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Group Medical Scheme - Loss of Original Receipt(s) BB &S - EELAKBHRABHERE

Submit this form to declare that you have lost original receipt(s) relating to a claim. Limited to once per policy year.

FIRRMRBAEALER T HREEANEANE SREFERAT R -
HOW TO SUBMIT THIS FORM 201 2 33 Itk 3R 4% IMPORTANT NOTES EE2E1H
After completing the form please send back to us: 1 Your re : .

= o | mE o s Ak (o - . quest is usually processed within 10
Rz R WA AERM business days after we've received your
BY MAIL completed form.

BB
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2. If you have any questions about your request
please call (852) 3128 0153.
MREE BFAEMER - B

Employee Benefits Claims, HSBC Life, 18/F, Tower 1, HSBC Centre, 1 Sham Bk BIUBERE10ETIFA R

Mong Road, Kowloon, Hong Kong
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CLAIMS DOCUMENT CHECKLIST Rl X #4758
What you need to submit with this claim:

R LR (E — GHEZR AT 3

[0 Copy of the lost original receipt(s).
TATER N EEE B YR 2 8K

CLAIM INFORMATION &ZE&
To be completed in BLOCK LETTERS by the employee or patient Hi{& 8 &% A A EH1E S

1. GROUP MEDICAL SCHEME INFORMATION [ &8 88 5% 5+ &/ & %}

1A. EMPLOYER DETAILS E =& %

Group medical policy no.

Employer name
ERRERR EERH

1B. EMPLOYEE DETAILS € 8 & %}

Mandatory field, otherwise claim will not be processed #%/BiE% » & BIZR(E i 1 T 52 318
English Full Name Contact Number Email
RBXHH Bk 4 B 5 5% 0 B

1C. PATIENT DETAILS & A & ¥

English Name of Patient (if different from above)
AR (MR LR RA)

HK/Macau ID card no.
BBMRF & 5 E 515

Membership no. (Refer to E-medical card/Physical Medical Card)
KERS (F2HenET BRV/ERBRF)

2. INCURRED DATE OF THE RECEIPT(S) B & Wik W2 iE B

3. CLAIMS DECLARATION 3= & 5 8§

| hereby declare that the copylies) of the original receipt(s) as
attached and incurred on the below stated date has/have been

Please tick v the appropriate box.
BREETRAMEN/ 5%

lost in transit of mail. [J 1 have not claimed with any other insurance company using these receipts.
RARHER  FARSEANERKBEETHRTELX 2B H AABBIWRERAEIARBARRZEBRRERELRERE -

LN [J I have claimed with another insurance company using these receipts (please
provide the name of the insurance company on the line on the right, and attach all

B - related settlement forms or documents).
DDH  MMA YYE RERUMKENRS—FRBAAEREE AEARRR LRURRATNETE -

R EFE BB ERRH) -

4. EMPLOYEE'S / PATIENT’'S DECLARATION AND AUTHORISATION {E&/%% A K& B R Z 5

I/We hereby certify that the answers and statement given above are true and complete to the best of my/our knowledge and that I/WWe 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’). | 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
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
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 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 mformatuon

o e

Personal Information

Collection Statement
(English)
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%58 % f Rl f g =y b E I = 28 :
BB AR BB B (58 Bomar  FARRERRE R0
B % BB R MARE R R AR R ER
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5. PATIENT’S SIGNATURE 5 A % &

DDH MM A YYYY &
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) ~#% (A IEREEXER) NG AR g A FEBH
RABEBIRRAEZEEAET GERAR
TNARKRTZHEAN)

Incorporated in Bermuda with limited liability 74 & %% 31 fif ik 32 2 B[R 2 7 Hong Kong SAR Office Address : 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
FRBATRERELE LA - FENEREE1TEL f 01181 Tel E5E ¢ (852) 2288 6622 Fax B X {H & : (852) 3418 4976 Customer Care Hotline & = IR# 2143 : (852) 3128 0153
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