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EhEERRESEBRLTALHEBER
HOSPITALIZATION REIMBURSEMENT LIMIT PRE-EVALUATE 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 | | | | | 1 | | | | | | | | | | | | | | |

RSP 7T & 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 |

EZ’AX1 IMPORTANT NOTE

- AERERAERIEREE—IMD - REZLBEEEIE_E0 - UK ARARD 10 @LERERXRZEARAATIEEREFL - IAHAER
B - mRERATEFAREELR(853) 2859 5519 AR ERFEEHE - FIR()AREMZBFE ZERTAMERIREHBEXNRE
BREZMZRQBERERPFIMZAIRESEFEEEZMRERZREXHERN RRERFRTE - Please complete Part 1 on the
following form by the Insured and Part 2 by the Attending Physician and send to our Customer Service Hotline at least 10 working days prior to admission to
hospital. For urgent enquiries/assistance, please call our Hotline at (853)2859 5519. 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.

- RBEBRPAZ "ARQF L S "TEAT . Z2FRMIETPEIASRBCEINKRIDBBRZAE - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- MREABTNREZ L SRARREFBALERBESAEZEARELR  URERARZTN\EMUT  FEFREERESFAA
ERZRAZERAESEZHEANERAEE - IRRARELEBARNGEAREER HERARBUALSERABRERAET - TR
R4 A 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.

- ERGRAGREBFEAENREALBESEENZE  HWER—URBATURE - REAZBEABENRIGHARERERAREPHRZENE
RAPFEREZEANEH 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.

- RRAGRERBANREBAZEZENWEARATZ4#4EE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company'’s record.

- MERTER  FE BTHRBRPNABENHNER AT EFIRIEEAR(853) 2859 5519 B - 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  UEISNEBRTESARLNERNEBBELE - 55 ARATAIL 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.

- WPETRABTAIEBS AT ZE - ML XA E%E - [fthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

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—8fn - REER
PART | - PARTICULARS OF CLAIM

A. (REFFHB AEH PARTICULARS OF POLICYHOLDER

{REFA AR Name of Policyholder:

R#48 55 Contact phone no:

EEBit ik Email Address

B. 7@ AE Y Particulars of Patient

T HA#ES Name of Patient FH# KRR Age and Sex

2 SR/ EIBEE (D, Card / Passport No.

C. )&% ¥ 15 K T851 & F§ TREATMENT DETAILS AND COST ESTIMATION

1 mpE£iE Nameof Hospital
2 F8st ABR BB Expected Date of Admission F Year A Month H Day
3 FREHERRE# Estimated length of stay {EBE#RAI BedClass [ ALX Private [ ¥A% Semi-Private [ A& Ward

4 AERTEISFTRTE Treatment plan or Surgical procedure name

[fREF Anesthesia BEPrak B AES O
O zsmfr cA S LA | O &5 n-patient [ 2F7 Clinic [] =25=P92226 Hospital OPD  [] HA%E Day case

5 EZmZER /¥28E / HtZEHUEBERESZEHWEMIRER - Please list out any Lab testsimaging/other diagnostic
investigations required for this hospitalisation and reasons for the same.

¥ E R ERE Room and board MOP/HK$ Per Day
B4 EE R Daily Visit Fee MOP/HK$ Per Day
SpF1E8 £ B FH Surgeon’s Fee MOP/HK$
FREREDEE FH (FE5| L AB4H ; #17) Anaesthetist’s Fee(with breakdown; if any) MOP/HK$
F1lfZ2 & FH Operating Theatre Fee MOP/HK$
EEPr## I8 E F Miscellaneous Expenses MOP/HK$
HthEH (Hlan=F 4B REM) Other Expenses (e.g. specialist fee etc.) MOP/HK$
ABrAI R LR 2 F952 732 Pre and post hospitalization outpatient follow up MOP/HK$
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fREE#RIE Policy No.

E. {EAZiUZEERA PERSONAL INFORMATION COLLECTION STATEMENT

RANEMEICEBRBL "PEASRR (8% ) ROBRAT  NIRERABERER - BRESMREANNEREAE
RIEZHR - Al A% https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement T &3k [@ B AFRIE ( /850 ) BB
PRATIZREY -

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. EHAK % DECLARATION AND AUTHORIZATION

%1 Authorization

BANEM  ERAGREFBAREA ARAANRHMARESRREZZEANB)ZLRE (1) EEE - EfihE - 8
B - 22FF - RER AT - $R1T - BUSHS - BUGERFT - SiEh4E - A=A+ - NNHESK BB AR AR A/ AR E
ZRERAZCH  RDEHERE  HuZEFERREMR BNREBERGFEASRRE (8% ) ROHARASI(LUTERE&
REL ) ; (2 ErEIREUEEEZEREHIBEEREE NPT - AIMARERBERNFMAERNEZZRALE
TATR 2 BRI RO - (FRERANFEMERREZZRAZEREARDT - WEEHANRMAZEXARERZEARS
KRN ; BMERAN/RMECTHETR/ENT - WEESDENS - BWEEENFHAREERITIEREZENT] - 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.

22 A Declaration

RAZIEBIREERE() LR —YREREBNAAESE  AREERARFNE  MAARFAE  9RFEZ2HILIE
BEH ;, XARBRARAURNESEEBREZFENERITEEE | QFRAYHTAARMFLE ZEAER - 8BTS
A TERSHY EASEAEZENR - EHBEA T ABRREULBRBERMBNER - EQT ORI AEEZRE
B b FE S HE1%Z 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 BEGEZEZ ARG LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA REFAAN | RIEAN* RiE
Insured Policyholder / Claimant* Witness

%% Signature

2 Name

B {378 /7E @SR HS 1.D. Card / Passport No.

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

H &f Date

*REANESRFRANREFAARG

*Relationship with Insured/Policyholder
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