLER)
Doctor who referred you to hospital 738 TN ABRRIEE4E

Referral doctor’s name
EABREUR

B BENZ Ptk

Address of referral doctor's clinic

Details for your regular doctor 8% B4ERFAE K

3E. REGULAR DOCTOR’S INFORMATION 1B#BEH K

Doctor’s full name

By

Clinic address
B2 Ptk

Initial consultation date
BHRRZ B

DDH MMA YYYYE&
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3. DISABILITY INFORMATION (CONTINUED) Bk T{ESENEK (48)

3F. IF THE DISABILITY WAS CAUSED BY AN ACCIDENT IR FERSMNMEHELTIEFES

Date / time of accident Location of accident How did the accident occur? Sipelify LN o i Buely i wete

BIMEBRM Bohihs Bohasa e oy O uryies)

DDH MMA YYYY &F

|:|:|:[|j [ AM 5

HRE MIN%S [ ] PMTFF

Wa_s the accident reported to the If yes, please provide details. Police station address Police report no.
police? MR > A ° REFLBMUE IREREHD
TRECHESRRERESN ?

[] Yes 2 [] No 72
Was the accident reported to your If yes, please provide details.
employer? ME > Bt o
TRECHEIHRBRERESIN ?

[] Yes 2 [] No 72

3G. JOB PERFORMANCE AFTER DISABILITY ¥4 T{ERENBIIIEER

Did you provide your employer with a sick leave certificate? = ~ =
EREBEEHEEIRE T FERA [ ves 2 [ No 2
Last day of work Estimated date of return to work How long have you worked in this occupation?
REI{FRH FERH IR AT AMRAE T THBEEWESA ?
DDH MMA YYYYE DDH MMA YYYYE
Have you been able to work since your condition began? If Yes, please provide more details (i.e. types of duties performed, total number of hours per week).
BRIEGRATIFREN R » MR TR BEMITENIR? MR > Az (BIEIEEE, ST -
[] Yes 2 [] No &2
If No, have you sought alternative employment or Please provide details of any alternative or voluntary
voluntary work? work.
ME > BRESRBHEMSERENOIIE? mE > sz o
[] Yes 2 ] No &2
3H. CIGARETTE AND ALCOHOL CONSUMPTION TRIZERIEHEZIE
Do you smoke cigarettes? How long have you smoked for (in years) and how many on average per week?
BREAREBIE? WMZ > Atz o (RIEFAKRTFY—ERAREHE)
[] Yes 2 [ No 72
Do you drink alcohol? How long have you been drinking alcohol for (in years), what type of drinks, and how many on average per week?
BREAREZE? R 0 SRR o (WAL, B, T —EMBEHE)
[] Yes 2 [] No &2
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4. PAYMENT INSTRUCTIONS f33#5T

D Cheque - made payable to the employee and mailed to employee’s address.

XR - UXRZNRFESR - M REEEEA L -

D 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

HIRERITRAO (WAARMRESZBEASKRERITAD > TRANTRREUALZRI AT FRAESER ML o) FEBUTAOEH

Account no. Account holder name
ROk BOFA AR
Bank Code $R{T4R5% Branch Code 53 T#R5R% Account Number B CI55HS

We require a document including the Insured Employee's full name and bank account details attached to this claim as proof, otherwise we will mail a cheque instead. If you do not
provide the bank proof, payment will be made by cheque payable to the Insured Employee and mailed to the Insured Employee’s correspondence address.

ARERAMESAMIRITE ORAN ARSI ERRTZRERS 2 RMIRTE OFEE SIEARMAEN « BERERMIBTER  HMNEBIRINFRAES LTI EEA L -

5. EMPLOYEE / PATIENT'S DECLARATION & AUTHORISATION BT /B AR ZE

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 v gt g
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 E’eoﬁf:c':‘a;n‘"s'ggam“e"nr:
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 (English)
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.
AN (%) TEULERL PR AV R R B X RER - AAEIER » ZABMRLRZAEU ERBRAREEROEABIKERR © KA (F)RIEMEANERARRERRENEMLHE 8L » BT - 2F7 0 {7
BRABISEMIAN > BUSIEEES ABRGR(ER) BRARMEARREHEAN (L) 2 BMEY - Rt}&%%ﬁ"ﬂSA(#)%tiﬁ%n%ﬂf&f&”iﬂ MR ZHEATBEY - AA(E)VETAEBNRE | ELRBANIZAREHE
HE9RA) R (AR R BIRYBA A M BR SRR BR B AR BRI R RAEMEA (5 Rk AZTHANSIEAL - BARRKE » G/ RERBBEAAN (SR AZiHE AWEABREUTAL » UBMFHESARLE
DA AREMELAREEM PIBNER » MPIREEASERRRET LR E'JZ!‘ER'FZT”JW%%DEFHL“ETQ## BARBERRNARERNAE ; A ; AtiRIBAR(RRRER » A2EB
AHARPIERNEMAL) | MRBEMRE DM HNEREL OSSN IR ERE (R LEEE)

O]
BARHRAEER (50

LT -00 L

6. PATIENT'S SIGNATURE BAEE

DDH MMA YYYYE
Signature of Patient/ Parent or Legal Full name (in BLOCK letters) HK/Macau ID card no. Date signed
Guardian (if Patient below 18 years of W GEUEMRHEYER) BB RPIFHDERE HEEHH
age)
BA/REREGEEEAEE BRAR+/\EU
TZ&EAN)
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SECTION 2: DOCTOR SECTION Z B - B EIHE
To be completed in BLOCK LETTERS and signed by the consulting doctor FE 22884 U IFHHEB I 5T

1. PATIENT DETAILS B AEk

Full name Date of birth HK/Macau ID card no. Membership no. (required for the claim to be processed)
BASR HERHA BB RPIFDERE RREMHRTE (MK EERERIZREBFRSTENE)

N ENEREN|EEEEENER N EENENENENEEEEEE

DDH MMA YYYYE

2. MEDICAL HISTORY JRE4CE%
Are you the patient’s regular doctor? If yes, how long have you been treating the patient for?
BREZHANEERE? NZE > EREABLTEAR?

[] Yes 2 [] No &2

How long has the patient shown these symptoms Date when patient was first absent
Date of first consultation Date of most recent consultation before the first consultation? from work
BRRZBEH BERZ B BATEBRKRZ A EBTZRHZA? WABREAE B H
DDH MMA YYYYE DDH MMA YYYYE DDH MMA YYYYE

Are you currently issuing the patient If yes, how long do you intend to issue them for?
with sick leave certificates? M > EERAFEASRZANKE?
BRBEEABAZRRHRER?

[] Yes 2 [] No &2

3. CIGARETTE AND ALCOHOL CONSUMPTION MR{Z /% I5;EE 18

Does the patient smoke cigarettes? How long have they smoked for (in years) and how many on average per week?
BAREEREEE ? BRHEFARZEERRFH—EHRENHE -
[] Yes 2 [] No &2
Does the patient drink alcohol? How long have they been drinking alcohol for (in years), what type of drinks, and how many on average per week?
BARBEREBIE? IR ARBEEL  BERTH—E2RENKE -
[] Yes 2 [ No &2

4. DETAILS OF PATIENT'S DISABILITY BARKITIEAEHIE

Description of the illness/disability, e.g. location and size
of tumours, histopathological findings, cancer stage level

etc.
/TR RO » BIMNBEERI I B A /) « ABSHIRE R « i | Medical diagnosis Which symptoms are causing the patient to be disabled?
B o BPETAER AR MEHEEARKTIERENBIAER ©

How long has the patient shown these symptoms?

BAHRTEEERZA ?
Does the patient suffer from any other conditions? Are any other conditions having an effect on the condition listed under ‘medical diagnosis’ above? Please give details.
BARBEHMFE ? L e AR EHAER ? IF 0 FEdZ o
[] Yes 2 [] No &2
Has the patient been diagnosed with cancer? If yes, has the cancer metastasised to other areas of the body? Please provide details.
BAB S ENE EREE? Mm% > BIEASIENE SREEMEMI? FeEt > o
[] Yes 2 [ NoF2

Page B 5/7



EB32

5. TREATMENT 34

Please describe in detail the type of
treatment you have prescribed;
including medication, surgical
treatments, chemotherapy or
radiotherapy, period, quantity and
duration. Please go ahead and use a
separate piece of paper and attach if
you need more space.

SRS ARR TR (R AR EY ; BIEEEYA
R FATER  ERAER B - BEM
FHERSR) - MREMRRE » eI M EEESME
iR e

How has the patient responded to the

treatment?
WA ARH R EI ?
Is the patient still being cared for in If yes, please provide details.
hospital? WS > B> o
BARBNIEERR ?

D Yes & D No R@&

6. PHYSICAL AND PSYCHOLOGICAL IMPAIRMENT B8R 085248

In your opinion, how limited is the patient's physical capability?
ERRBANEEREIHIRBIRZ

Please provide more details.

Az o

D No physical impairment: capable of heavy physical work
HSEBNAE NI | RENBANIE

D Minor physical impairment: capable of moderate physical work
TEBRENEME | AR EBR NS I

D Moderate physical impairment: capable of light physical work only
EBRENTERE | A REEENTIE

I:‘ Significant physical impairment: capable of sedentary work only.
SEENAESIBRREZIE | AR E T

D Severe physical impairment: incapable of any physical activity or sedentary work

EBRENREZHE | FAERNEBHXEIRE

6A. PSYCHOLOGICAL IMPAIRMENT (2548

Does the patient suffer from stress, If yes, please provide details.
emotional or psychological conditions L2 )
as a result of their condition?

MARBEABREMHIRES « BECRE
AL ERRERE ?

[] Yes 2 [] No 72

In your opinion, does the patient suffer | If yes, please provide details.
from any psychological conditions that | #n2 » s>
would prevent them from working?

ERBZOERARTERRARELIR?
[] Yes 2 [] No &2

7. PROGNOSIS Faif#ER

Current status of patient’s condition In your opinion, is it possible for the patient’s condition to be

FBAIRERT reversed or improved?
ERBBARRRE B I RERENHRE?

Is there anything else that could stop the patient from returning to
work?

REREMERERATERELE?

Recovered Improved
D BRE D aNE

Not Deteriorating
[ improved [ =L

T

Other
O] Hith

PATIENT'S CURRENT OCCUPATION JEAIRBERIFL 3% 55

Occupation Job title
£ AL

Occupation industry
7%

Duties you performed in your role
TEEEE

In your opinion, is the patient capable of returning to work? Please respond yes or no in the table below.

ERBRAREEENER TR FEUTREES2HFE -

Their current occupation?

Another occupation (including sedentary office/clerical work)?

WARIEHE 2 Hthig 2 (SEEALPWAEH/XENTIE)?
Is your patient totally incapable of performing: o = o o
EHFEAR T2 EEHNT D Yes & D No &2 D Yes & D No &2
Do you think the patient's condition could improve
enough for them to be able to perform: [ Yes 2 [] No &2 [ Yes 2 [] No &2

ERRRBERIUEE R AR ERELINT ¢

If yes, please provide a date your patient might be able to
return to work:

W2 > SFREEAREER TERMA B ©
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7. PROGNOSIS (CONTINUED) TEHBE R (4)

In your opinion, is the Patient not able to engage in a gainful occupation or work for compensation or profit for which the Patient is reasonably qualified by reason of education,
training or experience, for the remainder of the Patient's lifetime as a result of the Patient's condition/disability?

TREDABANBERBFEERRABLIEREPHSEIRERS B ECRMSEBINEMNBER B RN TE?
[]Yes2 [] No &2

8. HISTORY OF THE CONDITION JRE4CEE

Has the patient previously suffered []Yes 2 [] No &g
from related conditions to this illness?

WA B E R R IR EA?

If yes, please provide information below.
MR > Fephz o

Date of doctor's consultation or hospital
admission DD/MM/YYY Name of doctor Name of hospital Details of treatment

B HEREH DD/MM/YYYY BEEy Bzl RS

9. SUPPORTING INFORMATION #7&E R

If there is any further information that If yes, please provide details.
will assist us in assessing this claim? ME > Bt o

e.g. hospital records

T H HMER P U BN F I HIEEE ?
BN : Bt

[] Yes 2 [ No 72

10. REHABILITATION &4

Is your patient currently undergoing If yes, please provide details.
any form of rehabilitation? ME > HR> o
gAEEﬁ%E‘EE?&&E@HEﬂE@%EE‘S
-3

[]Yes2 [ No 72

Can you recommend any further

rehabilitation that could improve the

patient's condition?

TRE B ER R U B R AR IBNRIEER
57?7

11. DOCTOR'S DECLARATION AND AUTHORISATION B4 BERZEE

| declare that all information provided is true and complete to the best of my knowledge.
FAEEEPERER ER— IR BN EER » AAFRAME » 9AEE2NERBE L -

Name of attending doctor (Please

add your qualifications) Address Phone no.
FoBERE (FRIECHEEER) ik BEERE

DOCTOR’'S SIGNATURE B4 %E

DDH MMA YYYYE
Signature and stamp of attending doctor Date signed
PBREZLREE HERQM
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