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HSBC Life HSBCDEA

CLAIM FORM ZE & #
Death Claim Form S EEEHE X

HSBC Life (International) Limited, incorporated in Bermuda with limited liability (the “Company"” or “HSBC Life")
ELASZSRBERARARGMRINEREZERARMIARAR ] LDELRE])
PLEASE SUBMIT THE FORM AND RELEVANT DOCUMENTS TO ONE OF THE AVAILABLE WHAT HAPPENS NEXT  —2%

CHANNELS BELOW. E# REMEBEXHAUTEF —BEIRNER ° The process after you send in the claim form
BRI REH IR

1. We'll let you know the outcome of this claim
within 7 business days. # & E71E T1EH RE
MENRENER -

e Scan the QR code on your right hand side to upload documents to “Document
Upload Service” on HSBC website 4 A] AR A /5 77 89 — 416 F SRR SO BDE L
HWuh FE [ EEBRTS ] OR 3k

e Mail to 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong

. N [ N . 2. If you have any questions about your claim,
= =3 N o5 E Ll ™ . ol o -
e Submit to any HSBC Branch A] A {E{IE L 5 1TiE 2 5[ - FHE (852) 3128 0122 o

CLAIMS DOCUMENT CHECKLIST R{E X #EFE

Part | is Fully Completed & Signed By Beneficiary(ies)/Claimant(s) RE X FEpE M T A/ RIEAEB W
Part Il is Fully Completed & Signed By the Attending Physician With Chop, if needed & (& ?‘EZ*E”«EEIE?%EEE ZEWEH - MEE

Original Death Certificate of Life Insured or Certified True Copy Death Certificate of Life Insured Certified by Bank Staff or Solicitor 5{# ASELT- B IE Ak HR1THREE
RERMELZE 2 ZRAFRTEZEIER
Copy of ID Card/Passport/Birth Certificate of Life Insured R A 2 H10 75 #MR /HH ERREEIZA

Copy of ID Card/Passport/Birth Certificate copy of Beneficiary(ies)/Claimant(s) i‘EA/%T“/\Z%@E’f/%%E”/Hj AR E A

Copy of Relationship Proof Between Life Insured and Beneficiary(ies)/Claimant(s) 52z5 A /R {8 A EE21R A 2 BARE B X8I A&

Copy of Bank Account Proof of Beneficiary (applicable for sole or joint name bank account) &5 A 7 $R47 P Q& A HEIA CERRNEARBEZPO)
Original Policy Document; or {REEIEA : 5§

| declare loss of the Original Policy Document 7~ A 2 ER{R 8 [F AR i 5k

oooooOo ood

PART | - TO BE COMPLETED BY CLAIMANT IN ENGLISH OR CHINESE
FE - HREAURNHHICAR

DETAILS OF DECEASED B 5 SRAEH

Policy No. {R B 5% 15 Name of Insured Person Z{® A4 % I.D. Card/Passport No. & 5 #& /B IRE
Date of Death & # H Hf Cause of Death HitRE

Please provide the information of all Physicians who attended the Deceas ed as well as the hosgltals or | |nst|tut|ons where he/she received
treatment during the past b years leading up to their death: 512 iBEBF N B2 EH D BMA+TZ 24 BEEKENER -

Name of Physician/Hospital or institutions Dlsease or Condltlon

BAMR/ BRREERERTE BE

Please provide the information of any insurance with other Insurers: B 2 & WA TEE MR D T FFIROER

Name of Insurer R A 7458

PAYMENT INSTRUCTION & =

[0 By Bank Account &ZR1TF 0

O In policy currency LA{R & & ¥+ 5 O In HKD LA ¥ 3%
[0 Transfer to the Claimant/Beneficiary’s sole or joint name bank account EEEZRE A ZREAZBAASBZEO

Bank Name and Branch 717 &5 772 &1 Bank No. Branch No. Account No.
RITHRE DATHR IR B P SRS

Notes #:

Please also submit adequate proof showing the full name and the bank account number of Claimant/Beneficiary’'s sole or joint name bank account (such as copy of

bank book, ATM card, bank statement etc) to the company. If we do not receive the copy of the required document(s), the payment will be made by cheque and

mailed to the your residential address. R IEX A REA /Fa A Z AAKEEE 024 RIRTEAGIE 72 B0 (MIRTH7ER A HEEKFRALERIAZ) -
BEORARE LIMAME XY REBUASZERRET FEZEEH -

[0 By Cheque AXZ = (Mail to the Claimant's residential address ZF £ R & A Z £ b it)

O In po||cy currency (Only applicable for HKD/USD/CNY) O InHKD
REEBHF (RERARBEET/IARE) LA A 3R

For your attention s ¥ & :
1. ;f%pnnogg}/%hés;%tstandmg levy, the Company will deduct all of the outstanding levy from the claim payment. IR E MR BHE - AR SR B ESHERNGREE
B

2. If the benefit payments are settled in currencies other than the policy currencies/currency of levy cap i.e. HKD as provided by the Insurance Authority, the benefit
payments would be subject to the change according to the prevailing exchange rate of policy currencies/HKD to payment currencies to be determined by the
Company from time to time. The fluctuation in exchange rates may have impact on the amount of payments. By choosing the payment currency(ies) other than
policy currency, you are subject to the exchange rate risks. Exchange rate ﬂuctuates from time to time. You may suffer a loss of your benefit values as a result of
the exchange rate fluctuations. NF%E 7 (4 R IB R & %TEM%EE%Y%I& 28/ TEM?LI‘EE’]E%(EH%%)QH MRS NRBEREZ AR TRETN
1%$EM2TSEHE%/’§ME’JETWE&“ E%Z\}&Z SHREBKTE - EEGERE RN E S K GEATERRAR EXSABES  GALEESY KD
MiBLHB D WFIZREE -

3. If the receiving bank account is a non-HSBC bank account, bank charges may incur which will be deducted from the amount payable by the said receiving bank and/
or HSBC, if applicable. If you provide a bank account in currency different from the payment currency, the amount payable is subject to exchange rates difference.
The Company will not be liable for any charges or loss due to payment settled via non-HSBC bank, currency exchange or rejection of transaction by the recewmg
bank as a result of incorrect bank account details. AR F OSEELRIT 2 F O - ZWIT R SELRITAIRFEPRBREER  EA - R EF ST AR
HHNEBTREENFEO  FEEEXRNHLBREE - AQ "HHTﬁﬁkﬁ*EﬁlTHfﬁﬁ@i%’iﬁ%ﬂﬁgﬁ?&%mz%ﬁﬁ skiBk s ARITF A é‘ﬂT?ﬁ'ﬁ%ﬂi}E%ﬁLﬁEZEE o

Incorporated in Bermuda with limited liability )X B 5 Z K 25 R 2 7 Hong Kong SAR Office Address: Claims Department, 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
ERBATRERSELI - FENEREE1GEY 01 E182 2 B3 HSBC Life Claim Hotline JE R {R B R4 24 (852) 3128 0122
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DECLARATION AND AUTHORISATION %8 [z 1% #&

[, (Name of Claimant/Beneficiary/Authorised Officer of Corporate) of ID Card/Passport No.
do hereby authorise any physician, hospital, clinic, employer, banks, government authorities, insurance company or organisation that has any
records or knowledge of the late, of ID Card/Passport No. (relationship to me
)(“the Deceased”) to disclose to HSBC Life (International) Limited, or its representatives any and all information
with respect to the health, medical history, disease, hospitalisation, medical advice, treatment, investigatory result or employment record of the
Deceased. | am entitled to be the personal representative of the Deceased or | can act for and on behalf of all persons who may be entitled to
apply for the administration of the Deceased's estate.

| also agree HSBC Life (International) Limited to utilize the copy submitted with this form or this request. A photocopy of this authorisation shall
be considered as effective and valid as the original.

ZAUN (REA/ZRAN/WEZEREANBRR) H1HE ERRET BRI
ﬁ@ BB A EEX - RIT - BUTHEIE - RIRAR] - skEMBREKE - LA éiiﬁﬁEZE%E&/\t FE
Easﬁﬁ% (FANEZEFHRALZHEER )2 BRI ERZC SMA TR

J??Z CRE R ER BEMER 28 RBAERIMERSTENRUBESASRRB(BB)ARARKERR - SAAENERBERREXN AL
MEZE F AT REEARRIEA -

AATAEESASRE (BB ERARNEARAZRSERE—HREZBIAS UL ESR - EEEZ EARAKIGARSERN -

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 your right hand side, or else | can request a copy by Porsonal Infomeatio

visiting my local HSBC Branch or by calling the Life Insurance Service Hotline: (852) 2583 8000. Collection Statement (English)

AANE)VETHEZENER LG TREEQARAIRBEAXRBRNEABAAER(RLBEOOBAE (LA EAMEAE R
SEHAIILNAE ﬁﬁﬁ&%giﬂh&ﬁ«é%ﬁﬁ%ﬂ/\H)Eﬁﬁﬁﬁm\éﬁﬂ RABBAI B BRBIHA T ZEIHEE
ZBME KA AT SELENTTRBEELE ASRBRRAEL 1 (852) 2583 8000 RENGZMAIE K &IZAN -

%
YCTIESLAES'S

DETAILS OF CLAIMANT / BENEFICIARY (DETAILS OF BENEFICIARY'S LEGAL PARENT/GUARDIAN/TRUSTEE IF MINOR BENEFICIARY IS BELOW AGE 18)
REAZHANERWESEARIBEATARFRAA  AIREEEXNR EHEAREAER)

Name of Claimant/Beneficiary I D Card/Passport No.
REANZE AR nEERHRT
Nationality BI%5 Contact Number Bt 48 & 55

Residential Address {E=E ik

Permanent Address (If different from residential address) sk A bk (20 EE{F == Hb kAN [E )

Signature of Claimant/Beneficiary REA ZHASZE Date HHA

Death Claim Form & # i E RE R PageEX 2/4
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PART Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN AT THE CLAIMANT'S OWN EXPENSES IN ENGLISH OR CHINESE
2 - MEPBEURIRP AR - ERABRBABTEE

1. Name of Deceased (Surname first) Jt& 4 2. ID Card No. / Passport No. & {7 & /7% F& 55 85
3. Date of Death & H & 4. Place of Death & #i 25
5. (a) Date of the first consultation &)Xk A HA (b) Date of the last consultation &£k H &

6. Did you attend deceased during his/her last illness? If so, for what disease? R B E K& BFHBRIRMAE ? IR © FRHEKBAME ?

7. How long had the deceased been experiencing these symptoms before the first consultation? 3t& & & /R SK 2 Al 2R EE FEZ A ?

8. (a) What was the immediate cause of death? HEEH H i 7 RE ?

(b) Was the death secondary to recurrent or chronic condition? If so, please provide details of that condition & # /& F 2% @18 & R m g1t
RREE? BIREZERNFAER

9. From what other important disease, if any, did the deceased suffer? If so, when were these diagnosed? st & & BB EMEZHRENS ? iRtz
RIRRIFEZ B

10. If the deceased is below 18 years old, has the deceased been diagnosed as premature birth or postmature birth? If yes, please provide

medical information. ZAREE KRR 18 5% ' ERBHL U RFESBH LA ? 112 - FREBEEH -

11. (a) Have the deceased ever consumed tobacco or taken alcohol, | (b) If Yes, please provide the average consumption per day?
narcotics or any illegal substances? JtE&E B AREBEEE Tk BI=] FRESRNRASKE ?
BR FRVEHE - B qa SR IR A E ?
[ Yes & O No &

12. Please provide the information of all Physicians who attended the Deceased, as well as the hospitals or institutions where he/she received
treatment during the past 5 years leading up to their death: ;BRI BEAS FAE 2IAE 2 BERAENE 2 Btk BEKBEHER

Physician/Hospital 524 / E2fz D|agn05|sggate Disease or Condition
Name %% Address #ihF (DD H /I;/TM BIYYYY £E) BwR Rtk

13. Additional remarks: ff Nz B8

DECLARATION %8

|, the undersigned, hereby declare that | was the doctor in attendance during the last illness of, , who was
assured in HSBC Life (International) Limited under Policy No. and that the foregoing answers are each and
all true to the best of my knovvledge and belief. KA (A TEHREA)VEFILERE - &2 BRERDHEE - e
RIELASRE(BER)BRAT - REEE A EERBERAAMAE - —UHMEEE -

| hereby declare that no information has been withheld by me at the request of the patient’s family or the policy beneficiary.

HEFLER  HAEREZBIREZZANERREEMES

Name of Physician £ 4 % Qualifications &#%& Telephone No. & 555

Address i

Signature of Physician (with stamp) 84 %2 (EHZE) DDH MMA YYYYH

Death Claim Form B # B ERHER PageE X 3/4
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Claimant's Country/Jurisduction of Tax Residence

ZEANER BEEBEE

Country/Jurisdiction of Tax Residence and Taxpayer Identification Number or its Functional Equivalent ("TIN")
AR BEEEERBEFRERAFZERADENBRESR (UATHBIBERRD

Please tick one ONLY R3E—1§

O Hong Kong ONLY with no tax residence in any other jurisdictions or countries (You do not need to fill out the below table). R B & & T2 H
MERIRBEEROREER (CBEESUTIIR) -

O Hong Kong and also some other jurisdictions or countries (Please fill out the below table, including Hong Kong jurisdiction and TIN

information). AR EFELEMBERAHKEEERNHBEER (FEBUTIIER  BEETENRBEERMEBHRHR)

0 NOT Hong Kong, but instead some other jurisdictions or countries (Please fill out the below table). T2 & EMELMMERKFFEEREAT
BERBEBUTIIR) -

If the account holder is a tax resident of Hong Kong, the TIN is the Hong Kong Identity Card Number (HKID). MEEFH#EARBTAREER » B
RRERPHBEANTEZHERE -
If a TIN is unavailable, provide the appropriate reason A, B or C # )8 B IRIEFISHEFR - N AEST A BEMIER

# Reason I A - The country/jurisdiction where the account holder is a resident for tax purposes does not issue TINs to its residents. lEF#H A AMNBEKR
RgEERIIAREERENRBESR -
Reason H B - The account holder is unable to obtain a TIN. Explain why the account holder is unable to obtain a TIN if you have selected this reason. Bk =
BEATRIRERBES - BIGE—1BH  BERFHAATENEHEHEFNREA -
Reason M C - TIN is not requ|red. Select this reason only if the authorities of the country/jurisdiction of residence do not require the TIN to be disclosed. A&

FHEABREHBRBRES BR BBEEEENTIERBTRERFPHEARBHNBER -

#Enter Reason A, B

Country/Jurisdiction or Cif no TIN is Explain why the account holder is unable to obtain a TIN if
of Tax Residence TIN B3 47 5% available you have selected Reason B
BR BHEERE MEERUEBEES MENEMRB BERRFEAEATENSHEGRNERE

HEEHRA B C

(1)
(2)
(3)
(4)
(5)
I am holding US green card (I am a US permanent resident) AAFEEFHE R (RAAEBKAFR)

0 Yes = 0 No#& 0 Not applicable because | am a US citizen TiEARAA BEEH AR

DECLARATIONS AND SIGNATURE B K #E

| acknowledge and agree that (a) the information contained in this form is collected and may be kept by HSBC Life (International) Limited (the
“Company”) for the purpose of automatic exchange of financial account information, and (b) such information and information regarding the
claimant and any reportable account(s)* may be reported by the Company to the Inland Revenue Department of the Government of the Hong
Kong Special Administrative Region and exchanged with the tax authorities of another country/jurisdiction or countries/jurisdictions in which the
claimant may be resident for tax purposes, pursuant to the legal provisions for exchange of financial account information provided under the
Inland Revenue Ordinance (Cap.112). RAXMEBEERE ELASRB (AR ERAA((EAA)) AIRBRBEK) (F1128) BB BERER
BREVERIEX  @QWERREAAEH L AIEHEFIEIDIBRUBERS éﬂﬁﬁﬁ&(b EZEEHNERREARERNARRES* WERMERR
ATHEBRNHRERRR  HLERERIREANER BEEEBNBRBEER -

* For the purpose of this form, a ‘reportable account’ refers to individual beneficiary (other than the policyholder) who receives death benefits under a cash value
insurance contract and is a resident for tax purposes of a reportable jurisdiction (i.e. a country/region where HKSAR has activated exchange relationships under
AEON[ZERMIRF I RIBIENRRBRSERBAOUMIHEENBAAZEA (REFFEARN)  MZEAAIBABRTREHBEERONEER (EER

AITBRERERDEDIRUBIREFENBENER HE)
| also agree that the information contained in this form may be shared to and used by any member of the HSBC Group (meaning HSBC Holdings
plc, its affiliates, subsidiaries, associated entities and any of their branches and offices) for the purposes of automatic exchange of financial
account information provided under the Inland Revenue Ordinance as set out above. KA NAIEELEEK E (FBELERAR AR « EBAR -
FRA BMEBEURRENEMNITRRER) IDZNERRRBAEER  UEFLRRRBEAHRBHAITEDRBPBIRFERNBE -
| certify that | am the claimant or | am authorised to sign for the claimant of all the account(s) to which this form relates. K AR » KA R RE
ABIEABREARBREEZZBHARBRER
During the claim process, | undertake to advise the Company of any change in circumstances which affects the tax residency status as stated in
this form or causes the information contained herein to become incorrect, and to provide the Company with a suitably updated self-certification
form within 30 days of such change in circumstances. N A& MBBEARRNRERFHBEMNE  UBFEARBMMNREEREMH X
SIBMARBAHNENTER  AASNIOHABHAERR  MEATRX—HEEZTENNEBREPARR -

I declare that the information given and statements made in this form are, to the best of my knowledge and belief, true, correct and

complete. FABRAREAFAMGE  AREAFEBOAFERNEROMER - ERM=HE -

Signature % &

X
Date (dd/mm/yyyy) BEI(H.~A.~4F) : Capacity &5 | |
Name 4 (If signing under a power of attorney, attach a certified copy of the power of

attorney. WRECUZHEAN G D EZEMEKE  BXMZIREZMIEZESX )

Individual Tax Residency Self-Certification Form (CRS-I(HK)) {8 A % i & R B % & 89 R #&(CRS-I(HK))
Death Claim Form B#HEERE X PageBX  4/4
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