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{% Bt B {€ B9 55 & HOSPITALIZATION CLAIM FORM

{REEFFH AR Name of Policyholder Z{RA LR Name of Insured fREEHRSR Policy No.

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

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

RSP 7T E il INSURANCE INTERMEDIARY INFORMATION

RE&E D /T2 Name of Insurance Intermediary

RBREP T #RSE Insurance Intermediary Code Ht 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

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

- RBBERTFBZ "ARTE, 5 TEAT . Z2RIMIETBRIASREECEINKEDBR/AE] - The expressions ‘the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABPBFRE-BOVEARRAREFBAREANER  UERERE=-TRXKANERBR ZERBKLRERE ZIER
ERAR/ATF] - 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  SRARBREFEALRRBERARBABFER  URRABT/\EUT - KBBERER
REFAARRRAZREHA S EIEEZEABRRBAZE - IRRANREFEAREGEAREES  HERBBINBIER
KEBEBFREET - WIRHEGEZEREEED - 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.

- ERRANREFANREAUBEZEEZENZRE  WEBR—NURBATURE - REAZBAASRRGHREERRES
BEAZENERABREREZZANSH 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.

- RRANREFBENREBAZEZZENWEBARNT Z4HEME[E - The signature of the Insured / Policyholder / Claimant must be the
same as the Company’s record.

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

- MERETEN - FE B MIRRP T ABBRRNER LT EFIRTFSE14R(853) 28595519 B - IBEXHIRBRFIEXH4HE
FEBEPFHOFEREERES 263 580 KE 22 18 A ~ B ~ K-P EE - 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*  Assumpg&o No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- AREEEBREMILSEGFR  UERHBRBRTEARTERNBFER - BEARATAIE www.chinalife.com.mo 2 E
KN EEFTARZ - 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 SIARG 2 - If there is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

EABRE (50 BABRAR (R A REMBEMA L2 RHBRAT) NREERI T
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012000702
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fREE#RIE Policy No.

F—8Mn - REEN HREA/GERAA/REANER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. Z{R A& PARTICULARS OF INSURED

1 RRAFE KRR Age and Sex of Insured 48 %5E Contact Phone No.
B. —fi# = GENERAL INFORMATION
1 R{&ELRFEEER] Benefit(s) to claim 0 #BzE8% Hospital Benefit O Bz A S Hospital Income
2 RIEPHER Type of claim 0 === NewClaim O === Further Claim
0 #5282 Pending Claim O =it/ Review ! Appeal
3 BETHESAR—SHEMEREMFRBASIRE ? N2 - FRHZRBASZBERIFER
% - Did/Will you make a claim against any other insurance company for the same incident? If yes, O 2ves O &no
please indicate the name of insurance company and policy no..
{RBR/AS) B Name of Insurance Company {REEIRAE Policy No.
4 ZREPHFEENIEAIZEEIZ Request return of certified true copy receipt(s) O 2ves O =&no

5 ZRERARBBURBEGESR—EREBE5PFRABIIKIEE) Position and duties of Insured’s present occupation (if more than one,

please state all)

6 ZRAATIT{EEZTE KM Name and address of Insured’s business or employer

C. E=5MERT FOR HOSPITALIZATION DUE TO ACCIDENT

== =+ n
1 E?b?ﬁiﬂ%ﬁ&ﬂql’aﬁ Date and time of the & Year 2 Month B Day B Hour 45 Minute FFIFF
accident AM/PM

2  ESMSEHEIMBL R ZZIB Location and details of the accident

3 FHIEINRSEMIKR RSB Please describe the part(s) of body injured and the extent of injury in details

4 RBETEERE?WME - FIRHEGHEAAFENZER Didyou report to the police? If yes, please provide information on the right
EZ 2 Police Station TEZE 4wk Case Reference No.

O =2 ves O &N

5 A EEREE/RBEINRES/OQHA/ BB ESREA -
Remarks. Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

D. E% R {EPT FOR HOSPITALIZATION DUE TO ILLNESS

1 FEHEMEE / 7&K Please describe the symptoms

2 BERMEAZERENERBEEEZX ? How long has the Insured been experiencing these symptoms prior to first consultation?
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E. JA%Es¥15 TREATMENT DETAILS

1 ¥IR2B84/BRRAYE R The physician/hospital first consulted for this injury or illness.
£ Year A Month H Day B84 /B8P 278 Name of physician/hospital

L | | | | L | | L |

B4 /B8Rl Address of physician/hospital

2 EBEARMNBEER / HittZ2aLltmaiBERERTAELEZ R The doctor who referred the insured to hospital / other doctors seen

for this or similar past condition
£ Year A Month H Day B4 /B& P2 FE Name of physician/hospital

L | | | | L | | L |

B4 /B8P Address of physician/hospital

3(a) APz BEEA Date of admission it B B 88 Date of discharge
£ Year A Month H Day £ Year A Month H Day

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

3b) RRABERERIBBRIMNG ? 115 - FFIBME KRREZ BEA KR - Has the Insured taken [1 % Yes [ 525 No
any home leave during the hospital confinement? If yes, please state the starting and ending date and time. >

£ Year A Month H Day fEF Hour 43 Minute

T
AM/PM

ShtH B HA K B Starting date and time

#R[0] 5 #A K B & Ending Date and Time
4 BEMZZHAMBLEEBERFEREHESFEARERAANREANREDRN ABEDEE - 5551882 - Is there any relationship between

the Registered Medical Practitioner / Medical Services Provider and the Insured /Policyholder /CIalmant I Insurance Intermediary? If so, please

state the relationship.

F EMAX(GREE—TEEESZ(7753() PAYMENT METHOD (Please select only one of the settlement options)

T

"' O reeEm, (ERP Integration)

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

2. TIREEK  RBERRAMRAL - WESRAKMINIBES R TIREE | MERBIRTIES - PEFIBERE@AN AT ER - ERP Integrationis
only applicable to the local bank account which registration is completed successfully for ERP Integration binding service. Please enquire to us for application details.

3. TiR{‘EEN , WERIIRSEEREERNRITMAEESR - PHERIFTABMIRTER - The actual time to receive the payment may vary among banks.
Please enquire to the bank before application.

2 BE#)ABRE:E Direct Credit Application
FIRMIRPEIIX M - MENBARPHFAAYR/ZERIRPRBHIRT FBEE/FRE - MAAERHENBTRRTRFFBAALSREFBA/REA

EARBERINB AR - ARARIERZUEIRZZR 8L - 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.

ANFHBREPFE U EIBFEER S AT ER - WERRITRERPHREEFEE (W0A)

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

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

#R1732%8 Name of Bank $RITHRSR BankNo. 93 #T#4mS% Branch No. SR1TER B9 AS Account No.

L 1 | L 1 1 | L 1 1 1 1 1 | |
IRPRBABR(PY) (WARREFBA/REAN) IREFBABBCEN) WARREFBEA/REAN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)
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F ERAR(FEEE—EEESZ (IS X) (88) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

3 AihER{TEIARZZE MACAU LOCAL CROSSED CHEQUE
BETAE HSEEIZ Preferred Settlement Currency

BEERPEASRR(BINRNERATER ZEIE R IREKEH)
Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
[0 MBEzZ=FRHBEPLIRE Collect Cheque at Customer Service Centre in person

(FREFBANREATRESMEANXGRER AR E B R D /O UELSZ E - ) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)
O

IRRESE =& (%8 A)ZBEY Pick up cheque in person by authorized person
REAGE HENBEES RBAB BRI HTRE
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

[0 =RE=E&E# Policy Currency O

BRET (R B8 F RCAYEAT # AL Mail to correspondence address registered in our Company
#4RPR P /T EEAE Deliver via Insurance Intermediary
LIRTEHEBEX BIETRITOTRLNAE) Deliver by bank officer (Please state the branch and bank officer)

OO0

#R474317 Branch #3 A 8 Bank Officer

4 Efh$EF750 OTHER PAYMENT METHODS

[0 #ARE @ERRE—REFSEAZTENZRE - FIEERERN - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{RESSRAS Policy No.

L 1 1l 1 1 1 1 1 1 |

5 EfthA = Other Methods

I =4t (55088)  Others (Please specify)

G. RIEPFTFH XI5 E CLAIM DOCUMENT CHECKLIST

- v BRI Basic Documents ; @ FNSC#F Additional Documents ; * A#EF NotApplicable

REMBXH (N ZEBERIATRAATNE F RIS 0 HIE) SR EBRAR
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Hospital Benefit Hospital Income
O smTaEziwsssAsiExRs—E8% Parl of this form completed and signed by your good self 4 4
n HE2BEHERETHEZEREN 2 ARBHETRSE B Part Il of this form completed and signed by attending v v
physician with chop
HAEPEZE 2 Bl mRAAEERIRECERNE BB SRS # T Bt 2 £57) Discharge slip/sick
D leave certificate/medical certificate with clear exact diagnosis (applicable to hospitalization in hospitals of the Hospital v v
Authority of Hong Kong)
O @se s GER R Bl A = 4:5%) Discharge summary (applicable to hospitalization in Mainland China) v v
v
[0 s E A RE RSB Original hospital receipt and statement of account 4 D
(/ \ﬁ'EEElJ K)
(Copy required only)
O =2} ABGEBXHZZEERZ The certified true copy of identity document of the Insured v v
] BEAZEDB/BXHZZEBEIAR (RERAIERIRA) The certified true copy of identity document of Owner v v
(Insured is not Owner).
AR 2 ZERREERS (0 BIRES - RMWE - FEFRFR/ERERENHRES - LEE
O #s- @emmaR X %8R 2 5)Diagnosis report and test report during hospitalization (such as pathological report, ) )
blood test report, PET Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)
O =tmAs)sE 2 mEEBMA= Setlement advice from other insurer/ party [ x
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H. B AZERIUEEZEHE PERSONAL INFORMATION COLLECTION STATEMENT

ANERMEIRSHERBD "PEASRE (8% ) ROBRAT ) WREBAERZR - AEKHRAWIER AERZR - olr
https:/www.chinalife.com.mo/zh-hant/personal-information-collection-statement &zt B P B A SR (589 ) RHOBRATE

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.

|. EFEIZR(EEH DECLARATION FOR ELECTRONIC RECEIPT

O ANEM SRNREFENREAZIBRIZRERZETERAE—IWIE  HEZBRIEAMBRKZWIESLANES
BHEEIEAUIE - I/We, the Insured/Policyholder/Claimant, confirm that the electronic receipt(s) submitted for this claim application is/ are the sole receipt(s).
The clinic / hospital of this visit has not ever or repeatedly issued the original paper receipt(s) for the same visit. KA/ - FERAMREFBEANRE AT
ERARBHRELQLTN  MZERABERZREBNEND  URECDEMERBR AN EBETEERE - IWe, the
Insured/Policyholder/Claimant, declared and guarantee that apart from our company, l/we have not filed/ will not file the duplicate claims against other insurance
companies or institutions concerning the amount to be claimed in your company for the said electronic receipt(s). ZAA/FEHF - SIRAREFBEANREA
EwW L BAALEE AARBRERESELAAMZERAAERZ ZEHBE  WEREABZ —UEEEL - W, the
Insured/Policyholder/Claimant, undertake that if the above statement is incorrect, I/we are willing to refund the full claim payment for the said receipt(s) to our
company and bear all related legal liabilities.

J. BRI DECLARATION AND AUTHORIZATION

Y5 Authorization
ANEHM  FRAMREFENREAN ARBANBEMAREARREZZRAMNB)ZILLEE (1) £OEE - EMmE - &k 20 R
|3 AT IR1T - BUSHAE - BUTEIFT - sSiE e - s A+ - NAESBEEERTARANRMAEARAREZRRAZLCHE - B
BERE  HUBZSERREMY]  BHEERGTBASRE (58 ) ROBRAS (LUITEHE " E"T 1) EATEREUEEEZ
BREmBEREENCRA UM AREPBFERINEMERRNEZZRAETREZBEI G - FHEZARANFA /K
REZZRAZBEMRD - IHREHRANHAZEEARFEZEARBIRD ; ED@K}\/WFWEET%??Z% ENRG - ILIRESNEN
A - WIREERNFHAREIE RSB EIERT - 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.
28R Declaration
RNEHM  2RAREBFAANREA @ ELBBERER(N) LA —RAKEENRAAEEER  AREERNHPRFME - IARAFK
MPREIFRTE - IRFEZENUREEN ; AAKMBPEMEANEUT-EEEEE - K/\/WF%’J?EH%H%EE$EE**%EtE%EH 7 (2)
KA/?W%%MEHAW’E&ZEHE% BREABRFR OERHNHKRE EATRRNAEIN ERATARARELR - EHEALA
BRI RBBERATFNER - EAT ORI AEERNEERREDF
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 l/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.

I FE(FBEDEZE B RS L% E) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA(FHE 18 Bl L) FREFAA / REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

#Z Signature

%2 Name

B/ RN
L.D. Card / Passport No.

% Year | E Month | H Day % Year | HMonth | H Day % Year | B Month | H Day

HEA Date

*RIEANAZRAN/REFA ARG
*Relationship with
Insured/Policyholder
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EIEMD - TEBEREE BmIvBEEE  FAEARISRARESBAREABTERE)
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

AR R E /MR
Name of patient Agelsex of patient

JRA B R/ IRIR S
1.D / Passport No. of patient

B. i2)AE 1l CONSULTATION DETAILS

F Year A Month H Day

1 WAZEBEEIROIEWZE We can trace the medical record of patient back to / /
2 BHRHIRmE B EEE 5824 B HA Date of the accident occurred or symptoms first appeared / /
3 WABERBRLRIEZK:Z B HA Date of first consultation for this condition or related illness / /

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

5 WASTHEMEBLEEN?NE  FHiRUZBEZHZRIMIUL Is the patient referred by other
physician? If yes, please give the name and address of the referring doctor.

B EEEE Name of the referring doctor EABEAMIE Address of the referring doctor

O 2 vYes O &no

6  :2If Diagnosis B PR %R 2 $B 4R 15 ICD 10 Code

C. fEFR & HOSPITALIZATION DETAILS

1 E&FR B Name of hospital fF Year HMonth  H Day
B B EA Date of admission / /
thi Bt B 88 Date of discharge / /
2 FlfE M Surgical Procedure Details =it H £ Date of surgery / /
ZF 15278 Name of the Surgical Procedure Bl B 2= 9m 7 £ 4R A% CPT Code

3 ERRBE-ARERERABHMA)REN LAZEAEERAGMESREMBTRABEER ? BE - fAsF1liZ - Were the treatment(s),
the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, and were medically necessary and
recommended by you? If no, please specify details.

O 2 Yes O &nNo

4 WABSAREIRIAEERING ? 17 - BFIENMNEZBE - BEKRIEE - Had the patient taken any home leave during the hospital
confinement? If Yes, please state date, time and reason of the patient's home leave.

O 5 Yes [ 25 No

D. Hifz#&Z BRIEF DISCHARGE SUMMARY

1 FREBEZEE -  BERHER - AEEOHBERLRE 2BRZ2 NIRRT Treatments, investigation procedures, results, and/or
any complications during hospitalization and post-hospitalization follow up plan.
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E. B T ZE%E R PROFESSIONAL COMMENT

1 ERFREXZEESE(N)ERESRE  FREMEMER REERZHRIE HE)EBEEMMKRERR ? M2 - FiRMARMZAEE
B AEEREIS - Is the condition (1) a recurrent episode or (2) a complication of any chronic illness/ major disease or (3) related to any previous
conditions? If yes, please provide date of diagnosis and treatments details.

O 2 Yes O =No 52 A HH8 Date of diagnosis/treatments 4 Year A Month H Day
B (EERE /S aE/MRE R4S R) Details (including diagnosis/ treatments/ investigations and results)

2 RIEERZBAERE What is the underlying cause of such illness?

3 WIETEHI K838 2 Tl AE The prognosis of the condition and any possibility of having a relapse?

4 BHELEZEEERBBAZIKNR - Is the illness associated with the following?

[] seX %% Congenital condiion ~ [[] E35% Self-inflicted injury [] R&=i4B5 Infertilty or sterilization [] #5## 358, Mental disorder
B2 5B Abuse of drugs or [] 1% Venereal disease [] 8 H%BIE Corrective aids or [ m&/%= Rehabiltation/
alcohol treatment of refractive errors convalescence

[ =& a7 Cosmetic or [] #&2% Develop-mental [] 22 /s 14388 /558 Hazardous [ i {E 14 %% Hereditary condition
plastic surgery abnormality sport / activity

[0 —mssems/mEE5t Body O Bzmsi \eestiEnsn [ 122 #RPATEEM Pregnancy, please provide expected date of delivery
check vaccination & immunization v AIDS or HIV related illness
injections

[[] &1tz - 5&3REB Other disease, please specify [] MU _EE5Z None of the above

F. EfthE& & mSE OTHER MEDICAL HISTORY

1 FELRABEAESTLUTRIE/ZE - Does the patient have any medical history or habit as indicated below?
[ = Astima [ /s Cardiac problem [C] #%mR% Diabetes Melitus
[ ZEURF3% Hepatitis B [] =mPE Hypertension [ &= Previous operation
[ &z Drug abuse [ =i&tmaE Family history of cancer [ %% Unfavorable family history
[ W EE%% None [ Efte=s - 5088 Other disease, please specify
2 ZRASHEZLMEFIFHMREERESBENERAE ? M7 - BiRAFF1S - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.
O AYes [J 32BN 252858 Date of diagnosis/treatments ~ £F Year B Month H Day
#=9m Disease
A /1EBR 1B Details of Treatment / Hospitalization
Be 47 /B8 PR 2 78 Name of Physician/Hospital
3 AIRHERE/RIEZEEF 1S Please provide details of drinking & smoking habit
HAE (/8l/18/#) Daily consumption (piece/ pack/ bottle/ can)
Z1E ¥4 H Drinking/ Smoking start date since %F Year A Month H Day
G. EZ2ELEE R PARTICULARS OF ATTENDING PHYSICIAN
FBEHR =i
Name of Attending physician Qualification
ik e
Address Contact No.
EEE?%QE%%/%B}?%E EHE EYear ﬁMonth EIDay
Signature & Stamp of Attending b t
Physician/ Hospital ate
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