HSBCMIN

Voluntary Health Insurance Scheme - Pre-authorisation Form (For Vital Care VHIS Flexi Plan and HSBC VHIS Standard Plan)
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HSBC Life (International) Limited, incorporated in Bermuda with limited liability (the “Company"” or “HSBC Life")
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For Hang Seng Bank Customers Onl
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4 SIMPLE STEPS

(LY 3
1.Check Your Coverage & R [E 2.Submit Your Application EX B 5

Contact HSBC Life VHIS Medical Concierge Service Network doctor @i g%~ ( Care; l\i/ledical Network by

Hotline (852) 3128 0122 to enquire about your benefit HSBC Life 'S (R &) % 77 (v 58 i 48 &)

eligibility and Coverage Once the network doctor has confirmed that either a

T E % £ B B2 (R B2 e AR AR 2R 45 852 3128 confinement or day case procedure is medically
0122 - Eﬂjﬁ\j¥ﬁm§ﬁ{%g$§7f&&1%|§ﬁ§@ necessary, you need to complete the Pre-authorisation
Form Part I, and the network doctor will handle the
submission for you.
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Non-network doctor 348 45 88 £
Complete the Pre-authorisation Form Part | (Part Il of
the form to be completed by your attending physician/
surgeon). Then, please submit the form to us.
CRFEABAMZRBZERTFHEZAFRLAUZHE
E’]IE?%E/@I\M SHIEE) YR ARRMERRFR -
4.Your Bill Settlement lRE&EH 3.Processing Your Application & 2 B &5

e Upon discharge/after the treatment, HSBC Life e Upon the approval of pre-authorisation, we will
will settle the bill directly with the hospital/ issue a Pre-authorisation Confirmation Letter
healthcare facility for eligible medical expenses stating the approved details including pre-
within your pre-authorised limit. authorised limit to you.

Wb, EREER  ELRBEEERER,® —RERIhEETREM R R E A EHE LR
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e Once HSBC Life has completed the claims e We will also notify the doctor and hospital/medical
assessment, if there is any shortfall, a Voluntary facility of the pre-authorisation result and the pre-
Health Insurance Scheme Claim Settlement Notice authorised limit.
will be sent to you for shortfall payment. R LDIN=R L BE BRI MO A O A St bR 45
EL R T ET G &Dﬁi{rﬂﬁ*i*%ﬁﬁﬁi %&,ﬁ\ﬁf’iiﬁtiﬂ% o
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Please Note &% :

a) Submit the completed Pre-authorisation Form to HSBC Life at least 3 working days prior to admission/treatment by email or fax.
AR, REMEL=EIEREEEZNTELHZPAFREH N EELELRR
Email E# 4k : vhispa@hsbc.com.hk / Fax No. 2 E 5775 : (852) 3409 1070

b) Upon our receipt of all required documents, we will notify you the result within 2-5 working days.
BREABXMHE  HMSEZEREIERXRABIECEBER

c) If you submit the application outside our office hour (office hour: 9am to 6pm, Monday to Friday), we will proceed the application on
the next working day.

MEREMARRE (RAKR: EH—ZERA LFAREETFARE)BERXBF KA T EIEREZEBHMEASE -

Hong Kong SAR Office Address: Claims Department, 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
ERBATRERSELI - FENEREE1EY .01 E182 2 B3 HSBC Life Claim Hotline JE R {RE R4 24 (852) 3128 0122
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PART | - TO BE COMPLETED BY THE INSURED OR CLAIMANT IN ENGLISH OR CHINESE
A -AZRAIREAURISIDER

POLICY DETAILS RE&E

1. Policy No. R B 5% 8% 2. Name of Insured Person SR A5
3. |.D. Card/Passport No. 173 7% /#5755 4. Contact Number B#4% & 3%

BANK ACCOUNT AUTHORISATION AND DECLARATION FOR SHORTFALL COLLECTION WEVEZREEA ZRITFOREREH

5. Payment Method £ % J7 =t

[J Please debit from Policyholder's designated bank account according to the Policyholder's authorisation in the policy application form. (If select this
ment method, Policyholder needs to provide signature in the box of “signature of account holder” for authorisation and declaratlon

E:ETF%%%E/\E%EEEuﬁi’éﬂPT*%E’]?a;Eﬁﬁ}fDEF'?IJTA (MBEHBE SN REFAATEEIPORBBAZEERNZSUETREMER )
[0 Debit from below HKD account F T 713 # 5 O 0Bk

Bank Name and Branch $R17 & 5172 %18 Bank No. Branch No. | Account No.
$RAITHR S DITHRSR BREE

Please Note &I & :

If the receiving bank is a non-HSBC or different currency bank account, bank charges or exchange rate difference may incur which will be deducted from the
amount payable by the said receiving bank, if applicable. The Company will not be liable for any charges due to different bank or currency or rejection of transaction
by the receiving bank as a result of inconsistent bank account details.

W E OEESRITHIARAEEF D ZRTAIRFERWRREERSEREE  EA - ARFA B2 ABE AT EIRTE SRz &R E R
TEPOEM T T M ERER 2 EIE -

Notes #F :
Please also submit adequate proof showing the full name and the bank account number of Account Holder's sole or joint name bank account (such as copy of bank
book, ATM card, bank statement, etc.) to the company.

BRBRIPOBEAZAAIHAFP 2 ARRTFPOREZAREA WARTFRIAHEERRRARLIAS) -

I/We hereby authorise The Hongkong and Shanghai Banking Corporation Limited to debit my bank account (as specified on this Voluntary Health Insurance Scheme Pre-
authorisation Form) to repay any medical expenses not covered by the policy and/or shortfall incurred (collectively” Outstanding Amount”) and transfer the Outstanding
Amount to HSBC Life (Internat\onal)l_|m|t B N ) o ‘
AA(H)EIRERE TERR 70E$/\Z§Eﬁ)5|:! (BIBRE) B EBRABEALZEFRPNBREAEEEZTIIRAREAR IFEEZERR(2HEE
%ﬁﬁmﬁﬁﬁ)@;ﬁﬁiﬁg/\ﬂ%&(l@‘)*ﬁ‘ﬁﬁ AEFEO e

I/We hereby declare that the above information is true, accurate and complete; agree to fully indemnify and hold HSBC Life harmless from any loss, claim, damage,
proceeding, cost, expense and liability directly or indirectly suffered or incurred by HSBC Life in connection with the disclosure of any of the information contained herein or
processmg any such transfer(s) or payment(s). N . . \ N \ N
RN () R2ULEEE Ful 2 EH TH S \D’iﬁ&& W EBEHECRREFZEABELER NMUELRRBRERERRES f 2 88 SR F 02 5 E RN i B sk
HEEISBBEMEX Bx- %FH CXHREE-

Signature of Account Holder FELO# B AEE Signature of Joint Account Holder B2 F O H A%

(Must match with bank’s record 4478 B2 B & $R 17 & 8% 48 [A) (Must match with bank’s record M;Eﬁiﬁﬁ%fﬂﬁ.ﬂﬁ*ﬁ [A)
Name ## Name # %

I.D. Card/Passport No. B {0 7&H I.D. Card/Passport No. & 10 & &R RS

Relationship with Insured Person £25{® A #) 7 1% Relationship with Insured Person £25{R A #)3{%

Note: Please provide copy of ID Card/Passport/Birth Certificate of Account Holder if he/she is not Policy Holder/Insured Person
F: BPOBRBATRREFEA/ZRA BREFOBEEANIMNHE ERHEFRIA

DECLARATION AND AUTHORISATION % 87 & 1% #&

I/we hereby certn‘EY that all the answers and statements given above are true and complete and that I/we have not withheld any information. Ax A (%)

FE I B A b P AR 4 B & R 19 88 IF W A Ak B 30 SRR ©

I/we authorise any physician, hospital, clinic, insurance company or other individual organisation or government office that has any records or

knowledge of me/us or my/our health, to disclose to HSBC Life (International) Limited or its representative any information relevant to this claim. Thls

author\ty shall remain valid motwmhstandmg my death or \ncapacny and a a copy of this authorisation shall be as effective and valld as the original. [Ofses
%2 . CREA "Hzﬁﬁﬂw\ Hﬂ%%l‘?/@a)\ﬂ%h (BB BRA Tiﬁﬁiﬁmtﬁ$}\ Personal Information

(ﬁ»)&%ﬁtﬂ%ﬂ EZK)\(# &F\E/R)SUE 103
() 2 EBER - IWIEBERAA(F) LT HELXE j?féﬁf%i)& REEEZ AR TEE R - Collection Statement
By sugmng below, I/we confirm the above application and agree that the Company may use and disclose all personal data about me/us that the (English)

Company currently or subsequently hold for the purposes as set out in the Notice relating to the Personal Data (Privacy) Ordinance (which may
otherwise be referred to as 'Personal Information Collection Statement’). | understand | can view such notice by scanmng the QR code on the right
hand side or | can request a copy by calling the Life Insurance Service Hotline: (852) 2583 8000. AN A (55) £ N 5 &£ ZRMER FillfRes - WRE &R
Al ERIB AR R AR A B (A A B R (FLER) 4 \*%IE’]L%Di(iﬂTMF% I/\ﬁ B = 2285 |) 51 O A 3 ﬁﬂ%&ﬁ%fﬁﬁf%ﬁdﬁﬁﬁﬁ?ﬁﬁ}\(#)E’Jﬁﬁ
BREANER - RABHAILGEBFHA TN _HBIEZANELNTEL ASRB ARSI 1 (852) 2583 8000 B ZBMEH &I

SIGNATURE # ¥

Signature of Insured Person 1R AZE Signature of Policyholder {RE#F A A%
Name #£# Name #f %

I.D. Card/Passport No. & 175 # BB 15 I.D. Card/Passport No. & 195 /i R 5515
Date HEJ(DDH, /MMA _ YYYY%) Date HEF(DDH, MMA /YYYY%H)

Voluntary Health Insurance Scheme - Pre-authorisation Fo =1 ﬁ%fé‘]ﬁ%?ttﬁEﬁ ) PageE X 2/3
(For Vital Care VHIS Flexi Plan and HSBC VHIS Standard Plan i EM o EiBRERE) qui RES BRERIFEE)
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Part Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSES IN ENGLISH OR CHINESE
ZH-mEDBE HNBEURISRIET FEBRAAEHABTRE

A. Details of Insured Person (Patient) Z &R A (5 A) EH

1. Name of Insured Person (Patient) /& A (B A) 5 2. Policy Number 1 % §f 5
3. 1.D. Card/Passport No. & 5 5 /3 B8 95 15 4. Contact Number B 4% % &

B. Particulars of Medical Information i & & A Bt & %t

1. Symptom(s) A& 2. Onset Date RT3 H &
3. Diagnosis 4. Date of First Consultation &X &% H &

5. lIs it a chronic/recurrent illness = & 1814 /18 % &R
OYesz= [ No#&

6. Name of Hospital/Day Centre 2%,/ B0 %78 7. Date of Admission/Treatment Az, 4% B Hf
[ Inpatient {¥8% [J Hospital OPD 2§z P95 [ Day Centre B L

8. Bed Class FFt 4% 5l 9. Estimated Length of Stay AT BBt H &
[ Private AR E O Sem| -private R KE O Ward LiB5E
[J Hospital Day Ward 2z HfE#%FE [ Hospital OPD EPiFI#%

Daily Doctor's Round Fee & H B4 KE & HKS$ X Days H
Daily Room Charges & H{X B & M HK$ X Days H
Surgery/Treatment Fee Ffif /S & & HKS
Operating Theatre and Materials Charges F i1 = & ¥ % & B HKS$
Anaesthesiologist's Fee il fF £} 88 £ & HK$
Specialist's Consultation Fee ERE4AZEER HKS$
Diagnostic Test Charges # B8l & & A HKS$
Medication Charges %) & HK$
Medical Implant B EE A X Z HK$
Other H¢& HK$
Total Estimated 52 & HK$
10. Name of Surgery/Treatment F i &1 4 E 11. Anaesthesia fif. B¥

O GA. 2 Hiil% 0 M.A.C &5 5= Jif O L.A. 5 & fif B

12. Can such diagnostic test(s)/therapeutic medication required only be available in hospital and cannot be done on an outpatient basis/
at day surgery centre? If yes, please provide reason(s)

ZREAH, SRR R R ERRETH T REMZ  BEFMHRLET R - FRERE

13. If hospitalisation is arranged for physiotherapy or a surgical procedure that is normally carried out in day centre or hospital daycase/
OPD, please explain why hospital stay is necessary

R ERZ BRI ES — & BB Firsk— REQBJEEJA_/FEJ:AEFH—T FHARRZREA -

| hereby declare and agree that all statements and answers to all questions are complete and true to the best of my knowledge and
belief.
RAZNERARRAE b - REENMBEER  IAAMAMGE YRFELHBLEE &M

Name of attendlng physician/surgeon (with qualifications) Slgnature and Chop of Attending Physician/Surgeon
2/ IEBERSE(BRE) 2/ IRBEERREE

Address H it Date HHEI(DDH  MMA YYYY4)

Contact Number B 4% & &% Fax Number & B 5515
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