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

BERR R/ FBERE RAPEREZHERE RIERRERHAESE

Policy No. R B 5715 : Date HEA(DD B/MM A /YYYY %) :

Please v the appropriate box as below. ;B A TN EE K &R EV 5 °

Claim Application for Major lliness/Critical lliness/Cancer Benefit BRE & iE, Bk, FE i (RFEE (B B 55
Claim Application for Terminal lliness Benefit RHAK B IRFEEE(E B

Claim Application for Female Benefit — Female Disease X 1R[E — i@ EHE GRS (8 5 55

Claim Application for Female Benefit — Congenital Anomalies Z I R[E — KR M R B RAEESRD
Claim Application for Female Benefit — Pregnancy Comphcauonsﬁ MEARPE — IR RGP BIE RS (E R S
Claim Application for Dementia Protection 7R%1E (R IE &S

I

The following claim applications are only applicable to HSBC Health Goal Insurance Plan policyholders A N5 E B A EEANERRBEIZREFTHA ¢

[] Claim Application for Cancer Benefit (Additional Payment) #&E4RFE (ZBINEE (B B (E R 5
[] Claim Application for Heart Diseases Benefit (Additional Payment) /LR (R E (BB HNEE(E) BE (B FR 55
[] Claim Application for Stroke Benefit (Additional Payment) Ff E{REE (ZEINE (B ) BE(E 5

Note JEZ: Please fill in Part Ill of the form if you would like to activate the Global Medical Care Services & ZERIAIRKEZE AR - FEBRIEA
WE=5D

CLAIMS DOCUMENT CHECKLIST &3 #55%

[] Part l'is fully completed & signed by the Policyholder/Claimant/Life Insured and/or Dementia Protection Benefit Recipient
RERE-—BHKBREFBEAREAZRARHRAERRERRABBWES

|:| Part Il is fully completed & signed by the Attending Physician with chop
REXRE_HOLHETLELER  EFWED

|:| Part Il is fuIIy completed & signed by the Policyholder/Claimant/Life Insured and/or Dementia Protection Benefit Recipient (if applicable)
RERF=BHKHREFBAREAZRAR HRANERRERZAABTEE(NER)

[] Copy of Hlstopathology, Laboratory Test Report, Endoscopic, Ultrasonogram, X-Ray, CT Scan, MRI, Diagnostic Written Report(s) and
Operating theatre summary (if applicable)
RIEE EBRWRE - NEE  BEK XX BFRE WHORE FWNERERZEzEZE®REEAR(ER)

[] Copy of Policyholder & Insured’s Identity Card
REFBARZRAZ S0 EBREIR

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

RITPOEAXMAIACEARNREFRAAZBAIB A FREERSA)

Applicable for Child Protection under HSBC Family Goal Insurance Plan:

BRANERAERRETE:

[] Copy of Identity Card of Insured's Child
RRAFRZ H1HEE

[] Copy of Relationship Proof between Insured's Child & Insured
FRAFZEZRA 2 E R F AR

|:| Copy of Newborn Hospital Discharge Record or Medical Report and Child Birth Health Record of Insured's Child
RRAFRZZYELT Hr otk sk B AL 8k R 2R AT R ©

Notes JE & :

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 illness or from
the date of diagnosis and whilst this Policy is in force.
REAFTREZRA/ZRAFLERBIRZHEEE RBRRREREBVTPRIRERE -

2. Please ensure completion of the above procedures to avoid unnecessary delay in claim process.
BRERTTIA ERIE - NRIEEREER -

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.

FEMNEFERERTRBEERFMAEREMCAL(NELE  BRS)RBEINER  ZMSFRBAL - EXMEBENTE - BERSHERE

HgRE -
Incorporated in Bermuda with limited liability
REFRETMETZ R A]
. . . . Macau SAR Branch Office Address:
HSBC Life (Interna‘honal) Limited 1/F Edf. Comercial Si Toi, 619 Avenida da Praia Grande, Macau
» = ; — SEPTRERITTIB G 77 22 EJHFF R4t -
BEEASRE(BR)BRAT P EA B 619 EHABET L I
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Part I: To be completed by the Recipient/Insured/Claimant/Policyholder
E-D  WMBABRASREA S REFEAEER

. Details of Life Insured/Insured Child SR A SZHRAFL
1. Name of Insured/Insured's Child 52 {R AR A FLZHEH 2. 1.D. Card/Passport No. &7 F8R5EE | 3. Age F#k

4. Correspondence Address 3#zfibiE

5. Telephone No. Bt4% & 3% (Please provide telephone no. with its country/region. ;B IE B S B R EFBRER, T <)

[0 Macau SAR R4 51177 E[E (853) Telephone no. Ff4% & &%
O Mainland China 9 B/ (86)
O Other Country/Region E B 5 /&

Please v the appropriate box. &5 1L & )5 1& AN _EV 5E °

B. Details of Employment 5 3% %} (If more than one occupation, please state all % 5 H B - FEFEMAYIH)
6. Position Bifi 7. Industry 1T¥ 8. Job Activities T {F#3[E 9. []Indoor PR [ ] Outdoor P4k
[] Indoor & Outdoor F A k& F 50

10. Employer’s Name, Address & Telephone No. {E &8 « kit & B & 5745

C. Reason for Claim EE{ERE

11. Due to accident E & 4h
(a) Date and time of accident B/ME EA K FfE (DD B,/ MM A YYYY & and am £, pm TF)

(b) Where and how did it happen? E 52k & 453H

(c) Part of body injured and type of injury & & M55

12. Due to illness A &R
(a) Describe the illness and give a brief description of the symptoms Ff BB iE K& £ 7

BEFEZA?

N

(c) Details of consultation #4555

(i) The first physician consulted for iliness: EXBZHE LB
Name of Physician/Hospital & Address 284 B2 4 7 K b i

Consultation Date k2 HHI(DD H,/ MM A/ YYYY %)

(il The physician who referred the Insured to hospital 23 ABEM A& K
Name of Physician/Hospital & Address B84 84 4 78 & i

Admission Date k@ BH#I(DD A,/ 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 iliness /&A%

AFREZIAU R A E AR

Physician/Hospital 4 BBt Admission No. Admission Date
Name #4 Address i kP R (EFT R K2 sk {E R B &

(iv) Name, address and details of family physician/usual physician SREEZE £ BELLNELE R « 2T Mipit -

Physician/Hospital 24 5Bz Admission No. Admission Date
Name % Address it K2 sk E BT RS K2 ek EbT B 2
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C. Reason for Claim (Cont’d) BE{E R R (&)

13. Other Details E & #}

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

ZRAN/ZRAFEOERRBT L DB HERIRLANRR ? [JYes2 [No&

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

WE - BIHEZRENER  YERRFRNEELERRZE R EZRO A -

(b) Do Insured/Insured’s smoke cigarettes or take alcoholic drink(s)? SR A S RATLEEEWRERFESE ? Cyes 2 [INo &
If yes, state quantity, type and duration. 2078 * FH|AHE - BRIRFEZ A -

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

BALERREIN  GREA B EMREE(E ? yes 2 [INo &
Name of Insurance Company Amount of Coverage Type of Benefit Policy No.
S NGIEE IRIEFE REEHER IREE SRS

(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. INRZRATFLZRM 185 XRAFREERKZEAREESBIRLAE? 1 FRUEEHEEESELR -

] No &
[] VYes, please provide related medical information. 2 - F5i2{t B BREER -

D. Payment Instruction YR

1. By cheque (in MOP) LA ZE 37 5 (AR P%E)
[] Mail to the Policyholder’s correspondence address & 1E 1R B A A 2 Bt

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

Staff Name BB %45 - Staff Number B 8 9715 :
Branch name 517473 : Branch code 71745 :

2. By bank transfer LAEER % f+
[] By Bank Account (in MOP) 4Z4R77 5 0 (LURFIHE)
[] By Bank Account (in policy currency) Z4R17F O (JARE E#)

[] 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) BIREREFHAZREEIEF O (TEAREREFAAZBEARBERITAO)
[[] Transfer to the Policyholder's sole or joint name bank account below R E LA TREH A A Z B A2 ERTA O

Account Holder Name FO#H AK#

Notes #F :

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 Policyholder’s correspondence address. #& [FF5 232 MR B 5 8 A 2 B A S5

Eguiﬁ&ﬁ&ﬁﬁ Az AR EFR(MRTERLADBEEMR RN AL ERLRE) - BELBRM EMMEXH FEBUZELATTREFEA
$BER J

For your attention #&/1 & :

1. If the benefit payments are settled in currencies other than the policy currencyl(ies), the benefit payments would be subject to change
according to the prevailing exchange rate of policy currency(ies) to payment currencyl(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. INF|Z L HHRIEMHERTZREER  ZREAHEEXARRATHETERRESYE I NEE¥NES
ek o BRZRBEGUF RN RBBEBRTE - BEHFIMEREEINFIIE  GEAZELXRR - BEX@TRKE - BoleEEX 2 KEmIBER
HomF=EE -

2. 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 GFE A FEELE1T
ZEA - ZRITRELRITARKERRERSEER - ER - MERERNSZINRENEETREENED  SREERNLREE - A2
AR GEEEMETRBITHE B MESRIE Y BRASEAKERITFOENT T MRERER BT -

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

BRHEER  RESRARFNRELHBR(WE) -
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E. Personal Information Collection Statement W18 A & ¥l & B8

1 2 3

HOW WE COLLECT WHAT WE USE WHO WE SHARE
AND STORE YOUR DATA YOUR DATA FOR YOUR DATA WITH
We collect your data We use your data We share your data with

e when you interact with us, apply for e tosendyou direct marketingifyou've e other HSBC group companies

and use our products and services consented to it e third parties who help us to provide

e visit our websites (please see the e to consider applications for, offer, services to you or who act for us
"Privacy and Security” section of provide and manage products and third parties who you consent to us
www.hsbc.com.mo and refer to services

"Use of cookies policy” for details sharing your data with

: For example: (i) insurance, annuities,
of how we use cookies)

. e |ocal or overseas law enforcement
pensions and health and wellness

agencies, industry bodies, regulators

e from other people and companies, products and services; (ii) educational L
. . - . ; or authorities
including other HSBC group companies materials, (iii) products and services ] ) )
relating to campaigns and promotions ~ ® the other third parties set out in

We may store your data locally or
overseas, including in the cloud. We
apply our global data standards and e to design and improve our products, ~\We may share your data locally or

which you have signed up to section C

policies wherever your data is stored. services and marketing overseas.
We're responsible for keeping your e to help us and other HSBC group
data safe in compliance with the companies comply with laws,
Macau Special Administrative Region regulations and requirements,
(‘Macau’) Macau law. including our internal policies, in or

outside Macau

e to detect, investigate and prevent
financial crimes

e for the other purposes set out in
section B

You can access your data You control your marketing You can contact us
preferences

You can request access to the data  You control whether you receive The Data Protection Officer
we store about you. We may charge  marketing from us. HSBC Life (International) Limited,
a fee for this. Macau Branch, 1/F Edf. Comercial
Si Toi, 619 Avenida da Praia Grande,
Macau

You can change this at any time by
You can also ask us to contacting us.

e correct or update your data
e explain our data policies and practices

Major lliness/Critical lliness/Cancer Benefit/Terminal lliness/Female Benefit/Dementia Protection Claim Form page =1 4/8
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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 Macau.
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 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 here. This is because
we assume that they have given us,
through you, the necessary consent
for us to collect, use and share their
data as explained.

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

® 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

® 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

¢ 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 programmes,
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 document will apply for as long
as we store your data. If we use your
data for a new purpose, we'll get your
consent.

By signing below, I/we acknowledge
and expressly agree that HSBC may
collect, process, use and disclose all
personal data (including any sensitive
data) about me/us that HSBC currently
or subsequently hold for the purposes
as set out in this form. I/we also
acknowledge and expressly agree
that the personal data (including any
sensitive data) about me/us may be
shared to third parties as set out in
this form, as well as be transferred to
outside of Macau.
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F. Declaration and Authorisation EH K 21

| 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. ZX ATELE AR LA L FRIR (A0 B RIS 8 E M AL B 30 SR -

| expressly consent any physician, hospital, clinic, insurance company or other individual organisation or government office that has any records
(including but not limited to health records, but to be considered as relevant for this claim) 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 (including but not limited to
sensitive data). K ABRREREEMABAAN AANTFLRBEBE R EMZEH(RFEENRARRERE  BERREARFEEESEMNER) L LER
ZEE - B 2 RBRARSKEMAA - BFEERESASRBR(BB)ERABDKERRRUEAA FANFLEHRLLEAREEEZHNER
(BEETRAGURER) o ILEEERRARTHERENEBKAER « NEREZZIDATBER

By signing below, I/we expressly 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 Personal Information Collection Statement which accompanies this form. KA (F)E TNHHEE

ENERRER B A A B AR ARERE M B NMEA B R (LR RPIMBAA HNAREAREEEARRFLERBEARAA(Z)N2HEAER

Signature of Insured ¥R AZE Signature of Policyholder {(REFE AZRE
Name #£4 : Name 4% :

I.D. Card/Passport No. &1 &,/ #E B 1E I.D. Card/Passport No. &1 MR
Date HEJ (DD BH/MM B /YYYY %) Date HE3 (DD B /MM B /YYYY %)
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HSBC Life
E 2 R

To : HSBC Life (International) Limited
B EEAESRKR(BEER)BRATF

Date B (DD/MM/YYYY):

Policy No. {RE 5715 :
Part Il : Attending Physician’s Report — Major lliness Claim Form
(To be Completed by Physician at Claimant’s Expense)
FoBD  BEBRE — BERFRBERFE
(HELBEEE  BABREAXM)

1. Name of Patient (Surname first) 2. ID Card No./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)

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

8. (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 existed before the first consultation?

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

10. (a) What was the significant physical findings?

(b) What was the diagnosis? How was it diagnosed?

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

the disease.

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

Major lliness Claim Form BERFEREAES

Page B 1/4
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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 11”)

Guide for filing a Major lllness 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 lliness Claim Form — Continuation of Part II” 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 Life
E 2 R

To: HSBC Life (International) Limited
B EEAESRKR(ER)BRAT

Major lliness Claim Form

Continuation of Part Il

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

Name of Patient |D/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, such as CEA, cytologic examination, biopsy or frozen section 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 related conditions of this illness? If yes, please give dates of consultation, details of
conditions and diagnosis.

DATE CONDITIONS DIAGNOSIS

4. We understand that the patient has been diagnosed to have tumor or malignant disease. Please describe the severity of the illness with
respect to the following areas:

a. What is the site and/or organ involved?

b. What is the histology of the tumor or the malignant disease?

c. What staging classification is used & what is the tumor staging in this patient?

d. Is the disease completely localised?

e. Is there invasion of adjacent tissues?

f. Are regional lymph nodes involved?

HSBC Life (International) Limited
EE2ASRE(ER)FRAT
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g. Is there any distant metastasis?

h. If the diagnosis is leukaemia, is it chronic lymphocytic leukaemia?

i. If the diagnosis is skin cancer, is it malignant melanoma?

j. Please provide the result of tumour marker.

5. According to your record, did the patient present with a history of other major illness/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 neurological deficits 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 illness?

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 iliness.

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?

12. If the patient is below 18 years old, has the patient been diagnosed as premature birth or postmature birth? If yes, please provide medical
information.

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 (DD/MM/YYYY)

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 EBASRER(ER)BRLAF/PGHAT

Date HHj:

Policy No. £R & 571 :

Part lll : Activation of Global Medical Care Services
(Only applicable to HSBC Health Goal Insurance Plan
=y MARREEREERS
(EERARNERRRE)

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, or stroke 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. & SR AL EME AR L E BRIE - DR - TE - SRABAIZHEIETRGHER
[Preferred Global Health Limited J(TPGH |) 42t #93= 3R B8 & B BA PR 7% ([ It ARHS 1) o Itk AR5 2 £y PGH Sk PO E BE AR B 5t B4R B8 470 A2 S P4 (i ) — TR BT 4G
BERE  REFEA/ ZRABECIARZALRBEEMELNMELRE  BRERKEHEER, XL (ERILEEKEE) -

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, Macau Branch 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 at any time without giving prior notice. RE 585 A/ Z1FAZEZHPGH
HE AR FTET L IR RAABIAIR - L ASRB(BABR)BERAFRMDARTERAPCGHZ BEGBHIAREHRNREEEREEMET - fint
PGHAMRE FERAREFAANREHENBETMAEHZEF  BMAERZRARZBUBRERSIBNEMNER BEXNIBERTEE - KMA
R REFIBE I T OB R AR B AT &R B AR UL IR A < R R A B T B /R IR AT AN ©

To activate the Services, Life Insured and/or policyholder should fill in this form when Life Insured and/or policyholder submit the relevant claim
form of Cancer Benefit (Additional Payment), Heart Disease Benefit (Additional Payment) or Stroke Benefit (Additional Payment) 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. IR AR SIREFEAFZERHAILRG  SFEAR SIREZHE AR
TEIBE 2R AE IR (REONE1B) ~ DR IRIE (FEANEE (B) ~ R EVRFE (FEOMNEE () 2 MBI E RS RN AR ER AT D - WRRARHIRERE AT EHMN
SERIBIHMEERS  WRETEBESRALRE - SRARSHREZEAEBRAOBRIHRZ TR E R BRARMB LR -

[] I (Life Insured) hereby agree HSBC Life (International) Limited, Macau Branch to share with PGH the information contained in this Part IIl of
the form solely for the purpose of Services activation. | (Life Insured) 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. & (1R A)AEEL ASRE (BB AR AR
RPN AR E =D 2 ERHE T PGH B AR LIRS « B (ZRA)BBEZRAEF AR 15X PGH K/t E b AR 75541 1 731 P 48 AR 0 U &=
EAERBBELR

1. Name of the Life Insured's RRAHLE :

2. Policy number {R & 5515 -

3. Category of disease for Life Insured’s Claim Application & {R AR (& 2 AmEER: [ Cancer B [[] Heart Disease 5
[] Stroked @[] Dementia &2 &1k

4. Life Insured’s email address & A B &l -

5. Telephone No. B48 % 3% (Please provide telephone no. with its country/region. R IEEH R EE N EMBER HE )

O Macau SAR JEPIRRITTIEE (853) Telephone no. Bt48 & 3%
[ Mainland China /Bl A1 (86)
[ Other Country/Region Efth B 2

(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. & : At RIR FER KA 2 FREZFHEY - HATHRBRFIOLELS T PGHZREANFIREEFRIBARABLLRT ©)

6. Preferred contact time iR 45 ¢

[]Morning (9am to 12 noon) £4F (% £ 98 ZEdF 128 ) [] Afternoon (12 noon to 8pm) FF(FF4F 1285 Z= N4 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 #§ @R E|ZRA K, SHREFHANBALREHBERERARERAZRA
BHEEBANAZRARS  NHLRLEES PGHEBESFELT R TTIHELZRA ©)
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Life Insured 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 based on the information contained in this form. If PGH cannot reach Life Insured or over the phone successfully within a month,
Life Insured or will received an SMS reminder sent by us notifying the failure of such request. Life Insured and/or policyholder need to submit a
complete claim form to us again for Services activation in this case. TERMUREIZIRA R, HIREFH AN ERBRRBALRSEBRE  SRA
HEWE BEMEEOERBA o PGH IR I D TR EOE R BZ R AL - WPGHR —EANREKINEZRABER - SRAKG W ARMED
B RUBMA RN RG AR - EERT » RRARSIRERHFAE ABBER AT TR N B E BB R ARUB LIRS -

Note &F :

e Global Medical Care Services (the “Services”) are provided by a leading global patient care organisation, Preferred Global Health (“PGH") to

the life insured (hereinafter called “the patient”) of HSBC Health Goal Insurance 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 your policy is
effective. It is your/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. 122 ZEME RS ([ILRE]) EHEL ASRE
(BEBR)ARAFRMSAF(DELRE] - [RAFIH[HMD BB —HBTORKEEZEIZHEL Preferred Global Health ([PGH ) {EAFTIEE 2 fR
BHEFMUEHTERRBAZZZRAERGBRIHEE DORE - WREEEIEAAREZE ] [DEZERAEFR]  [BEHEBEHT R
[=RIEEFREIRT | - [REEMERYG | EEANEELER200BETTA FRERFRBETEIRE o tLIRF B PGH 3 PGH Fr &2 HE 2 &R ) IE
ESKARNEABRRANE - FPER/BECEE  LGTEREARAREENER - WRERHPGH NERRB BRENERFAMZMN—E
MINEERY B/ FEFEEXINRE/ FEEZALBRBEMEENFIELAR  BRREFEER/ XM (BRREESBE) -
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, Macau Branch 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. &/ FEESHPGHREAMRBREMIT LNEREAALAR - EEAEZRE(ER)ERLQT
HFASARNTERAPGHZEBERZARARESZNRBEEREEMER  MRPGHARHUFEENREEETEEMESZER > RAHNEER
ZRANBRBEMSIBNENER BAREBEUTEE - RPEERUETEREINERRRASRERREFSHEZRAERRERE NI4T
R 7% = 16 5% K AR R o £B 2 1R AT B AN -

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, Macau Branch and PGH. For
Cancer Benefit (Additional Payment), Heart Disease Benefit (Additional Payment), or Stroke Benefit (Additional Payment) of HSBC Health Goal
Insurance Plan, 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, Macau Branch 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. BR %
UL EB D PrER BV ERLON - BATE EMMEAER  BURBAEEERENEANRERBERRBRELEETENELASRR (B AR R TRM
DRBERPGHZENZE - BEERRBRETE 2 BIERE (FEINEE) - OHRRE(EINSE) P RRE(EINSE) ZRREERTREE  B52H
HEMREER - ELAFZRE(BEBR)ARAFTRMD ARBTEAPGHREZ REE 2 B EREEMEE o RIMRETRERPGH AT HAR
2 FIE AR RABRI 2 #ER - I AR TE FPMEAI RS 42 1 K / S B = 1R L AR 7 T (B /R IR AT &0 o

e For the Services details, please refer to PGH's official website LRGBS © B2H PGH B A 484 https://www.pghworld.com

Signature of Life Insured SR ARE Signature of Policyholder {(REFEARE
Name 4% : Name #£4 :
|.D. Card/Passport No. H1) & /RIS : I.D. Card/Passport No. 105~ BRERIE
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