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

BERR KR/ BERE RXBPERE ZHERE RIAERREBRHAESE

Policy No. {RESSRTE : Date HHI(DD H/MM A /YYYY ) :

Please v the appropriate box as below. ;B A T EE & KRN E VIR °

Claim Application for Major lliness/Critical lliness/Cancer Benefit BRE & iF, Bk, Fe ik (RFEE (B B 55
Claim Application for Terminal lliness Benefit RHAK B IRFEEE E B

Claim Application for Female Benefit — Female Disease X H1R[E — l@R& KA (B H

Claim Application for Female Benefit — Congenital Anomalies ZZ £ {RE — %i\ﬁﬁ%ﬁfﬁ%%ﬁﬁ%ﬁ
Claim Application for Female Benefit — Pregnancy Complications Z I {RE — 1§z 24 85 (& 88 55
Claim Application For Dementia Protection Benefit — 32 ZN[EEHR[Z B (B 5

I

The following claim applications are only applicable to HSBC Health Goal Insurance Plan policyholders A B {E B B {EE AN ERERBRAEZREFEA -

[] Claim Application for Cancer Benefit (Additional Payment) #EERFE (FESNEG(E) BE(E I 5
[] Claim Application for Heart Diseases Benefit (Additional Payment) LR (R E (B8O (B BE B R RS
[] Claim Application for Stroke Benefit (Additional Payment) f EL{RIE (ZEINE &) RE (& R 35

‘tm
ant

Note ;& : Please fill in Part Ill of the form if you would like to activate the Global Medical Care Services & &8k AR B R EER - S RIEA

B =D
CLAIMS DOCUMENT CHECKLIST &E X #45&E

[] Part I is fully completed & signed by the Policyholder/Claimant/Life Insured and/or Dementia Protection Benefit Recipient RERE—HHEH
REBEAREAN/ZRARSRAOERRERZALEE

|:| 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_BHEHETLEFER  FEVEN(UREFTHRFABERBERN)

[] Copy of Pathologlcal Laboratory, UItrasonogram X-Ray, CT Scan, MRI and Diagnostic Written Report(s) (if applicable) f&3E{tE -« (L& - BE
Xk BEFHE  WAORBRZE 2 EBRSEIAN(NER)

[] Copy of Pollcyholder & Insured’s Identity Card 1R BB AN TR AZ H1DBR MR

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

account) SRTTP O EMIXMHBIACERANREFBEAZBAARBLIHMREERPA)

Applicable for Recipient of Dementia Protection who is not Policyholder: j# FIFA 2 FIEE I RIE U 25 AW FER B A A

[C] Copy of Recipient's Identity Card Y25 A 2 B {7 7588 314 &I A

|:| Copy of proof of present residential address of the Recipient of Dementia Protection which is issued not more than 3 months from now (eg
water/electrlmty/gas/moblIe phone bill or bank correspondence) R &FEHE U 25 AR EHEHE B R EIAR(BIIK B/ R,/ FiIREEESqVITEN
%) MEFEUFEAFTESTBBE=FA -

|:| Copy of Bank Account Proof (appllcable for Recipient's sole or joint name bank account other than Policyholder’s premium deduction account)

RITPARAXMRIRCERR KRGS A Z EARE L IFREERSO)

Applicable for Child Protection under HSBC Family Protector: i# i FOE SR R B ERLE

[C] Copy of Identity Card of Insured's Child /& A T %2 & 17 & &IA

[] Copy of Relationship Proof between Insured's Child & Insured 2 {f A ¥ Z0 RS2 AR A 2 [ B8 15 75 B U B AR

[] Copy of Newborn Hospital Discharge Record or Medical Report and Child Birth Health Record of Insured's Child Z2{f A FZ 2 ¥4 £ 5 Mt
SRS B EAC 8% I i R A0 8% o

Notes /T & :

1. A claim must be made as soon as possible after the insured/ insured's child becoming aware that he/ she is suffering from an iliness or from
‘1the date of diagnosis and whilst this Policy is in force. REAFTRZRA/ZRATFZEEBRSIFELHEE R LARBEREREFNHRRER
i

2. Please ensure completion of the above procedures to avoid unnecessary delay in claim process. FBHERTERIA EEIE « URLEREETR -

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 |nformation is variable, the processmg time of your claim will likely be
lengthened. EHMEFTERERSABERFMAAIEMAL(NEE - BRES)REEINEH - RASRRBAE - ERMEWER TR © BE
RN EZREERE -

(Only applicable to claims initiated over the telephone) This claim form is prepared by our Tele-Consultant with your [ie. the claimant] instruction

based on (i) information maintained in our record and (ii) additional information you [claimant] provided to us during the phone call dated

for the purpose of making a claim. Before signing and returning the completed form to us, please carefully read the
information printed in the claim form and supplement any information to ensure that it is accurate, complete and up-to-date for our processing of
the claim. You should also submit, together with this form, any documents that the Tele-Consultant advised you to where appropriate. (R EAR

L}B@uﬁﬂﬂ ZE W RELEBRMONTERGERIKBE ( REAOER - WIRE () AR AQEER B () &)

é@péﬁpw ( %‘f%/\]k{,\ﬁ’mmﬂ%f CERFTTESES UMERRAR - AEEESEURBEEZAERBA %biﬁﬁi%tﬁ’lﬁﬁﬁﬁﬂ FIER SR

Lﬁ%ﬁﬁféﬂ SRR G R IEHE - SREEFERE « IRNEBREE R - 12 xﬁﬁﬁ*ﬂ&%%ﬁﬁ%% PR S (E A ) -

Incorporated in Bermuda with limited liability 7 B2 %Z: M4 72 BRG]
_ . . . Hong Kong SAR Office Address: 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
HSBC Life (International) Limited fﬁf@/ﬁﬂ@fjﬁﬁiﬁ é;ggé/fjf@g 7;6 L1 181
Elﬂ = el &% 2288 aiE' (FAE -
E * wF ﬁ BA ( . B% ) ﬁ Fﬁ 2 _.I Life Insurance hotline A (R RIEZAR + 2583 8000
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Part I: To be completed by the Recipient/Insured/Claimant/Policyholder
E—BDBWBABRAREAREFEAEE

Details of Life Insured/Insured Child SR A ZHRAFL
1. Name of Insured/Insured's Child R AR A F L4 2. |.D. Card/Passport No. 10 MBI | 3. Age Fm%

4. Correspondence Address ##zfibE

7. Telephone No. H#4% & % (Please provide telephone no. with its country/region. Bl B B EE R HATBER & o)

O Hong Kong SAR &/& 4517 THE (852) Telephone no. BE48 & 55
O Mainland China 9 B A1 (86)
O Other Country/Region E B /Hi[&

Please v the appropriate box. & /£ & H AF KRN _E vV 5 °

B. Details of Employment 5% & %! (If more than one occupation, please state all fii & B H MR - FFEAASIH)
6. Position Bz 7. Industry 17% 8. Job Activities T{E#i[E 9. [[JIndoor FA  [] Outdoor B4
[] Indoor & Outdoor F A K F4h

10. Employer’s Name, Address & Telephone No. {8 =& « Hbilk & B & 5715

C. Reason for Claim FE{#EFRH

11. Due to accident EE I
(a) Date and time of accident E4MHER (DD B, MM A,/ YYYY % and am B4 pm T4)

(b) Where and how did it happen? &9\ 2h & 4536

(c) Part of body injured and type of injury F 15884 & {52

12. Due to illness A &BH
(a) Describe the illness and give a brief description of the symptoms F & HE & 2 E

(b) How long had the Insured/Insured's Child been having these symptoms prior to visiting physician? /R A,/ 1R A F XL E X2 Al %2 5%
BMEBFEZA?

(c) Details of consultation 245515

(i) The first physician consulted for illness: XML EIBEEZH
Name of Physician/Hospital & Address &4 & £ 7 & i iF

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

(i) The physician who referred the Insured to hospital i AFTHEE £ &K}
Name of Physician/Hospital & Address 284 /B2 £ 78 K s ik

Admission Date k2 HH#I(DD B,/ MM A, YYYY %)

(iii) Please give details of all physician(s) consulted or hospital(s) to which Insured/Insured’s Child was admitted during this illness SR A 4%
AFREGZAMREE M EEER

Physician/Hospital 24 2&p3 Admission No. Admission Date
Name #% Address il KPS BT 5 Sk skEbT B HA

(iv) Name, address and details of family physician/usual physician KEE 4 BE KL HOELEER - 27 Rt

Physician/Hospital 24 2Bt Admission No. Admission Date
Name #£% Address i KPS BT 55 ks FhT B EA

Major lliness/Critical lliness/Cancer Benefit/Terminal lliness/Female Benefit/Dementia Protection Claim Form page =% 2/9
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C. Reason for Claim (Cont’d) B &R R (&)

13. Other Details E & #}

(a) Have any of Insured/Insured’s Child immediate family members suffered from a similar or related illness?

RRAN/ZRAFENERZRBT BT EBEERIRLNRR ? [JYes2 [No&

If yes, state relationship to relative, name of iliness and the date when the illness was first diagnosed.

e BIIHEZRBNER  TERRRNEEEEREZHERZRORE -

(b) Do Insured/Insured’s smoke cigarettes or take alcoholic drink(s)? &R A " ZRATLEEERERHEEE ? Cyes 2 [INo &
If yes, state quantity, type and duration. 207 © F7I|FHEE - BRIRIFEZ A -

(c) Are you currently insured with any other insurance company as a result of this illness or accident?

BRALRERRREIN  BREA REHMRERE ? Cdyes 2 [INo &
Name of Insurance Company Amount of Coverage Type of Benefit Policy No.
NG EE {RIE%E IREZZE R IREESRHS

(d) If the Insured's Child is below 18 years old, has the Insured's Child been diagnosed as Premature birth or Postmature birth? If yes, please
provide related medical information. INRZRATF LR M 1857 XRAFREERZEAFRESBIRLAE? 2 FRUEGHEEESE -

] No &
[] Yes, please provide related medical information. 2 - Bt AW EEER -

D. Payment Instruction YR

1. Bycheque AXZEZHF
[] policyholder RE#54H A

[] In policy currency :BIAIRE S5k [ In HKD although the policy is in USD/GBP/CNY denomination
BAREEMAEI HE AR - FUABBAR

[] Mail the cheque to the correspondence address based on current records & A ABF R E A 7 A B MIE

[] Pass the cheque to me through your staff X FE1THEELAA

Staff Name BB 4 - Staff Number B 85715 -
Branch name » 1747 : Branch code 2174w 5% :

[] Recipient (applicable for selected Dementia Benefit with recipient) Wzt A GEFRR B2 2 RAERRERZEA)

[] In policy currency & AR E S 3L [] In HKD although the policy is in USD/GBP/CNY denomination
BARAREEM AET HE AR FUBBAR

[] Mail the cheque to the correspondence address based on current records 251 K AIBFRE A 7B MBIE

[] Pass the cheque to me through your staff X F&E{THEETAA -

Staff Name B B 144 - Staff Number B 8 5%15 :
Branch name 51747 : Branch code 21745k :

2. By bank transfer payable to policyholder and/or recipient AR FREFHH AN KRBHMEERES A

[] Transfer to the policyholder's premium deduction account (policyholder's sole or joint name. If the said account is not held by the

policyholder’s sole or joint name, the payment will be made by cheque.) BEEEREFEAZREEREFO(RESBAZAASBZETEA -
EZFOWHREFEAZEAASBRRITED  FHRBAZBERNZN °)

[] Transfer to the policyholder’s other bank account (i.e. bank account other than the policyholder’s premium deduction account) and/or
recipient's bank account. If no identity verification has been done by Bank staff on such bank account before, please submit adequate proof
showing the bank account holder's full name and the bank account number (such as copy of bank book, ATM card, bank statement etc.) to us
for verification. If we do not receive copies of the required document(s), payment will be made by cheque. EEEREH A A 2 HAME175 O (B
REFHEAZFRBERESO) R HZHRAZRITEA « M ABIWRLEHBITBEFERIHIZE - FRKRINAF OHEARSE RIS AR
W 2HER(MRTFRAEDBER R AEERLRE) - BELLARM BB XY  MFEAZERAZA -

0 T I O T

Account Holder Name F O #8 AR

2 L =L = P

Account Holder Name F O3 8 A4

Major lliness/Critical lliness/Cancer Benefit/Terminal lliness/Female Benefit/Dementia Protection Claim Form page =% 3/9
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D. Payment Instruction (Cont’d) ¥ 738 = (4&)

Special note FBEE ¢

1. If the benefit payments are settled in currencies other than the policy currency(ies), the benefit payments would be subject to change
according to the prevailing exchange rate of policy currency(ies) to payment currency(ies) 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 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. FIEZ A FIENERTRREEH  ZHBAAREEZARATHETERREEHHINEEMEST
W ERFBEHMNEINHEBREE - BRI EBHEEINTRIE  GEAXEXRR - BEX@ TR - GrseRERXZKEMBELR
SRIF=EE -

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. ZAY P M FEE LR1TH A
B¥EPO  ZRITAURFIBRRRREERLLIREE - EA - ARRBTEFABEMETRRITREE S E 2 B AKERTE DERT
FimEEBER EE -

3. Unless otherwise specified, claim payment will be made according to the current payment instruction (if any) registered with the Company. 40
ERARET  BESRAQFTNEAZHER(A)

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 1A no. Servicing Staff Rl no. Branch no.

Major lliness/Critical lliness/Cancer Benefit/Terminal lliness/Female Benefit/Dementia Protection Claim Form page =% 4/9
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E. Personal Information Collection Statement W B A & 281

Data Privacy Notice

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

e 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

Maijor lliness/Critical lliness/Cancer Benefit/Terminal lliness/Female Benefit/Dementia Protection Claim Form page =% 5/9
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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

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

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

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

e 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

e 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

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

B

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.
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EXNEEA
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LA RELAFLE

; \
BEMEAER

E. Personal Information Collection Statement (Cont’d) W5 A E ¥ B (&)

BB LA - TR M - @ R K

1
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#4438 www.hsbc.com.hk # AT FL
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®1)
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Major lliness/Critical lliness/Cancer Benefit/Terminal lliness/Female Benefit/Dementia Protection Claim Form page =% 7/9
BERE SR/ BERE RPKEZHERERAERREEHEES

INHKO072R8 (0920) W



A
o 2 % e 77

EARE

o WEAMYE BELERE/ILEE
ENER FIInERLgRE - 55
BREES LTSRS

o EREHREHHEMEFEEWRE
Ry R B Bk

o WRERAEALTHEBEBRIFRS
B AR TR EER

o WMNFAERE  BEREAHRERHEAM
HMEEEIMNREREER

o WIEFHAZIRNEMBVRE THY
IREFE ASRENK B UEE R
BEEAEEMREER - HIR] &
JERRMLE SRS o
BRI E B TR EOTE B @S
K& R

o BARMEKEMELEEET AR
WEMABBEHNER

o PMTEHEE MBS RHEME KE
BREBENER

o BB TP A8 vt ok iE AR SRS (EF
FH cookies Bk AU il

E. Personal Information Collection Statement (Cont’'d) WEEAE R B H (&)
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F. Declaration and Authorisation E 8K

| 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. X ATELLEFAA LA L FRIR 4 A0 & RIS 8 IE MRt B 30 SR -

| authorise any physician, hospital, clinic, insurance company or other individual organisation or government office that has any records (including
but not limited to health records) and/ or information of myself/ my child (the name of my child), 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.

RABRBEEMMERA S EANFL (RABTFEUA) 2 (E Rk (BEETRNMERCE) RSB 2B E Bt - 2
At - RB AR SEAMILA - BUTEEEL ASRB(EB)ARARSKERRRERAA AANFLZEEELER « IWREERAAT LY
NEERARER - RIREEZZENETBRL -

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 (5)7E N A% Z01E

BAARAEARBHEMOBEMEARR (RE) GOHBAASHNAEERIEEREARRBAERBEERAA(F)NEHMEAER

Signature of Insured/Claimant 1R A/ REARE Signature of Policyholder (REFH AR E
Name 44 : Name #4 :

I.D. Card/Passport No. 175 R 5E1S I.D. Card/Passport No. 5138 /#5715
Date HHJ(DD B/MM B /YYYY %) Date HHI(DD H/MM B /YYYY %)

Details and Signature of Recipient (applicable for Dementia Protection Benefit claimant who is not Policyholder)

Yzs AE R R EE GERARRAER RIERS AT IFREFAA)

Name of Recipient Identity Document Type & No. Nationality
Wk AR HRBEX AR RS G

Telephone No. B4 % i% (Please provide telephone no. with tits country/region. B iR BB BiE M HATBER &)

O Hong Kong SAR &/& 4 5I7THU&E (852) Telephone no. Bt48 & 35
O Mainland China /B /Ait (86)
O Other Country/Region HE#i B &

Residential Address {+ =ik

Permanent Address (If different from residential address)

KA (A0 B {E bt N E)

Signature of Recipientlizf A% & Date HEI (DD H/MM A/YYYY %)

Maijor lliness/Critical lliness/Cancer Benefit/Terminal lliness/Female Benefit/Dementia Protection Claim Form page =% 9/9
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To : HSBC Life (International) Limited
HEEAERKR(BER)ERATR

Date HEi:

Policy No. £R & 575 :

Part Il : Attending Physician’s Report — Major lliness Claim Form

(To be Completed by Physician at Claimant’s Expense)

EoBD  BERE— BERRBHEAES

(AEPBEER  BFABAREAXMY)

(b)

1. Name of Patient (Surname first) 2. HKID/Passport No. 3. Date Admitted (DD/MM/YYYY)
4. Date Discharged (DD/MM/YYYY) 5. Admission No. 6. Ward No.
7. (a) Date on which you first saw the patient for this illness or injury. (DD/MM/YYYY)

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

What symptoms did the patient complain of at the first consultation?

Was the patient’s presentation consistent with the symptoms and level of disability complained of?

(b)

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

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

9. Had the patient previously seen any other doctors regarding these symptoms? If so, please give details.

(d)

What was the significant physical findings?

What was the diagnosis? How was it diagnosed?

Did you inform the patient of the diagnosis? If “yes”, when did you do so?

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

the disease.

Major lliness Claim Form BERFEREAES
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11. Hospitalisation

Name of Hospital

Date of Admission

Date of Discharge

Surgical Procedure Done

Hospital Discharge Summary

12. Has the patient ever been treated for the same / related conditions or for any other serious disorder? If so, please provide dates and names of

any other doctors / hospitals attended.

Date

Disease / Disorder

Details of Treatment(s) / Hospitalisation(s) Name of Physician / Hospital

13. (a) Does the patient smoke? If “yes”, please give details of type, quantity & duration.

(b) Is the patient a carrier of any type of hepatitis virus? When was it diagnosed? What was the type?

(c) Does the patient drink? If “yes”, please give details of type, quantity & duration.

This is not the end (Please complete the “Major lliness Claim Form — Continuation of Part Il”)

Guide for filing a Major lliness insurance claim form:

1. Claim Form Part | and Il must be completed by the Insured / Claimant and the Attending Physician, respectively.

2. With regard to all types of major illness, the “Major lllness Claim Form — Continuation of Part IlI” must be completed and returned.
3. References, such as patient Cards, Diagnostic, Laboratory or Pathology Reports, should be submitted.

4. Proof of claim should be furnished within 90 days of the first diagnosis of any major illness. If no proof is received within 90 days, it must be
shown that proof was received as soon as was reasonably possible, or no benefit will be paid.

Major lliness Claim Form BERFEREAES
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HSBC <X»

Major lliness Claim Form

Continuation of Part Il

To be completed by the Attending Doctor at the Insured’s expense
HEART ATTACK

In order for a claim to be valid, the following definition must be fulfilled:

Heart Attack

Heart attack is the death of a portion of the heart muscle as a result of abrupt interruption of adequate blood supply to the area. The diagnosis should
be based upon all of the following criteria:

a. A history of typical chest pain;

b. New electrocardiographic changes and

c. An elevation in cardiac enzyme levels.

Name of Patient HKID / Passport No. Sex (M / F) Age

1. How would you comment on the patient’s past medical history?

2. Prior to your diagnosis, was there any diagnostic test, especially ECG & level of cardiac enzymes done for him / her?
If yes, please provide the following details. (Please provide us with copies of these reports / results if applicable)

DATE TYPE(S) OF TEST RESULTS / DIAGNOSIS

3. Has the patient previously suffered from the conditions like chest pain, hypertension, angina or other cardiovascular disease? If yes, please give
dates of consultation, details of conditions and diagnosis.

DATE CONDITIONS DIAGNOSIS

4. We understand that the patient has suffered from heart attack. Please describe the severity of the illness with respect to the following areas:

a. Nature of the episode of this heart attack.

c. Details of the presenting signs & symptoms.

c. Details of the presenting signs & symptoms.

d. Date of return to normal activities.

Incorporated in Bermuda with limited liability

HSBC Life (|nternati0na|) Limited Hong Kong SAR Office Address: 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
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5. According to your record, did the patient present with a history of other major iliness / disorders that was related to his / her current injury /
sufferings? If yes, please give details.

6. How would you describe the patient’s current medical condition? Are there any other medical conditions that would result directly from the
incident? If so, how long do you think they will last?

7. With respect to the patient’s occupation, how would it be affected by his / her iliness?

8. Would you consider the patient to be disabled? Totally / partially disabled for original occupation or any occupation? Why?

9. Please list the type(s) of treatments and medications that you have prescribed to the patient for his / her illness.

10. When did you last see the patient? What was his / her condition at that time?

11. Are there any additional information that you would like to supplement the above? Please provide details.

Declaration

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

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

Signature of Physician Name of Physician
Qualification Telephone No.
Hospital’'s Stamp Date

Name of Hospital

Address of Hospital

Major lliness Claim Form BEXRFERERES Page X 4/4
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To : HSBC Life (International) Limited/PGH
B EBASRRE(EER)BRAE/PGHATF

Date HEi:

Policy No. R EE 57 -

Part lll : Activation of Global Medical Care Services
(Only applicable to HSBC Health Goal Insurance Plan or Dementia Protection of Earlylncome Annuity Plan)
= MARREEREERR
(EERAREERRBAERBEFESHE A ANERRE)

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
policyholder / the Life Insured'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. % F1R A KT M E AR LU ARE - DR *Ehfﬂubxfﬂﬁjﬁ&i
SRAG AT ZH 8T RIS HLER [ Preferred Global Health Limited |([PGH )42t a@i&ﬁg%ﬁﬁﬁﬁﬁﬁ%(fﬁt%ﬁ%ﬁ LIRS = B8 PGH A E B R B a1 &R
BNEMEATREN — B INEERY  REBEAZRAGEAINRZALBRFEEMEENMERE  BEREBREA, XL (¢4 Eﬁ%éﬁﬁ}zﬁaﬁ
) o

The policyholder and the Life Insured 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 the Life Insured or the
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 time without giving
prior notice. REFHA ' ZRAFBZHPGHRZ AR LK EMBALER - ELASRBR(BEER)ERARTEAPGH 2 BEEARAERE
mél’]ﬂ&f%fég?%ﬂ*&ﬁﬁ& Bt PGH AR FRRA MR EFH A B IR 88 2 J5 A ] & 6l 2 R - &fﬁﬂﬁf\ﬂ%/\%;ﬁﬁ&tﬂ&%ﬂqﬁﬁ%\@lﬂ’ﬂfﬁg
CEAREERTEE c RMEREENEREAERRBERENBEF S8 2 RABEHHRIE (R 8 R UL RS < 657 R 48 Rl B2 1R AT
%D o

To activate the Services, Life Insured or Recipient of Dementia Benefit and/or policyholder should fill in this form when Life Insured or Recipient
of Dementia Benefit and/or policyholder submit the relevant claim form of Cancer Benefit (Additional Payment), Heart Disease Benefit (Additional
Payment) and Stroke Benefit (Additional Payment) or Dementia Protection Benefit to us. If Life Insured and/or policyholder would like us to
process the claim request first and activate the Services later, Life Insured and/or policyholder have to submit a complete claim form to us again
for the activation of the Services. AR A SR AR BRI Wak A KSR ERHF A AR ERALRYE - SREAXRBIEERRER AR SHREFEA
JATEIR R R ARIZ (FESMNER(E) ~ DBRIRIZ (FEANF(E) - P EVRFE (BESMNEE) 2 HBRFEREROFAFERARIL D « MZRAR,LREFFEAFER
MR IBAEREEERE  WERBERETBALRE - SRAR/RREHAEAAFRARMIRRTENEEHERABBURE -

[] 1 (Life Insured) or Recipient of Dementia Benefit hereby agree HSBC Life (International) Limited to share with PGH the information contained
in this Part Il of the form solely for the purpose of Services activation. | (Life Insured) or Recipient of Dementia Benefit 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. H(ZRANBHRRREZER AN AEESASRER(EBR)ERATBILE=HD 2 ER4E T PGHIARAREA LIRS - R(ZRAXR
PRS2 A ) B B R AE AR AS PGH K/ s E b RAS AL FE R FriB A IR A B R BRAI R -

1. Name of the Life Insured's /R A4 :

2. Policy number {RE 555 :

3. Category of disease for Life Insured’s Claim Application R ABSEHZE 2 &E AR : [ Cancer 8 [ | Heart Disease LA
[] Stroked /@ [ ] Dementia RRFABEHE

4. Life Insured's or Recipient of Dementia Benefit's email address 4% A sk ;R M GHRE K5 A BE 4L

5. Telephone No. B4%5 & 3% (Please provide telephone no. with its country/region. B IR B4R BE M EBREE & -

O Hong Kong SAR &/#& R 5I7TIH & (852) Telephone no. B#45E 3
O Mainland China /1 2 A1t (86)
O Other Country/Region EHbBIZK /Hh&

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

PGH for Service activation. & : Mt BE BERHFTIRM 2 FIREFEFRHER - RIS RBEMMOLEE T PCGHZRANFIRE FERBARA LR <)

6. Preferred contact time & #4805 ¢

[[IMorning (9am to 12 noon) £4F (& £ 9B Z=d 4 1285 ) [ ] Afternoon (12 noon to 8pm) T (128 E T4 88 ) [] 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 e E = %/\&/ﬁd% ERIEARRMALRERFREABERAZRA
BEHBHRMEAZRALL  NEBREES  PGHEEDRIE TR TFHEHLZRA ©
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Life Insured or Recipient of Dementia Benefit 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 Recipient of Dementia Benefit based on the information contained in this form. If PGH cannot reach

Life Insured or Recipient of Dementia Benefit over the phone successfully within a month, Life Insured or Recipient of Dementia Benefit will

received an SMS reminder sent by us notifying the failure of such request. Life Insured or Recipient of Dementia Benefit and/or policyholder need

to submit a complete claim form to us again for Services activation in this case. ZE 3 FIU 2| (R A SR HIPEBERFE U S A K SR B A AR B E S
BRLEALRERFE  KRASRIEERRE RS ARG SRE BB LAEBAN o PGH IR B9 PR A &R B 2R AR - 0 PGHRA—{E

H MR BERN TN B (R A Sk R NP R AR PE M A B R - SRR AR %Dﬁi‘ﬁiﬂ%ﬁa%aﬁ)\}i 2WIBBRMELOENBANEENRBRN - BT - ZRA
SRR RERRE AR, LREFEARBRAB IR TEOEER %L‘Aﬁﬁlﬁﬁﬁtﬁﬁ%

Note & :

e 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. 35 5 &R RR TS ([ LIRS 1) = H
—FHE S RIRIE B IR 484 Preferred Global Health(fPGHJ)hT FERRBTSXBEFSHIEZANERREREZZRAERGERH A2
EDORS - WRBEEEAEREE ] [PEHREREAR] [BERBAEYNE | R EHNBERBERSE | - [XEBREERYE [ EZERNER
%%EF%ZOOE%E&MLE’JEN%% et & 1%% AR R PGHjZPGHFﬁZZ??FZ e EESKERNEABRRANE-—TER/BEZEE K

BEHALAERENER - KIRBRHPGHRNERRBRAERERBEFSHE R AERREREDEMRKARMUN — B MNGERY - B/2
%ﬁ!&iﬁlﬁml%%E;Fﬁﬁtﬂﬁiﬁlﬁ'ﬁgiﬂﬁﬁﬁﬁ B BREREEER/ XH(BEREEERHE) -
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 Earlyncome Annuity Plan policy at any
time without giving you prior notice. &/ Z2EEZHPGHRER KRBT IMNBERRAAULNR - EZASRB(BER)ERATTEAPGHZ
EBRFHARAREBENREEEAREANEL  MHUPGHHAREFEENRBEETEETMEH ER » RMAYNEERZ A LIRS TSI BN E
&R BARBEHRFEE - RMFREEANBESEARERRBTERERREF S E R ARERRERE R R GRS 2 R K MBI EBE
RATEA -

e 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
and 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. HSBC Life (International) Limited shall not bear any liability for the quality and scope of services
provided by PGH. 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. BRI ERD PRI ALHIE RIS - B HMAEAER - BELRBIEEEEE E’JE{‘L%JEEEE%%%&EVZEﬁ%HTﬁEA‘ YN
Rig(BBR)BRRAIKRPGH ZH 5% - ARBPERRR 8 2 BIERE (FINGEE) - DBRRE (FEINFE) - RERE (FEINEE) RSB RIE 2
RAER 2 FKRERELTREE - F2HEENREGRK - EEASRB(EBR)ERAFKIER PGHFﬁ}mﬁi\zHE%Ez&%@I%@Z{%Hfﬁ #®
IR BB PGH TR RS 2 5518 ~ IR RABRIZ R - 0 AR TE PMEAAI A B 4% 1 2 / Sk B 1S $R At PR A% 1 BB /B 1R A AN o

e For the Services details, please refer to PGH's official website BRI RIFHFFE - 52 PGH B S 48 uh https://www.pghworld.com

Signature of Life Insured SR AEE Signature of Policyholder (REF G AEE

Name 4% : Name 4% :

Signature of Recipient of Dementia Benefit (if applicable)
RAEBHRIE W AEE (EA)

Name %% :
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