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RERBHELR CHINA LIFE

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

RN E R R E S (S 9553 WAIVER OF PREMIUM / PAYOR BENEFIT CLAIM FORM

{REEFF A AR Name of Policyholder Z{RAMEFE L Name of Insured / Payor  {REE#R 3% Policy No.

ZIRA/ERE B8 /ERIRES 1.D. / Passport No. of Insured / Payor

RSP 7T & Y INSURANCE INTERMEDIARY INFORMATION

{RIgP 77 8 Name of Insurance Intermediary

REED T ARSE Insurance Intermediary Code Hé 48 &5 Contact No.

EZ’AX1 IMPORTANT NOTE

- BUEREBESABER - HOUERNEELN  SRAREFEANREALREBLRUERZZIFE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- RBBERTFBZ "ARE, 5 TEAE . Z2RMEFBRIASREBECEINKDBRAT - The expressions ‘the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- KRBFERF—AHOVWERZERAMREFBAIREANEER - This form must be completed by Insured/Policyholder/Claimant.

- MRGEABTN\ESL L SRARGEFEANERBERBREZZEARFEER  NIRRAD TG - RBFEERES
REFBEARRRAZREHIGZEZEAERREEZE - IRRAIREFEAREEAKEER  EEZRBURAESR
KEBEBEREET - WIRHEGFEEREEED - 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.

- BERGRANREFANREADEBESZNSZEE - WAB—NERATLURSE - REAZEABENRIERAREEARES
BEZEMERARBEREZZEANSH 2 - Ifthe 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.

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

- MBETUER - FE BINHRRP T ABESBER AT E SRS EM4R(853) 28595519 B - XM FRE KR SHFE
SEBFOFREERES 263 5P+ KE 2218 A - B ~ K-P E - Ifyou 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" Assumpgéo No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- AREEEBREMILSEGFR  UERHBRBRTEARTERNBFERE - BEARATAILE www.chinalife.com.mo 2| E
KRN E&FTMRZAS - 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.

WM E T RABTAIREE AT ZE - AR EEE - |f there is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

UL UL D
4012000501

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—H8M - REEN BREA/REFAA/REANER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. IBEEE R Claims Details
1 E{E=EE R Benefit(s) of claims [] ZA% 1R Waiver of Premium [] 3% A 2A% /% E Payor Premium Waiver

2  ZR({EPBETELE Type of claims [ &% =/& New Claim [ 7252852 Pending Claim [0 === Further Claim

[ =3t/ Review / Appeal
3 BTESER—SHEBEaEMRBATRE ? N2 - BRREHZFB AT IBERIRERLS -

Did/Will you make a claim against any other insurance company for the same incident? If yes, please indicate 2 ves O =nNo
the name of insurance company and policy no..
{RBR/AS]BE Name of Insurance Company {REBILEE Policy No.

B. RfRA/METIE#1E WORKING DETAILS OF INSURED / PAYOR

2 E)/{EEZ%E Company/Employer Name EZE SRS Telephone No.

ik Address

2 REBORESGESR—ERZE, 508 A R A1 K I =)Position and duties of present occupation (if more than one, please state all).

3 B TEBE{EEE5R Did you file your sick leave application to employer? £ Year A Month H Day
O 25N [ & ves A From

ZTo

18 1% 5 #A Resumed duty on

4 WMMEMREBRS - FIZETEFHEB B - fyou are still on sick leave, please provide the expected date
to resume duty.

C. MISEASIMNES - FF##MUNT : IF DISABILITY WAS DUE TO ACCIDENT, PLEASE STATE:

1 B HIRBSRE D i
= #ééi FIRARISH Date and time of the F Year H Month H Day i Hour 73 Minute =T
accident AM/PM

2  EIMEEAEMEE RSB Location and details of the accident

3 HEHNEINZESIMUKISEEER Please describe the part(s) of body injured and the type of injury.

4 RBTATRE?ME - FHIRMELITER Didyou report to the police? If yes, please provide the following information
2 Z 124 Police Station TE 2R 4R 5% Case Reference No.

O saaNo [ 5 Yes

5 A EEREE/RBRINRES/OHA BB ESEA -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

5 BTAGHMREIINCOHEEMNE/SITEDHIERE ? Did you apply for compensation from Social Welfare Department / Labour Department for the
same accident?
O zaNe [0 7B #EEHEH/E572EE Yes, please provide Social Welfare Allowance / Labour Assessment Certificate
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D. MISERERER - FB5F U : IF DISABILITY WAS DUE TO ILLNESS, PLEASE STATE:

1 IEHFTRERRBEIERE Indicate the iliness and give a brief description of symptoms
2 a)ZRA/EFE R OIISEA T IR/ S B 45K 52 When did the Insured/Payor first consult a physician for this illness/ injury?

F Year A Month H Day
|

L 1 1 1 | L 1

b)iE5 I FALL AT SKE2 2 B8 £ i 2 K B8 B A it ik Name and address of all physicians/hospital treated  for this illness/ injury?

B Ll ML 238 B #f Date of attendance =
Physician / Hospital Address R Disease or condition

F Year | B Month| H Day

E. REAENMNIEZRA/IRERAA)INFORMAITON OF CLAIMANT (Other than Insured / Policyholder)

T RBALS Name of Applicant FEERIMERI Age and Sex

2 B5(3BEHE HK.LD. Card No. #4&EEE Contact phone no
3 BIZ(R AIERERI % Relationship with Insured / Payor

4

E ik Mailing Address

F. B A N (GEEE—TEERESI (775 3() PAYMENT METHOD (Please select only one of the settlement options)

1

0 rsRe&B , (ERP Integration)

1. RITIREEFAAMERRERFAA - Bank account holder must be the Policyholder.
2. TiR{IEER RBRARAMEY  WETMERINIBESE TIREEH , MERBVIRITIRE - BFEFEAQFMBERTES -

ERP Integration is only applicable to the local bank account which registration is completed successfully for ERP Integration binding service. Please
enquire to the bank for application details.

3. TIREENH  WERRRESREEARITMAEE - BiARlATOABRIRITER - 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.

F EMAR(FEEE—EEESZ(I5 ) (48) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

2 HEENABREREE Direct Credit Application
ARMEARPHEIEX Y - MEARFHEAYR/ZEEIRPIRBNIRT R EEEGFRE - MABEHENBTRRTEPFEAEASRERFAAN/R
BASEHRERINEBALR  BRAMIBER LB RS2 =/ T 8 W - 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.
ANFEMIRPBEU LIBREERS AN ENEER - WERRTRERPNREEFES (0A)
I/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

EREFBA/REARTATDEENEMBIIIKRTFE O To a bank account set up in Macau designated by the company held by the
Policyholder/Claimant.

$R 177278 Name of Bank SRIT4RE® BankNo. 2D {T#®SE Branch No. ER1TER PSR AS Account No.

|

L 1 L 1 | | L | 1 1 1 1
BRPFEBAARR(PX) WABREFBA/REAN) RPFBAARREY) WABREFBAA/REAN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

3 AHERTTEIZRXZ MACAU LOCAL CROSSED CHEQUE

IS TS HEEIE Preferred Settlement Currency

BERPEASFRECBINERNBERATEAZEEZIREGTE)

Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

O #MBEIEFRBPLIREL Collect Cheque at Customer Service Centre in person
(AREFEATRESHREBXXHREAR QSRR B IR P /OUELSZ S - ) (The Policyholder should collect the cheque at our Macau Customer Service
Centre by presenting the identity document.)

O s =24 A)4EE Pick up cheque in person by authorized person
HEANEZ HREANMEER KBNS DB GRS

Name of authorized person Contact no. of authorized person |.D. no. of authorized person

[0 /®RE\E5# Policy Cumrency O

T (R E B RCAYEAT ML Mail to correspondence address registered in our Company
AR A BZIE Deliver via Insurance Intermediary
KIRTEHEEEE (BIEERTOIT AL AE) Deliver by bank officer (Please state the branch and bank officer)

OO0

#R174217 Branch £ 4t \ 8 Bank Officer

4 EHh$EFK OTHER PAYMENT METHODS

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

5 Hfth753{ Other Methods
O HAth(zE5URE) Others (Please specify)

G. RIEFTFHX{IEE CLAIM DOCUMENT CHECKLIST

- v BRI Basic Documents ; ® FNSC#E Additional Documents ; * A#EF NotApplicable

REMBEXH BRI ATREATNE B IRTE D 0E) fEEREE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical iliness claim
O HBHEMERUERZEZARPHERSE IS Partl of this form completed and signed by your good self v
O AREZBEEEVEERFERE _MMHEZEEIREZE Claim Form Part Il - Attending Physician’s Statement to be completed P
by the attending physician
O B8R/ X Y6/ Shdist AR O EE HEERIEE R S (W% &) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. / other P
Pathological Reports (if applicable)
O HFE2AEERLMNRBREISE Sick Leave Certificate issued by your attending physician. °
O f{EE3H 2w ERFERE @0 A) Employer confirmation letter for sick leave period, if any. °
O HREBZFRTEIEAD SZE 2 RIA(R B AR BT E % 8) Original Death Certificate or certified true copy for the Payor. (for °
Payor Benefit only)
O BEMEFCIHZE ZEIA(RBAREFZE %) Letter of Administration / Grant of Probate (Certified True Copy) R
(for Payor Benefit only)
O MEEERB Y BHEPREZIEREER) Sel-Certification Form (For Claims) for Automatic Exchange of Financial Account A
Information
O ZRIGRBEEIMNRE | OB Police Report / Traffic Accident Report / Statement °
O SRAMRNZREANSHFERRSEZEEIZK ID of Insured/ Payor/ Claimant (Certified True Copy) °
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H. {8 AEi &R PERSONAL INFORMATION COLLECTION STATEMENT

RANHMEICHBERIBE "PREASRE (8% ) RNDBRAS , WRERAERER - BESMRANRERAZRER - ok
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement ~ &3¢ [B] B A SRR (5890 ) RHBREASI 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.

|. E2AA K #%1# DECLARATION AND AUTHORIZATION

1Z# Authorization

ANEHM  LRANREFBANREAN - ARBFANRMRERKEZ ZRAGB)ZIEE (1) £EMEE - 53MAE - Bkt - 207 -

REBAT - RIT - BUGHE - BUGERPT - SkELMA%E - AESA T - NNHEBESXBEERAABEANEFERMEZRRAZCHE - &7
HBHERE  PURZSEREH BRRERGTPBEASRE (85 ) ROBRASE (UTHER "848, ) ; (2 EATESEMTE
BEZ BE/ENEENEEH R OIMAREBRFERANRMEARMEZRRNETAAR 2 BETM R - FAEREANR
PrE AR E 2 ZIRA Z R -« IR AN EFZEEXAREZARBHORS ; BMERANEMBTHBITRENR - IHIRES
MEMA - IREENE AR KBRS - I/We, 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.

2 AA Declaration

ANEM  SRAREFBAANREA  ZRHEBRAEREMLLM—IBAREENMEEE  FTREGANEMRFME - BRAA/
RMPAEIFAE - DASEZZETREREN ;, AARMBBEHANTU-BEEEE  AAHMORKGESEERPARLRE ;
QFRNFHFIEEMTAFREL ZETBR - IRERPFER LERNMNERE EATRRNAES  EATAAZTHAR - EHEAL
AEERUEORPBERFABNER - EAT BRI A EEZREBARESRE -

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.

J. BME(EEZEZBFRIE_ L E) SIGNATURE (Please DO NOT sign on BLANK form)

ZRAMEFRE REFAA | ZEAS REX
Insured / Payor Policyholder / Claimant* Witness

% ZE Signature

2 Name

B {8 /7EBIRHS 1.D. Card / Passport
No.

fF Year | A Month H Day fF Year | H Month H Day fF Year | A Month H Day

B #A Date

"RIEAERZFRANBRER G

*Relationship with Insured/Payor

MO-CL-ICLA13/202206-01 P.50of7




fREE#RIE Policy No.

E_EMy - TZBEREE HEZBLEEE  FIAERARRA/REFEA/REABITEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 7% AE#) PARTICULARS OF PATIENT

1 AR Name of Patient

2 fF#H KB Age and Sex

3 Bink/ EMRSEES 1.D. Card / Passport No.

B.7&AFE & =2 HISTORY & DIAGNOSIS

F Year A Month  H Day

1 WAZEBERCIRTIE N ZE We can trace the medical record of patient back to / /
2 BREIRRE BRI E 554 HEA Date of the accident occurred or symptoms first appeared / /
3 RABRARUILKRIE Z K2 B EA Date of first consultation for this condition or related illness / /

4

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

5 WACREHEMBEEN?NZE @ FiEEZBEZE BRI - Is the patient referred by other O
physician? If yes, please give the name and address of the referring doctor.

= Yes O &= No

6 EXE2ETEH The date when the diagnosis was given F Year A Month H Day
| | | | | L | |
7 RBREIERREGHEIE The final diagnosis of the condition and its complications
8 a) FRIRMBABERAKRAELIERHA Please give the date the patient first &£ Year A Month H Day
absent from work L] L
b) MMEHRETIEREN - FFIREH AT RIE L ERIBE HA Please give the & Year B Month H Day
expected date the patient to resume work L 1] [ | ]

9 a) mHLRmANUERRZEZEMERTE AL ERR 2 TIERL Please state in details on how the diagnosis prevents the
patient from resuming work

b) MATEHEEMAYIEZE Could helshe engage in any other occupation?
O Fal No [1 @Bl & Yes, from EYearI Iﬁ Morth

c) B%E5EEN EAYPR &I Limitation to occupation activities.

H Day
|

1 B E—

10 FRiisER KT EREIIREA Please state the cause of total disability

11 EHRAEHBRDEXRIEEND BTREZERBEHERSA? Ifthe patient is still totally disabled, how long will such disability be expected
to continue ?

12 FhERERIEZEZAE BERHER  BAEOHBERLERE ZBZHIRESTE] Any treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the subject diagnosis
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C. WAIRNG Zf2ERAA CURRENT HEALTH CONDITIONS OF THE PATIENT

1 EE1E3E Progress of recovery
[ Sx2&i& Recovered  [[] FE/ET Improving [ #&RigE Static [ R4t Retrogressed

=F Remarks :

2 HEFEHMER Current state of mobility
] 7& &2 Ambulatory FERE R P Home confined [C] #EAER Benconfined ] %ML Retrogressed

= Remarks :

3 ERBELEETHHNMG - WMAERZEHENT - oIE5EA THIEIE? Can the Patient perform below listed “Activities of Daily Living” without
the use mechanical equipment, special devices or other aids and adaptation?

LE TR 45 TFALE Transfer to get in bed and out of bed or chair Ca can O ka1 cannot
#78) Mobilty O =1 can I Fa1 cannot
ZFAX Dressing O g Can O ATl Cannot
53R RATSE Bathing & Washing O L Can O =37 cannot
#B Eating Oa can O ka1 cannot
Y1 Toileting ] @ can ] Fa1t cannot
=¥ Remarks :

D. EfthE& %% OTHER MEDICAL HISTORY

1 RABEFBEBLUTRIE/ZB1E - Does the patient have any medical history or habit as indicated below?

O 0% Asthma O /U\B#F% Cardiac problem O & FRJ% Diabetes Mellitus
D JBYFT 3% Hepatitis B D 1= [ /8% Hypertension D 82 3% 5 F1i7 Previous operation
D JBSZ Drug abuse D BEZE Drinking D R JEZ21E Smoking
O =xisttmsE Famil history of cancer O =5 unfavorable family history
[0 W EESZA None H{th#ess - 55 anAR Other disease, please
specify

2 ZRACSERERLAERSHMtRSERESBEIBRAE ? & - FFilisF1E - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H 88 Dates 7% Disease AR/ RS Brnz/ERa
F Year | H Month| H Day ) Details or treatment/hospitalization Name of Physician/Hospital

3 AIRMHBUE/RIEL 1EEF15 Please provide details of Drinking & Smoking habit.
B4 8 Drinking/ Smoking start date since £ Year B Month
| L

H Day
|

| S E—

£ H F £ Daily consumption (z/61/18/HE piecel pack/ bottle/ can)

E. 2B 4 E R ATTENDING PHYSICIAN’S INFORMATION

TEBEHS BE

Name of Attending Physician Qualification
ik Bi48ES
Address Contact No.

F Year | B Month | H Day

FBERE/BREER
Signature & Stamp of Attending
Physician/ Hospital

HER
Date
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