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HSBC Flexi Medical Insurance Plan Medical Claim Form

EREUEBRARITEBERER

Policy No. {REE 555 : Date HH (DD H/MM A /YYYY %)

HSBC Life (International) Limited, incorporated in Bermuda with limited liability (the “Company” or “HSBC Life")
ELASRB(BEB)ARAB(GEMERIREREZBRAR) ([AAa sk NELRE])

CLAIMS DOCUMENT CHECKLIST ZEX#EE

Basic Documents EZ3 {4

Part | is fully completed & signed by the Policyholder/Claimant/Life Insured RIEXFE —BHLERREFTEAREA FRAEBIHE
Part Il is fully completed & signed by the Attending Physician/Surgeon with chop RIEXRE —HH KM T2 EL HIINRIBAES 58
A & ED

Original receipt(s) of the medical expenses (including but not limited to deposit receipt) 22 & B U EA (BIEENRNIZ S WIE)
Copies of statement for breakdown of hospital expenses (including but not limited to daily charges, meal charges and surgical
package charges) (if applicable) Bt W E B (RIEEATRNAERER - BR - FWEEWE) (WEA)

Copy of settlement advice from other insurer (if applicable) Ef R A Az B ELEEBAEIA(MERA)

Copy of Histopathology, Laboratory Test Report, Endoscopic, Ultrasonogram, X-Ray, CT Scan, MRI, Diagnostic Written Report(s) and
Operating theatre summary (if applicable) JRIEE « {LERTRE - NEE  BEK - X% - BIEHFHE WOHE  FHEBELAZEH2E@
HERIAER)

Copy of Policyholder & Insured's Identity Card {REFH A RZIRAZ &1 FR IR

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

deduction account) 1T AEAXMRIRNCGERRNREFAAZBARBEIFREERSO)

©)
©)
©)
©)
©)
©)

©)@)

Notes & :

1. The claim application of confinement and pre-or post-confinement treatment expenses can be submitted together. However, the claim application must be
submitted within 90 days after the date on which the Insured Person is discharged from the Hospital, or (where there is no Confinement) the date on which the
r:l{gﬁvant Medical Service is performed and completed. REFRFAER AL « AIskE BB PIL e ERA—PHELR « HELAER TR HEAETHEERENI0RNIRRL
FRIE °

2. Please ensure completion of the above checklist to avoid unnecessary delay in claim process. FHEIRTTH A & I8 LA IE 48 R E#TR -

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. &K f18 % Est B %2R EEREME
ESEM AT (INEE - BlF)RMEINEH  HMSRRANE - BRNEHENTR  BERFNEZNHERE -

Please v the appropriate box. B/ EE K HF &ALV 5E o

Part | - to be completed by the insured person or claimant in English or Chinese

F—HD - AXRRARRBANRIHHICER

A. Details of Insured Person SR AEH

1. Name of Insured Person 2R A4 2. 1.D. Card/Passport No. 177 /FEBRSRHS (f insured Person is under
18 years old, please also provide ID/Passport Number of Policyholder 215 {%
AR 18 5% - Wi RIBREREFEAZ FHE EBIRE)

3. Telephone No. Bft4% 5 3% (Please provide telephone no. with its country/region. # BB 45 B 58 R EFTEER,HIE ©)

O Macau SAR 2RI 1T & (853) Telephone no. BE48E 55
O Mainland China A B A1t (86)
O Other Country/Region Name EMEIR &

4. Correspondence Address izl iE

Incorporated in Bermuda with limited liability
REFREFMATZ HRLE]
Macau SAR Branch Office Address:

HSBC Life (International) Limited 1/F Edf. Comercial Si Toi, 619 Avenida da Praia Grande, Macau
3 = = BPIFRITTIE 2 5 2 AT F A
EEANSRE(BER)BFRAT RPIREA I 619 R R 1 FAE
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B. Details of Pre- and Post-Confinement/Day Case Procedure Outpatient Care ARAIS HBE% B EFMAIZNFIDEEAE

5. (a) Date of Outpatient P2 BHI(DD B,/ MM A,/ YYYY %)

(b) Period of hospitalisation or date of surgery {FfT B skFIlTHH (DD B, MM A,/ YYYY ©F to ZEDDH, /MM A,/ YYYY F)

C. Details of Body Check-Up 5%

6. (a) Date of body check-up H8%ZERH (DDA, MM A YYYY )

(b) Type of check-up &85

(c) Name and address of hospital and/or health care provider B8z [ / 3k B s R#S IR (1 & = 2 78 & B fe b ik

D. Details of Hospitlisation and Surgery X8z & Firs#1s

7. Hospitalisation/surgery was due to {¥Bt,/ F iR E
O lliness &% (Please fill in section | FEE B | #0)

O Accident E%h (Please fill in section || FFEE I13F)

(I) Hospitalisation/Surgery was due to lliness E&E I8~ F i

Describe the symptoms and how long they have appeared &5 s il BRI KL 1548 %

Name of hospital and hospital address in respect of hospitalisation/ surgery relating to the current claim LB FIt=E - £,/

F gz B2 i & B i it

Have you had any prior treatment for this or related condition? 2% B4 E S TMILFESMBEEFAAE? [0 Yes 2 O No &

If yes, please provide details below. 12 + BRI FE R
(a) Name of attending physician/surgeon ﬁ%f/?l\ﬂéiﬁ%

(b) Consultation Date k2 HEI(DD B, MM B,/ YYYY &)
(c) Address of attending physician/surgeon 284 /SN B8 A ik

(I) Hospitalisation/Surgery was due to Accident E = SMEBE,F1ilf

(a) Date and time of accident ESNAHIKERF (DD H, MM A, YYYY )

(b) Location of accident E Mt 2k

(c) Brief description on the accident, part of body injured and type of injury EIMNEE « LIS EAL RIS H

E. Claims with other insurance company(ies) [E E b {R D 7 &RE

Are you making any other insurance company claim as a result of this hospitalisation/surgery? BBt xR,/ Fil - BA T AEMR
ﬁL\TEEpﬁ/‘_‘ri 1=

O Yes =& O No &

If yes, please provide details below and settlement advice from other insurer copy 205 @ FHiR{EA TER MIEHEMRIB A G Z BELS
HRmAaAR

(a) Name of insurance company & A 5478

(b) Policy Number {R & 5
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F. Request for Document Return EE X ER

YR Nk

O Please “v" this box if you vvish to obtain Certified True Copylies) of original invoice(s) and receipt(s) after claim processing. 1 AR

BAMBERNYIRZERIA , BEEBARELIV IR

Note ) ¥ & :

(1) Certified True Copy will not be issued if the claims are fully reimbursed. INRED E 2 BE(E - ZEBEBIABTEEL -

(2) The ongmals will not be returned and will only be retained for 3 months from the claim processed date. IEAR XS T ERE » I
_J‘/\ ? %Jﬁfﬁnﬁxaﬁﬂiﬁ{% 3 .ﬂ °

G. Payment Instruction {¥5E R

O By Bank Account (in MOP) &R17F O (LURFIEE) O By Bank Account (in policy currency) & #8775 O (AR B EH)
[0 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) BEBEREREIFFEAZREEIEF O (CTMEANEREFEAZBASBREITAO)

O Bank Name and Branch 877 0172 &TE
Bank No. $R1T#%5% Branch No. % 77#%5% Account No. BR F 575

Account Holder Name FO#H A4S :

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 mai\ed to the Policyholder’s correspondence address. B RIFRERNREFEAZEAASBMEE O 2B RIETE ORISR 2FA (BT FEEN B SRS #
RHAKERIAS) - BEORBRE DAMEXM - FHRBUXERAT TRERE A ZBAMYL

O By cheque (in MOP) X Z2 3 (LAEPI )

For your attention #8155 :

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 currencyl(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. Zluﬂéfiﬁt ENEYTRREEYE - ZRE

AREXARATRETERREGEH I NERNEIMAE - BXZFHEHAEINRBBRTE - BRITEREENRIE - BAAZERRR - BEXETE
RE - AR IE R 2 R B MIRK I D RIS 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. JIGKE OIEELRTZF O+ ZIFIT R SCELRITAIRFIET WERSER - EA - EIREER X
NRENEETREEOFD  FREEXNHLREE - ARABTEREEARATRARITRER MG KMz BAKIBRAIRARITFOER T MEEREREE -

3. Unless otherwise specified, claim payment will be made according to the current payment instruction (if any) registered with the Company. i#EBAfEHE R » B E &%

RARMBRELHEER(NE) -

H. No Claim Discount (NCD) &% {474 (Only Applicable to HSBC Flexi Medical Insurance Plan) ( R iE AN ERE SR ERE2)

Important Note EEE 4

If after a no claim discount has been deducted, a claim incurred in respect of previous five (5) Policy Years becomes payable under This
Plan, the no claim discount shall be re-calculated by taking into account the relevant claim payable, and the Policyholder shall return to
the Company immediately the difference between the recalculated amount (in respect of no claim discount) and the no claim discount
actually offered to the Policyholder. ZEHIBREREIIE - BARRZARA A 6) EREFEANELENRERANGEZEE - BIERETN
ERBEHEEEENENTE  MREFAARLNAAR TR EEREMR TRE %ﬁ/\ﬁﬁm,\fﬁﬂﬂéﬁii%ﬁ# SRR E%¢D$%EZFEﬁEﬁ§
A o
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Personal Information Collection Statement Y& {f A & ¥l 2 8

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

® 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.

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

Forexample: (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

¢ to help us and other HSBC group
companies comply with laws,
regulations and requirements,
including our internal policies, in or
outside Macau

¢ 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

HSBC Flexi Medical Insurance Plan Medical Claim Form SEEMBRRRTHBERER

Page X 4/11

MAC048



Personal Information Collection Statement (cont'd) WEE{E A &R 2285 (&)

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)

e 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

e 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

e 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

e 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.

HSBC Flexi Medical Insurance Plan Medical Claim Form SEEMBRRRTHBERER
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Personal Information Collection Statement (cont'd) Y& {E A & 288 ()

1

RAMAKER FEENER

BERUELERNRERE

s MERMES  MILFIAFREMR
APIE EE A A0 AR

o B B 148 uE (B BE R P9 an {A]
# A [ cookies | FUFFIE + B2 M
48 ¥k www.hsbc.com.mo# A
[ FLPE E2{R % | B8 [ Use of cookies
BE]

e HM AL R RAR(BIEHEMEYR
EEETAR)

BATRE S R E R R FER A ek

N BIEEN o B ERRFTER

e MZHRMAORIRERZER

BERAR -

BMPEETRERMPERITHRE

([FRP9 | A RRERNERLE -

2

B £ RS ER

BB EHER AR
o EERERAGTEEERHER
« ZEEH - BEEE  REREE
ERSUR

Bl (1R E 2 B P
RERREERRER  ()HE
B ) BG5S 2 F R
HENER B

o B RMERMANHES
TR EE D

BB ELEEE T AR
LR RPN ES T
EE OERNER - AERMG
AL

. 158 BEREDCBER

« BEVHHBIRIR LA b

R %5 &

3

BMEERBENER

RMEETIATHEBEHER

o HiELEEHET AR

o BB MMEIRERBE R ARIA
TEME=H

s BRABREMELBERECENNE
=5

o AR SGINIEMERE - 1TEAAL
BL BN S KRS

o CHBOFIMEME=F

1P T B 7 A b 05 S0 B A
B o

ZUERACHESR

A B BB A B
BH o B AT AL TR R o

R SRR
o WIEHFHENER
o FHARHPIHERBER R AERI

BUEH BN TRERRY

AR TR PRI SR
-

AR BER B AR TP LR R B B -

AR

ARMREE (T

E2 SRR (ER) SRAR
HPIS R

HPIBE AR 6195
BREEH L1 78
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Personal Information Collection Statement (cont'd) WEE{E A &R 2285 (&)

A
W R B 1

ENZE

o WEAMYE  BRNEREE
BRER - fImEnoHE - 55
BERBLSESE

s ARNGHRBREMETFREWE
T KA B E R

o RRKREHALHEEBRFIRS
B2 RN T REE R

o ENFRE EREBSHBNELM
BAEBEINRBIREER

o BT EIZRNIAMINRE TH
REFEASRERKBREER

EETABEMREEER R

BXRRHEMIRT -

B N LB B A T S 6T
R

e BARMMEMELEEE T AR
W BB A E R

o DITHERFIME S RRFIEWE
BRBEBEHER

o PAEEIEE K FIB ULk e AR B
18 /3 cookies sk A AR T

B
£

R 0 R A

o BB R TP

o HENRMYTRERPIKE U
b1 [ o B 3R #0072 o B 6 4
B R ST B AR
EERTERER o ELEERTR
TR A R R A R 1
A R

CETHNES  HRBE XA
25

o B RGBS EENEERER
KRR 2 81 ) AR R B - (2 R
REER] - LU AR ERH T R
AT A Ho%)

« ERAMEL  BETERMD
E R

o BE  ZASBEBRER KR
A

« RE=H B EAERMEA

B GE A 3% IR IR P 1 At A )
ERIEITES

8 bR B S R B R A

oS

ERRRMANER

HHRARMEEBHELIMALTH
B AR - SR A LB
o] M £R - (E AR ER AR o
BPIRBRRZALTELERE  AE
ﬁiﬁﬁﬂiﬁﬁ%}i‘t%% CERAMEEE
BH o

C
BE

BMETIA T HEENER

o ATIBINDER - BEE - UK
BT AT S S B B I HERE - DA
KBUERBRSRER 2RO ER
BIERH

o XB(REBERS) TWHEREREZR
SAEAERERRN—7 - HlanHE
®A

o WA~ s AERMAHEME
BEEREITEAA ¢+ SRR AU
REREHREMB O ERERE
HEA

o RRFIAHMMEHRA A BB -
PR BE - LA - KITE - ER
8 - B  EZ2EE
HAKIER

o RMAIBEBRERTY - REKEEN
ERE=77 WEEFEHERMD
EB R EERREAENER

o BE - SFmIERBHETEINAE
BHMHER  UREEXRIFEETH
i

HRXEBEESAERHAIES
CREFEAIEARMNER K
BRTS b A N B E A B RHR LAY
ATBXBMNES)

AT BE B E S RPN A B A A

BRECNERER - EHBERT

BREMBELIRILENE D -

D
B (R

FERAPVE BB E R RS EX A IR
PN A IEmME - BE LB HES
BERN REMBIHEME=]
T REE MRS R PR S B M
TR R RS - FEKAER
Em R MEEFB(HI 02 R R
RE2) KRR FAER

AT IS HEER - HFIs e (A
TRER - Bl AORETER - B
BBHNERMRE  RBTR K
BHAER NEEHN HIER
B O BERREBEMIRE
FE=TTHER
BEMTEmmARMEHER  UH
HoffERERRRE - nALE -
HMERTECRENRAE -

AXHREMREEFENENBHE
EA BERMABENENBR

Az AgREnRE -

AANE)ETHEZME KA E
[l B & AR AN KRR W51 H # f &
Ygk - RIE - (ERRRERRR S ER
FEXAE)NE2HBEAER (B
BRRER) o AA(F) INAE N #E
REARANE)OEANER(BEHRZ
BRDAIRHRARRFSINZETHE=T7 -
ARBERERPIAIN R -
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J. Declaration and Authorisation 8 R &

| 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 A7E L A2 BA DA _E FTIR A0 & RHS B IF i S5k B N0 M 5 ©

| 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). ZX ABBRER B EMAERA /ZRAKFZEEHR 2 EA R (REETRMNERERDEE - (BERNEARE
BEZHEMNER R SNERZEE - Bt - 2 - RBAAISEMAA - BFEERESASRE(BER)ERARAKERKREBHRAAAAN
FTREBEHARBEEEEMNERN(BIEETEREBER) « WIREERRATRERENBKAER - XAREEZFHNATBEE

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. RA(F)ETHEZNABRAZE R R AIIRAXBEMOENEAAER (LB GMN@aAs B RRERARERE QA RRKSHER
BEBARAZ)NDBEAEE -

Signature of Insured Person R AEE Signature of Policyholder {(REFEHAEE
Name #£% : Name % -

|.D. Card/Passport No./Other ID No. |.D. Card/Passport No./Other ID No.

S0 LR, H i 5D FRAGRS SNE LR, i &0 FARE
Date HHA(DD B,/ MM B,/ YYYY ) : Date HHI(DD B MM B,/ YYYY &) :

HSBC Flexi Medical Insurance Plan Medical Claim Form EREHMEBERRHEBERMEX Page BUR  8/11
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Part Il - to be completed by the attending physician/surgeon at the claimant's own expenses in English or Chinese

BP0 - AEDELE MRBEURIRPEE - EEARREABTERE

A. Details of Insured Person (Patient) R A (B A) &R
1. Name of Insured Person (Patient) 2{R® A EA) S :
2. |.D. Card/Passport No. 5178/ #R5E 15
B. Clinical History i /K% B
3. (a) Date of first consultation 8 XEZ BHI(DD B,/ MM A YYYY ) :
(b) Symptom(s)/chief complaint(s) presented onset date HIR A&, EFHE B (DD A, MM A, YYYYF) :
4. Hong long had the patient been experiencing these symptoms before the first consultation? 5 A B IXKZ RIAFEEFEZ A ?
5. Diagnosis of condition (ICD 10 Codes BIF: & im 2 $8115 ) M2
C. About Hospitalisation/Day Case Procedure/Advanced Diagnostic Imaging Test HBI{¥Bt B B FMT,EEZED LT
6. (a) Name of hospital/day case procedure centre/medical clinic BF,/ H B Ffii#IE .0 BE2 LR
QO Inpatient {£#t QO Hospital OPD &2 QO Day Centre HEH O Medical Clinic BEZ AT
(b) Ward class FBt 45!
O Private .XE O Semi-private ¥AKE O Ward X O Hospital day ward &Pt B i
O Day case procedure centre HEFIiTEH 1 Medical clinic B&E2FT
(c) Date of admission/treatment AFt,SaEBH(DD B, MM A,/ YYYY )
(d) Date of discharge HFETBHI(DD B,/ MM A YYYY %)
7. Final diagnosis at the time of discharge HiBRk &% M2 E
8. Name of surgery/treatment F{ifsk 4B 478
9. Has the patient been consulted by other Physician/ Surgeon(s) during this hospitalisation? & A & 7 FMEFe B8 m) H Ath B8 4 IR} B&
k@2
O Yes = O No &
(a) Name of Physician/ Surgeon B84 /Rl BE 1
(b) Reason RHA
(c) Treatment Performed ;A& L5
10. Please provide details of the hospitalisation, including treatment, investigations, tests conducted, on-going treatment and recovery

plan. FREZRERFE - BEAWLSE  BE - AEER  HELMERRENE -

HSBC Flexi Medical Insurance Plan Medical Claim Form EREHE R RRT 2BERMR Page HIX 9/11
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CHK1MEDIC2

C. About Hospitalisation/Day Case Procedure/Advanced Diagnostic Imaging Test (cont'd)
BRIk BREFMEEZEDERE (H)
11. Please provide details of the period of hospitalisation including reasons for number of days as in-patient. B2 N FEL R BE L H
12. Is it possible that the treatments/investigations of the patient be managed on an out-patient basis? BABAE BER A A EFI2
117
O Yes 72 Please provide reason(s) for this hospitalisation F512 2 X WBERE T AE 2 REHA
O No 7% Please provide reason(s) &5 2 it R A
D. Professional Opinion %= R
13.(a) In your opinion, was the hospitalisation a result of recurrent episode/chronic iliness or related to a previous condition? R &2 X
FIRERAEEYE REKRIZAINER, B
OYeszZ ONoH If yes, please provide dates and details. 552t B HiF0 5 BA 40 &0
(i) Date HEA(DD H, /MM A,/ YYYYH)
(i) Details 4HERD
(b) Was the condition due to or associated with the following? FiltiE 2 G EI TEESE?
O Accidental bodily injury B9V 58515 O Self-inflicted injury BF#EZ O Abuse of drugs or alcohol & B #4780 F 15
O Mental disorder #5127l O Refractive error B} IE O Developmental condition 2 & 78
O Infertility or sterilization ~"&=k#% (O Contraception % O Treatment for cosmetic purpose =& EE /AR
O Vaccination & @ EE O Pregnancy 1E% O Congenital condition st X ME&K,/EF
E. Cancer /Tumour-Related Treatment EiE BB HEBEE R
14. (a) Type of treatment administered JA & &4
O Surgical 9MNEBAE O Chemotherapy 1b/& (O Hormonal Therapy &SRR
QO Target therapy fZ# AR O Radiotherapy & & O Immunotherapy &%
O Other Efth
(b) Date of treatment J&E BHI(DD B,/ MM A YYYY )
15. Please provide details of the treatment including drug name, dosage, frequency and duration of treatment, all other types of
treatment and any complications BiRHEABMENANEEY) EIE - BEYBIE - JAEIEE  FFER AR & E AbE B S R FE OF #E
F. About the Health History BB A 50 8%
16. Has the patient previously suffered from related conditions of this iIIness7 If yes, please O Yes = O No &
provide the details below. A &7 35 8 b 7R R AR B O iR 2 % - AT B
Name of physician/ Date of consultation/
surgeon/hospital hospitalisation Symptoms Diagnosis
BaE IRIEAMEREREE |2 Tk AH TRk Bl

Treatments given (please state name of surgical procedure if performed or to be performed) FriettA)aE (B7IAE B X kG2 ETT
B F &)
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G. Other &

17. (a) Are you the patient’s usual physician/surgeon? LR GZRARNEFEE IRIEE?  OVYes® ONo A
(b) Referring physician’s/surgeon’s name, if applicable #1884 I \RIEE AR M4 - L0iE A

(i) Name of physician/surgeon 584 /ARl 22 4 12

(i) Telephone & iE&RE

H. Declaration and Authorisation &8} % &

| HEREBY DECLARE AND AGREE that all statements and answers to all questions are to the best of my knowledge and belief complete
and true.

RABULBALRE LA — R EEBNAEER  AARMMAE  OREE MW HEE B -

Name of attending physician/surgeon (with qualifications) Signature and name chop of attending physician/surgeon
F2INEENE (CER) 2 INEEREREE
Address it Contact Telephone No. B##5 E ;55515

Date BHI(DD B,/ MM A, YYYY %)
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