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ESMNiE{E A5 3R ACCIDENT CLAIM FORM

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

ZRAB D8/ #ZHRIRES 1.D. | Passport of Insured

RSP 7Y & INSURANCE INTERMEDIARY INFORMATION

fRB& 7T BT Name of Insurance Intermediary

REED T ARSE Insurance Intermediary Code Ht 4% & 5E 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/AX] IMPORTANT NOTE

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

- ABBRTMAZ "ARE L 3 "TEAT ., ZRMEFEASRRCEINKODER/AE - The expressions "the Company" or "our
Company" used in this form refers to China Life Insurance (Overseas) Company Limited.

- KPEBRFIOVERIRANFREFENREAER  UERBINEHBHE_TRXRNEBBBAZXHERERAR AT - Part
| of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 20 days from date of accident together with all
original documents.

- WRERAB TN\ E - Eﬁ/\&ﬁ%ﬁﬁ/\%\?ﬁ%ﬁ@Eﬁ%&%%zﬁﬂﬂ%% CMRRAB TG T - RBFEREBHRE
BEARZREREAZERASEZEEANERKEE - IRRAREFAARGEAEER  HEARBURARERAPERK
=T URHBEGERRE E‘“ BB - 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.

- %“1?/\/1?%%—:%/\/,%15 AUBEEZENZE AR URBATURE - RREAZBEABERREAREERREDBRZ
BEMERARBREZEANSG D 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.

- SRANREFBARBAZEZENEBERNT Z4EEHEE - The signature of the Insured / Policyholder / Claimant must be the same as
the Company's record.

- RSP T ASIRITEZESINEIRBFRILARNTARAS2ULE] - Receipt of this form by your Insurance Intermediary or bank officer does
not constitute recelpt by the Company.

- MAHIER - FE B TITHEREP T ABSSIMER AT E P IRFEEL47(853) 2859 5519 B - IHZXMNETE KB HFESE
YRPI D%%EEE% 263 SR RE 22 18 A~ B ~ K-P [ - 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' Assumpgao No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- RAEAEBRENIRER  TEIFEBRATERN AT EKRNEBFERE - FEARLTAIE www.chinalife.commo ZIE K
S EHARZA - 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.

- MPEXRABEREIEBE AT ZE - B SXARRZEE - If there is any discrepancy or inconsistency between the English version and the
Chinese version of this form, the Chinese version shall prevail.

F—8ME - REENGHSRA/MEFEA/RENER)
PART | - PARTICULARS OF CLAIM(To be completed by Insured/Policyholder/Claimant)

A. —f2E 1 GENERAL INFORMATION

1 REAFERREME Age and Sex of Insured H#458E5E Contact Phone No.
1 R{ERFEEEEI Benefit(s) to claim
[J =4822 A Accidental medical expenses reimbursement [0 &5 =25 4K48 Accidental weekly income
[ &= 9MERR A B Accidental hospital income [ =9hEs2k At 52 Accidental dismemberment
FEABRE 050 BOERAT (RHEARANASRRLZRAERAT) LT D | LR
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012000602
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fREE#RIE Policy No.

A. —fig &1 (48)GENERAL INFORMATION(Continued)

[ =4t/Z % Review / Appeal

2 E{EEHFFEER Type of claims
[J &% =1& New Claim [ & ==& Further Claim [ #5582 % Pending Claim
3 RBTAGREE—SHIMBEoEMREATRE ? MZ  FRURRB AT BB RIFERB-
Did/Will you make a claim against any other insurance company for the same incident? If yes, please D = Yes E] & No
indicate the name of insurance company and policy no..
TREZ/AT) M Name of Insurance Company {RESZERE Policy No.
4 ZEEPFEOIEZERZ Request return of certified true copy receipt(s) O 2 ves O = No
B. =4M:#15 ACCIDENT PARTICULARS
. A=SEARAE
Month D & H 23 Minut
A Mon H Day % Hour 73 Minute i

1

==
2

the accident

YhEX4E HEI R BERT Date and time of # Year

BN A N EL K 4238 Location and details of the accident

3 FHIEINRSEMIKISEELER Please describe the part(s) of body injured and the type of injury
4 RBTAERE?ME - HIRMLITER Didyou report to the police? If yes, please provide the following information
EZ 3 Police Station T& 2R 4R 5% Case Reference No.

O 2ves O &no

5 A FEREE/RBRIINRES/ QA BB ESHEA -

Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
5 BETAEHREIINOLEEANE/SE TEDBER ? Did you apply for compensation from Social Welfare Department / Labour Department for the

same accident?

O AN [0 5B BEHRHE4/55205508 Yes - please provide Social Welfare Allowance / Labour Assessment Certificate
C. ;AEZ¥15 TREATMENT DETAILS
7238 B HB)Details of hospitals confined or physicians consulted for the injury(Name,

1

EERBHREMZ ZEBENER (B - it B

address and consultation date)

£ Year A Month H Day B&4- /B2 P22 #E Name of physician/hospital

|

L l | | |
Ba4- /B IE Address of physician/hospital

387 No

FESUBASN L B3R Bl 2 H #A R B5 M - Has the Insured taken any [0 5ves []

2 BREAAERERBABBRING ? 05 -
home leave during the hospital confinement? If yes, please state the starting and ending date and time.
i Hour 73 Minute LFTE
AM/PM

F Year A Month H Day

Sh S B 88 % 5 Starting date and time
| |

L | |
#&5UBA 2 - Is there any relationship between

iR [0 B H#A K B Starting date and time
L |
ML BERSEHEESFEANREFSEANREANREBPIN NGOG

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

3 EmE2

state the relationship.
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fREE#RIE Policy No.

D. Z{8& 1l EMPLOYMENT PARTICULARS

1 AS)/{B= &% Company/Employer Name ERASRES Telephone No.

it Address

2 IREREEAI A BT (S HS —TE 2L, 75 51 B R A I8 {11 K §8 ) Position and duties of present occupation (if more than one, please state all).

3 RBTAEBEEEEBAERE Did you file your sick leave application to employer? £F Year A Month H Day

O z5 N O % Yes F From

2To

813 5 H#A Resumed duty on

4 WBEMREBS - FIRHTEFHEB B - If you are still on sick leave, please provide the expected
date to resume duty.

E. fERAN(GEEZE—TEEAEZ (775 3() PAYMENT METHOD (Please select only one of the settlement options)

T O reeam, (FRP Integration)

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

2. TiRGEEK ., RBRARAKMEL - WETARRINPHEET TIREEH | HERBHIRTIES - PHEFIEBEA AT E - ERP Integration
is 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 , WERIIRSEEREERRITMAESR - PHERIRTABRMIRTER - The actual time to receive the payment may vary among banks.
Please enquire to the bank before application.

2 BEE#)ABRE:E Direct Credit Application
BIRHIREEIPXXY - MEBRPHAAGR/ZERRFRBNIRT F/BEEIFE - MABEHENBRRITRFEAEAGRERBA/REAT
RHAREERINEEALR - BRAMIER U EIRZTZR T8 - 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.
ANEMIRPFEU LIBEERSNENELR  WERRTRERTHIREEFEE 1A)

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

EREFBA/REAREILATIEEWRFPIBIIIRITE O To a bank account set up in Macau designated by the company held by the
Policyholder/Claimant.
#R17 578 Name of Bank SRITHRI% BankNo.  Z3T#R5% Branch No. $R1TER SRS Account No.

L | L | | | L | | | | |
IREFBAARER(PY) D ARREFBA/REAN) IRPRAABR(EEN) WARREFBA/REN)
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

ISR ME3EIE Preferred Settlement Currency
" BEEPEASRRBINRHBIRATBRHZEEZIEEREE)
BBl Dl
O ReEms Paly ClEs) O Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
HBEZEFRFE S0 IZEL Collect Cheque at Customer Service Centre in person
(AREFBEANREANTESNHEBASXGREA QSRS SR /OUELSZE <) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

O
D =

SHEEE = & (148 A )ZEHY Pick up cheque in person by authorized person

HREANEZ RENBEER KEBEAB DB EIRS
Name of authorized person Contact no. of authorized person |.D. no. of authorized person

R (R EE R AYEATL T HE Mail to correspondence address registered in our Company
£ IRBR P 7Y EEIE Deliver via Insurance Intermediary
KIRITEXEEEE (FBIETRITHIT AL A ) Deliver by bank officer (Please state the branch and bank officer)

OO0

#84717 Branch #e3 A 8 Bank Officer
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fREHRSE Policy No.

ERAN(EEE—TEEE 1A 0) (88) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

4 Hfth$aF75 0 OTHER PAYMENT METHODS

[0 #NRE (BERRE—REFBAZTLENZRE  FIEEREBERE - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{REBIRH Policy No.

L 1 1 1 1 1 1 1 1 1 I

5 Efth75= Other Methods

O H1th(555188) Others (Please specify)

F. JR{EFRE XIS E CLAIM DOCUMENT CHECKLIST

- VEIZRII# Basic Documents ; ®Ff{ANSC {4 Additional Documents ; xA3& M Not Applicable

RIEMBXG (XHFNZBRIATRAASTNEF RIS DO HIE) "5‘”.% J§§Fﬁ BIMNRIGRR BIMERRIRRS BIMRKERRS
. e ) Accidental medical : . . .
Claim Document (Documents can be certified at our Company’s Customer expenses Accidental weekly |Accidental hospital Accidental
Service Centre) EXp income income dismemberment
reimbursement
HE MEZWERE VAPERSE I Part | of this form completed
O v v v v
and signed by your good self
HEZBEESTAEZEZERESN ZABFERE _ES Part |l of this
O 4 4 v v
form completed and signed by attending physician with chop
HAREZE 2 LRERERA/EEERES ERAREEERET
B8N BPr 28 Discharge slip/sick leave certificate/medical certificate
O 4 4 v v
with clear exact diagnosis (applicable to treatment received in hospitals of the
Hospital Authority of Hong Kong)
B /N4 (G FR AR P B i R 22 A ) Discharge summary (applicable to
O v v v v
treatment received in Mainland China)
[ J v [ J
BRUUBRIE AR AR ERAZ Original medical receipt and statement of B B B
o v REEE REEA REEA

account
Copy required only Copy required only | Copy required only

O SHRABMDEIPXGZ2ZEE A The certified true copy of identity

v v v v
document of the Insured.
] BRAZBDBEXHZZERIAR (ZRAIFRIRA) The certified true Y v , ,
copy of identity document of Owner (Insured is not Owner).
HMRR A SIS BT 2B EERRA Settlement advice from other
O ° ° x °
insurer/ party
ZETREIRS (0 RIERE - MBS - FEFIFH/EKERE
] WHRERRS O EERS BEIKIW S X KR 55)Diagnosis report o . o o
and laboratory test report (such as pathological report, blood test report, PET
Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)
S THEMR/EERE ZHEE Labour Assessment Certificate /
nlig ° v ° v
Employer confirmation letter for sick leave record
O ezmepmsmeasnsg poce report and/or traffic accident report [ ) ® () ®
O IR R B SR R & Physiotherapy / occupational therapy report (] ® { {
O s Newspaper clipping [ [ ) ® ®
AMEL BREHENSEI A Copy of referral letter issued by
O ° ° ° °
registered medical practitioner / Hospital
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fREHRSE Policy No.

G. B AE#UIEEZEER PERSONAL INFORMATION COLLECTION STATEMENT

ANHMEICHBRIBE "PEASRRE (8% ) ROBIRAS ., WHERAERNER - BEASRTRANOIWERBAERER - oRr
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement ~ &3 B B A SR (5850 ) BRHBRAT 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.

H. EFRIER(S=HA DECLARATION FOR ELECTRONIC RECEIPT

O AANEM SRANREFENREAZIBRIZRERZETERAE—IWIE  HEZ2BRIEEMBRKZ WIELSANEE
B HEMIEAUIE - /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. & A/F A - SHRAMREFTBEAREATR
BERARBHRELTN  AEZERABRKRZBERNCED  TRAQEMRBEASINEBEBETEERE - We, the
Insured/Policyholder/Claimant, declared and guarantee that apart from our company, I/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
EmE i BRALERE  AARSRESASAMNZTERABRA KRS ZZEEE  WHEEBBE Z—UIEEEME - 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.

| BAAKIZH#E DECLARATION AND AUTHORIZATION

121 Authorization

RNHEHM - ZRANREFEANREAN KRANBARSRAEZZHRAMB)ZLEE (1) HaEE - cEMmsE - &8
Bt~ 2PF ~ BB AT ~ IR1T - AW - BUTERPT - st EMHEE - Al A L - NAEs BB EIARAR AN/ M EARK
FIZRRAZAH DENERE  PuRZSERRER]  BRREBERAPBEASRE (B ) ROBRAS (IS
BITERAT, ) ,; 2 EATSEIEEEZBR/BYEFEMESNLRT  URARERFERANHKMESRREZR
RAETR ZBEIGE AR - FREZARNRMERREZZHRAZEREARDT - IREHARN/FMZ EENRIE
FABBHORD; AIERAANEMETHETRENR  WEESDEYS - WEESENEEAREEXITBFFU - 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.

Z2RA Declaration

ANEM  SRAMGREFBAREA - ZEHBRARER(M) LE—UREKBENAEERE - LAREAARNRMEFM
B BANRKMRRAAE - 9RFEZEHTEESEN ;, AARMABRERAEUT-IEEEEE - AANHKMOEBE
SEEARBFRLDRA ; QFNERMAYEQUARMMFE ZETER  REABFRLEBHHNERE SEQTBRMAE
S BERTARZELR - EHEBAALAERBEORBBERMBOER . SRS IERALAEESUREERREBE -
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 |/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.

| BE(FEDEZEBRIE L3 E) SIGNATURE (Please DO NOT sign on BLANK form)

RIRA(FE 18 mALLE) REREA | REA B@EA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%% Signature

%2 Name

B8 ERRES
I.D. Card / Passport No.

fF Year | B Month H Day F Year | HB Month H Day F Year | B Month H Day

H &f Date

*REANESRANRESAARG

*Relationship with Insured/Policyholder
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fREE#RIE Policy No.

E_HM-TrBEHREEHIsBLER  AERBSRARERAANREABTRE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT To be completed by attending physician at the Insured / Policyholder / Claimant’s own expenses.)

A. 7R AEH PARTICULARS OF PATIENT

AR JRA R/ MR / RAS 78 /EERIREE
Name of patient Agelsex of patient 1.D / Passport No. of patient

B. #2)A& 18l CONSULTATION DETAILS

= H .
1 ESMEE4E HHP Date of Accident £ Year 5 Month A Day B Hour 43 Minute EFITF
AM/PM
L | | | | L | | L | | L | | L | | L Il |
2a) AR - FEIZHERRISER Period of hospital
confinement if hospitalized
L | | | | L | I} L | | L 1 | L 1 | L 1 |
2(b) E&BTEIE Name of hospital
3 REEEREZWZ B Date of first F Year B Month H Day
consultation for this injury O £ Am O T pm

4(a) EIEEELRIB Circumstances of accident

4b) B RE32{5ZIBAI Part of body injured

4(c)

b

S RIFNF2E Type and extent of injury

4d) BETREREZZHZFEAR  HERBASBURZREISE ? 115 - i&MHL - Is there any visible contusion, cut or wound on the exterior
body part at your first consultation? If yes, please describe in details.

O 2 Yes

I EIY

5 REZZLHAPRKBAZFEEIENR Dateoflast F Year A Month H Day

i 1 1 1 ]
consultation and status of recovery S e~

FR1E 180 Status of recovery

6 FRIRMEFTAAEFIB(BIMERR - Fii - ¥IRAE - X ¢ - 15RI2EN T2 F 1 &) Please provide all treatments details (such as
hospitalization, surgery, physiotherapy, X-ray, special diagnostic procedures and investigation etc.)
£ Year | A Month | H Day SEERE 1B Treatment details B4R/ /BERHA Result/ Treatment duration

MO-CL-ICLA03/202206-01 P.6of7




fREE#RIE Policy No.

B. 22/AE 18 (£8)CONSULTATION DETAILS(Continued)
7 ERHEARLBREBIINZE  ARESHMEBLEISRE ? N7 - 55EAA Any other physicians who treated =
Insured for the same injury? If yes, please give details D 7= Yes D & No
£F Year | A Month | H Day B&E 142 Name of physician(s) EERE K M3t Telephone No. & Address(es)
8 “RAREEEAHATIERMO—EMERMREESE? MTHEM—IER"E” - F55FEAF#1E Was such injury induced from or affected by any of

the following which may contribute to and/or lengthen the period of disability? If any of the below is “yes”, please give details.

@ seefpg /) SRR Physical defects / congenital anomaly O £ Yes O &=nNo
(b) BAFRE R Unfavourable past medical history O £ Yes O &no
(¢) 3B{Li4#8%# Degenerative changes O 2 ves O =no
(d) 2475} 545 By drugs or alcohol 0 £ Yes O =N

9 HBREHMEZRZEEMERE ?MAE - FEAFERIRAZE@455158% Was healing complicated? If yes, please state details & any special
treatment given.
[ 2 Yes
O = No

10 RIEZRAZEZE  WRZJEMAERERER% 2 HE B Bearing in mind patient’s occupation, how would the injury prevent the patient
from performing all the duties of his/her job?

1M BAELEMELHMU L - BHFEE TR RBAREEREEILZIERA - If an absence from work for more than two weeks is necessary, please
describe in details why you think the patient could not return to work earlier.
[0 FRi@F3 Not Applicable

12 WMIBREBIMEBZBAKABLE - Bl EEE S IRINEEFTIE M K X B RIEE (%R T)If the accident caused any permanent disability to
the patient, please assess the loss of body function permanently caused by the injury, expressed in percentage.
[0 @3 Not Applicable

13 RAEBERINER - 2EC B LE[ERIERFE ? Is the patient now/ Was the patient at the time of this accident suffering/suffered from any

iliness, disease or infirmity?
02BN [0 B $Bi2HEE15 Yes - Please provide details.

C. X2 B4 &1 PARTICULARS OF ATTENDING PHYSICIAN

FEBENR BE
Name of Attending physician Qualification
il BHEERE
Address Contact No.
ZBEEE BREE £ Year A Month H Day
. HEA
Signature & Stamp of Attending Date
Physician/ Hospital
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