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"EIFEBN ., ENERERENHELAHEZPER
MASTERCARE MEDICAL PLAN DIRECT BILLING PRE-APPROVAL FORM

{REEFF A AR Name of Policyholder Z{RA LR Name of Insured fREE#RSR Policy No.

SIRABDE/ #EHBIEES 1.D. / Passport No. of Insured

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

RSP 7T & Y INSURANCE INTERMEDIARY INFORMATION

IRBRE T %% Name of Insurance Intermediary

RBREP T #RSR Insurance Intermediary Code Hi 4% B85 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 I

EZ’AX1 IMPORTANT NOTE

- BRRABERIERBEE D REIZBLEZE"HN  URARAED 7 BIIEX - DUEE(852)2325 4833 = EH
pos_mo@chinalife.comhk FNERE "EFEN ) EEBERFRBESZRED - MAETOEREN - FRE "HEBN ., EEHBERF
E47(852) 3999 5501 AR FRF SHiAE - EERIRARTSATATMZBBHNER T - AASIEZEE(Inter Partner Assistance Hong Kong
Limited /3 2R AZE % T ERMNRREE 1 FBERN)ARAEMZBPFEZERTABHSREA R EXARERB ZHZKR(QBERES
BZHZRURESESHEEAMER ZREXHER RIREEFURTE - Please complete Part 1 on the following form by the Insured and Part
2 by the Attending Physician and send to MasterCare Customer Service by fax (852)2325 4833 or email to pos_mo@chinalife.com.hk at least 7 working days
prior to admission to hospital. For urgent enquiries/assistance, please call our Hotline at (852)3999 5501. Subject to the approval of this pre-approval application,
the Company shall appoint [Inter Partner Assistance Hong Kong Limited] to issue a “Letter of Guarantee” to the Insured. Please note that (1) the result of this
pre-approval application does not constitute or guarantee an approval of the subsequent claims application and (2) approval of the subsequent claims application
and the reimbursable amount shall be subject to the provision of claims documents and according to the policy provisions.

- BUERERABFER - HUERTNBAEN SRAGREFBENREAVDREELNUEZRZIFE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- ARBEERTAZ "ARAT, 3 TEAT, Z2RAETEASRECEINKRHER/AT - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- WRRAST\ESEMN L SRARREFBEALERBEBAZZERAPER  NIRRAST/\RMUT - KREBFREHRFREFAA
REZRAZEZREGELEEANEBREE - IRRANREFEARNGEASEER HERARBURARESARBERAET - WM
R4 RA R BEAERERA - If the 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.

- ERGRAGREBFANREALBESEENZRE  WER—URBATLURE - REAZBAENRERARERERREPHRZEME
RAPBERERZEANEH ZFA - 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.

- RRARERBANREBAZEZENWEAKRATZLH#AEE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company'’s record.

- WERAEN - FE BITHREBREN ABEIRNERATE EIRFEEVR(853) 2859 5519 B3 - If you have any queries, please feel free to
contact your insurance intermediary or our Customer Service Hotline at (853) 2859 5519 for details.

- APEEEBERENILREFER  UEISNEBRTEARLNERNEBRBELE - 55 AR TAIL www.chinalife.com.mo 815 K T &R
7K - 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.

- MPERABEAIRER AT ZE - BIPSIARRZEE - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

4012000901

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—8Mn - REEH
PART | - PARTICULARS OF CLAIM

A. —fi2E ) GENERAL INFORMATION

1 HE#4&E:EE Contact phone no:

2 EERUE Email Address
3 EEE/{TEE(WMEIEE) Occupation/Business (Compulsory)
4 BETEEEAR-SHNIBEREMRBATRE ? MR - FRHUZRBATRBRRER
5 - Did/Will you make a claim against any other insurance company for the same incident? If yes, D Z Yes D & No

please indicate the name of insurance company and policy no..
RBR/AS]ZFE Name of Insurance Company {RESRAS Policy No.

{RBELERI K ARPEEZE Type & Amount of benefit

B. EIESMERT FOR HOSPITALIZATION DUE TO ACCIDENT

1 B BEHH KRR Date and time of the F Year A Month H Day i Hour 7> Minute ~ AM/PM
accident
L | | | | L | | L | | L I | L I | L 1 |
2 ESMSE4EL Place of accident occured
3 BINBEZEERZISFHIE Please describe the reason of accident and details of injury
C. E% % {EFt FOR HOSPITALIZATION DUE TO ILLNESS
1 JRAEZTE Name of iliness
2 AHEMAEAR Please describe symptoms
3 GEARfIRFREYA L IR? When did these symptoms first appear? E Year B Month H Day
L | | | I | | 1 | Il |
D. j&%Es¥15 TREATMENT DETAILS
1 YR2BE/EBRRAVER: The physician/hospital first consulted Bk 2 B EA Date of first consultation:
for this injury or iliness. £ Year H Month B Day
L | | | | L Il | L 1 |
Be 4 /B2PT 278 K HE Name & Address of Physician/Hospital
2 Hth B2 albEsBEE LIRS L /BT E 1 Other sk B #8 Date of consultation:
physicians/hospital consulted for this or similar conditions: £F Year B Month H Day
| L |

B2 4 /B2 P 2 8 A3 3k Name & Address of Physician/Hospital
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fREE#RIE Policy No.

E WHBNEREZEERZERAFEES (IL5{D Y EES ) CREDIT CARD AUTHORIZATION FORM FOR DEDUCTIBLE
AMOUNT AND SHORTFALL COLLECTION (THIS SECTION IS MANDATORY)

MPBEIASE (B ) ROBRAS ( UTFEEARQS ) EEOBERMNERBESERRENEXIREELR  ARERNEALBRRESRE - It
REEREEARTIUUTERRPOWNEREZSRESNER - GRFERAVADHEBREZRESFBATZRA - AATHRUTERFNESIBR
KREW "HERE . R TRBANE -8R IR L (08 ) WEFEENRAFARSUITEE RS  EERERRERTE - AASISHIE
2&%%*&Tﬁﬁfﬁ?%&ﬂ‘ﬂfﬁ#%ﬁjz%ﬁﬁ - RAEREREERENRESEHE  BROABGE - IRKERENERNERSRNRESHERERLL

/ﬂZIjJHﬁZEYEEﬁ ZRNER  AATHURESH/EFEFERANER LA REBE N BB ZRAMZPBRUERNREFHEMA QT ZRE FHRER

&= (WMBHMRES ) DHIREREREAER - AATRREL "EZ8ANBHE E’\J‘f’@?ﬁ?ﬁ?ﬂﬁﬂﬁ@ﬁ%%ﬁ&%ﬁﬁ Ifthe expenses which China Life Insurance
(Overseas) Company Limited (hereinafter called “the Company”) paid directly to the hospital exceeds the eligible amount of qualified claim or the relevant shortfall or expenses is not
included in the benefit coverage, this authorization form will authorize the Company to debit the relevant shortfall or expenses from the below credit card account. The credit card holder
must be the Policyholder or the Insured of the Policy. The Company will debit the deductible amount as shown in the Policy Information Page and Benefit Schedule or the latest
endorsement (if any) as deposit (hereinafter called "the Deposit Amount"), and hold until the entire claim process is completed. The Deposit Amount shall be used for settling any
outstanding shortfall or expenses. If the relevant outstanding shortfall or expenses is less than the Deposit Amount, the Company shall refund the balance. If the outstanding shortfall
or expenses is more than the Deposit Amount and the Company could not successfully recover the outstanding shortfall or expenses, the Company shall forfeit the Deposit Amount to
set-off the outstanding shortfall or expenses and reserve its right to reject any future pre-approval applications and deduct the relevant outstanding shortfall or expenses from any
benefit payable (such as death benefit etc) under the Policy or other policies maintain with the Company. The Company will debit the outstanding shortfall or expenses from the credit
card account 14 days after the issuance of "Shortfall Payment Notice".

RRAMS BRASDEERIRE: BRAZEZ:

Cardholder's Name: Cardholder 1.D. Card/Passport No.: Cardholder's Signature:
EREEONRE: SRFEIEAA:

Credit Card Account No.: Credit Card Expiry Date:

SRR i w | R ABHRER:

Credit Card Type: D Vs D Mester D H Cardholder's Contact Phone No.:

RABRRIETRPBAS (8% ) ROBRAIUAAULERFEONRKREEE - BRZEHNER (WER) - | & Year | B Month H Day
| hereby authorise and instruct China Life Insurance (Overseas) Company Limited to debit the Deposit Amount, the outstanding shortfall or

expenses (if applicable) from my above credit card account.

F. {8 AERIUWEE AR PERSONAL INFORMATION COLLECTION STATEMENT

ANEMEICHBRIBE "PEASRRE (85 ) RHAERAS . WINEBABSRER - BESMRANIREBAERZR - IR
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement ~ &2k [0 B A SR % (5850 ) ROBEBASTEE -

I/We confirm that I/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.

O & ME N AMA AR B RERNRIRZB RS, BHARERENE, FFEEMLZISE - Ifyou do not want the Company to inform your agent about
this hospitalisation Letter of Guarantee application, pIease tick “No”.

G. BMAK#E1E DECLARATION AND AUTHORIZATION

%1 Authorization
KNEM RRANREFBANREAN  SRANREMRERREZZHRAB)RZLIERE (1) TEEE - EIHH@ B B 2P RiEAT - |RIT ]
fIttE ~ BUATERPY - SRE S - AAEEA L - NAENEBTOBEARNEME RN FZ2ZHRAZLH  REXERE - i’]TﬁTEZ%ﬁﬂhﬁ% BN
KRB EHRBEAZRE (8 ) Hﬂ’ﬁﬁBE’A\T (T TE&EAT . ) ; (2 EREEREUEEE 2EBR/EHEBEQESHLRAT - UMARESRFEE
$A/&1Fﬁ/h5ﬁﬁ2$2x TRAETTAT S Z B RRT i ORI - ﬁﬁ%ﬁﬁ/\/ﬁﬁ/r‘]ﬂ%ﬁiﬁzxﬁ/\zwﬂk/ﬂ c IR ARANBRMZEERAREZARS
RN ; BIERNFEMIETHRITHE 7]5—; LEEEEMEN S - ISEENFEAREIEARIGEREFEMT - 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.
A Declaration
RAEBBPERER() LG —ERGEREBENFFEEERE FREEAABRFME  SAARMFE HAEEZEMURER; K)\EH SHCESENCIFS
%D%él%#%;:%lﬁﬁﬁéﬂi’]iééﬁé ; ( VR AEHEAIAFREE 2T ER - MR BEILPFER HERHIL - ERTAERELR - HHEA L8R
HEMILERBERABNER - ST IR LA EEEZ KRR ILFE St 4% P55 - | HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers
to all questions whether or not written by my own hand are to the best of my knowledge and belief complete and true; | 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 | may have made to any person if not written or printed here. If any relevant persons fail
to provide any information requested in this application form, it may result in the Company’s inability to process and deal with this pre-approval application.

H. #E(FEZEZEZBR1E L% E) SIGNATURE (Please DO NOT sign on BLANK form)

ZHEA REFBAA | REA RE
Insured Policyholder / Claimant* Witness

%52 Signature

%2 Name

B 15 78/7€ 5855755 1.D. Card / Passport No.

£ Year | B Month | H Day £ Year | B Month | H Day £ Year | A Month | H Day

H &f Date

*REANESRANRESAARG

*Relationship with Insured/Policyholder
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E_HMn - FRBERESE BILEBLERE  FAERABERRA/MRERBA/REABITEIE)
PART Il - ATTENDING PHYSICIAN STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 75 AE R Particulars of Patient

1 J®AERE Name of Patient FEHE R4 R Age and Sex

2 B3B8/ F#EESRES 1.D. Card/ Passport No.

3 RABERKEZH Patient first Consultation Date F Year A Month H Day

4 EEIRZE Name of Hospital

5  ¥&&t ABz B HA Expected Date of Admission F Year A Month H Day

6 BAREEBLES Patient’s Family Doctor Name

7 FARTEEBEEHE Estimated length of stay {£Bz#R 7B BedClass [ F\F Private [ ¥FAZ Semi-Private [ A& Ward

B. ZE/Z 515 RARE R ILLNESS / INJURY DETAILS AND RELATED INFORMATION

1 EFMRIEERE 2R ZEARFIFIE Please describe the symptoms and complaints at first consultation.

2 E27%HHE Onset date of the symptoms/conditions F Year A Month H Day

| IS I I — | I 1 1
3 2 Diagnosis B PR = 9% 72 #E 4w 5% ICD 10 Code
4 BERAREFEBETEE? s the hospitalization/treatment medically necessary? O 2 ves O &no

W2 - FEFFAL o If “Yes”, please give details.

5 WREFRHNIGRER  WARBRERN - SEULERPIZREPIESZEERNIAE ? Given the condition of the patient, is it
possible to provide this treatment on an outpatient basis?

O 2ves O&No AT - HZHEERE: If “No’, please explain

6 IIENEREBEL/I2H? Is the condition recurrent / chronic? O 2 Yes O &no
M2 BIRHEREHFBE f*Yes’, please provide the onset date of the first episode:
F Year A Month H Day
| IS S I — | I | I E—
7 WMRRERGABEBRSINEISIRE - FBIBMLUTEFEE | Ifthis hospitalization/treatment was caused by an accident, please provide details
below:
#7584 H HA Accident Date: F Year B Month H Day
IS I I S| L | L

JRE& Cause:

SEMIE K ZSTZE Part of body injured & extent of injury:

8 WAREHEMEBEEN ?MZE - FiRMHEE 27 Rithil Is the patient referred by other physician? If O2ves [1% No
yes, please give the name and address of the referring doctor. =
ENELEYEE Name of the referring doctor  #877 B§ 43t 31t Address of the referring doctor

9 WER/ZEESEETHERAR If the iliness/injury is associated with the following?

[0 %% 14 %5 Congenital condition [0 &3 Seff-infiicted injury O XB5485 Infertilty or sterilization [ #5##3% &, Mental disorder
[ sezaymNE Abuse of drugs or alcohol  [] 5B 2% Develop-mental abnormality [] EE{8// % Rehabilitation/convalescence ] 4% Venereal disease
[ zaeEm a5 Cosmeticorplastic [ 5 7148 1F Corrective aids or treatment [ —#% 5 824625 /B/5#% 5359 Body check vaccination & immunization injections

surgery of refractive errors

O 25 mieitEE/ 58 Hazardous [ Bmsi AR zmEmsee [ =2 #55R9EED Pregnancy, please provide expected date of delivery
sport / activity AIDS or HIV related illness

[ =heess - 5535808 Other disease, please specify [ LU _EESZS None of the above
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fREE#RIE Policy No.

B. TT_/;{%E?FE%F? %5} (48) ILLNESS / INJURY DETAILS AND RELATED INFORMATION(Continued)

10 FELBABEESLUTHRIE/SE - Does the patient have any medical history or habit as indicated below?

|:| 0% Asthma O 5% cardiac problem [ w235 =4 Previous operation O z &% Hepatitis B
[0 #2575 Diabetes Melitus [ Risttmse fiE Family history of cancer O x5 Unfavorable family history 5 ZZ Drug abuse
O smeE Hypertension O 11 £ 3275 None O = fth=s - 552288 Other disease, please specify

1M ZEAEEEBLAERIEMBREERESBENELIAE ? W15 - 55iRAPsF1E - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.
0 7 Yes [0 ;85N0  2ABHA Date of diagnosis/treatments F Year B Month H Day

% J% Disease

JATE/1EFREE1E Details of Treatment / Hospitalization

BE 41 /B8P 2 78 Name of Physician/Hospital

12 FIRMHERE/RIEZ B %15 Please provide details of drinking & smoking habit

H B2 (3Z/8/18 /) Daily consumption (piece/ pack/ bottle/ can)

Z1E4%8 8 Drinking/ Smoking start date since F Year A Month H Day

C. JAFER¥ 18 K 785t & F TREATMENT DETAILS AND COST ESTIMATION

1 A ,~n+2U:‘Z¥1TI%$ﬁ Treatment plan or Surgical procedure name

B Anesthesia BEPrak B AES O
O 25z cA O Smes LA | [ &8 inpatient [ 27 Clinic [ =2pzP32238 Hospital OPD  [] H%E Day case

2 EEzZIER /  2E28RE /  HtZ2EUMMERESZEWEMIER - Please list out any Lab tests/lmaging/other diagnostic
investigations required for this hospitalisation and reasons for the same.

EARUDI BRI IESZERE ? N5, FHEERE Can the investigations be carried out in the outpatient setting? If no, please

explain why.
f£E KR ZE Room and board HK$ Per Day
B4 = EH Daily Visit Fee HK$ Per Day
MR EE £ E F Surgeon’s Fee HK$
FRERENE A (A5 L BR4E ; #17) Anaesthetist’s Fee(with breakdown; if any) HK$
F1ilfZ= & A Operating Theatre Fee HK$
E2 PR ## I E FA Miscellaneous Expenses HK$
HithEBR (flun=EFE4EE REM) Other Expenses (e.g. specialist fee etc.) HK$
ABRRI R $i P& 2 952712 Pre and post hospitalization outpatient follow up HK$
D. £F2EE4E 1 ATTENDING PHYSICIAN'S INFORMATION
IS RIE
Name of Attending physician Qualification
Liubs AR EERE
Address Contact No.
ITUELEEE / EREES fF Year | B Month | H Day
H
Signature & Stamp of Attending E"B
Physician/ Hospital A
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