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CLAIM FORM & & &1

EB21

Group Medical Scheme - Hospitalisation And Surgical Ef& & &8 - R MF Ml

Claim for hospitalisation and/or surgical procedure. To be filled in by both the employee or patient and doctor, any expense incurred will be borne by the employee or

patient. (Eft R/s SN FIMTRE - R B sm AT B A KRR © PRE LK E A hE R Som AKE -

HOW TO SUBMIT THIS FORM 01T 12 & bt R #&
After completing the form please send back to us:

HZRIGE  FHREHM

BY MAIL

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

BE

ELRBEERARE — FENAEBIFELHO1EZ181E

IMPORTANT NOTES EE%15

1. The claim application of confinement and pre-or post-confinement treatment expenses can be
submitted together. However, the claim application must be submitted within 90 days from the date
of discharge or the date of consultation.

RERFAERAR  AIREBZPIZARER —HER - BARNEZBRIAETHEEZN 90 X
AR HRE -

2. We'll let you know the outcome of this claim with'tn 10 business days.
FZMEE 10 EIEBRNBAELRENER

3. If you have any questions about your claim, please call (852) 3128 0153.
MREHREF MR - FEE(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.
ﬁﬂ?éﬁiﬁ BEELEH ﬁ%%%ﬁ%%‘ﬁ( IR IER B A BB FH G RE - HMeRRER

fi4E - BRI RERBBENRETE - BRESRANB AT EXNRERHEENHEBEER -

CLAIMS DOCUMENT CHECKLIST R X #4758

What you need to submit with this claim:
BRI RE — R A T -

Note: a discharge summary can replace Section 2 of the form if the

hospital stay was in a government hospital (managed by Hospital
Authority, ward level).

MREREERFER (HEREEREEZEBRKE) - Bk

W\DTLMK’E*EE%Z:.B

O

O

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

receipt)

BREAKBEAN(BERSKIE)

Original statement for breakdown of hospital expenses (including

daily charges, meal charges and package charges)

BRKBFEEAN(REGEEBR BER EEWE)

Copy of settlement advice from other insurance company (if

applicable)

HMRE AR RELFTBMBIA(NER)

Copy of hospitalisation surgical package charges breakdown (if

applicable)

FRFHELEEMB A (MER)

Copy of laboratory test breakdown and amount

fEBFBEREERIA

Copy of drug list (include drug name, dosage, quantity and

amount)

EYFBAN(BREEYEE L2 BELREWH)

Copy of referral letter(s) from any specialists

ERERENFRIA

Copy of Histopathology or Laboratory Test Report, Endoscopic,

Ultrasonogram, X-Ray, CT Scan, MRI etc., Diagnostic Written

Report(s) and Operating theatre summary (if applicable)

Ffiﬁwbﬁtﬁzi : W%Efitﬁg HMERS - X §TR - CTHH - #
HEEZHcEARERFNERZA (WER)

SECTION 1: CLAIM INFORMATION B - RIEE R
To be completed in BLOCK LETTERS by the employee or patient #1{& 8 5% A JA [E #5125

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

1A. EMPLOYER DETAILS E =& %

Group medical policy no. Employer name
E R RERR EERE

1B. EMPLOYEE DETAILS EE& %
Mandatory field, otherwise, claim will not be processed M ZEIEE - & B REB T FRIE

English Full Name Contact Number
By g B4R B RIS

Email
BE

1C. PATIENT DETAILS 5% A & %}

English Name of Patient (if different from above) HK/Macau ID card no.
RA B (J R it R [E) BRI 19 B

Membership no. (Refer to E-medical card/Physical Medical Card)
KBRS GremenBFBRFERERT)

2. MEDICAL SERVICE DETAILS FOR YOUR CLAIM 8 % iR # 5% 15

2A. CLAIMING FOR AN ILLNESS & 245 ifi 3= &

Duration of symptoms Description of illness symptoms
AiE R 455 48 B ) FE AR 2 #8 it

Incorporated in Bermuda with limited liability 7
BB BTG M F R BEABERE B

B R ER AR 2 B 2 7 Hong Kong SAR Office Address : 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
Yeh 11818 Tel %55 ¢ (852) 2288 6622 Fax [ X {4 & : (852) 3418 4976 Medical Service Hotline &/ iR i 24 4: (852) 3128 0153
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2. MEDICAL SERVICE DETAILS FOR YOUR CLAIM (CONTINUED) £ 5% i # & 15 (%)

2A. CLAIMING FOR AN ILLNESS (CONTINUED) R 2% i1 % {# (%)

ATTENDING DOCTOR’S INFORMATION =2 B4 &%
(If this doctor is different from your regular doctor 21 3F & K)18 & 22 4)

Have you had any previous treatment for | Name Address Date of Consultation
this illness or a related condition? If 'yes', | B A %% B8 A ik Sk A 5

please provide details.

RE Y AR R S s R B R R H A
R ERMES o

[dyes 2 [ONo *& -
DDE MMA YYYY4F
2B. CLAIMING FOR AN ACCIDENT A & /b if 3= 1%
Date and time of accident Location of accident Please prowde details of how your injuries were caused by the accident

BHNE H R BIMBE B AFARRNAEERTRE

DDH MMA YYYY4E

Odawm k5
HRES  MINH LIPM T

3. CLAIMS SUBMITTED TO OTHER INSURER(S) E M E {1 {R k& 2 7 & &

Have you submitted a claim to another insurance company for O Yes please provide information below and attach all related settlement forms or documents.

medical services received? 2 RmIEETIERNMH A EEEERS -
CRBEMREINERRBERAS —REBRARIRIRE? 0 No T=

Name of insurance company Policy no.

NG B IR EE SRS

4. SUBMITTING CLAIMS TO OTHER INSURER(S) OR TO HSBC LIFE TO COVER THE REMAINING BALANCE & R A RS EL R REHHE

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

MEEREEE MR AR REERE

Do you requ|re Cert|f|ed True Copies of the original invoice(s) and receipt(s) after your claim is processed?

ERBRER GRAFERENBENOREAM?

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 WRECEZHEHE RIBFFMREGIERL - REMUPURERE K B ERREIMEA -

If you plan to submit a clalm to HSBC Life to cover the remaining balance:

MEEREELREREE

Would you like to claim for the balance payment of the medical expense under another HSBC Life policy? HSBC Life polic% no
Please note that any missing poI|c?/ information will affect the internal transfer of claim. E R b AR B8 SR A%
CRERS —MNEEASRELZRE

VE

FlermEm B AL ? B EZER AR t/sﬁIEAET%iEJ:ﬁ’:E%Lﬁ% " EHE
HHﬁa?&E%ﬁﬁ%ﬁuBF%ﬁﬁ}E SREEE FiE ARENESEANESYEREZ NHEE -

0 Yes & 0 No 1@

5. EMPLOYEE’'S / PATIENT'S DECLARATION AND AUTHORISATION {& &/%5 A & B3 fl &% #&

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/We 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
information.

KA () UL BB FRTIR MM E R B E R 1tﬁlﬂﬂﬁ}eﬁ RARUER  KABHAMT TE2AEAA ERTRARKEZBNEAE]EEZR - AA(F) X
ERRIEA A RS AR IR B B D8 RBRARSELILA - BTEEER AFRE (B ERADREREREFA () 2 SMER -
LR ERAA (F) LT RERENERAER - $&$E¥Z CEVATBAER - KA (B)ETNHESNER LS YRS BERATREBEEAREAFHEEALE
® L) R0 @A E (mﬁj%ﬁml)\éﬁﬂu&ﬁéﬂﬂj) AFIEO S ERARRBERRHIEEHAERMAAA (%) E’Jﬁﬁﬁfl}\éﬂ ° AN QAL ?‘aaﬁﬁ? E??E’J
HTBRAEZBANE AR SEL S TRBEES AFRBRFELE : (852) 2583 8000RMZBAMEMEIAR - KA (F) B Zam AN EAE R G
AR VEEBIAIDT IEBGETT A& (£ maE' SHEBAREMBELNREGE) MENAN  MMRAKEFEEFTERT LA E’JZ\ ST A B W A0 A o

IR ZE R RFARE R B F ERRFARAS  Hip R AR (BRI EEN AR BIRFESARPEANEMAL) W%&%ﬁ%ﬁﬁﬁﬁﬂﬁﬁﬁﬁ?ﬂ#ﬁ’]é
BHEE MR EN BB ELM(REEESE) -

Personal Information
Collection Statement
(English)

X
EAE B B (30

6. PATIENT'S SIGNATURE 5 A % &

DDH MMA YYYYE
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) ##& (BUAEBEXEE) BRI &5 FE RIS FEHH
BABEBIZRAALZEEAEZ GEAR
TABEATZHEA)
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SECTION 2: DOCTOR SECTION 28 - HE4ES
To be completed in BLOCK LETTERS and signed by the consulting doctor. If the patient is confined in a government hospital (managed by Hospital Authority, ward level), discharge

summary would replace the completion of this section of the form. FFAERER W HFLBERER (ERXEBEAANTEBRERE TALE

ZEBRE  HERETERREREZ

Z %)
1. PATIENT DETAILS & A &
English Full Name Date of birth HK/Macau ID card no. Patient’'s membership no. (required for the claim to be processed)
RXH A B H BBNRF 510 E RIS TRARK B8RSR (W R A B R (E R S DR
DDH MMA YYYY4F

2. CLINICAL HISTORY R i &

Date of first consultation
BREZBH

TR

Description of patient’s symptoms

How long has the patient shown these symptoms?
MAEER KL ZREFET 2 A2

DDH MMA YYYY4

Please list and provide reasons for any laboratory test(s)/
imaging test(s)/other diagnostic test(s) the patient required

during their hospitalisation.

BRCBR/FERE/EMDHEREREZZSRENRA -

3. HOSPITAL AND SERVICES INFORMATION 1Bz 5% 18

Admission type

BB/ B 0 R o L/ B R PR R

Inpatient
. EB O

O Medical clinic

Z

Hospital Outpatient
Department O Center
L ASES:

HEHL

Day Case Procedure

Accommodation type
{E BT A5l
Private Semi-private
O LRE O *ALRE
O Hospital day ward O Medical clinic
bt BE BREDH

Ward
O RE

Please provide details of treatment, treatment sessions, tests conducted, on-going treatment and recovery plan below.

FIRERRERFE - BEMARGE

BE AASER  HEGEREETE -

Date of treatment / admission and

Final diagnosis / ICD-10

Type of surgery or

Did the patient leave the hospital
at any point during their

Please provide reasons for the
length of the hospital stay,
including the reason for the

discharge Code treatment administered admission? number of days as an inpatient

s A 5 RENDE/BRBRER DB | FisoaRaRE RARS G 7E R 8 b ? FRERAHERRABRERRA
iesinn SA = O

Date of treatment / admission & &/ ABt H B [ Yes 2 [ No 2

DDH MMA YYYY4

Date of discharge it B i

DDH MMA YYYY4

If 'yes', please fill in the date
R EHER B

DDH MMA YYYY4E

Has the patient been consulted by other

Physician(s)/Surgeon(s) during this
hospitalisation?

AR B FE (X e 20 A H B8 k27

[ No 72

[ Yes, please provide information below. & -

BETHERER -

Name of Physician(s)/Surgeon(s)
BAEME

Reason
REA

Treatment performed

PR S B8 B
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4. CANCER TREATMENT & iE/ & & 48 B8 54 &

Type of treatment administered

RERER
Surgical Chemotherapy
. SNERA R O (43
Immunotherapy O Others
REEE Hith

D Hormonal Therapy

HRSIE R

O

Target Therapy

REH &

Radiotherapy
E]%%

Name of drug

administered Dosage
ZE) 2 18 | &

Frequency of

dosage Duration of treatment
SRR 5B R R E B R

If the patient suffered any complications during treatment,
please provide details.

AT R R AR MR OFBOE - SRR AT -

5. MEDICAL DIAGNOSIS AND ADVICE i 15

Can medical tests and procedures be done on an
outpatient basis / at a Day Case Procedure Centre?

ZRERTFMED A AEPIZ/ARFATH LAET?

[ Yes 2 [ No 72

If 'yes', please provide details for the reason. # A A" *

Ao A AERARE e

If 'no’, please give a reason for the hospital stay. & T A LA » FEREREA -

Was it an emergency hospitalisation or procedure?
ERAEZEZMER?

[ Yes 2 [ No *2&

If 'yes’, please provide details.

R

EIRHLE S o

EtERRE BT HERRE?

O Accidental bodily injury
B EEZE BREE
Treatment for cosmetic
purpose
ERMENRE

Vaccination
DE%%%

Refractive error
. EHXTIE

BEWAE

Was the current condition due to one of the following?

O Self-inflicted injury

O Developmental condition

Abuse of drugs or alcohol

EREYSIERE =

O Pregnancy

mz O

O Hereditary condition
EEMRE

O

Infertility or sterilisation Contraception
TEHBE iz

Congenital condition

O Mental disorder
FERUERFES

e ZAL

General check-up
—RaERs

chronic illness or related to a previous condition?

ERRBERERZRAREE S/ RPRBERZATHRR?

In your opinion, was the hospitalisation a result of a recurring /

[ Yes, please provide details below. &2
[ No F2

CRBTE N7 R ARED

Date
HH

AP B MR AR S B BV R R AR AR A B

Details on the recurring / chronic illness or previous condition.

DDH MMA YYYY4E

[ Yes & [ No *&

Is everything being claimed on this form medically necessary and recommended for the patient’s current diagnosis?

RABRENEERERBBRWMAREN AP HEERBEMARBREMT OB LR
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[] Yes, please provide details below. 2 * 57 T /7 12 4&
[ No =2

DDH MMA YYYYE

[ Yes, please proceed to section 7B. [J No, please provide patient’s regular doctor’s information below.
= BEHEIB - TR FREBANEEEENEHR -

[ Yes, please provide the referring doctor’s information
below.

2 ERHENBENER -

| declare that all information provided is true and complete to the best of my knowledge.
RARUEBREBAE LA —VRARBEOMBEER  SAAAMAMGE  SRFEL L EET &N -

DDH MMA YYYYE

Signature and stamp of attending doctor Date signed
TPREFEARES HEHH
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