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REXREHER CHINA LIFE

GRIER -
https://cs.chinalife.com.hk

fERREERFER- LI E R
CRITICAL ILLNESS CLAIM FORM - HEART VALVE REPLACEMENT

{REFFA AL Name of Policyholder Z{RA S Name of Insured fREE4R SR Policy No.

SRAB1DRE/ FERSEAS 1.D. / Passport No. of Insured

L | 1 | | | | | | | 1 | | | | | 1 | | | | | | | | | | | | | | |

RSP 7T & Y INSURANCE INTERMEDIARY INFORMATION

{RIgSP 77T 8 Name of Insurance Intermediary

REED AR5 Insurance Intermediary Code Mt 4% S8 5% Contact No.

L | 1 1 1 1 1 1 1 1 1 1 1 | L 1 1 1 1 1 1 1 1 1 1 1 1 | | | 1 |

EZ’AX1 IMPORTANT NOTE

- WERABRERR "BEL 3 T RERE L MINRERIFE{EE3E5 - This form is applicable for Dread Disease or Major Diseases benefit
riders.

- BUEREREASBFER - HUERNEEN  SRAREFBANREAVDREEXNUERZFE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KBEBEXRFPAZ "AATL 5 "EAE L ZFRBEETPBEASRB(EINKRMHERAT] - The expressions ‘the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABBRFBDOVREARGRAREFAANREAER  UERERE=TAANEDBEEZEB R LHRFEREZIER
ERAR/AT] - Part | of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 30 days from date
of discharge with original receipts and discharge note.

- IRRARTNAEIUL  SRARREFEALRRBERARBABFEER  URRABT/\RELUT - KBFERER
REFBEARZBRAZREHGEZEZANERBREZE - IRRAREFBEARGEAREER  HERABRBUNSIESR
KREBFEREET - WIRHEBEFERREEER - Ifthe insured is at or above age 18, the Insured and policyholder must complete and
sign this form by his or her good self. If the insured is under age 18, this form should be completed and signed by policyholder and the insured's
parent/ legal guardian. In the event that the Insured/ policyholder is physically incapacitated and prevented from signing, this form may be
completed and signed by an immediate family member with relevant relationship proof and physician's statement provided.

- ARRANREFBENREAMBEZRNEE  WABR—URBATURR - REAZBABRRSHAREERRES
BEAZENERAREREZZANSH ZA - If the Insured/Policyholder/Claimant uses a signature stamp, it must be witnessed by a
witness. The personal particulars of the witness will only be used for the purpose of processing this claim and verifying and confirming the
identity of the signatory of this form.

- RRANREFBANREBAZEZNWERERNAT Z4HEEE - The signature of the Insured / Policyholder / Claimant must be the
same as the Company’s record.

- RO ATRITEEEBWREIAPERILARETAATEUWE] - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute receipt by the Company.

- WMEETES - FE B MORRP T ABBHBER AT E SRR (853) 28595519 B ° IBXAIRE MAEXHHE
FEREMAMOFRELEES 263 5P KE 22 8 A ~ B ~ K-P E - If you have any queries, please feel free to contact your insurance
intermediary or our Customer Service Hotline at (853) 2859 5519 for details. Completed form(s) and required document(s) should be sent to
China Life Insurance (Overseas) Co. Ltd., Alameda Dr. Carlos D*  Assumpgao No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- AREEEBSEMILPHR - UESFEBARTE AR EKRNBER « BEARASTIAILE www.chinalife.com.mo 2| E
K NE &R - The Company has the right to update this form from time to time and to accept or to reject the form if the Company's
requirements are not fulfilled. Please visit our website www.chinalife.com.mo to view and download the latest version of the form.

- WPEXRABEARER AT ZE - BRI SIARS 2 - If there is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

4012000201

PEASRE (850 ROBRAE (RPEARKNBEEMA L ZROBRAF)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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fREE#RIE Policy No.

F—EMn - REEN @REAER - MBHEAKE 185 - UHREFAAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. Z{F A& PARTICULARS OF INSURED

T E@EuR Age and Sex of Insured

2 p4EEEE Contact phone no:

3 m/iTE(W/EEE) Occupation/Business (Compulsory)

4 R{EPELERI Type of claim [0 ==%x=& New Claim [0 == =18 Further Claim
[0 #55#E52 Pending Claim [0 =i#t/Z# Review / Appeal

5 @iithit Mailing Address

W City EZR Country

B. WRAEMEE K ARIE ! NATURE OF ILLNESS AND RELATED INFORMATION

1 S Name of ilness

2 SEMMKEHR Please describe symptoms
3 FEAREIIFRAEA L IR ? When did these symptoms first appear? £E Year A Month H Day
4 WiBEt/BERRAYER! The physician/hospital first consulted for this injury or illness
K72 HHA Date of consultation: F Year H Month H Day
IS I I S| L1 | IS I

B2 4 /Be PR 2 F A dh 3k Name & Address of Physician/Hospital

S HhEaltiESBEEMR R A4 /5EFRE R Other physicians/hospital consulted for this or similar conditions
K72 HHA Date of consultation: F Year H Month H Day

e S A AN E—

B2 4F /BEPR 2 8 K HE Name & Address of Physician/Hospital

C. ERARGEEIE—TEERESZ (T ) PAYMENT METHOD (Please select only one of the settlement options)

0 rsRe&B , (ERP Integration)

1. IRITIREFBEANERRERAA - Bank account holder must be the Policyholder.

2. TIRMEE RBRARAMEIL - WESSARRINPEEEEC TIREEK  HERBZENIRTIRE - REFIERQFMERTES -
ERP Integration is only applicable to the local bank account which reglstratlon is completed successfully for ERP Integration binding service. Please
enquire to the bank for application details.

3. TiRTEEK NERIEBESEEERRTMAERE - BHEAIATOBRIRITER - The actual time to receive the payment may
vary among banks. Please enquire to the bank before application.
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fREE#RIE Policy No.

C. ERARNGREE—EEEXAR) (8) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

2 O =@ AKED:S Direct Payment Application
BIRMIRPEIIX M - MENBRFPHEBARB/BBRRFRBNRIT RBEE/GFRE - MAARHNERNBRRTRPFAARRESBAN/REA
R ARBERINEBALR - BREARIERLEIZZZR3 8T - Please provide bank account document(s), such as bank card/monthly statement/ passbook with account
holder name and account no. If there is insufficient information to identify the ownership of bank account belongs to Policyholder/Claimant or direct credit is failed for any reason,
the payment will be issued by cheque.
ANFBREFEU EIEEERS NENEER - TERRTRERTHRERFEE (WA)

I/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

EREFEAN/REAREKLQTIEEMEMMIIERITFE O To a bank account set up in Macau designated by the company held by the
Policyholder/Claimant.
#R177278 Name of Bank ERTTHRSE BankNo. 24 T#w5% Branch No. FRITER P SRS Account No.

L | L L | | |
IRPRHBAABR(PN) (WEARREFBAA/REAN) IRPFAABREENY) WEARBREFBAN/REAN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

3 AihER{TEIZRSZZE MACAU LOCAL CROSSED CHEQUE

IS TS HEEIE Preferred Settlement Currency

BEEEPEASFRREINRNDBRATEBRAZEEZRREE)

O mess Policy Currency O Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

O seEz=5m% 302 Collect Cheque at Customer Service Centre in person
(FREFENREANTESHREBXHRERLASRFME B R S /OUELSZ S ) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

O RHESE =& (058 A)BEY Pick up cheque in person by authorized person
HEANEZ N KBNS DB GRS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

T £ (R E8E R AT L Mail to correspondence address registered in our Company
£ IRBR R 7Y EEIE Deliver via Insurance Intermediary
KIRITEXEEEE (BIETRITHIT AL A ) Deliver by bank officer (Please state the branch and bank officer)

#847417 Branch #eum A\ & Bank Officer

000

4 Efth4E3%75( OTHER PAYMENT METHODS

[0 #BARE (EERARE-—REFSAARTENZRE - FREMETRHE - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{REESRAS Policy No.

5 Ef{th75 3 Other Methods
I =4t (55088)  Others (Please specify)

D. FR(EFRFEZ {455 CLAIM DOCUMENT CHECKLIST

- v BN Basic Documents ; @ BA0SZ 4 Additional Documents ; * A#& M Not Applicable

RIEFBXH (X ER ATRAEATNE BRI D0 E) fBEER{E
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical iliness claim
O BB EZWEHE T ARBFERE LD Part| of this form completed and signed by your good self
0 HEZEEERS /BERBERE _SMDEZELEHSE Claim Form Part Il - Attending Physician’s v
Statement to be completed by the attending physician
O SRASDBEBXMZZE R The certified true copy of identity document of the Insured. v
| BEAZBDBEXHEZZERIER (ZRAIEREEA) The certified true copy of identity document of Owner v
(Insured is not Owner).
n B8/ X 6/ EH&IRH WHHR D EE HEERERiRlS (MR &) Laboratory/ X-ray / CT Scan °
I MRI/ E.C.G. / Pathological Reports (if applicable)
{RE IF RS REBEREBIHE (W ARBEIRHRE IE ) Original Policy or Policy Lost Declaration (if unable to
O provide original Policy) ¢
| REEERRZBHEBIRRIEIEREER) Self-Certification Form (For Claims) for Automatic Exchange of °
Financial Account Information
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fREE#RIE Policy No.

E. B AZ#UZEERA PERSONAL INFORMATION COLLECTION STATEMENT

RANHMERCHEBERIBE TPREASRE (8% ) RODBRAS ) WRERAERER - BESMRANRERAZRER - ok
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement ~ &3¢ [B] B A SRIE (5890 ) RHBEATI R -

I/We confirm that l/we have read and understood the Personal Information Collection Statement ("PICS”) of China Life Insurance (Overseas) Company Limited.
For the latest version of the PICS, it can be downloaded from https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement or is made
available upon request.

F. AR K #Z# DECLARATION AND AUTHORIZATION

1Z# Authorization

ANHM  SRAREFBNREAN  ARBFARMAREGRKEZZRAGIB)ZUIFEE (1) £OUEE - EMAEE - Bk - 207 -
REBAE - RIT - BUSHE - BUSERFT - SIEMEE - AEsIA L - NAEXEBTAERAANREMERRFEZRRAZLHE - 2
HEHERE - POURZEEREMY]  BMRERAPEASZRE (85 ) ROBRASE (UTERE "848, ) ; (2 EATSRETH
IBEZ BRI BRERES N UMARERBERNFEMERNEZZRAETHRE ZBEN GO - (FREZAANRK
PR E 7 ZRAZ BRI - IHIEREH AN EEXAREZARBORN ; IERAANKMBLETHBTRENR - ILEEE
MEN - IIREENFEAREIEAIBRET] - IWe, the Insured/Policyholder/Claimant, represent me/ us/ the Insured under 18 years old (if any)
HEREBY AUTHORIZE (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, government
department, or other organization, institution or person, that is aware of or has any records, knowledge or information of me/us/the insured under 18 years old
to disclose, release and transfer such information to the Company; (2) the Company or any of its appointed medical / para-medical examiners or laboratories to
perform the necessary medical assessment and tests to evaluate the health status of myself/ ourselves/ the insured under 18 years old in relation to this claim.
This authorization shall bind the successors and assignees of me/us and remains valid notwithstanding death or incapacity. A photocopy of this authorization
shall be as valid as the original.

E£AA Declaration

ANEM SRANREFBNREA  ELEBRAEREAR(MLM—TIEAREENMBEER  FRea AR MRFMAE - BAA/
KMFRAFRE - 9RFEZEMUREEN ; AANRMPARRNEN-IEZEEER  AANHMAIERESEELRPHFRLRA ;
QARNFRMEECAFREL 2 EOIER - BREAPBEER HERSHERE SEATERERNMMEN ERTEAERHAR - BHEBAL
FEERUEMTRPBERAFNER - EATUBERILAEEZREIERRESE -

I/We, the Insured/Policyholder/Claimant HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all questions whether or not
written by my/our own hand are to the best of my/our knowledge and belief complete and true; I/We also understand that in the event of doubt as to whether a
fact is material, it should be disclosed here. (2) The Company is not bound by any statement which I/we may have made to any person unless it is written or
printed here and is presented and approved by the Company. If any relevant persons fail to provide any information requested in this claim form, it may result
in the Company’s inability to process and deal with this claim.

G. ZEFEZEZEZHRE LZEZE) SIGNATURE (Please DO NOT sign on BLANK form)

SR A (FH 18 BRELLLE) REFBA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

%% Name

B 15 78/7€ 585575 1.D. Card / Passport

No.
fF Year | H Month H Day F Year | H Month H Day F Year | H Month H Day
H&f Date
*RIENEARFRANRERFB ARG
*Relationship with

Insured/Policyholder
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fREE#RIE Policy No.

E_8Mh - TZBEHEE HRIDBLEEE  MAERARZFEA/REFSAEA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. % AE 1 PARTICULARS OF PATIENT

! 55 A2 Name of Patient

2 EgeRER Age and Sex

3 BB/ HBIE LD, Card / Passport No.

B. ERFREi CLINICAL DETAILS

1 mAZEBEERTEHZE We can trace the medical record of patient back to
F Year A Month H Day

S S S E— |

2  BREIRFEE B HEAEE 4 HEA Date of the symptoms first appeared
£ Year A Month H Day

e S A ) AN S— |

3 W ABNRBEIILRAE 2 K52 HER Date of first consultation for this condition or related illness
F Year A Month H Day

1+t 1 1 |

4 FFEHRMRIPAEREZIEZEARTNFRIE Please describe the symptoms and complaints at first consultation.

5 WASEHHEHMBEEN?UZE  FRHZBEZH BRI - Is the patient referred by other [ = Yes [ = No

physician? If yes, please give the name and address of the referring doctor.

6 2[R Diagnosis

7 {G#FHERZ When was the diagnosis made £ Year B Month
L

I S I E—

H Day
|

8 WMAREAMERENRAHEAZHER? A - 555REAZ - Did the patient suffer from heart valves stenosis or defects? Please give details.

9 FREBROMERENEAEAZHICIRAIE Which heart valve(s) involved?

10 FREEARREREZAE  BEREER  BREOHBERLRE ZBZNIRERTE] Any treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the subject diagnosis.
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fREE#RIE Policy No.

C. B FZE%EER PROFESSIONAL COMMENT

1 RBRFEREERER  BEBREHEMKRRAR ? NI - FiRHUARZABHRARFHE - Isthesicknessa ]
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.
328 BHA Date of diagnosis/treatments F Year B Month H Day

B (B1EZE /A% /f8E K45 R) Details(including diagnosis/ treatments/ investigations and results)

ZYes & No

2 WAZREEERIEMRA R LILFERIEE? Is there any patient’s family history which would increase the risk of this illness?

3 fAIETEA The prognosis of the condition

4 ZEBEANRRERIERBER? Isit HV related?

D. EfthE#& %% OTHER MEDICAL HISTORY

1 WABEFBEBLUTHIE/BE - Does the patient have any medical history or habit as indicated below?

[ =% Asthma [ ks cardiac problem [] #%/R 7% Diabetes Meliitus

[0 ZEAFk Hepatitis B [] = Hypertension & $#2 F1ii Previous operation
[ %2 Drugabuse [] & &&1& Drinking [] ®iE&B18 Smoking

[0 =zttt Family history of cancer [[] % Unfavorable family history

[0 W EESSA None [] Efthgess - #5808 Other disease, please specify

2 RRASHERELAERIHMBREERESBEFBERGE ? I2% - B - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H 8 Dates 75 Disease AR/ EBREE Brua/Blral
F Year | A Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 FAIRMEVE/IRIZZIEH15 Please provide details of Drinking & Smoking habit.

1844 8 Drinking/ Smoking start date since F Year A Month H Day
L I | L I ]
5 H F§ = Daily consumption (3z/E1/18 /1 piecel pack/ bottle/ can)

E. =2 EEEE R ATTENDING PHYSICIAN’S INFORMATION

FRBEER BE

Name of Attending physician Qualification
ik B8 ERE
Address Contact No.

e - .  Year | A Month | H Da
EIPELEE/ERES - Y
Signature & Stamp of Attending o t

ate

Physician/ Hospital
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