AR

HSBC Life HSBCCHI

CLAIM FORM & {E XK

Major lliness/Cancer Benefit/Terminal lliness/Female Benefit/Dementia Protection Claim Form
BELR BERE KRPEFZHERE RAERREZERER

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 T —4%

CHANNELS BELOW. F#REMEAXHAUTER—BIRNER - The process after you send in the claim form

R R & H) IR

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

2. If you have any questions about your claim,

e Scan the QR code on your right hand side to upload documents to “Document
Upload Service" on HSBC website % A] LA R i F 75 ) — 415 _E 8487 SUFE)E L
#Wuh EE [ E#ARTS ] OR 2L

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

WEEFBNEARTE1RESHLI1E18E  OR K please call (852) 3128 0122. IR = E A 1F
e Submit to any HSBC Branch a] PME{a]JE & 5 1T 2 A 5ER - FEEE(852) 3128 0122 ©

CLAIMS DOCUMENT CHECKLIST F # XX #/5&

[0 Part | is fully completed & signed by the Policyholder/Claimant/Life Insured RIEEXFHEHREFBEA REA/ZRAEETHE

[ Part Il is fully completed & signed by the Attending Physician with chop REEXR O BER T BAES BB EH

O Part Il is fully completed & signed by the Policyholder/Claimant/Life Insured (if applicable) REX R HBEHREBEZFAA S ZEA/ TRAEBALEFE (W0
HA)

[0 Copy of Histopathology, Laboratory Test Report, Endoscopic, Ultrasonogram, X-Ray, CT Scan, MRI, Diagnostic Written Report(s) and Operating theatre
summary (if applicable) FFI2 2 - {LBRME - NEHE - BBEK XX BEFH MOAE FHERERLE2EERERE(NER)

[0 Copy of Policyholder & Insured’s Identity Card R E# 5 A KSR A Z &5 E A EIAR

[J Copy of Bank Account Proof (applicable for Policyholder’s sole or joint name bank account other than Policyholder’'s premium deduction account) 24T

POEAXHAIARCERRNREFEAZEARBAIEREER D)

Applicable for Child Protection under HSBC Family Protector: i A i E R R 52 ZIR[E:

[0 Copy of Identity Card of Insured’s Child 2R A F &2 &K ERIR

[J Copy of Relationship Proof between Insured’s Child & Insured SR A 72 85 R A 2 8 B8 (R & BE L &I AR

[0 Copy of Newborn Hospital Discharge Record or Medical Report and Child Birth Health Record of Insured’s Child SR A ¥ 22 2 ¥4 22 7 PR c sk s 5B &
W R

Notes JE & :

1. A claim must be made as soon as possible after the insured becoming aware that he/she is suffering from an illness or from the date of diagnosis and whilst this Policy is in
force. REAFTRERACEZIBRLMEEE AR EREREGBRHMARERE -

2. Please ensure completion of the above procedures to avoid unnecessary delay in claim process. & fER TR A £ & IE » LA RIEHEREHETR -

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. &R fIA T EMEZ S A EBEMAEREMA L (0EE - B
RMBIER BMERRBAE - ARMEMENTE  BERFHNEXTHERE -

PART | - TO BE COMPLETED BY THE INSURED PERSON OR CLAIMANT IN ENGLISH OR CHINESE
B -HZRARREAURIEHESR

DETAILS OF INSURED/INSURED’S CHILD ¥R A ‘SR A FL&EH

Policy No. 1R & 57 75 Name of Insured/Insured’s Child /& A /SR A FLIES I.D. Card/Passport No. 517 & #5515
Contact Number B 4% B 3% Email Address & Bt it

Correspondence Address & &3 i1

REASON FOR CLAIM &% & 7 &

Describe the illness and give a brief description of the symptoms Ff 5 & iE & EH R

How long had the Insured/Insured’s Child been having these symptoms prior to visiting physician? ZR A/ ZRATLZEERRZL X ERHBEFESZ A?

Y

Details of consultation #27A =15

(i) Please give details of all physician(s) consulted or hospital(s) to which Insured/Insured’s Child was admitted during this illness 2R A SR AT LB LA

B AR

Physician/Hospital & 4 2Bt Admission No. Admission Date
Name %% Address i K2 S B 5k A k2 sk fEfk A A

(i) Please give details of family/usual physician(s) REZE4L BERLHNELEE ¢

Physician/Hospital 2& 4 2z Admission No. Admission Date
Name %% Address it K2 sk BT SR k2 sk itk A 4

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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Claims with other insurance company(ies) a1 E MR & A 7= &

Are you making claims to any other insurance company as a | If yes, please provide details below % @ B A T E
result of the treatment? BER XAE @ B E A MEMR

BARIEBRE" (a) Name of insurance company # & A 7] & i
U Yes & L No & (b) Policy Number 1% 2 %; 5

PAYMENT INSTRUCTION & R

[0 By Bank Account #&#E17F 0
[0 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) WEREREFHEAZREERP O (MERARIFREFBEAZBASBERZRITAO)
0 Transfer to the Policyholder’s sole or joint name bank account below EHEZE A FREFAAZHEASELRTAO
Bank Name and Branch $R17 &5 172 %18 Bank No. Branch No. | Account No.
RITHR 55 DITHRSR BR P SRS
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\icyholder s correspondence address. FE R RRINREFBEAZAAXBEZFOZEZRBTPORB 2L ER (MRTFE
FEPBEEHRFXALERNASE) - BECRARBEMABXS  REBAIREAGT FREFAAZBAMIL
[0 By Cheque XX Z = (Mail to the Policyholder's correspondence address F /7 B #H A 2@z it)
O In pohcy currency (Only applicable for HKD/USD/CNY) 0O In HKD
NREEEMR(RBRAREBYE ET,/ ARE) LA EE 3R

For your attention #&)E & :

1.

2.

If policy has outstanding levy, The Company will deduct all of the outstanding levy from the claim payment. IR EEH R EHE AR AR EESETHNBR AR
RENREEE -
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 benefit values as a result of
the exchange rate fluctuations. FHZZ M RBEBHNER FTRUNREELNRBELEE R THE LROEH (BB I~ - E%T‘Jﬁiiﬁ%ﬂﬁﬁ%%§$ﬁﬁT\H%ETEE’U
REGEHIAEE (EEHEEMRE EX 2 FDSHRBEENYE - BEEREENAEIANE  GAAREXER - EX@ A WKE G EEXZ KD
ML D WFIZREE -
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. 21 FHFE OIBELRITZ P O - BT R/ SOELRITAIRKBEBFRRERGER - E A o R4 R A5
HNEBEITREENFD  FUEEENERZEE ARABAGRETARATRRITRNEEMEBR KR EARBAXRABITFOER T T I HEBBERZET -
Unless otherwise specified, claim payment will be made according to the current payment instruction (if any) registered with the Company. 2R R © BEES

RARARANBRALHER (WH) -

DECLARATION AND AUTHORISATION % 83 & #% #&

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 (%)

FE UL AR DA b AT AR € A0 B R 9 B IE M AL B3 BB o

|/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 (5) ABEAI BN (%) 2 B0 RIBHEMALE 2 8L - BT - 2T RIBD A AT - BT IERES ATRE (B5)
BRABFERKRRERA () 2EHEH - WRBERAKRA (F) T LS ﬁ«émﬁixﬁ( KEREEZZONATBER -

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
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)ETHEZNHEALARF  URABERAAATRBARBAGEEAEH GLE) GOMBAE (hABAMEAAERWERR]) NFIHE

i B A &ﬁ&gﬁﬁﬁ&/ﬁ\f&hﬁﬁﬁazﬁ)\( ) E’Jﬁﬁﬁ@/\ﬁﬂ RAABAGTABBRELTN _SHEAEZBHE  SAMESELEHITRE
EELAFRBRMEL - (852) 25683 8000 HL:Z i@ A1 & H) &I A -

Personal Information
Collection Statement
(English)

O]
1)\‘§)$Mil i%ﬁﬂ (F30)

SIGNATURE # &

Signature of Life Insured 1% A% & Signature of Policyholder 1R B A8 A%
Name ## Name #%&

I.D. Card/Passport No. & 17 &/ # B 515 I.D. Card/Passport No. & {9 /& B35
Date A Date H

Major lliness/Cancer Benefit/Terminal lliness/Female Benefit/Dementia Protection Claim Form

RE BERE/RPRE/ ZHERE RAERREBEERER
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PART Il - ATTENDING PHYSICIAN’S REPORT - DEMENTIA CLAIM FORM
CH-BERRE - FAEREERER
(To be completed by Physician at Claimant's expense) (FHEZ & 4ES - BHBREALR)

Definition of Severe Dementia

An unequivocal diagnosis by a Registered Medical Practitioner who is a specialist of Neurologist, Psychiatrist or
Neuropsychiatrist of severe permanent cognitive impairment resulting in the permanent need for continuous supervision of the
Life Insured, with a Mini Mental State Examination score of less than 10 out of 30-point questionnaire.

1. Name of Patient (Surname first)

2. HKID Card No./Passport No.

3. (a) Date on which you first saw the patient for this iliness or injury. (DD/MM/YYYY)

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

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

(d) According to the patient, how long had he/she experienced the symptoms before the first consultation?

(e) How long do you think the symptoms had existed before the first consultation?

4. What was the diagnosis? How was it diagnosed?

patient of the disease.

If you are not the first doctor who diagnosed this iliness, please provide the name and address of the doctor who informed the

other standardised tests, mental state examination, cognitive test and/or
guestionnaires that are commonly used in diagnosing dementia disease? If
yes, please give the details below.

5. Is there permanent need for continuous supervision of the patient? [J Yes [0 No
6. Had the patient ever taken Mini Mental State Examination? If yes, please | [J Yes [J No
give the details below.
Date (DD/MM/YYYY) Score
7. Apart from Mini Mental State Examination, had the patient ever taken any | [J Yes [J No

Date (DD/MM/YYYY)

Type(s) of Test

Results/Diagnosis

8. Does patient’s condition fulfil above definition of Severe Dementia?

[ Yes [J No

If the answer is "no":

According to your professional comment, would you
still define patient’s condition as Severe Dementia?
Please provide reason.

9. Are there any additional information that you would like to supplement the above?

DECLARATION AND AUTHORISATION

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

Name of Attending Physician/
Surgeon (with qualifications)

Address

Contact Telephone No.

Signature and name chop of Attending Physician/Surgeon

Dementia Claim Form 2 AIfE iR E RE X

Date

PageE X 1/1
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PART Il - ACTIVATION OF GLOBAL MEDICAL CARE SERVICES

AR - R AR IR E R R RIS

(Only applicable to HSBC Health Goal Insurance Plan or Dementia Protection of Earlylncome Annuity Plan)
(ZBEANERRR B BEF €518 2 RAEHRRE)

(to be completed by the Insured Person or Claimant in English or Chinese)

(ARERAIREAAE R ER)

Life Insured is entitled to the Global Medial Care Services (“the Services”) provided by the designated service provider, Preferred Global Health
Limited (“PGH"), upon confirmation with a diagnosis of cancer, heart disease, stroke or dementia by a Registered Medical Practitioner. It is the
Life Insured or Claimant and/or Policyholder's responsibility to pay for all the treatment and medical costs and the related costs/expenses incurred
by Life Insured, whether directly or indirectly in relation to the receiving of the Services. &R AL FMEEHR2E ABIE - DERE - PESKAN
FEHE - ZRAMAIZH 15T R HER Preferred Global Health Limited J(TPGH ) #2 4t By 3R Bk 88 2 B RE AR 7% ([ AR5 1) © Uk AR7S 2 Fh PGH OB R R IR
FPEIREDABRSAIREN —BHIINSERYE - SRARNREAR SREFEAGEIINRZALREANEELNNELE - BELEEER S
(B EEIEE) -

The Life Insured or Claimant and/or Policyholder is subject to the relevant terms and conditions as determined by PGH for the use of their
services. HSBC Life (International) Limited is not responsible for the quality of the medical advice/treatment recommendations and have no control
over the scope of services provided by PGH to the Life Insured and we are not liable for any costs, losses or damages suffered by the Life Insured
or Claimant and/or Policyholder for the use of such Services. We have the absolute discretion to revise and change the terms and conditions for
the offering of the Services under the HSBC Health Goal Insurance Plan policy or Dementia Protection of Earlylncome Annuity Plan policy at any
t|me without giving prior notice. Z{RARZEAR HREFHEAFTZHPCHHZBULRIGATEI L AER R MAILR « ELAFRBR(EER)EAR AR

CAPGH 2 BEZNALAREEZZNRBERRETMES - MHPCGHATREFIRANRBHBENECME S ZEF - BAERZRASIREARS
&1%$%ﬁ/\?ﬁ$ﬁﬁﬁtﬁ&f’zﬂ%ﬁﬁ%léﬁ(é’]&ﬂ%ﬁﬁ BARAFEEHTAR - RMERYBMERESBERRBEREXBEF S E 2 RAEERRER

BNt RS 2 IR R A Al T B /R R BT A ©

To activate the Services, Life Insured or Claimant and/or Policyholder should fill in this part when Life Insured or Claimant and/or Policyholder
submit the relevant claim form of Cancer Benefit (Additional Payment), Heart Disease Benefit (Additional Payment), Stroke Benefit (Additional
Payment) or Dementia Protection Benefit to us. If Life Insured or Claimant and/or Policyholder would like us to process the claim request first and
activate the Services later, Life Insured or Claimant and/or Policyholder have to submit a complete claim form to us again for the activation of the
Services. MRRAXIREARSREFEAFEZRFBURSG - ZRALREAR, LR EFF ABERZBERRE (FEINSE) - OBBRE (NS
&) RERIE (NS E) K RABEEHRE Z MR ERERNORAFESARS « MZRAXREARSNREFAAFLRMCEBEMEESS I
BEBERRRSBRALRE  RRARREARFREFEFAEBRARPHRIRTTE M E B 5 R AR LR -

[J | (Life Insured or Claimant and/or Policyholder) hereby agree HSBC Life (International) Limited to share with PGH the information contained
in this Part Ill of the form solely for the purpose of Services activation. | (Life Insured or Claimant and/or Policyholder) understand that Life
Insured will be subject to the applicable personal information collection statements of PGH and/or other service providers upon using the
Services. HK(ZRAXREAR SHREFAAN)RATELASRE(HR)ERARGHATZ AR T PGHUMERNRABIEREZ A « Z(ZRA
HREAR LREFHEAN)PFAZRAGE B UL RS EE PGH K, /aE fMIﬁ%{ LR P A A A A B R B AR AR -

1. Name of the Life Insured’'s 2R A

2. Policy number {RE 55

3. Category of disease for Life Insured’s Claim Application S 4& A B & 5 55 2 B E 1B R
O Cancer fEfE [ Heart Disease /U\BEiH [J Stroke H1 [0 Dementia RAE

4. Claimant's email address &€ AT itk

5. Mobile no. FI2E ;%5515 (Please provide telephone no. with its country/region. B1REFIREFFEREMBER R <)

[0 Hong Kong SAR &84 51T & (852) Mobile no. FRE R

[ Mainland China & Bl A4 (86)
[0 Other Country/Region HE MBI &

(Note: If it is left blank or the mobile number as provided is invalid, we will share Life Insured’'s mobile number according to our record with PGH for Service

activation. & : JIUE IR BER S AT IRH 2 FIREFEREEY - HAMRBERMOLES T PGHXRANFIREFERIBARBURE <)

6. Preferred contact time B EHE4AFRT

OJ Morning (9am to 12 noon) EF(F 9 B =T 12 &) [ Afternoon (12 noon to 8pm) N F(FF 12 KETF 8 ) O Full day 2 H

(Note: PGH will try to make calls and send notification email upon receipt of the Service activation request. If it is left blank, PGH will make those calls
spreading in the morning and afternoon. PGH & TEWEIZRA R SREFAANFALRERFLEARNERMZRAZEHEHLBAEIRABE - MUHEE
HE  PGHHEHFELFRTFHELRIRA )

Life Insured or Claimant will receive an SMS notification sent by us upon receipt of the claim form and Services activation request. PGH will then
contact Life Insured or Claimant based on the information contained in this form. If PGH cannot reach Life Insured or Claimant over the phone
successfully within a month, Life Insured or Claimant will received an SMS reminder sent by us notifying the failure of such request. Life Insured
or Claimant need to submit a complete claim form to us again for Services activation in this case. fE I EIZ IR A sk R (E A BB B R LRUB AR
HHEE xﬁ%/\&%a)\ﬂ% WH B APIEE RO EFBA o PGH IR I D PIIRMM B R R R AL RE AR - MPGHR — 88 RAREEK I ERR
AREEABE  ZRASZEABSRIMBMARLOEABLEBOREER - ERBERT  FRARZEABBRARPIER BN EEEEN
R L AR TS ©

Activation of Global Medical Care Services B i 38 3} B8 & Bd i AR &% Page B X 1/2
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Note 7t :

Global Medical Care Services (the “Services") are provided by a leading global patient care organization, Preferred Global Health (“PGH") to
the Life Insured (hereinafter called “the patient”) of HSBC Health Goal Insurance Plan policy or Dementia Protection of Earlylncome Annuity
Plan policy. The Services consist of Personal Care Manager, Diagnosis Verification and Treatment Plan, Doctor-to-Doctor Dialogue and US
Care Management services. US Care Management service is only applicable to HSBC Health Goal Insurance Plan policy with Notional Amount
of USD2 million or more. The Services provided by PGH or through their service providers are used as a resource for consultative medical
advice and treatment recommendations for the patient who seek further opinions/suggestions on his/her medical conditions. The Services
are value-added services provided by PGH while the HSBC Health Goal Insurance Plan policy or Dementia Protection of Earlylncome
Annuity Plan policy is effective. It is your/the patient’s responsibility to pay for all the treatment and medical costs and the related
costs/expenses incurred by you/the patient, whether directly or indirectly in relation to the receiving of the Services. IR & & FE i
1 (T ARTS 1) 2 fh — IR S B0 IR BR 2B & FE IR 4B 4 Preferred Global Health (TPGH DR FERMRIBET Bk REF ST 8 2 RAEBRREREZZRA
(EtsmBal 2E DORE - WREEEMEAEEEE | [DERERAEAR]  [BERBENE IR EEEEMBERL ] o [ 55558 E60ERS
EmﬁﬁF%%%%EEZOOE%%E‘RMLE’J/EE% REtEIREE o IR PGHE PGH TR HE 2 RIER A EESKANEABE R AN E —FER &
BE2EE  RTERGHAEZENER - HRBRHPGHRNERRBIHRERBEF S8 2 R AE BRI R B )4 W5 ATIR 4L 89 — =0
BERYE £ BEAEEXNRE BEEZARBEEMEENELE BERABER XH(EBWRIEERME) -
You and the patient are subject to the relevant terms and conditions as determined by PGH for the use of their services. HSBC Life
(International) Limited is not responsible for the quality of the medical advice/treatment recommendations and have no control over
the scope of services provided by PGH to the patient and we are not liable for any costs, losses or damages suffered by the patient
or you for the use of such Services. We have the absolute discretion to revise and change the terms and conditions for the offering
of the Services under the HSBC Health Goal Insurance Plan policy or Dementia Protection of Earlylncome Annuity Plan policy at any
time without giving you prior notice. &2 2 EESHPGHREALBEAT LHNBARAALNR - ELASRKRBR(ER)ERATTEAPGHZ
BRBZARAREBNREEZAREMNER MBPGHHIRMRFEEZNRBEE SBEAES ZEF - RABREERZ AU RBEFHSIHNE
AER BARBEEHTEE - RMNEEYHEINBREINERRRABRERBEFESHEA R AERRIERENRMIUIRE 2 R R AR T EEA
RAETEH -
Apart from the information contained in this section, all your other personal information, any subsequent result of your claim application and
medical information involved in the service will not be exchanged between HSBC Life (International) Limited and PGH. For Cancer Benefit
(Additional Payment), Heart Disease Benefit (Additional Payment), Stroke Benefit (Additional Payment) of HSBC Health Goal Insurance Plan
or Dementia Benefit of Dementia Protection, please refer to the relevant Policy Provisions for the definitions of these diseases and their
exclusions from the above benefit payments. We reserve the right to revise and change the details, the terms and conditions of these
services to be provided by PGH from time to time, as well as to cease and/or suspend the provision of such services at any time at our sole
and absolute discretion without giving prior notice. BRRAILZR D ARt E RSN - HETA HMb ey EA B R - F}flﬁtﬂﬁﬁ%ﬁﬁ@%ﬁ?ﬁ TRERRE
BREOHETENELASRER(ER)ERARRPGH AN E - BRERRR quﬁ\JZfﬂ%T(%ﬁ’ﬂ\\ 18) ~ LBERRIE (RN E) ~ R
RIZ (BN (E) SR AR B RIE 2 RSB 2 IR e & R TNMREIE - E%%Fﬁﬁliﬁé’ﬂ% R o HRFIRE T E 2k PGHﬁﬂzf IR &8 - IR
Bl Z AR+ 30 AR AME MRS R AR 1 K sk BT IS 4R 4 b B 755 1 (B ZE AR AT AN o
For the Services details, please refer to PGH's official website & Bt RFHIFE - 5L2E PGH B /5 #8uh https://www.pghworld.com

Signature of Life Insured ¥R A% E

Signature of Policyholder (REH A AFEE

Name %4

Name %4

I.D. Card/Passport No. & {7 /& B 15

I.D. Card/Passport No. & 19 & /7RIS

Date H i

Signature of Claimant (if applicable)
REAFZE(WEAR)

Name # %

I.D. Card/Passport No. 510 i& &R 3RS

Date H Hf

Activation of Global Medical Care Services X f 3% B B8 /% B8 i IR 3%

Date HHj
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