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HSBC Voluntary Health Insurance Scheme Medical Claim Form
EEZERBRITEBRRER

HSBC Life (International) Limited, incorporated in Bermuda with limited liability (the “Company"” or “HSBC Life")
ELASZRE (HE)ERADGIMRIREREZARAR) ([AREIHELRR))

PLEASE SUBMIT THE FORM AND RELEVANT DOCUMENTS TO ONE OF THE AVAILABLE CHANNELS BELOW. WHAT HAPPENS NEXT T —%
ERRENHAXFERAATHER—ESRER - The process after you send in the claim form #2232 |t &= 18 #) 7 12

e Scan the QR code on your right hand side to upload documents to “Document
Upload Service" on HSBC website % A] LA i F 75 ) — 415 _E #4878 SO E)E L
Wb FE [ EEBRTS ] OR 3

e Mail to 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong 2. If you have any questions about your claim,
HEEHENEFEEIFELHO1E18HE - OR =X please call (852) 3128 0122. INREH REH T

e Submit to any HSBC Branch A] RME(EL 5 1TiE R Al 5 - 555X E(852) 3128 0122 °

1. We'll let you know the outcome of this claim
within 7 business days. # & E71E T{EH A&
MENRER LS

CLAIMS DOCUMENT CHECKLIST R 5%

Basic Documents ER X #

Part | is fully completed & signed by the Policyholder/Claimant/Life Insured :*M*?%EF'*M“Eﬂf%ﬁﬁﬁ/\/:ﬁﬁ/\/xﬁ/\iﬁﬁl z

Part Il is fully completed & signed by the Attending Physician/Surgeon with chop RIEER S KR EZ B4E /IVRIEAES FETEH

Original receipt(s) of the medical expenses (including but not limited to deposit receipt) % & & f U i& [E 7 (“?ﬁiETﬁﬁﬁA?ﬁﬁuﬁlﬁ)

Copies of statement for breakdown of hospital expenses (including but not limited to daily charges, meal charges and surgical package charges) (if
applicable) B W EFE (BHEETRAEHEE ER  FHWEEWE) (WER)

Copy of settlement advice from other insurer (if applicable) E 4R A 7 2 BEE4AE @M A (LEH)

Copy of Histopathology, Laboratory Test Report, Endoscopic, Ultrasonogram, X-Ray, CT Scan, MRI, Diagnostic Written Report(s) and Operating theatre
summary (if applicable) FHIE 2 - {LERE - NEE BB XX BHFE WMHIKE FHERER2HEERREEA (ER)

Copy of Policyholder & Insured'’s Identity Card 1%@%@/\&x1%AZ%1’\*§EHX1¢BalJ$

Copy of Bank Account Proof (applicable for Policyholder’s sole or joint name bank account other than Policyholder’s premium deduction account) 817

POEAXHEIACERRREREAZEARBAIFEREEERSO)

Notes &t :

1. The claim application of confinement and pre-or post-confinement treatment expenses can be submitted together. However, the claim application must be submitted within 90
days after the date on which the Insured Person is discharged from the Hospital, or (where there is no Confinement) the date on which the relevant Medical Service is performed
and completed. RIEERFAERAL - AIXEEMZPIZAREA —FHER - EBERHRE IR ZHMARTAERNIORNRHRME -

2. Please ensure completion of the above checklist to avoid unnecessary delay in claim process. i R T A A £ R IHIA R IEE R E TR o

3. We will inform you if we require additional information from you or we consider that your claim has to be assessed from third parties (such as doctor, hospital, etc.). As the time
required for obtaining the information is variable, the processing time of your claim will likely be lengthened. ZH A B EMBEX RS ABERBMAGKEMA L (NEE - Bi%)
REEINER - HMERRENE - RRMABWERTR  BERFHEXEHEEE -

oo ooog

oo

PART | - TO BE COMPLETED BY THE INSURED PERSON OR CLAIMANT IN ENGLISH OR CHINESE
Al -AZRAIREAURXFIPESR

DETAILS OF INSURED ¥ & A & %}

Policy No. R B 5% 5 Name of Insured Person & A#4 % I.D. Card/Passport No. &3 & /# B 57 15
Contact Number B #% & & Email Address & B4

Correspondence Address i &fl it HE

DETAILS OF PRE- AND POST-CONFINEMENT/DAY CASE PROCEDURE OUTPATIENT CARE AR K% AR FEMAIANFHDERFERE

Date of Outpatient P9 B i Period of hospitalisation or date of surgery {3 B i & sk 5 17 B #§
to &

DETAILS OF BODY CHECK UP (APPLICABLE TO GOLD LEVEL AND DIAMOND LEVEL ONLY) E#REF B (REAR SR RER)

Date of body check-up &2t HHi Type of check-up 4225 48 7

Name and address of hospital and/or health care provider 2Pz & =k 88 /B RIS IR (it & 2 & 18 R b ok

DETAILS OF HOSPITLISATION AND SURGERY 1Tz & 5 i 3 15

Hospitalisation/surgery due to {£Bt /F 7 R A

[ lliness &% (Please fill in section | 55E Z15F) [0 Accident E5b (Please fill in section Il F5E % 11%0)
() HOSPITALISATION/SURGERY DUE TO ILLNESS ¥ % {£Bt, F 1l
Description of symptoms &8 af 4l 75 # Duration of symptoms B E FE % A

Name of hospital/outpatient center and address in respect of hospitalisation/surgery relating to the current claim 8 Bt =& - £k Filiz 2k, A
17 7R 0 2B 7 Rt ik

Have you had any prior treatment for this or related condition? | Name of attending physician/surgeon 2 88 4 /4N 88 A4 14 4

BRE QEEREMILARBRKRRHER?

O Yes & O No &
If yes, please provide details at the right hand side. & + 5% | Consultation Date ¥ AH
EREAFREER

Incorporated in Bermuda with limited liability R B 53 K 2 25 R 2 7 Hong Kong SAR Office Address: Claims Department, 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
EARBRATRERSE LI - FENEREE1GEY 011822 B3 HSBC Life Claim Hotline JER {R B R4 24 (852) 3128 0122
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(1) HOSPITALISATION/SURGERY DUE TO ACCIDENT B E/MEBR F #iT

Date and time of accident & 5 B 5 & 5 Location of accident & 5 ith 25

Brief description of the accident, part of body injured and type of injury B IMEB « LB MBS

CLAIMS WITH OTHER INSURANCE COMPANY/(IES) & E {2 R b A 5] & &

Are you making claims to any other insurance company as & | |t yes, please provide details below and a copy of the settlement advice from the other

result of the treatment? ARAESVAE  BATREMRBR | i surers 117 « EIRE AT B R 2 12 4 H 4 (R 1 A 7] > B 18 £ 2 3@ 40 Bl A

SRR ne R

0 Yes & ONo & (a) Name of insurance company R 2 7] & 18

(b) Policy Number % 28 5 15

REQUEST FOR DOCUMENT RETURN E& X #ER

[0 Please "v" this box if you wish to obtain Certified True Copylies) of original invoice(s) and receipt(s). 240 = ER B A B) B =R IEAZ B RIA - FBEEIE
WE VISR -
Note J* & :

(1) Certified True Copy will not be issued if the claims are fully reimbursed. INREEE 2 HEE  ZFEAGTEEL -
(2) The originals will not be returned and will only be retained for 3 months from the claim processed date. IEﬁSZFFH#T?%?EZﬁ CA R REER IR ST A BT
RE3M@EA -

NO CLAIM DISCOUNT (NCD) & #7401 (ONLY APPLICABLE TO HSBC VOLUNTARY HEALTH INSURANCE FLEXI PLAN) (REARES 5 BB R BEE)

Important Note EZE 4

If after a no claim discount has been deducted, a claim incurred in respect of previous five (5) Policy Years becomes payable under This Plan, the no claim discount shall

be re-calculated by taking into account the relevant claim payable, and the Policyholder shall return to the Company immediately the difference between the recalculated

amount (in respect of no claim discount) and the no claim discount actually offered to the Po\icyholder MR ERETNE  BEARARAARNAG)EREFENEENR

Eﬁ;&%ﬁi%iﬁﬁ%%ﬁ CREREMNMERBEEEREEMENIE  RREFSBEARLANMARAREERREHTREFEANEBREFTNASHAETNERETNEHE
BJHY Z= B ©

PAYMENT INSTRUCTION &g =

00 By Bank Account &R17F 0

[J Transfer to the policyholder’'s premium deduction account (not applicable if the bank account is held by someone other than the policyholder’s sole or

joint name) BEREREFBAZREBHESO(TERNIEREFEAZBAARBERETFO)
[0 Transfer to the Policyholder’s sole or joint name bank account below BHEEZE A TREFHA Z BAAKBLZETAO

Bank Name and Branch $R1T & %172 &8 Bank No. Branch No. Account No.
RITHR R DITHRR BR B SRTS

N I S I S O A S B
Notes #t:

Please also submit adequate proof showing the full name and the bank account number of Policyholder’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 payable to
the Policyholder and mailed to the Po\lcyholder s correspondence address. ERANRERIDREFEAZBASBELO2ERIRTPORB 27 B EH (NRTEFER
HEHBERRRALBRLRSE) - ELORERM LAMFE X REKUZZEAT FTREFEA 2 BRI -

[0 By Cheque X ZEF

Mail the cheque to the Policyholder’s correspondence address & 1R 155 A 2 @ 50 41

For your attention s, & :
1. ;f%egg-gz%nésigstand\ng levy, The Company will deduct all of the outstanding levy from the claim payment. fIREFBHBAREHE  ARAFTENRBELETNLREH
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 quctuates from time to time. You may suffer a loss of your benefit values as a result of
the exchange rate fluctuations. #1fl|as 21 SRIB Y B 75 T R LLIR B E 8 s (R [ X BE 8 B 5] T &f(%LIKEE’JEM(Eﬂ/’é%)?ZH ' a%ﬂﬁniﬁmlﬁﬁ :i‘$ AT 1 E )
REEBEHINER (BEOERMRE - EIZ&@J WHERA RS - B RS RN EE L N R R B R B ERRKRE BE HE = 2 K &
iR D WFIZEE -

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 recelvmg
bank as a result of incorrect bank account details. 21 FHF OIPEDRT 2 PO - ZBT R SOELRITAIRFBERRIRGER - B o iR = 8Tz 450
HEHNERTREENFED  FEBEXRNILREE - AL —JH%T‘%%H*EHITﬂfﬁﬁ&h’ﬁgﬁﬁ%ﬁl?&ﬂﬁlﬁlzgﬁﬁYTﬁé‘ij’cleﬁ}E'Dﬁﬂ??ﬁ'ﬁ%&%ﬁ%ﬁ@;ﬁﬁz,aff

4. Unless otherwise specified, claim payment will be made according to the current payment instruction (if any) registered with the Company. (N R  BES

BARRNBRALHER(WA) -

><}+

DECLARATION AND AUTHORISATION % 83 K 1% ##

I/we hereby certify that all the answers and statements given above are true and complete and that |/we have not withheld any information. 4x A (%)
E UL B DA b PR 1 9 & R 19 S TE R A At B 30 SRR -

|/we authorise any physician, hospital, clinic, insurance company or other individual organisation or government office that has any records or
knowledge of me/us or 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. A (%) FEREFE A XUBAR A (%) (AR S L RS2 B - Bt 251 RIBAFSEMHLA - BB ED A SRR (BE) Personal Information
BRARSERIBEAN (F) > AE R - L B ERAN(F) TR BN & KA - AEEE 2 B EA B - Collection Statement

By signing below, |/we confirm the above application and agree that the Company may use and disclose all personal data about me/us that the (English)
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
r|ght hand side, or else | can request a copy by visiting my local HSBC Branch or by calling the Life Insurance Service Hotline: (852) 2583 8000.
( VETHEEEN®D L RS E\AT"JEE%FA@EVWE@M)\&H(%Lﬁ%)1\* & 388 %D%(ﬂﬂ%%ﬁﬁ)x%fﬂﬂﬁl%%ﬂﬁj A5
@fﬁﬁ&ﬁ&éiﬁﬁa‘&ﬁﬁhﬁﬁﬁa$ (5)NFAEAER -AABRARAEBERAFTN _HBABZBNE  AAESELEDTHH [ s
%i@%/\%wﬁﬁ&%%ﬂ@ : (852) 2583 8000 M iZ @ AN E MY &I A © BN RSS2 8 (7P 30)

SIGNATURE # &

Signature of Life Insured SR AZE Signature of Policyholder (REHH AR E
Name ## Name # %
I.D. Card/Passport No. 19 7& RIS I.D. Card/Passport No. & 15 & R IR 5
Date HHj Date A
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PART Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSES IN ENGLISH OR CHINESE
- HEDBEE SIRBEURIHF AR MERAREEABTRE

A. Details of Insured Person (Patient) & A (B A) &%
1. Name of Insured Person (Patient) 2R A (5 A )5 2. 1D card/Passport no.
S0EERR
B. Clinical History [ K& &
3. (a) Date of first consultation &Xk2 HE(DDH, MM B/ YYYY &)
(b) Symptom(s)/chief complaint(s) presented onset date HIRFE®E, ETFHRFEHBEH(DDH, MM B,/ YYYY F)
4. How long had the patient been experiencing these symptoms before the first consultation? AL B X K2 AT ZEHCTFEZ A ?
5. Diagnosis of condition (ICD10 WHO version IR D RS ) fmiE2H
C. About Hospitalisation/Day Case Procedure/Advanced Diagnostic Imaging Test 51X, BB FMT, LEZ B2 HBE
6. (a) Name of hospital/day case procedure centre/medical clinic 2F B R F iR h .0 BB 218
O Inpatient f£Ft [ Hospital OPD EPFtPi% [ Day Centre HE# & [ Medical Clinic E&E 2 Fr
(b) Ward class £ 4% 5l
O Private L% %E O Semi-private ¥#.XE O Ward XE D Hospltal day ward Bz B
[ Day case procedure centre A & Ffi7# I F 13 Medical clinic & 2 Fr
(c) Date of admission/treatment AP:, S4EHE (DD H, MM )EI/YYYYE)
(d) Date of discharge it HE(DD B, MM A,/ YYYY &)
7. Final diagnosis at the time of discharge i &REZNZ
8. Name of surgery/treatment F1lTs 6 & 478
9. Has the patient been consulted by other Physician/Surgeon(s) during this hospitalisation? [ Yes = [0 No &
MAG G ER SRR EMEE IR ERD?
(a) Name of Physician/Surgeon &4 /G RIE& A4t
(b) Reason [R&A
(c) Treatment Performed Y4B &E15
10. Please provide details of the hospitalisation, including treatment, investigations, tests conducted, on-going treatment and recovery
plan. BIRERAERFHE - RIEERAE L AESR  FEAEREEE -
11. Please provide details of the period of hospitalisation including reasons for number of days as in-patient. F iRt R XFEZHEB L E
12. Can the treatments/investigations of the patient be managed on an out-patient basis? BAKYAE HEE S A EFIZHETT ?

[0 Yes, please provide reason(s) for this hospitalisation 2 - IR 2 X BABRIE S GEZ RE

[J No, please provide reason(s) &5 ' FBiEHERE
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D. PROFESSIONAL OPINION EXE R

13. In your opinion, was the hospitalisation a result of recurrent episode/chronic illness or related O Yes & [0 No &
to a previous condition? &R AR EFZE BEZ M,/ KRR ZBTHERE,BIN?

If yes, please provide date of the first episode and details. 212 @ FI2Mt &K% BB RS

14. Was the condition due to or associated with the following? FiltiE R AR BIATEEGR?
[ Accidental bodily injury BE4M & %15 O Self-inflicted injury B 15= [ Abuse of drugs or alcohol & 3 %) =i Jf #5

0 Mental disorder #51#ZEl O Refractive error B ¥ 1E [0 Developmental condition % & [ 78
O Infertility or sterilization "B i85 [J Contraception ##Z2 [J Treatment for cosmetic purpose E&R 4 E &4 &
O Vaccination & & #% & O Pregnancy 2% [J Congenital condition & X E&K K, EF

E. CANCER/TUMOUR-RELATED TREATMENT i &% 18 B & 7%

15. Type of treatment administered A & &8

[ Surgical SMNEbA & [J Chemotherapy {L& [0 Hormonal Therapy 7 F 504 /&
[J Target therapy 1Z4L54 7% [J Radiotherapy &= /& [J Immunotherapy % & &%

[ Other EAth

16. Date of treatment A& HEI(DD B, MM A,/ YYYY %F)

17. Please provide details of the treatment including drug name, dosage, frequency and duration of treatment, all other types of
treatment and any complications B iR A AMEN AN EEY R TR - BEYHEIE - REE X - FERABENRE R EARE BRI M H OF 3

F. ABOUT THE HEALTH HISTORY BB ® AT 8%

18. Has the patient previously suffered from related conditions of this illness? If yes, please [ Yes =& 0 No &
provide the details below. A &4 HRE I EAARBOEK ° 0F @ BREUTHE

Name of physician/ Date of consultation/
surgeon/hospital hospitalisation Symptoms Diagnosis
BAE/IBIEESESEREE |02 ERkBH A 2

Treatments given (please state name of surgical procedure if performed or to be performed) FriR it 64 (5D EX S S ETH F i

i)
G. OTHER &E%®&
19. (a) Are you the patient’s usual physician/surgeon? 2 B BARBEEL HMRIEE4 ? O Yes =& ONo &

(b) Referring physician's/surgeon’s name, if applicable #7184 /HMNEIBE A g4, - 40
(i) Name of physician/surgeon 284 /SNl 88 A4 14

(i) Telephone & :&5% 15

H. DECLARATION AND AUTHORISATION 83 & &

| hereby declare and agree that all statements and answers to all questions are complete and true to the best of my knowledge and

belief. AAZUBARRE Lt —VIRARERBOAEER  LAAMMAE DA EED ML HEEEA -

Name of attending physician/
surgeon (with qualifications) Address Contact Telephone No.
ED BB LR (BE) 3 31k Bk 4% B 55 5% B
Signature and name chop of attending physician/surgeon Date HHj
LB EFEERESE (DDB /MMA YYYYH)
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