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CLAIMS DOCUMENT CHECKLIST & 30455 %

oo ooo od

1.

N

Notes )T & :

Part | is fully completed & signed by the Policyholder/Insured RIEXFE — D EHREF A ZRAEBIEE

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)
REXRFE_NOHCHEIZEAEER  EFVEN(MREFTHERFABEREERI)

Copy of Sick Leave Certificate with diagnosis and/or Consultation Proof 7|5 % i & Z iR BREAE &S0 B BRI

Copy of Physiotherapy/Occupational Therapy Report(s) (if applicable #1324, B 4 BERE A (EH)

Copy of Laboratory, Ultrasonogram, X-Ray, CT Scan, MRI and Diagnostic Written Report(s) (if applicable) {t5 « #BZ K « X-J¢ - BFSRIE « #H
HERZEHzEBRE A (ER)

Copy of Police Report (if applicable) Z22 %= # =R & BIAS (4@ A )

Copy of Policyholder & Insured’s Identity Card {REFHE A RZRAZ B 17 B &IA

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

account) SRTTP AEAXMHEINCERNRERSBAZBALBBIFREHERSD)

A claim must be made as soon as possible after the insured becoming aware that he/ she is suffering from disability whilst this Policy is in
force. REAFTRRRABEBRSAEZEHSGERFFREREGHPNRERE -

Please ensure completion of the above procedures to avoid unnecessary delay in claim process. FEHEARTEHIA FRIE - A RIEAEREETR o

We will inform you as soon as possible 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. ZHMEFTERELZRAFERFMOEREMAL(NELE - BES)ZMEIER  ROISHRENE - ARNEEE
HER  BERFNEZRHIRE -

Part I: To be completed by the Insured/Claimant/Policyholder £—3% : Z®RAZEA REZEAEES

A. Details of Life Insured” SHEAEH"

1. Name of Insured FR A% 2. |.D. Card/Passport No. H17#& #B5%15 | 3. Age F#t
4. Correspondence Address i#zfibiE

5. Telephone No. B48 % % (Please provide telephone no. with its country/region. 1R {EEIH R E AN EMBESR & )

[ Macau SAR SR 5I7T & (853) Telephone no. 4% & %
O Mainland China /B A1 (86)
O Other Country/Region EHI B &

Details of Qualifications and Employment 2F K s ¥ & ¥

6. Position Bifiz 7. Employer / Business 8. Job Activities T{E#iE 9. [[JIndoor FA  [] Outdoor B4k
Industry 8, /A EIFTE [[] Indoor & Outdoor F A K~k
10. Employer’s Name, Address & Telephone No. {E =& « kit & B & 5RAS
11. Did you provide a sick leave certificate to your employer? G & AE T ELFREHRE [JYes & [INo&A
12. Date you last worked &% T{EREI(DD B,/ MM A,/ YYYY &) 13. Date you returned to work &8 T{E(DD B, MM A,/ YYYY )
(If not, then give expected date of return) (2075 » %7 L {a] B A k18 T E)
14. Your academic qualification, qualified knowledge and training. %2 2 - 28] %0 L)l 4R -

Please v the appropriate box. B fEEE H H KRN _EV 5 ©
* |f a claim is made on the Payor’s disability, please complete this form with respect to the disabled Payor instead of Insured. & Itk At FRA B L T/E
BEHZBRERFEE  BUNRABRDL -

HSBC Life (International) Limited

Incorporated in Bermuda with limited liability
REFRETMETZERA A

Macau SAR Branch Office Address:

1/F Edf. Comercial Si Toi, 619 Avenida da Praia Grande, Macau

. " , BRI THE S AT FEAA
ELANSRIE(EHER)BRAS P AR 6195 T R 1 1
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[(]15. Disability was due to accident & 9N & 83 %k T B4
(a) Date and time of accident E/NAHKLFRI(DD B, MM A, /YYYY & and am £, pm T)

C. Reason of Disability ¥ % T{ERE I HRE

(b) Where and how did it happen? E Mt 5 & 4848 ?

(c) Part of body injured and type of injury 15 E8AL K 155

(d) Was the accident reported to the police? & & [AZ T HFRZNEI ?

If yes, please provide details. 417 * BieHBEHEER -

[JYes 2 [No &

Report number and the name of the Police station ¥R 25715 M LE 2478

(e) Was the accident reported to your employer? &7 A& = B R 2 X B4 ?
If yes, please provide details. 1% * FiEHBEHEER -

[OJYes 2 [No &

[(]16. Disability was due to illness B if 2 858 5k T AL

(a) Describe the illness and give a brief description of the symptoms TS RE K& H K&

(b) How long had you been having these symptoms prior to visiting physician? SR A & X542 Al

ERBEFESZA?

(c) Details of consultation #Z385515

(i) The first physician consulted for illness B X2 N EBLEER :
Name of Physician/Hospital & Address 24 5% 4 78 [ o 31

Consultation Date k2 HEJ(DD H,/ MM A,/ YYYY 4)

(i) The physician who referred the insured to hospital EE ABRRIEAEE R ¢
Name of Physician/Hospital & Address 24 5% 4 78 [ o 31

Admission Date 322 BH#I(DD B,/ MM A,/ YYYY )

(iii) Please give details of all physician(s) consulted or hospital(s) to which Insured was admitted during this illness &AL BRI E (BB A EEL -

Physician/Hospital B4 E&pz
Name #% Address it

Admission No.

SR RAE B SRS

Admission Date

Rz ek Rt B 4

(iv) Name, address and details of your family physician/usual physician RKEEE L MEH ML NEAL LR - 258 il ¢

Admission No.
KPR F B RS

Physician/Hospital %4 &z
Name %% Address ik

Admission Date

ko ek Rt B H#

17. Do you smoke cigarettes or take alcoholic drink(s)? ZR %A WE M FEEIE ?
If yes, state quantity, type and duration. 215  FHIAHE « HRILBFEZAXA -

yes 2 [INo &

18. Are you currently insured with any other insurance company as a result of this illness or accident?
BRLIRRREIN BB A R M RERE ?

yes 2 [INo &

Protection Amount

IRIZEE

Name of Insurance Company

REB D A& 8

Type of Benefit
REEHER

Policy No.
IRE SRS

Total & Permanent Disability/Disability/Accidental Dismemberment Claim Form
TERKAEAIERD BEAIERD BIMERERBFES
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D. Payment Instruction {$&3§7R

1. By cheque (in MOP) LA X 1 (LR PIHE)
[] Mail to the Policyholder's correspondence address FH{RBE15H A 2 @il
[] Pass the cheque to me through your staff X FE1THEEAA -

Staff Name B85 ¢ Staff Number B 85515 -
Branch name 217478 : Branch code 21745 ¢

2. By bank transfer LABBE Sx
[] By Bank Account (in MOP) &$R17F O (LAURPI#E)
[] By Bank Account (in policy currency) £&&4R77 5 O (AR EEH)

[] 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) BEEEREFAAZREEBRFO(TEAREREFSBEAZBASBEETAO)
[] Transfer to the Policyholder's sole or joint name bank account below R ZE LA MRE#HHF A Z B A B L RITE D

Account Holder Name F O#8 A4

Notes &t :

Please also submit adequate proof showing the full name and the bank account number of Policyholder’s sole or joint name bank account (such

as copy of bank book, ATM card, bank statement, etc.) to the company. If we do not receive the copy of the required document(s), the payment

will be made by cheque payable to the Policyholder and mailed to the Policyholder’s correspondence address. i B FF 2 EMRE A A 2 18 A s B

E); Dii&ﬁﬁ)ﬁ A R RERA(MRITFRAEBDBER R AAERIARS) - EERARM EAMBEXM  FBEBUZZERAT TREFAA
e °

For your attention :&/¥ %

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 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. FEZ N FIENEBETRREEY  ZHEUHEEI AR THETERREEEH I N EBHES
ek - BR 2N EUMNEXMRBERTE - BRFTMEEAEENNE  RAAREXRR - BEXGTRNE) - S EEX 2 REmEX
oMM REE -

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. ZIU R O IETE LERTT
2P0 ZRITRRESRITARFIERRBURFER - ER - MERFEEANZEIAZENEETREENFED  SEEERNNREE - A2
AT EREECMETRRITIEEMEBRKR s BASBAKERITFOEHNT I MR ERER T -

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

BREIET  BESRARRNRELHBER(E) -

Total & Permanent Disability/Disability/Accidental Dismemberment Claim Form Page Bk 3/8
RERKABKRIEED BARIEED BIMEEREEBES

MACO016



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.mo 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 the
Macau Special Administrative Region
(‘Macau’) Macau law.

E. Personal Information Collection Statement W B A & 281

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; (ii) 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 Macau

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

The Data Protection Officer
HSBC Life (International) Limited,
Macau Branch, 1/F Edf. Comercial
Si Toi, 619 Avenida da Praia Grande,
Macau

Total & Permanent Disability/Disability/Accidental Dismemberment Claim Form
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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.

Total & Permanent Disability/Disability/Accidental Dismemberment Claim Form
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1

RPARER FFENER

BERARELERNRERE

s MEHMES  mMERMBFZREM
FRAPIE0 E A A0 AR5

o WBIE R UL(E B R M
A [ cookies | HIFEIE LM
49 Ik www.hsbc.com.mo#E A
[FLFEERZ | BIE [ Use of cookies
Kl

c HMALTRAB(BEAEMES
SEETRAR)

B API AT BE#S B0 B BT 0 A M X
8o - BIEER o EmEHERETR
g ARZERMANRKEREE R
BURHIR ©
BPEEERBEORM R HTHRE
(MAP VERFREENER LR R

E. Personal Information Collection Statement (Cont’d) W& B AE R B8 (&)

2

BRHmAEREHER

EABENERAR

o RERBRAGKAEEZRHEEN
s ZRAE AR REKER
E B R

oI ()R - F& - Bkt
f 57 F AR (2 2 g KRS ¢ () B
HM#E (i) REEHE LA )FB R
T B A BRI

Rt RBGERPIE® - BRF &
R RV )
EPHAREMESEEE QA
3B STIRPT Sk E DASI A B 21 Bk b [ Y
SRR RBRMER . BRRERME
PMEBER

o B FERFEHERIFR

* BEDATSIEE AL B &

3

BMEERBENHEY

RMETHALHBELNER

o HMELEBIENAF]

o EHRMMERERBE AR
TEME=ZH

s FABHMEZHEELERNE
=5

o AR sk/BINIEERE - TTEAL
BEE R ol M ) MR

o CEHDAFIMEME=T

%9 7 B 72 ARt 58 MR B B A
B -

ZEAEMACHER

BRI EREHBMIAHETEBEN
B o IR BERL UL RN E A -

A A] S AR AP
o HIEKFEHEWER
o RARMMERBERRIED

ZAEH B SIS ERERET

AR IR B R PRI S
B -
T R AR B PSR E B o

AT B AR TR AP

ErRHREEL

EL ASRE (BB ERAT
SRPID A A
SEPIR R AR 6195
BFREEPLTFE
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A
o S % 77

2GR

o WnEEEIH G BENERE LR
BRER - FlanmnokE - 55
BEEEN TR

s ERNEHREIEMETHEENRSE
IS R L B B R

o MREABHATHEBE B FIRG
B FRM AT REER

o MARIRE ERIEARENEM
BB ERINREREER

o REZHUZRNEMORE TH
REEFE ARREK BN EE R

EETMBEPREER - BT

FRIR M E Rk BRAS o

RPN BEBATRETEBRH

mEE R

o EARMEEMELERE NAF
I & /8 B B R

o DITHEREFINES LRFEUWE
BRBBENER

o PALRBIE TP s kB AR B
{8 A3 cookies s BB AlT

E. Personal Information Collection Statement (Cont’d) WHEEAE ¥ 2 0H (&)

B
£

EMBEHERAR

o B NTHRE

o BB T BRI E UM
e E R AR EEREY
TAPIE L R B3R A s AU R HAERE
EERTERER - FEEEREX
BRAEERMYGBABRICRE
EfEE i)

HETHNEE  BRREREM
B5E

o RULMEFRESRENEERER
BB E BN (I A AR 2ER - 2R %
REEER - ARBRER DT &
AT R ER]EE)

s BEHMEL  BREITEERMD
SRRHER

o BEE - A HRUWERR AR EA
A

s RE=JTHU L BERMAMEAL
s GE R REY R B TS Bt A Y
BRHETTESR)

o 1 Fii AR AR SRR B R A
Rk

BEERAMANESR

FERABRPREBEEMBALD

BEL - SRR - S FZ A AP

#anfel de s - ERAMPEELER -

BB BRRZALTELEBRE AR

AN L P g - AR TR E

C
BE

BEETIATHRBEENER

o ATBINDER - BEE - BUK
BURF AR5 S i I RE - A
REUEMB RS @R R 2 HA IR
BIERH

o RP(REERS) NEREER
FARRERBRN—T7 - HlA0HE
RA

o WA~ Zas ARERMARME
BEPSEITEOA ¢ ST A AYER
REREXREMB M ERRKE
HEA

e MERIASHFMIBHRF A EP -
PFT - BA - LBRFT - BAITE - IERE
8 - ERBEREGEE  AEEM
HAKIER

o RFAIBEBERT - REREEN
ERE=77 AEEFERMD
EBLEERREAENER

o BE - AEmIEHEHFEINAE
BHRMER  UREEHEEF
W

cHRXBEBESAERBHTES
BREREAIEARMNER K
ARTS 3 A N EAE A ERHAR LAY
ATZEEMNES)

HAIAT RE L R D ) BA A £

RELANERER - EHBERT

BREELER L ENED -

D
B R

REAPIE BEH B R R A 30X i A
RPN A IEmE - EE B BE S
BEBH  RERBRHEME=T
RIS MRS R PR s B e
TR KRB RIS - FEkIHRE
ZEm - RS MEEFB(FI e R
R KRR B FFAER

AEETH SRR - RIS ER
BB Bl AORETER - R
BB EMERE X578 K
BHEAER UEEH HKRE
B O - BERFREERIKE
E=TTHEH -
EMFEaMARMEHESR - U
HefERERRER® - MALLE
EMERTRRENRE -

AR R A T A8 B R B
BR- ERMABENEHNBR
A AgBRENEE -

AANFE)ET 7 #ZBEANE KA HE
[l B 8 AR AN R A& A B B A i
Yegs - BRIE - (ER MIRBENIRR S HER
HEAANE ) NEMEAER(BRE
FRER) - AA(F) INAE KA E
REAANEF)NEAERBREHE
BRDAIREHRARBAIINZE THE=T7 -
AR RRPTLAS N M [
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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. 2N ATE LB LA PR A0 & RS B I e sl B I e -

| 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). A ABARERI B ABAA  AANTFLZEEBR 2 AL (REETRMNERLS  AERNEARRAEEUEMNER) K HEH
ZEE - Bt 21 REBDAISEMAA  BITEMEMES ASRE(HB)ERARIERRRUAA BFANFLEBEUAZTEEETEMHNEH
(BEETRAGERER) « ILRBERRARTHERENBKARER - AEEEZFIDATBER -

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 N HEE

ENARER BB A B AR ARERE M B NMEA BB (LB EPIMBAA HNAEEAREEEARRRLERBEARAA(Z)N2HEAER

Signature of Insured ZIRAZE Signature of Policyholder 1R E#HE AFE

Name 4 : Name #£4 :

I.D. Card/Passport No. {18, ERH T I.D. Card/Passport No. &) &,/ # B3R5

Date HH Date HHA

Total & Permanent Disability/Disability/Accidental Dismemberment Claim Form Page Bk 8/8
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To HSBC Life (International) Limited
B B2 ASRE(ERR)ARAST

Date HHj:

Policy No. {RE 5715 :

Part Il : Attending Physician’s Report — Disability/Accidental Dismemberment Claim Form
(To be completed by physician at claimant’s expense)

BoHD BERE — RATFED BHMERBEHAESE

(AEPBEER  BERBAREAXM)

1. Name of patient (Surname first) 2. Age

3.

ID No. / Passport No.

4. Occupation and job duties

5. (a) Please state the cause of the disability.

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

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

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

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

6. If the disability was due to illness:
(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 been in existence before the first consultation?

7. Please give details of all consultations and treatments given as far as your records go back. (Alternatively, a copy of the patient’s record can be provided.)

Date

Complaints & Symptoms

Diagnosis

Type of Treatment Given

Duration of Treatment

8. (a) Names and addresses of hospitals to which patient was admitted during this disability

From: (DD/MM/YYYY)

(b) Period of hospitalisation(s):

To: (DD/MM/YYYY)

(c) Names and addresses of other physicians consulted during this disability.

(d) Is further hospitalisation / surgery necessary? If so, please specify.

Disability/Accidental Dismemberment Claim Form BXI{EsEh BIMEREMPES
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9. Please indicate the results of all investigation & test (such as neurological examination, laboratory tests, X-rays and Wassermann, etc.). We
would appreciate receiving copies of all such test results. If insufficient space, please attach a separate list.

10. Did the injury / illness result from or was the period of disability lengthened by?

No

(a) Physical defects / congenital anomaly? ] ]
(b) Past medical history? D D
(c) Degenerative changes? 0 O
(d) Alcohol or drug abuse? UJ O
(e) Smoking? D D
(f) HIV/AIDS related condition? ] ]
(g) Prior psychiatric illness? D D
11. (a) Please give the date the patient was first absent from work.
(b) If the disability was interrupted, please give date(s) patient returned to work.

12. What is the present condition of the patient’s disability?

13. What treatment has been prescribed?

14. Did the patient comply with this treatment?

.

15. Please advise what duties of the patient’s pre-disablement occupation he / she is:

Able to perform

Unable to perform

16. On what date did the patient return to work? Was this on a full-time or part-time basis?

Disability/Accidental Dismemberment Claim Form BXI{EsEh BIMEREMPES
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17. To the best of your knowledge, has the patient ever been treated for the same / related conditions or for any other serious disorder? If so,
please state when and the names of any other hospital(s) and / or physician(s) attended.

Details of Treatment(s) /

T Name of Physician / Hospital

Date Disease / Disorder

18. Have any medical certificates been provided to any other persons, insurance companies or other companies? If so, please provide full details.

19. If the patient is still disabled, is he / she

Motivated to return to work?

Motivated to undertake re-training or other rehabilitative schemes? If so, please specify.

20. Has a treatment plan been put in place to return the patient to work? If so, please provide details.

Declaration

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

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

Name of Physician (With Stamp) Name of Physician
Qualification Telephone No.
Address

Date H#j
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To HSBC Life (International) Limited
. EEAERKR(BER)BRATF

Date HHj:

Part Il : Attending Physician’s Report — Total & Permanent Disability Claim Form
(To be completed by physician at claimant’s expense) Policy No. {RE 5715 :

FoEWD BEBRE — ZERKARKIFREIBERAESE
(HERBEER  BABAREAXN)

Name of Patient HKID No./Passport No. Date of Birth Age Sex (M/F)
1. General
Are you the usual medical attendant? If “yes”, over what period do your record extend? [JYes [INo

ii.  When were you last consulted for this condition and how long had the symptoms been present at that time?

iii. Date of last consultation/examination.

iv. Date when first absent from work.

v. Are you currently issuing Medical Certificates? If “yes”, for what period do you intend to renew them? D Yes

[INo

vi. Please give details of the patient’s habits in relation to cigarette smoking and drinking habit.

2. Medical Details

What is the nature and extent of your patient’s condition?

ii. Please give the precise diagnosis.

iii. Please describe the symptoms currently disabling your patient.

iv. How long have the symptoms been present?

v. Has the patient previously suffered from this condition or any related illness?

Total & Permanent Disability Claim Form T2 Rk A Bk TEEHEEHRES
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vi. s the patient suffering from any other condition? If “yes", does this have an effect on the condition above. [JYes [INo

vii. Please describe the residual disability:

[] Recovered []Improved

[[]No improvement [] Deteriorating

[[] Other, please specify

viii. Are there any other circumstances that may have an effect on the patient’s return to work?

3. Nature of the treatment

What treatment is being rendered and what types of medication are being prescribed?

ii. Please comment on the response to treatment.

iii. Please give the name and address of all consultants, specialists or hospital to which your patient has been referred to or attended for this
condition.

iv. Is your patient still receiving hospital care? Please give details.

4. Details of physical impairment

Please comment on your patient’s ability to perform the following:

Capable of heavy manual duties (i.e. little restriction on mobility).

ii. Capable of light manual duties (i.e. slight restriction on mobility).

iii. Capable of sedentary duties (i.e. moderate restriction on mobility).

iv. Incapable of sedentary duties (i.e. marked/severe restriction on mobility).

5. Details of mental impairment

Are stress, emotional or psychological conditions relevant to your patient’'s condition? If “yes", please comment. |:| Yes |:| No

ii. Do you anticipate that any psychological condition will permanently affect the insured’s ability to resume employment?
If “yes”, please comment. [JYes [INo

Total & Permanent Disability Claim Form T2 Rk A Bk TEEHEEHRES Page X 2/3
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6. Prognosis

We should be grateful for your advice on your patient’s ability to perform an occupation as follows:

Own occupation Other occupation (including sedentary)

Is your patient totally disabled from
performing ...

ii. Do you anticipate an improvement in the
condition so as to enable a return to ...

iii. If "yes” when do you consider your
patient will be able to resume work in ...

7. Rehabilitation

Is your patient currently undergoing any form of rehabilitation? If Yes, please provide details. |:| Yes |:| No

ii. Please comment on any further treatment or rehabilitation which may improve your patient’s condition. (e.g. retraining, physiotherapy)

8. Further information

If there is any further information which, in your opinion, will assist us in assessing this claim, please give details: (we should be grateful for
copies of any relevant hospital reports which are available.)

9. Inyour opinion, does the condition suffered by your patient fulfil the definition stated?

Declaration

| hereby certify that | have personally examined and treated the patient in connection with the above disability and that the facts as 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 (with stamp) Name of physician
Qualification Telephone no.
Address Date
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