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HSBC Life HSBCMIN

CLAIM FORM % & &%
Hospital Cash Benefit Claim Form
ERESRERER

HSBC Life (International) Limited, incorporated in Bermuda with limited liability (the “Company"” or “HSBC Life")
ELASZRE (HE)ERATGIMRIREREZARAR) ([ARA K ELRE))

PLEASE SUBMIT THE FORM AND RELEVANT DOCUMENTS TO ONE OF THE AVAILABLE WHAT HAPPENS NEXT  —2%
CHANNELS BELOW. F#REMEAXHAUTER—BIRNER - The process after you send in the claim form

E RR U FREH T

1. We'll let you know the outcome of this claim
within 7 business days. &£ 718 T1EH A @

Scan the QR code on your right hand side to upload documents to” Document
Upload Service” on HSBC website £ A] LA i 45 75 89 — #E 85 |- 5040 B S 1 2B
LWL Em XM EFRTS ] OR 3k S 25 1 s R o

Mail to 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong - 2. If you hav'e\ any questions about your claim,
BRE2FBNERTEIFESF O1E18% : OR 12 please caII (852) 3128 0122. MREHRERTE

Submit to any HSBC Branch & B I fa] JE L 55 7 22 fr] SE R - E(852) 3128 0122 °

CLAIMS DOCUMENT CHECKLIST R X #EE

O
O

oo od

Part | is fully completed & signed by the Policyholder/Claimant/Life Insured REXFHEHREFT AN ZEAN/ STRAESITEHEE

Part Il is fully completed & signed by the Attendrng Physician/Surgeon with chop (if admitted into a hospital under the Hospital Authority please
submit the Discharge Summary/Discharge Slip) RIEEXR LA EHELEE HIRIBAEES  ZETEN(EAFTEERE T 28R fRHEERHERIAK
/R A EIA)

Copy of receipt(s) of the medical expenses (including but not limited to deposit receipt) & /& & f W& 8| AN (B E TR Rz S W)

Copy of Histopathology, Laboratory Test Report, Endoscopic, Ultrasonogram X-Ray, CT Scan, MRI, Diagnostic Written Report(s) and Operating theatre
summary (if applicable) IR 2 - (LS - NET - BEK XX BHFEHE HMAOARAE FHERERZEH2EERSEA (WER)

Copy of Policyholder & Insured’s Identity Card {(REFH A RZIRA Z &5 & B X FEIA

Copy of Bank Account Proof (applicable for Policyholder’s sole or joint name bank account other than Policyholder's premium deduction account) 17

FPOEAXMHAIACERRNREFEAZEARBAIEREER D)

Applicable for Child Protection under HSBC Family Protector: ji#l fi i E KR 57 E (R IE

O
O
O

Copy of Identity Card of Insured’s Child & {® A F & 2 &1 & 2l A B

Copy of Relationship Proof between Insured’s Child & Insured & A 7 Z B 5 R A 2 8 B R 5 88 X4 2 AR

Copy of Newborn Hospital Discharge Record or Medical Report and Child Birth Health Record of Insured’s Child 4R A F % 2 #1428 7 BT ro 6% sk B
408 R R A 8%

PART | - TO BE COMPLETED BY THE INSURED PERSON OR CLAIMANT IN ENGLISH OR CHINESE
A -AZRAIRBAURXFPER

DETAILS OF INSURED/INSURED’S CHILD Z & A ZRAFLZER

Policy No. £ & 8% 15 Name of Insured/Insured’s Child /& A /SR A FLER I.D. Card/Passport No. & 13 & /% R 515
Contact Number B 48 & 7 Email Address = i iE

Correspondence Address 38 &l i 1E

REASON FOR CLAIM f={% R E

Diagnosis/Details of Accident Date when symptoms first appeared / accident happened

FTEZRIE/ BN BE/BHEER

PAYMENT INSTRUCTION 1§ &

0 By Bank Account & #R77F 0
L] 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) BIRZREFAAZREEIRS A (TERREREFFAZBAASBRRITAO)
[J Transfer to the Policyholder’s sole or joint name bank account below BEHEZE I NREFHAZEASERETAO
Bank Name and Branch $R1T D172 &8 Bank No. Branch No. | Account No.
RITHR R DT BR P SR %
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 cneque payable to
the Policyholder and mailed to the Policyholder’s correspondence address. FRBRERDREFBEAZEASBELFO2ZRBTP ARG 27 B EH (NRTEFER
HEHEEMRRAEERLRSE) - ELORFIRM Lall b 4 Iﬁﬁ%kaimﬂ/i&ﬁ?r%i%ﬁ)\ZLuﬂiﬁiiﬁ
[0 By Cheque A Z = (Mail to the Policyholder's correspondence address FE /R B #H A Z @A it)
O In policy currency (Only applicable for HKD/USD/CNY) L In HKD
AREEEMR(RERAREE ET/ ARE) LAE ¥ 4 3K

For your attention #5/£ & :

1.

2.

&89%}%@5 outstandrng levy, The Company will deduct all of the outstanding levy from the claim payment. ZI{REFMEBAREHE - AARGREBEESEPNKREH
&8 BB
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 benefrt values as a result of
tne exchange rate fluctuations. ﬂD?ﬂJmiHTAIEE’J“MTILM%ﬁ ’ﬁ%dﬂ%[ﬁ EERIEME LRNEE (B XM ZAEIREESZAQATHETED
RESRE O RE ERNERTAR - B3 2 RDR BB S EENREREREIANE  AARTELRR - EX S HES  HARRER D
EENG =
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 receiving
bank as a result of incorrect bank account details. ZZDJW KEOJEELRTZFO - uiﬁﬁﬁ&/ﬁii@%%ﬁﬁﬂﬁé‘%ﬁlﬁqﬂ”Qﬁiﬁﬁ%ﬁﬁﬁ CIE A o MR R 5 X R
HHNEBIREENFED  FEEEXNHREB - ARABIAREAERNRRITHEE MG B W BRI BRIERITF Défﬂ??ﬁﬁ%ﬁi}ﬁiﬁﬁﬁﬁziﬁ o
Unless otherwise specified, claim payment will be made according to the current payment instruction (if any) registered with the Company. MR R © BEES

BEARAMBRALEEE(WE) -

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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DECLARATION AND AUTHORISATION % i3 & #% #&

I/we hereby certify that all the answers and statements given above are true and complete and that I/we have not withheld any information. 4x A (%)

FELL B B DA L AT ER S 0O B RS B TE AR A B 30 SRR ©

I/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 (%) BEEMAEARA (F) REIERRBAEA LB EE - B - 2T RRQFISKEMAA - BATEERELS ASRRE ()
BRABDRERRRBERIA(B) Z2EBEHR - WREERAA(B)RTHRRENEBERAER - ARBEZHHNETRBER

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 visiting my local HSBC Branch or by calling the Life Insurance Service Hotline: (852) 2583 8000.
AANE)ETHEZNHERA LSRG URABERAAATRBEARBAGEEAEH FLE) GOMBAE (b BAMEAAERWEZR]) NFIHE
A FARREANSIHEERSEEBEAA(Z)NMEBAER - AABATUEBRFHATN _ABAEZBNE  HAAESELEH TR
EEL AFRERBELR - (852) 2583 8000 ZBME R B A -

[Ofsatzm2k
Personal Information
Collection Statement
(English)

[E]
[EPNCEEEE 3 221 GED )

SIGNATURE # &

Signature of Insured R A% E Signature of Policyholder (REE#H B AEE
Name ## Name # %
I.D. Card/Passport No. & 17 & /& B 15 I.D. Card/Passport No. & {9 /& BB 15
Date A i Date H A

Hospital Cash Benefit Claim Form X[ B & RERE R
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PART Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSES IN ENGLISH OR CHINESE
ZH-HEDBE HPHBEURIRPIES - AEHEAORBEABTRE

A. DETAILS OF INSURED PERSON (PATIENT) Z& A (JBA) B
1. Name of Insured Person (Patient) Z{& A (5 A )5 2. 1D card/Passport no.
B ERRE
B. CLINICAL HISTORY & K% B
3. (a) Date of first consultation &Xk2 HE(DD B, MM B,/ YYYY &) :
(b) Symptom(s)/chief complaint(s) presented onset date HIRfFEE,EFHFRFHLBEEH(DD B,/ MM A, YYYYHE) :
4. How long had the patient been experiencing these symptoms before the first consultation? 5 AE & A KZ AT ZRBEFES A ?
C. ABOUT HOSPITALISATION & B {¥fz
5. (a) Name of hospital Bt 21
(b) Date of admission/treatment AFt,SaERBE(DD B, MM A,/ YYYY F)
(c) Date of discharge Hift BHI(DD A,/ MM A,/ YYYY 4)
6. Final diagnosis at the time of discharge % && 82
7. Name of surgery/treatment F1l7s 6 & & 78
D. PROFESSIONAL OPINION E%#E§
8. In your opinion, was the hospitalisation a result of recurrent episode/chronic illness or related to a [ Yes =& (0 No &
previous condition? #R AR ERERE ABEEM REFRS 2 ATREE, BN ?
If yes, please provide date of the first episode and details. 112 @ FI2M EIXEE BB RS
9. Was the condition due to or associated with the following? E#il1E G & A TREEE/?
[J Accidental bodily injury BN F &S5 [J Self-inflicted injury B # %= [ Abuse of drugs or alcohol J& F3 224 sk JE 15
[0 Mental disorder #5182 &L [ Refractive error JE ¢ T~ 1E [ Developmental condition 2 & [ 28
O Infertility or sterilization N B sk & & [J Contraception %2 [J Treatment for cosmetic purpose 3= & |4 & H) 4 &
O Vaccination & & #Z & J Pregnancy 2% [0 Congenital condition e X E& K, EF
E. DECLARATION AND AUTHORISATION % 85 ¢ 2 &
| hereby declare and agree that all statements and answers to all questions are complete and true to the best of my knowledge and
belief. RAZUBRARAE Ll — R REENMBEER  RAAMAAME  HASFEL DU BE S -
Name of Attending Physician/
Surgeon (with qualifications) Address Contact Telephone No.
2 INEIEEBRE (BE) oAk Bk 48 7B 5 5% S
Signature and name chop of Attending Physician/Surgeon Date H Hj
IR IHBEEERER (DDA, /MMA /YYYY4EF)

Hospital Cash Benefit Claim Form X[ B & RERE R Page AR 3/3
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