HSBC <X»

Insurance

Group Disability Income Claim Form

Part | and Il of this form must be completed in full by the EMPLOYER and the CLAIMANT, accurately and fully and submit to HSBC Insurance
(Singapore) Pte. Limited within thirty (30) days from date of disability.

Part | — Policyholder’s declaration (To be completed by employer)

A. Claimant’s particulars

Name of policyholder / company Policy no. Membership no.

Name of employee Employee’s job title Date employee joined scheme
Precise details of employee’s duties How long has he/she been employed in this capacity

B. Sickness

1. When did employee suffer his/her disability?

2. Has the employee worked since date of disability?

3. What was the cause of his/her disability?

4. Please describe nature of his/her disability.

5. Will employee’s job be available once the disability ceased?

6. Please give details of employee’s salary before and after the disability.

Before Disability : After Disability :

Declaration and authorisation

We declare that the above statements are true and correct to the best of our knowledge. The employee has not returned to work since the date that he suffered the
disability and that is the sole reason for his absence.

We understand that the furnishing of this form and any other documents required is to assist HSBC Insurance (Singapore) Pte. Limited in expediting the assessment of
this claim. HSBC Insurance (Singapore) Pte. Limited shall not be liable for any payment under this policy until it has been established that the benefit is payable.

Signature / Company’s Stamp / Date

Name

Designation
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Part 11 - Claimant’s declaration (To be completed by employee)

A. Claimant’s particulars
Name (as in NRIC) NRIC / Passport no. | Date of birth Sex Marital status
[1F [1M
Home address Telephone no.
(Home):
Postal code
B. Sickness
1. Please describe nature of your disability?

2. What was the cause of the disability?

3. Was it due to an accident? If so, please give a full description of what occurred.

4. How does your disability prevent you from working?

5. What treatment have you received in connection with your disability?

6. What medication are you currently receiving?

7. When do you expect to return to work, either on a full time or part-time basis?

8. Is a driving license or any license necessary to perform your occupation’s duties
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C. Other information

1. Name and Address of your attending doctor

2. How long have you been his/her patient?

3. Have you consulted any other doctor or received treatment in a hospital before? If so, please provide details.

4. Date when the first symptoms of your disability commenced

5. Date when you were first unable to perform your occupation

6. Date of first medical consultation for this or any related condition

7. Please provide details if you have ever had a previous period of disability due to this or a related cause.

8. Which of your regular duties are you unable to perform as a result of your disability?

9. Please give details of any work undertaken (paid or unpaid) since onset of disability.

10.  Are you receiving any form of remuneration during this period of disability? This includes any income from your employer or your own
business.

11.  Are you claiming for any benefits from any other insurance companies?
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C. Other information (cont’d)
12. Do you intend to seek compensation or instigate any legal proceedings against any person/company as a result of your accident or illness?

Declaration and authorisation

I hereby declare that the statements and answers given above are true and complete to the best of my knowledge and belief and that | have not made any false or
fraudulent statement, any suppression and concealment of facts. | hereby authorise any hospital, doctor or other person who has attended to me or examined me for any
reason, to disclose to HSBC Insurance (Singapore) Pte. Limited any and all information with respect to any illness or injury and, to provide HSBC Insurance (Singapore)
Pte. Limited copies of all hospital or medical records, including prior medical history. A Photostat copy of this authorisation shall be considered as effective and valid as
the original.

We understand that the furnishing of this form and any other documents required is to assist HSBC Insurance (Singapore) Pte. Limited in expediting the assessment of
this claim. HSBC Insurance (Singapore) Pte. Limited shall not be liable for any payment under this policy until it has been established that the benefit is payable.

Employee’s signature & date
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Part 11 - Private medical attendant’s report (To be completed by the medical attendant)

A. Patient’s personal details
Name (as in NRIC) NRIC / Passport no. | Date of birth Company name Occupation
Home address Telephone no. (Home)
Postal code

B. Sickness
1. Avre you the patient’s usual medical attendant? If so, how long has he/she been your patient and what did you treat him/her for?
2. When did the patient first consult you for signs/symptoms of this disability?
3. When was the patient first given leave of absence from work?
4. Has your patient suffered any previous episodes of this disability? If so, please give details of dates and periods of absence from work.
5. Is this disability related to any other condition from which your patient has suffered in the past? If so, please give details.
6. Please describe your patient’s current symptoms.
7. Please provide a precise diagnosis of the patient’s illness.
8. Since the diagnosis/treatment of the patient’s condition, has the patient’s condition: (Please tick)

a) Recovered [ ] b) Improved [ ] c) Not changed [ ] d) Deteriorated [ ]

Please elaborate.
9. What particular aspect of the patient’s condition prevents him/her from returning to work?
10.  Are there any other circumstances, medical or otherwise which may delay your patient’s recovery?
11.  Does your patient consult you frequently on his/her condition?
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B. Sickness (cont’d)

12.  When was the date of the last consultation?

13.  Are you currently issuing the patient with medical certificates?

14.  If yes, how long do you expect this to continue and when are you going to review the patient’s condition again?

15.  Please give details of treatment given to the patient for his/her disability/condition. This includes medication, surgical procedure and
rehabilitation.

16.  Is the patient scheduled for any surgical procedure/investigation that may help improve his/her condition?

17.  Is the patient receiving any treatment from any other hospital/medical centre/specialist for the condition? If so, please give details.

18.  Isthe patient currently: (Please tick)

a) Ambulatory [ ]  b) Confined to bed [ ] c) Confined to home [ ] d) Subject to some restrictions in movement or lifestyle [ ]

Please elaborate.

19. Do you consider that the patient is capable of: (Please tick)

a) Following his/her occupation on a full-time basis? Yes[ ] No[ ]
b)  Following his/her occupation on a part-time basis? Yes[ ] No[ ]
c) Following a different occupation? Yes[ ] No[ ]

20.  If your patient is unable to perform his/her own occupation, when do you feel he/she will be able to:
a) Resume normal occupation on full-time basis.
b) Resume normal occupation on part-time basis.

21.  If you feel that the patient’s condition will necessitate a long term absence from his/her normal employment, please advise whether you think

some alternative occupation would be possible.

| hereby declare that the foregoing answers are each and all true to the best of my knowledge and belief.

Name : Signature
Professional Qualification : Date
Address :

Issued by HSBC Insurance (Singapore) Pte. Limited. (Reg. No. 195400150N)
21 Collyer Quay #02-01 Singapore 049320, Monday to Friday 9.30 am to 5 pm. www.insurance.hsbc.com.sg.
Customer Care Hotline: (65) 6225 6111 Fax: (65) 6221 2188

Mailing address: Robinson Road Post Office P.O. BOX 1538 Singapore 903038
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