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Total & Permanent Disability/Disability/Accidental Dismemberment Claim Form

TERKABRKIERD BRAIEED BHNEREHEBFS

Policy No. {R B 5785 : Date HEHj:

CLAIMS DOCUMENT CHECKLIST R{& X #EE

Part | is fully completed & signed by the Policyholder/Insured RIEXF —H O EHRERZEA ZRAEBLEE

Part Il is fully completed & signed by the Attending Physician with chop (this report required to be applied by the claimant at his/her own cost)

REXRF_DOHLHETZELEER  EFVTEN(MREFTHRFABERBERR)

Copy of Sick Leave Certificate with diagnosis and/or Consultation Proof 5|l 2 i 88 2 imBREAE & SaEF SR

Copy of Physiotherapy/Occupational Therapy Report(s) (if applicable #3287, B3 A B R & 8 A (2E A )

Copy of Laboratory, Ultrasonogram, X-Ray, CT Scan, MRI and Diagnostic Written Report(s) (if applicable) (£ ~ #BE K - X-Y¢ ~ BRI « #H

HERDEHz E@DRERA(ERA)

Copy of Police Report (if applicable) Z22 & # R & BIA (@M )

Copy of Policyholder & Insured’s Identity Card {RE#FH A KR A Z 517 BB X EIA

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

account) fR17° A BAXHEIR CGERARREFBEAZBASBEZIFREFRSO)

Notes )& :

1. A claim must be made as soon as possible after the insured becoming aware that he/ she is suffering from disability whilst this Policy is in
force. REAFTREZRACEBSIRZEGERBREREFUBARLEERE -

2. Please ensure completion of the above procedures to avoid unnecessary delay in claim process. FBHERTRIA FFITH  URTEEREERE -

3. We will inform you as soon as possible 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. EHMAEFERBEZTRBERBEMAERIEMALT(NEL - BRE)ZMEBINER - HMSHERBNE - ARREUME

KRR BERBFHNEZREEERER -

000 00O O™

Part I: To be completed by the Insured/Claimant/Policyholder £—%% : ZRA ' ZEBAREZEAEE
A. Details of Life Insured” S{HEAEHR"

1. Name of Insured R A% 2. |.D. Card/Passport No. &7 & #IB5%1E | 3. Age Fm

4. Correspondence Address #&@aLHEHE

5. Telephone No. B#4% % 5% (Please provide telephone no. with its country/region. s IR iEH S BiE R HATBER MR ©)

O Hong Kong SAR &% 57T & (852) Telephone no. B4 & 3
[ Mainland China /Bl A1 (86)
O Other Country/Region EHIBIZR &

Details of Qualifications and Employment & K s £& %

6. Position Bz 7. Employer / Business 8. Job Activities T{E&E 9. [indoor FA  [] Outdoor Fh
Industry {8 /A RITTE [] Indoor & Outdoor F A F P4

10. Employer’'s Name, Address & Telephone No. [ =& « Huit & B iE5E IS

11. Did you provide a sick leave certificate to your employer? & & A B MIRERE [OYes& [INo&A&

12. Date you last worked & T{EHHE(DD B, MM A YYYY &) 13. Date you returned to work fa]FRE THE(DD B,/ MM B YYYY F)
(If not, then give expected date of return) (2075 » 47 E{AFF AT R 18 TE)

14. Your academic qualification, qualified knowledge and training. %2 E2F - 2 7] K12 o)l 48R -

Please v the appropriate box. B/ & &AL v/ 5 ©
* |f a claim is made on the Payor's disability, please complete this form with respect to the disabled Payor instead of Insured. &1tk A FR A 2K T
BN EERRS  BUANRAEREE

Incorporated in Bermuda with limited liability 7 B2 M4 7.2 BIR A &)
. . .. Hong Kong SAR Office Address: 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
HSBC Life (International) Limited BARPITRIEN FEIOL - BEABETAE 1 SELHL 1 B 1812
s = = = Tel &% : 2288 6622 Fax [EX(EH - 3418 4976
EE NE R BRIBRAT Life Insurance hotline A ZR1& ARFH4R + 2583 8000
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[(]15. Disability was due to accident & 9N & 83 %k T B4
(a) Date and time of accident ESNBHAL (DD B, MM A,YYYY 4 and am £4, pm T4)

C. Reason of Disability % T{ERE I HRE

(b) Where and how did it happen? =Mt B & 4838 ?

(c) Part of body injured and type of injury 15 E8AL K 155

(d) Was the accident reported to the police? & & [AZ 5 HFENEIN ?
If yes, please provide details. 417 @ iR BEHEER -

[OJYes 2 [No &

Report number and the name of the Police station ¥R 25715 M LE 4

(e) Was the accident reported to your employer? &7 A& & B R 2 X B4 ?
If yes, please provide details. 1% @ BiEHBEHEER -

[JYes 2 [No &

[(]16. Disability was due to illness B if 8 558 5k T AL
(a) Describe the illness and give a brief description of the symptoms TS8R E & E K E

(b) How long had you been having these symptoms prior to visiting physician? S {® A & X542 Al

ERBEFEZA?

(c) Details of consultation #Z2JAE1E
(i) The first physician consulted for illness B X2 N ELEER :
Name of Physician/Hospital & Address 284 /22 £ 78 M dth ik

Consultation Date k2 HEJ(DD B,/ MM A,/ YYYY 4)

(i) The physician who referred the insured to hospital EE ABRRIEAEE R ¢
Name of Physician/Hospital & Address 284 /B2 f £ 78 M dth ik

Admission Date 322 BH#(DD B,/ MM A,/ YYYY %)

(iii) Please give details of all physician(s) consulted or hospital(s) to which Insured was admitted during this illness 2L BRI E (BB AEEL -

Physician/Hospital B4 2z Admission No.
Name #£%& Address i K2 BT S

Admission Date

kgl Rt A

(iv) Name, address and details of your family physician/usual physician KEEE 4 EH ML B AE R - 278 Mt

Physician/Hospital 84 BBt Admission No.
Name % Address i K2 B 5 i

Admission Date

skp kRt A H#

17. Do you smoke cigarettes or take alcoholic drink(s)? #E & A RERFBEE 2
If yes, state quantity, type and duration. 205  FHIAHE « HRILBFEZAXA -

(dyes 22 [INo &

18. Are you currently insured with any other insurance company as a result of this illness or accident?
BRALRRRREIN BB A R MREREE ?

(dyes 22 [INo &

Name of Insurance Company Protection Amount Type of Benefit
NG EE IRIEHE IREEZE R

Policy No.
RE5RTE

Total & Permanent Disability/Disability/Accidental Dismemberment Claim Form
TERKAEAIERD BEAIERD BIMERERBFES
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D. Payment Instruction ZZEEET

[] By Bank Account &Z4R7TF O

[] 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.) BIREREFHAEAZRBEIRS O (NERRIEREFSHAZEALBRRTFEA <)

[] Transfer to the policyholder's any other bank account” (Not applicable if the bank account is held by someone other than the policyholder’s

sole or joint name.) R EREH A A ZEMEMRITAO (TNERRIEREFBEAZBASBZETAO <)

Bank Name and Branch 81T D172 %18 Bank No. Branch No. Account No.
ﬁﬂﬁlﬁ?)ﬁ | ﬁj‘ﬁléﬁ’?ﬁ | EE}EEEE% |

(Applicable to payment in CNY/GBP/HKD/USD BRAMK AR /#4575l /F4 2 Eik)
Account Holder Name FO#8 A%

[] By cheque AZZ=,

[] Policy currency 1R E &
[] HKD for USD/GBP/CNY policies ¥ MR EAN XS, H,/ ARBRE)

Please :BILZ &

[] Mail the cheque to the Policyholder’s correspondence address 35 &R 1B A 2 Bt
If Policyholder's correspondence address need to be updated, please submit “Request for Policy Change — Non Financial” form to the
Company. IIHE E#MREFFE A Z B - FRZ[ERREAFR] -

If no identity verification has been performed by Bank staff for this request, please also submit adequate proof showing the policyholder's
full name and the bank account number (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 policyholder’s
correspondence address. ZFRBILLHBITHREELSNZE  BRBEXDNEREFEAZZRFBITFORE 2 78 2EH(WRITFRE
FEDEEMRRKALBRARSE) - EEZARE LMAFE X  EFEUZTERAT FREFH A ZBAMIL

Special note #/IE :

1. 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 local 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. #07F|z8 32 5 FRIER) & #
FRARBEEBHRBELERIEHE LROEE (AN ZAEIAREREZ AR TREBEENREEEH I MNEE 7HHE 80 E R
BoERZEBSHNBEEATE  BEIFTMEREESNIE  BLEATERRR - EXS TS - G ERER ZEBMBRBHFEE
18 o

2. If the receiving bank is a non-HSBC or different currency bank account, bank charges or exchange rate difference may incur which will be
deducted from the amount payable by the said receiving bank, if applicable. The Company will not be liable for any charges due to different
bank or currency or rejection of transaction by the receiving bank as a result of inconsistent bank account details. 214K F O IEE L R1TL TR
E¥FPO  ZRITAIRFIERREREERI L REE - WEA - ARRETEREBTAEATRRITREE M IKEZ BAKBIRTE OERT
FmREREREE -

3. Unless otherwise specified, claim payment will be made according to the current payment instruction (if any) registered with the Company. &

EHRER  BESRAARNRALSEER(AA)

For Bank Use Only

[] Client's identity copy attached Branch Chop

[] Copy of Client's other bank account information checked (only applicable if customer choose to pay to
non premium deduction account)

Staff Name Staff ID no. Contact no.
Servicing Staff IA no. Servicing Staff Rl no. Branch no.
Total & Permanent Disability/Disability/Accidental Dismemberment Claim Form Page Bk 3/8
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Data Privacy Notice

E. Personal Information Collection Statement W B A & 281

Notice relating to the Personal Data (Privacy) Ordinance

We protect your privacy. Read this notice to find out how we collect, store,
use and share your personal data.

1

HOW WE COLLECT
AND STORE YOUR DATA

We collect your data

e when you interact with us, apply for
and use our products and services

e visit our websites (please see the
“Privacy and Security” section of
www.hsbc.com.hk and refer to “Use
of cookies policy” for details of how
we use cookies)

e from other people and companies,
including other HSBC group companies

We may store your data locally or
overseas, including in the cloud. We
apply our global data standards and
policies wherever your data is stored.

We're responsible for keeping your
data safe in compliance with Hong
Kong law.

2

WHAT WE USE YOUR
DATA FOR

We use your data

e to send you direct marketing if you've
consented to it

e to consider applications for, offer,
provide and manage products and
services

For example: (i) insurance, annuities,
pensions and health and wellness
products and services; (i) educational
materials, (iii) products and services
relating to campaigns and promotions
which you have signed up to

e to design and improve our products,
services and marketing

e to help us and other HSBC group
companies comply with laws,
regulations and requirements,
including our internal policies, in or
outside Hong Kong

¢ to detect, investigate and prevent
financial crimes

e for the other purposes set out in
section B

3

WHO WE SHARE
YOUR DATA WITH

We share your data with
e other HSBC group companies

e third parties who help us to provide
services to you or who act for us

e third parties who you consent to us
sharing your data with

e |ocal or overseas law enforcement
agencies, industry bodies, regulators
or authorities

e the other third parties set out in
section C

We may share your data locally or
overseas.

You can access your data

You can request access to the data
we store about you. We may charge
a fee for this.

You can also ask us to
e correct or update your data
e explain our data policies and practices

You control your marketing
preferences

You control whether you receive
marketing from us.

You can change this at any time by
contacting us.

You can contact us

dfv.enquiry@hsbc.com.hk
The Data Protection Officer
HSBC, PO Box 72677,
Kowloon Central Post Office,
Hong Kong

Total & Permanent Disability/Disability/Accidental Dismemberment Claim Form
TERKAEAIERD BEAIERD BIMERERBFES
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A

Collect and store

We may collect

e biometric, medical and health/
lifestyle data such as your heart rate,
BMI and steps count

your geographic data and location
data based on your mobile or other
electronic device

data from people who act for you
or who you deal with through our
services

data from public sources, aggregators
and other sources available to us

data from policyholders or members
of our insurance policies of which
you benefit from or are insured by

If you don't give us data then we
may be unable to provide products or
services.

We may also generate data about you

® by combining information that we
and other HSBC group companies
have collected about you

e based on the analysis of your
interactions with us and information
which we have collected about you

through the use of cookies and
similar technology when you access
our website or apps

Use

We use your data to
¢ handle and take care of claims

e help us to comply with requirements
or requests that we or the HSBC
group have or receive such as legal or
regulatory in or outside Hong Kong.
Sometimes we may have to comply
and other times we may choose to
voluntarily comply

e conduct identity, medical or credit
checks

e create and maintain the credit and
risk related models of the HSBC
group (such as underwriting models,
health and wellness models and
models/algorithms for data analytics
and artificial intelligence)

® manage our business, including
exercising our legal rights

e determine, pay or collect money
owed to you or to us

e match data held by HSBC group
companies for purposes listed in
this notice

e provide personalised advertising to
you on third party websites (this may
involve us aggregating your data with
data of others)

e other uses relating to the above or
to which you have consented

If you provide data about others

If you provide data to us about another
person, you should tell that person how
we will collect, use and share their data
as explained in this notice.

C

Share

We share your data with

e |ocal or overseas bodies or authorities
such as legal, regulatory, law
enforcement, government and tax
and any partnerships between law
enforcement and the financial sector

e any person who is a party to a
transaction (or a potential transaction)
buying interest or assuming risk in an
insurance policy, such as reinsurers

e payment recipients, beneficiaries or
any person who act for our customer
or you, or anyone whose data is
provided for receiving benefits under
an insurance policy or otherwise

e hospitals, clinics, medical practitioners,
laboratories, technicians, loss
adjustors, risk intelligence providers,
legal advisers or private investigators
who act for us

e any third party who we may transfer
our business, policies or assets to so
it can evaluate our business and use
your data after any transfer

e partners and providers of reward,
co-branding or loyalty programs,
charities or non-profit organisations

e social media advertising partners
(who can check if you have or use
our products and services and send
our adverts to you and advertise to
people who have a similar profile to
you)

We may share your anonymised data
with other parties not listed above. If
we do this you won't be identifiable
from this data.

D

Direct Marketing

This is when we use your data to send
you details about financial, insurance,
pensions, annuities or related products,
services and offers (such as health
and wellness) and promotional
campaigns provided or hosted by us
or our co-branding, rewards or loyalty
programme partners, charities or other
third party financial institutions and
service providers.

We may use data such as your
demographics, the products and
services that you're interested in,
transaction behaviour, portfolio
information, location data, social media
data, analytics, health and wellness
data and information from third parties
when we market to you.

We don’t give your data to others for
them to market their products and
services to you. If we ever wanted
to do this, we'd get your separate
consent.

This notice will apply for as long as we
store your data. We'll send you the
latest version at least once a year. If
we use your data for a new purpose,
we'll get your consent.

Note: In case of any discrepancies between the English and Chinese versions, the English version shall apply and prevail.

Total & Permanent Disability/Disability/Accidental Dismemberment Claim Form
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E. Personal Information Collection Statement (Cont’d) W& B A E X2 (&)
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F. Declaration and Authorisation EH K 51

| hereby certify that the answers and statement given above are true and complete to the best of my knowledge and that | have withheld no

material fact. 2N ATELEER B LA EFTIR ML E RS B E sl B e -

| authorise any physician, hospital, clinic, insurance company or other individual organisation or government office that has any records or
knowledge of me or my 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.
AR B RN RRE L RIBAE L5 B4 - Bt - 28T - RBRBIREMIALA - BAEERELASRE(BR)ERAASERREHRAR
AZEBER - WREENRRANRTRERENERAER - AEEEZZORTBER

By signing below, I/we 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 Personal Data (Privacy) Ordinance which accompanies this form. XA (%) N % E01R
BB AR ANRARGEEM A BENMEANER (FLEE) (F0I0BAAS LN ARERARBEEE AR EEREERAA (BN 2HEAER

Signature of Insured/Claimant SR A/ REAZE Signature of Policyholder R E#HH AEE

Name #£4 : Name #£% :

I.D. Card/Passport No. &1 &, # B3R5 I.D. Card/Passport No. &1 &, # B3R5

Date HHA Date HHA

Page B 8/8
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To HSBC Life (International) Limited
B EEASERE(EB)ARAS

Date HHA:

Policy No. #R B 57 :

Part Il : Attending Physician’s Report — Disability/Accidental Dismemberment Claim Form
(To be completed by physician at claimant’s expense)
EoWD  BEERE — EAIFRD BIMEBREEPES
(HELBLEER  BAHREAXM)

1. Name of patient (Surname first) 2. Age 3. HKID No. / Passport No. | 4. Occupation and job duties

5. (a) Please state the cause of the disability.

(b) Date on which you first saw the patient for this illness or injury. (DD/MM/YYYY)

(c) Was the patient referred to you by another doctor? If so, please indicate his / her name and address.

(d) What symptoms did the patient complain of at this first consultation?

(e) Was the patient’'s presentation consistent with the symptoms and level of disability complained of?

6. If the disability was due to illness:
(a) According to the patient, how long had he / she experienced the symptoms before the first consultation?

(b) How long do you think the symptoms had been in existence before the first consultation?

7. Please give details of all consultations and treatments given as far as your records go back. (Alternatively, a copy of the patient’s record can be provided.)

Date Complaints & Symptoms Diagnosis Type of Treatment Given Duration of Treatment

8. (a) Names and addresses of hospitals to which patient was admitted during this disability

(b) Period of hospitalization(s):

From: (DD/MM/YYYY) To: (DD/MM/YYYY)

(c) Names and addresses of other physicians consulted during this disability.

(d) Is further hospitalisation / surgery necessary? If so, please specify.

Disability/Accidental Dismemberment Claim Form & T{EEh " EIMEBREEEREE Page BX 1/3
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9. Please indicate the results of all investigation & test (such as neurological examination, laboratory tests, X-rays and Wassermann, etc.). We
would appreciate receiving copies of all such test results. If insufficient space, please attach a separate list.

10. Did the injury / illness result from or was the period of disability lengthened by?

Yes

No

(a) Physical defects / congenital anomaly? ] ]
(b) Past medical history? D D
(c) Degenerative changes? O O
(d) Alcohol or drug abuse? UJ O
(e) Smoking? D D
(f) HIV/AIDS related condition? ] ]
(g) Prior psychiatric illness? D D
11. (a) Please give the date the patient was first absent from work.
(b) If the disability was interrupted, please give date(s) patient returned to work.

12. What is the present condition of the patient’s disability?

13. What treatment has been prescribed?

14. Did the patient comply with this treatment?

.

15. Please advise what duties of the patient’s pre-disablement occupation he / she is:

Able to perform

Unable to perform

16. On what date did the patient return to work? Was this on a full-time or part-time basis?

Disability/Accidental Dismemberment Claim Form BXI{EsEh BIMEREHPES
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17. To the best of your knowledge, has the patient ever been treated for the same / related conditions or for any other serious disorder? If so,
please state when and the names of any other hospital(s) and / or physician(s) attended.

Date Disease / Disorder Details OT Tfeatme”t‘s’ / Name of Physician / Hospital
Hospitalisation(s)

18. Have any medical certificates been provided to any other persons, insurance companies or other companies? If so, please provide full details.

19. If the patient is still disabled, is he / she

Motivated to return to work?

+ Motivated to undertake re-training or other rehabilitative schemes? If so, please specify.

20. Has a treatment plan been put in place to return the patient to work? If so, please provide details.

Declaration

| hereby certify that | have personally examined and treated the patient in connection with the above disability and that the facts as given above
present my opinion of his / her condition.

| hereby certify that | have not withheld any information at the request of the patient.

Name of Physician (With Stamp) Name of Physician
Qualification Telephone No.
Address

Date A
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