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)\E % /[% Bﬁ MACUCRI

PICS 2021May

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

BERR R/ FBERE RABPEELUERE RIERREREAFSE

Policy No. {R B 55785 : Date HEA(DD B /MM A /YYYY %)

Please v the appropriate box as below. ;1A T EE &K &R EV 5 °

I

Claim Application for Major lliness/Critical lllness/Cancer Benefit BRE & iH, Bk, FE i (R E (8 8 55
Claim Application for Terminal lliness Benefit REAK B RS (E B

Claim Application for Female Benefit — Female Disease Z | {R[E — IREHR R (8 H 5

Claim Application for Female Benefit — Congenital Anomalies £ RE — SRR EHRFEREHD
Claim Application for Female Benefit — Pregnancy Complications Z M {RE — IF i 24 iE B (& 6 55
Claim Application for Dementia Protection 2 XIfEEH R & B (&

The following claim applications are only applicable to HSBC Health Goal Insurance Plan policyholders LA NS EH FEEANERRBEIZREFTEA ¢

[] Claim Application for Cancer Benefit (Additional Payment) f&E(REE (RSN (&) B (&
[C] claim Application for Heart Diseases Benefit (Additional Payment) JiJ& s (R % (CFEANES(E) B (2 FR 75
[] Claim Application for Stroke Benefit (Additional Payment) 1 E{R[E (BN (B) B (EH 55

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

BE=F D

CLAIMS DOCUMENT CHECKLIST & #8%E

O
U
O
O

O
O

O
U
U

1.

Applicable for Child Protection under HSBC Family Goal Insurance Plan:
BRANESRAERBREE

Notes )& :

Part | is fully completed & signed by the Policyholder/Claimant/Life Insured and/or Dementia Protection Benefit Recipient
RERE-—BHKBREFBAREAZRARSHRAEFRRERZABBWES

Part Il is fully completed & signed by the Attending Physician with chop

REXREF_HBOLHETLELEER  EFWED

Part 11l is fully completed & signed by the Policyholder/Claimant/Life Insured and/or Dementia Protection Benefit Recipient (if applicable)
REREF=BHLHREFBAREAZRAR HRANERRERSAABTEE(NER)

Copy of Histopathology, Laboratory Test Report, Endoscopic, Ultrasonogram, X-Ray, CT Scan, MRI, Diagnostic Written Report(s) and
Operating theatre summary (if applicable)

RIEE  ERWE - NEE  BEK XX BFE WHORE FWNERERZEzEZEmEEIA(EA)

Copy of Policyholder & Insured'’s Identity Card

REFBEARZRAZ HHEAEIAR

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

RITPOEAXMEACEARREFRAAZBARB A FREERSA)

Copy of Identity Card of Insured's Child

RRAFRZ H1HEE

Copy of Relationship Proof between Insured's Child & Insured

ZRAFZEZRA 2 E R F AR

Copy of Newborn Hospital Discharge Record or Medical Report and Child Birth Health Record of Insured's Child
SRAFRZZYELT DT sh sk B R A 8k R 2R AT R ©

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

REABTREZRA/ZRAFLEERIRLHEEE LRBRRREREBHPNIRERE -

Please ensure completion of the above procedures to avoid unnecessary delay in claim process.

RERTTAIA ERIE - URIEEREER -

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.
ERMEFTEREZRRNBERBMAGKEMAL(NEE  BirE)ZRMBEINEL - BMERRBAE - BRBERENTR - BERSHNEZE
Faﬁgﬁﬁ °©

HSBC Life (International) Limited

Incorporated in Bermuda with limited liability
REFRETMETZ R A]

Macau SAR Branch Office Address:

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

K == < JAFTHEFI7TIE B 5 22 E]# 3 RE A
EZ2ASRE(ERR)ERATE PR AR 610 R 1 1
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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 aIcohoIrc drrnk (s)? ZIRA/ZRAFLEREERERKBEE ? Cyes 2 [INo &
If yes, state quantity, type and duration. 204 - FEF|HHE - ERIRBEEZ X -

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

BRILAERRBI  CREERBHMREEE? 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 {535 7R

1. By cheque (in MOP) A L (LARFIH)
[] Mail to the Policyholder’s correspondence address 3£ (R B35 8 A 2 Bl ik
[] Pass the cheque to me through your staff X F &R EERARA

Staff Name B8 4% ¢ Staff Number B 85715 -
Branch name » 174 : Branch code #1745k ¢

2. By bank transfer LABEER 2 1+
[] By Bank Account (in MOP) &Z4817 P 0 (LURFIH)

[] By Bank Account (in policy currency) £&4R77F O (AR 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) EERZEREFAAZREBERPO(TEAREREFAEAZEALEEZRITAO)
[] Transfer to the Policyholder’s sole or joint name bank account below R ZE LA MR E#HH A 2 B A B L RITE D

Account Holder Name F 5 AK#

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. pﬁﬂﬁ-ﬁ REVMREFFE A2 E A SKE

Egg%ﬁ&ﬁiﬁﬁD?EE%ZZEE%‘EH(ZZD%E THERNEPDEER R AGEERIAS) - EERARMLAMFE X  FEBUXERAFTTREREA
: o

For your attention #/I %= :

1. If the benefit payments are settled in currencies other than the policy currency(ies), the benefit payments would be subject to change
according to the prevailing exchange rate of policy currency(ies) to payment currency(ies) to be determined by the Company from time to
time. The fluctuation in exchange rates may have impact on the amount of payments. By choosing the payment currency(ies) other than local
currency, you are subject to exchange rate risks. Exchange rate fluctuates from time to time. You may suffer a loss of your benefit values as
a result of the exchange rate fluctuations. FE X NFEMNEBETRREEY  ZHBEUEEI AR THETERRESEH I NEBHER
ek - BR 2 RBSHME I NRIBERTE - BRI EEEE LKA - W,ﬁuETHFw o [EXREGTRRE - WAl FEER 2 FBMBEX
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. Z1GRFE AFEELEIT
2P0 ZRITRSELRITAITRFIER WEUREE A - ER - WEREENZIAFENEETIRESNSD  SRBEXNIREE - A2
AT EEAEEAETRRITRE S ME BRI 2 B BB ASERITE OB N MRERER Y BT -

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

BT BESRARTANRBLEER(WA)

Maijor lliness/Critical lliness/Cancer Benefit/Terminal lliness/Female Benefit/Dementia Protection Claim Form page =% 3/8
BERE SR/ BERE RPKEZHERERAERREEHEES

MAC019



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

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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E. Personal Information Collection Statement (Cont’d) W& {8 A& 88 (&)
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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% :

ID Card/Passport No. &9 #ERIEH5 ID Card/Passport No. H1p % RIS
Date BHA Date HHA
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HSBC Life
E 2 R

To HSBC Life (International) Limited
B EEBASRB(EBR)BRAT

Part Il : Attending Physician’s Report — Female Benefit Claim Form
(To be Completed by Physician at Claimant’s Expense)
F-Hy BERE — ZAMRERERES
(HEDPBEEE  EAHREAXZM)

Date HEHi:

Policy No. {RE 5715 :

Name of Patient (Surname first) ID No./Passport No.

Date of Birth (DD/MM/YYYY)

Details of the illness giving rise to the claim:

1. When and where did the iliness first happen or commence?

2. When did the patient first consult you?

3. Are you the patient’s usual medical attendant?

If not, who is her usual medical attendant? Please provide the name(s) and address(es).

[JYes

[INo

4. When and how did the patient first become aware of the condition giving rise to the claim or experience any symptoms thereof?

5. Please describe fully the condition and causes of the condition for which the patient has been treated?

6. What was the clinical diagnosis?

7. (a) Summary of medical treatment given & tests performed

(b) Surgery performed:

Date performed (DD/MM/YYYY)

Name of Surgeon

8. What and when was the final diagnosis and the date patient was informed?

the condition.

9. Are you aware of anything in the patient’s previous history that is likely to have contributed to her present condition? If so, please describe

Complications of pregnancy

[0 Disseminated intravascular Coagulation
O Choriocarcinoma and Hydatidiform mole
[0 Ectopic pregnancy

Oooooooooooog

10. Is the condition for which the patient is claiming for, in any way connected to the following? (Please v appropriate box)

Female diseases Congenital Anomalies

[0 Carcinoma in situ of the breast Down’'s syndrome

[0 Carcinoma in situ of the cervix uteri Spina bifida

O Carcinoma in situ of the vagina Tetralogy of Fallot

O Carcinoma in situ of the ovaryl(ies) Anorectal atresia

[ Carcinoma in situ of the Fallopian tube(s) Tracho-oesophageal fistula / Oesophageal atresia
O Carcinoma in situ of the uterus Patent ductus arteriosis

O SLE with lupus nephritis Cleft palate, Cleft lip and palate

Absence of two limbs
Transposition of the great vessels
Congenital hydrocephalus
Muscular dystrophy

Neonatal death of the child

Female Benefit Claim Form &tREREEREE

Page BEiX 1/2

MAC018



Notes:

I.In the case of carcinoma in situ or systemic lupus erythematosus, please describe in full details and please include evidence which led to the
diagnosis being made (e.g. histopathological reports, blood test reports, etc).

II. In the case of claims involve a complications of pregnancy, please attach supporting evidence which led to the diagnosis being made (e.g.
histopathological reports, ultrasound reports, blood test report or any other relevant investigation reports).

I1l. Should the claim involve a congenital anomaly, please attach supporting evidence regarding diagnosis of such (e.g. X-rays, echocardiogram,
CT scan, MRI, etc).

11. Has the patient previously suffered from this or a related disorder? [JYes [INo
If 'yes’, please indicate dates of consultation and diagnosis.

12. When did the patient first find out about her illness? What was the complaint(s)?

13. Name and address of hospital where the patient was treated.

14. Remarks and / or any additional information:

* We would be grateful for the loan of any hospital reports which could assist us in our assessment of the claim. These will be returned promptly.

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 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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