ESRRE
HSBC Life

CLAIM FORM & & &1

Group Medical Scheme - Outpatient Benefit 8 & &+ 2 - 9

Claim for outpatient benefits. To be filled in by the employee or the patient. 5 55 F9 2 & M R (&

HOW TO SUBMIT THIS FORM 20 ] #2 33 Itk 3R 4%
After completing the form please send back to us:

HZRIRE  BHERGRM
BY MAIL

=
o

EB22

P 1E A

mIERIRAAR °

We highly encourage all members to submit claims via Mobile 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. FfIEEIFTERK ERBFHERERIRER
REURDARARE BETFTRERCEXERREVEMEERESTHRY - B MBERENRECHREELEE -

CLAIMS DOCUMENT CHECKLIST R X #/58

What you need to submit with this claim:
528 A e R(E — GHR A T XX -

O

Employee Benefits Claims, HSBC Life, 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong

BEF

ELRREERMNRERN — BENERAEE1REL DO 1E18E

IMPORTANT NOTES EE%1E

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

reimbursement.

REVANOANEF  BUARREBTTRERE -

2. We'll let you know the outcome of this claim within 10 business days.

HPEEI0ETHERABAGIRENER -

3. If you have any questions about your claim, please call (852) 3128 0153.
MREEHREFE@ R - FHEE (852) 3128 0153 ©

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.

MRBEMEZEZER  HEFERE
BEE - BEXMATEIES

F=75 (PN AEMBELER) FHENRE  RASRRECBE - S LFERENER
EXNRENHELNBBER -

Original receipt(s) of the medical
expenses (including deposit receipt)

BREAUBLIA (BERSKE

Copy of referral letter(s) for any
specialists and/or laboratory test
breakdown and amount.
EREMENE /S BRFELEH
Bl

Copy of drug list (include drug name,
dosage, quantity and amount)
EYHBAIN (BEEYEE B
HERSHE)

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

WL (LBRWBE  AEE - BER
XK BIHH WAORE  FWERH
ERpEzERRERAN (WER)

=
==

CLAIM INFORMATION {3 %!

To be completed in BLOCK LETTERS by the employee or patient #1{& 8 5% A JA [E#5H 2

1. GROUP MEDICAL SCHEME INFORMATION [ &8 & 5% 5+ &) & ¥

1A. EMPLOYER DETAILS E X &%

Group medical policy no.
E B RERR

Employer name

ExaHE

1B. EMPLOYEE DETAILS E £ & %

Mandatory fields, otherwise, claim will not be processed % BHE % » & B R E A T &2

English Full Name
TR

Contact no.
Bt 4% BB SE SR A

Email

1C. PATIENT DETAILS 5% A & %t

English Name of Patient (if different
AR RS (Fn A+t N A)

from above)

HK/Macau ID card no.
BB H 10 E RIS

Membership NO. (Refer to E-medical card/Physical Medical Card)
KBRS FeHenETRRTERERT)

2. OUTPATIENT BENEFITS P2 #&@ #l

2A. CLAIMING OUTPATIENT BENEFITS Fi2%& #l

Claim amount ($) (please
Consultation date specify currency) Consultation Type
PIE B HFERESHE (FLA%E) 2IEH 5
[J HKD [ General Medical Practitioner Specialist Consultation [ Prescribed Medication
Consultation HRE BERFZEY
EER R
O O Diagnostic X-ray, Laboratory Physiotherapy/Occupational [J Consultation or treatment by
- - Test and Imaging Therapy/Dental Treatment Chinese Medicine Practitioner
55H WViE WYVE XHDW - LR EEE WA B ARG B o8 3 2 IR TS SR B IR IS
D HKD General Medical Practitioner |:| Specialist Consultation Prescribed Medication
Consultation HREAL BHEERH2BY
TmRE A
(] Diagnostic X-ray, Laboratory Physiotherapy/Occupational [J Consultation or treatment by
- - Test and Imaging Therapy/Dental Treatment Chinese Medicine Practitioner
ERRYIYE WVE XkDH - LREER WISk B R T RDA B o R 15 sk R AR IS

Incorporated in Bermuda with limited liability /A & 5t 3% 3 fit 5 32 2 5 IR 2 & Hong Kong SAR Office Address :

FEEATRERB LR BENEREEIREL PO E18IE Tel B3

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

(852) 2288 6622 Fax [ 3 {§ & : (852) 3418 4976 Medical Service Hotline & % iR 5 28 4%: (852) 3128 0153
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EB22

2. OUTPATIENT BENEFITS P93 18 % (&)

2B. GOVERNMENT HOSPITAL OUTPATIENT BENEFIT BUF 2RI &R

Claim amount ($) (please

Consultation date add currency) Consultation Type

PIE B HERESLT (FTBEE) 2Vl
[J HKD [ HK Hospital Authority/Hospital Conde S. Januario  [] General Outpatient Department

in Macau Lmrr2
BT E R BRI IR
- - d _ O Specialist Outpatient Department [0 others
DDH MMA WYY EHID )

3. CLAIMS SUBMITTED TO OTHER INSURER(S) 2 [ & R I 2 5 & #

Have you submitted a claim to another insurance company for | [J Yes,please rovide information below and attach all related settlement forms or documents.
medical services received? s = AT 5J§#4IM‘JJ:F&E$HE§ é‘ﬁéiﬁziﬁ- o

EREEMEZNERRBE RS —RRBRAAIRIERME? 00 No T2

Name of insurance company PoI=|:<I: no.

RE2 AR ATE IREE SRS

4. SUBMITTING CLAIMS TO OTHER INSURER(S) OR TO HSBC LIFE TO COVER THE REMAINING BALANCE [@ E i {R & A S E 2RI REEAEE

If you plan to submit a claim to other insurers to cover the remaining balance:

MEEEAREMRRARARMBKE

Do you require Certified True Copies of the original invoice(s) and receipt(s) after your claim is processed?
ERERER CREFERENMBBENREZ A MH?

Note: Please note that the Certified True Copies of the original invoice(s) and receipt(s) will not be issued or returned if the [0 Yes & 0 No T=
claims are fully reimbursed. The receipts will only be retained for 3 months from the claim process date.

B MRECEDEEE  REFAMRERTERL - REMBENRETK A ALREIEA -

If you pla o submit a clalm to HSBC Life to cover the remaining balance:
MEEREELEREBER
Would you like to claim for the balance payment of the medical expense under another HSBC Life policy? HSBC Life policy no.
Please note that any missing pO“CY information will affect_ the internal transfer of claim. E LR b AR B8 SR A%
CEERE —NHEEABREELR ETU%E’JEJ?;%:FH”%? *ﬁﬂqﬁi/iﬁIEAE’fﬁiﬁﬂ%E%hﬁ% BB
HH%W?&E*%:%@EE*EF%EH}E TRERE - HFER /EEE1TE£§*+H#5}? REZNEPES o

O Yes 2 O No =2

5. EMPLOYEE'S / PATIENT’'S DECLARATION AND AUTHORISATION {E& / &5 A B B M &R #&

I/We hereby certify that the answers and statement given above are true and complete to the best of my/our knowledge and that |/ We have withheld no material fact.
|/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’). | understand | can view such notice by
scanning the QR code on the right, or else | can request a copy by visiting my local HSBC Branch or by calling the Life Insurance Service Hotline: (852) 2583 8000. The
Company will collect, use, disclose and transfer my/our and/or beneficiary’s personal information, for the purposes necessary to detect and prevent fraud (whether or Persoa‘ I'r:forr.nation
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 Collection Statement
purposes described above: organisations that consolidate claims and underwriting information for the insurance industry; fraud prevention organisations; other (English)
insurance companies (whether directly or through fraud 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.

KA (%) LR LA EATHR E’Jﬁﬂﬁ%fhﬁ&ﬁmﬂlﬂﬁﬁ RAZBUILER  AACHBTT2HANENRTRAREEENEAERKRERR - KAA(F) K
] AE AR AR RGN RIB AT 482 BAE - Bl 26T RBARSEMALA - BUTEEREZ AZRE (BB GARARSHERREHAA(S) 2 BHEER -
UIREERAA(F)FLTHERENBRERAER - AREEZFONEATBER - AA(B)ETAHZZNER LA RFE YRS BE/RARERXEABEEA
Bt (FLEB) GG mAE (LA B AEABREERR ) NIIHNAR  EAMBRERRNEEREERAA(Z)NMBEAAEH - AARBAINEBFEHG S
B ZHIBEEZAME A RIS EL DT EEL ABRE RS : (852) 2583 8000FRHZBAMEMEIR « KA (F) b,/ HRm ANBEAERELT AL [l
ARERBIRG ERFFTR (BRE S B AXEmMEHNOREGH) MENEN  MEMAREESEFTERT LABNZER T A AJREMERGELER : & ﬁ/\éﬁui%%ﬂﬁ (i)
ARBEBRMAREHOBLE  FHRGFER : HRROF (B2 EREN - A2 BBHMFAMKARFTERORMAL)  MRBEXREEHMH AR
MERER DTG ENBIEE B M (REEEE) -

6. PATIENT’S SIGNATURE F A %8

DDH MMA YYYY4F
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 age) M % (FAERENEZS) BRI & 1 B HFEAH
MABEB/IRRKAZEZEAEZE GHAR
FABEA T ZHEA)
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