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Policy Number £ & 5215

Change of HSBC Flexi Medical Insurance Plan Policy Benefit
EREREUERRRITERERE

Name of Policyholder in English
REFH ALIEA

Name of Insured Person in English

FRARXIES
NOTE ;T E : 1. Please puta v’ in the appropriate box(es) and complete in BLOCK LETTERS. ;EEiE 2 H 18R II_EV 55 - 30 IFHEE R -
2. HSBC Life (International) Limited, Macau Branch is referred to as the “Company "or “HSBC Life"in this document. JEZA F (R () BR 2 )8 P75 2 &)
U PR KL A ELERR ) -
3. If the insured is under age 18 on the date this application is signed, the Policyholder must answer questions on behalf of the insured. 2 ZRARFEFU #55
RIFFRZE 18557 BHREFBEANXBIELE ©
4. Please note if the premium payments are paid in currencies other than the policy currency(ies), the premium payments would be subject to change

according to the prevailing exchange rate of policy currency(ies) to payment currencyf(ies) to be determined by the Company from time to time; likewise
any payments settled in currencies other than the policy currency(ies) 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 including but not limited to premium payments and benefit payments. By choosing the plans denominated in currencies 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 and the
subsequent premium payments (if any) may be higher than your initial premium payment as a result of the exchange rate fluctuations. &% 8 E TREH)
BN TERERE  ZIRE G & XKL AT ET AR ER L TIRE B AEE L o [ WEEFRNEETEURELGEZN  ZA B ELEL
AT B TE & (R E G WL S (T BB A B g 205 - [BR 2 RB)E LS BK L - B ETIRRTIRER Flzs X (VHIE o EREFAMERAEAIRE » BHEF

RIEFEE - EFETHKE BRI GEFERZ KB MBRBA AT BERYRARRE(INF) TREBLHARENRESERE -

HSBC Life (International) Limited /ncomorated in Bermuda with limited liability 7 &5 i sk 7.2 HR 2 A

S
=

B I\ = Macau SAR Branch Office Address: 1/F Edf. Comercial Si Toi, 619 Avenida da Praia Grande, Macau
(B BR) B BR 2 B spmnmmasanssam  mrmei e onsimesn =4
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To: HSBC Life (International) Limited, Macau Branch
B EEASAE (B ERAREMS A FE

Part | £ —352
[0 Change policy benefit level Please choose Plan Level and Deductible Amount below
B ARERER A R TIREF BRI R BN E
Plan Level: O Bronze 4% O Silver R4
FHEIRR - O Gold &4 [0 Diamond #&#%
Deductible Amount: [JMOPO O MOP16,000 [0 MOP50,000 [JMOP100,000
BINE : JusDbo [J USD2,000 [J USD6,250 O USD12,500

Part Il 2 =34 Family Discount RE#

Policyholder is entitled to a 10% premium discount if policyholder have any “Family Member(s)" currently insured under HSBC Flexi Medical Insurance
Plan; or policyholder and policyholder’s Family Member(s) successfully apply for HSBC Flexi Medical Insurance Plan at the same time. #I{R BE#H AR K
B IRERRINDEREBEMEZBRRRE ] SMREFAARREFFANRKEX S |ARKNERDEREBERRRE ] - HTEZ10% REFN -

Do you have any Family Member who is currently applying to be insured or already insured under HSBC Flexi Medical Insurance Plan? &2 & A TAIX

ERERERRIREZRIGEREVERRRE ?

O Yes=E
O No =2

Note: To enjoy the Family Discount, policyholder are required to provide details of your “Family Member(s)” for verification purposes. Please refer to
the “Family Discount Endorsement” of the Terms and Benefits of HSBC Flexi Medical Insurance Plan for detailed terms and conditions.

i MERERRENN  REFAARARHEIEXBENWEHIMERE - FI5F 2B ERELERRRE M ERRARERO REFT LT -

Name of Family ID type and No. Insured family member's relationship to policyholder
Member (in English) B 15 85 BA S B SRS (ZRREKRERREFHAZBR)
REERK B H %
O ID Card No./Birth Cert No. OSelf B2 [ Parent X  [JSibling 2215k
B0EHEFBRERD
[ Parent in-law &R & [ Spouse BB [ Child F%&
O Passport No./Others [0 Siblings of spouse BBz L% sk [ Partner 18 [0 Grandparent (SN &
EERRYRIS H A
[ Grandparent in-law (9N &R &
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Part lll 55 =% % Health Details of Insured Z R AREE ¥

Important Note: If you are uncertain as to whether or not particular information is material, these facts should be

Insured Person

BERBERERE - FRURBARN L TER=RFREE] -

disclosed. Non-disclosure of health information of the insured may result in your policy being void, terminated and/ ZRA
or your claims being disqualified for reimbursement.
EERE . ELRRESERLEERNETEE ) FERE - EARAEHECSRARERRNOEAHERANREREY  HHRRR Yes No
RRETEREHE - = B
1. Have you (the insured) had a history of Diabetes, Hepatitis B, hyperlipidaemia, hypertension, cancer, heart condition, O O
stroke, or joint replacement; or any medical devices (eg pacemaker, shunts for draining fluids from the brain, pins and
plates for fixation of broken bones) currently in the body?
B(ZRAN) =R ﬁ%ﬁ)?ﬁ ZEFFX - SRIME - SIE - B - OFE - PESEBEHERNEE - IREBAEEMNERESE
(e BB KknomE - REEETNEITMNERE)?
2. In the last 6 months, have you (the insured) had any undiagnosed symptoms, or been taking medical investigations or O O
awaiting results for the said symptoms?
EBRENEAN  H(ZRAN)REGHETMARELENEM SR EREAERETEERENEFER?
3. Inthelast4 years,have you (the insured) had: O O
EBRENMFRN  H(ZRANIREEY :
(a) consultation/medical investigations (eg scans or blood tests) for any medical conditions/symptoms that have either O O
continuedﬁfor at least 14 days or occurred more than once; o N
BRI 14 RelA E RSB 2R —XORESER R 2 X BRERE (NRIE R RER)
(b) consultation or medical invesggjtions as a result of abnormal findings from medical investigations; O O
RNEEREAREENU2IEIERRS
(c) consultation by a specialist (eg physiotherapist, otorhinolaryngologist, ophthalmologist) at least twice for the same O O
medical conditions?
—RAEEZ MR BRI A (YRR ESBREREL BRIEL)DR?
(d) ever taken or been advised to take any prescribed medication regularly for a continuous period of at least 1 month? O O
BEMRA R EERTRRA - AESKL—ERNBERSEY ?
(e) admitted toa hee}lthcare facility for an operation or a procedure? O O
B{ER - EXFMSOREER ?
(f)  Applicable to insured aged 25 months to 18 years only: It EAREHRN T 25@A = 18 mAFRA ¢ O O
Has the insured had consultation or medical investigations as a result of developmental disorders such as abnormal
weight or height?
FRARGERAREFEEMENISEFIBRERTZ )R ETBRRSE ?
(9) Applicable to insured aged 15 days to 24 months only: BB REARFRN T 15 BE24EAHNZRA ¢ [} O
Was the insured born before 37 weeks or after 42 weeks of pregnancy?
ZRARGRERI7 AR 42 BREE?
Notes & :
1. Please complete this section only if any of your answer is “Yes” to questions above (1 - 3). &fiE1 E3 85X AR FHEB BB ER -
2. In case the space provided is insufficient, please indicate the section and question number, and provide details as a separate supplement to
application form. fAATIRHt 2 ERLABUER - FREFEERNEITRE L - WHIBEERE KFE -
3. Important Note: Non-disclosure of health mformat\on of the insured may result in your pohcy void, terminated and/or your claims being disqualified
for the reimbursement. EEEIF : T RLEHE 2 RABBMRRD B AL E B TREEY - WHKR KR SKRETERE -
Medical Conditions
B
4. Please specifv the medical cogdition. Where applicable, please specify the part of the body affected (eg right knee, left
eye). st AR HATESHE - B @ BHBAXEENFBIL(FINER - £8R) -
When did the symptoms start? a5 24 HERJEAR ?
6. What investigations did you have? Please specify the dates, |nvestigations (eg MRI, blood test) and the results. % & # %
iERSE ? WA R - EEEE R - Bl REAR
7. What treatment did you have? Please speC|fy treatment, treatment period, and the details (gg medication and dosage,
procedure, or surgery). 3 B ZMiEAFE ? BirAESA BB - AERE R EFE(MEYZBLEE  AERFRFINE
) o
When was the treatment completed? {a] B 58K A & ?
9. What was the outcome of the treatment (eg ongoing, or complete recovery, or in remission, or likely to relapse)? SRR LS
RN (FERFFE - TRRE - BRERHS AT EEE)?
10. If you have any med|ca| reports or test reports, please attach the report(s) and answer “Yes" in the box. mEEERER | With Attachment FiF

OYes &

ONo &

Change of HSBC Flexi Medical Insurance Plan Policy Benefit
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Part IV 554 Declaration and Authorisation B2 R FEE

| understand that | am advised to RABAETHES
| understand and agree that the request for Change or Addition which requires evidence of insurability shall consist of Parts I, II, Ill (where applicable)
and shall not take effect unless all of the following conditions are met: (1) any required payment in respect of the application is paid in full; (2) the
application is approved by HSBC Life (International) Limited, Macau Branch in its absolute discretion during the lifetime and continued insurability of the
Insured Person; (3) in respect of increase in insurance which takes effect pursuant to this request, the terms and conditions of the Policy which have
the headings “Incontestability” and “Suicide” shall apply as if the date of issue of the Policy and the Policy Effective Date were the effective date of
such increase; (4) acceptance of the request for change shall be confirmed by the company in writing or endorsement on the photo copy of this change
request. RABARAERRRATRIERZRA 2 ERSGENRERFE - FEHESFE— - = A (ER) - WHERE TINER - BRIZRBETEER : (1)
M EHBERMANE - (2) BB LAERRAEE RIBRFZLE - (3)¢ti‘7JDfﬂ$ZEE;§?$QTTZ Eig f%iWFT ERFIRIERIEFOREREH B RIR
BEHEMB AL ERFEHERRAE o @) RAEAS I ER BN RFwRER -
| hereby declare that all answers to the questions are, to be best of my knowledge and belief, complete and true, whether written by own hand or
not, and | agree that they are, with the following agreements, to be considered as the basis of the proposed Change or Addition, and such Change or
Addition shall not take effect until this application has been duly approved by the Company during the lifetime and continued insurability of the person
insured by the said policy, and any required premium has been paid. &K AE + [ FEH B (T HEEESES )Y Z2BERAREN  WERLHO
EHERBRRBULRBE S EIIRE 2 KR o tE SEINMRE 2 ABE B EER AR ERTESRALERBRNRZAMTREBIAEEER -
I/We shall disclose to the Company any change in health or insurability of the Insured between signing the “Change of HSBC Flexi Medical Insurance
Plan Policy Benefit” form and my/our receipt of endorsement on the acceptance of the request for change.” EK}\(ﬁ) 5B A BB ERRETE
RERE IREEEARARBREIEF A BAL BB RENA - BA(F)BERERREER BT RANREM RS AR ER 2 Ef# -
| further authorise any physician, hospital, clinic, insurance company or other organisation or person that has any records or knowledge of me or my
health to disclose to HSBC Life (International) Limited, Macau Branch or its representative. A photo copy of this authorisation shall be as valid as the
original. X NRIEEAAE AR AEERE N RIETAEM AL 2 B4 - Bt - 27 - RIB AR S E s A TEL AFRR (BB ) BRAFIEPID AR E
REBEAAZEHER - AERENTDNREEREBRENS -
By signing below, I/we agree that HSBC Life (International) Limited, Macau Branch may use and disclose all personal data about me/us that HSBC Life
(International) Limited, Macau Branch currently or subsequently hold for the purposes as set out in the Notice relatlng to Personal Data (Privacy) which
accompanies this form. $/\(q)ETE§%EUHi‘/Eﬂ)\ﬂ%Fﬁ BIRR ) A BR A DR PT A R AR AR /A% BE BT 40 B 7 B A BB (FLER ) 03B A A 51 ) FR 32 6 B
REBEESASRR(BBR)ERATRMSRARBRRFREEFEEEARA(Z) N2 BEAEE -
| have read and fully understand the Notice relating to the Personal Data (Privacy) and | irrevocably and ex ressly consent the processing, transfemng
and dlsclosmg of my personal data in accordance with the said Notice. XA B 4B KERADBREAERNBE « AARE(RRTTEHEZARE)Z
ABAAERAEANEREL R - E58 RHEE -
I/We agree that you may collect, use, store and disclose all personal data about me/us that you currently or subsequently hold for the purposes as
set out in the Personal Information Collection Statement included in my insurance policy application form or else | can request a copy at HSBC Life
(International) Limited, Macau Branch. 78 A (E)HEE’“T—IL/WETJ%ZF/M%EEE@%W@ EHIMEBEASRER Ak AFEQRWRE - E/H - #F - ®
BAANE)BAIBEEFENMEEAER - AATERESASRER(BBR)BERATRMD R ARIEH 28I
By signing below, I/we acknowledge and expressly agree that HSBC Life (Internanonal) Limited, Macau Branch may collect, process, use, disclose and
transfer any personal data (including any sensitive data) about me/us that HSBC Life (International) Limited, Macau Branch currently or subsequently
hold for the purposes as set out in this form, all better referred in the Personal Information Collection Statement inserted on my/our policy. |/we also
acknowledge and expressly agree that the personal data (including any sensitive data) about me/us may be transferred to place outside Macau. Zx A
ETHEENNELARFABES ASRE(BER)ERA 7 B D N A AR ARG N FI o A R RBERBBEEARRR(HR)ARAS
“FEJ"”‘TIEE¢&H1§:?%§ZK (Z)M 2 EEAER (BIFGURER) - i\aLAEAZJSM#M%ﬁmﬁlJ%XE’JWZﬁ l)\ﬁﬂﬁﬂm/‘%ﬁ K/\(#)W%D%&Bﬂﬁﬁﬂ )
RAFE)NEAER (BEGRER) TR EB ERFI AN

Signature of Insured Person Signature of Policyholder (if other than Insured)
RRARE REBFAEAEZB(EEZRA)

Name %4 : Name #4 :

Date HEJ : Date HEJ :

Signature of Irrevocable Beneficiary (if any) NAJ S 2 A% E (@A)

Name #£4 : Date HHf :

Important Note: Please return the original of this form, duly completed and signed, to HSBC Life (International) Limited, Macau Branch of 1/F Edf.
Comercial Si Toi, 619 Avenida da Praia Grande, Macau. Please note that we will onIy process your request* upon actual receipt of this “original form”.
BEFHE FHEIRFFURRFR(RB)IEXIRTOELASRR(BF)ARARRMD AR - i WAIBERFE619RFRBEF L1178 - BKF
EA:E ﬁ(%fﬁ)FEKlfﬁ BT SEE T 2HE* -

For Bank Use
O Client’s ID copy attached Staff Name and ID: Servicing Staff IA No. Branch Code and Chop
O Client’s original ID sighted Contact No.: Servicing Staff Rl No.
[0 Other discount
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