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REXREPHEL

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

FF AL M RIEES{E 53R TIME LADY INSURANCE CLAIM 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

RSP 7 E il INSURANCE INTERMEDIARY INFORMATION

fRB& 7T =T Name of Insurance Intermediary

REED T ARSR Insurance Intermediary Code Ht 4% & 5E Contact No.

EZ’AX1 IMPORTANT NOTE

- BRTURERERBERRBBRELERRERFTEERZEE TIME LADY INSURANCE CLAIM FORM is applicable for lady’s benefit and New
Born Baby Bonus ONLY

- MEBFEHEMAR ZEESR NSRS - BRRE  BEREREM . BHNUWRERER AR ZIEERFRIERX TR AT Forother
claims, please complete the relevant Claim Forms for claims related to Death, Waiver of Premium, Dread Diseases and all other supplements.

- WRFEMERRRENETERUER  FRABEIMERT ZHEFZBEEEIZA For application of New Born Baby Bonus or claims for
Congenital Anomaly Benefits, a copy of the new born baby’s Birth Certificate is required.

- BAMNEREHEBAREZRETR - SRERME RZEERIREESEER T A AT) References such as the Patient's Card, diagnostic or laboratory
reports should be submitted.

- BUEBEEARHE TUERNNBENR  SRAGREFBEAREADBEETLNHMUESEZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- XRBBRPFAEZ "ARAT, 8 "TEAE ) ZFRIIEPEASRE(BINKRMIBIRAT] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- MRHEASTN\EZU L SRARREFBALEHRBEBAZZEADER  URRAST/\EUTN  XHEFREBEREFBA
ERZRAZERAESEZHEANERAEE - IRRARELEAARGEARER HERARBUALERARERKAET - TRH
R4 AR 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.

- ERGRAGREBFEANREALBESEENZRE  WER—URBATURE - REAZBEABENRIGHARERERNREPHRZEME
RAEAPFEREZEANEH ZA - 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.

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

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

- MAEETERS  FE B MRS ARSI ER AT P IR E47(853) 2859 5519 B « MR HNFRE KATR XA SR
EREEES 263 SEch KB 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*  Assumpgao No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- RACEHBISENILRFER  UEISNEBRTESARTIEKNEBEE - 552 ARATAIE www.chinalife.com.mo 215 K & & #TAR
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.

- MPERABEAIRBER AT ZE - BRI SXARZE - [fthere is any discrepancy or inconsistency between the English version and the Chinese

version of this form, the Chinese version shall prevail.
IR TR

FEABRE C85) BAERAT (RhEARRNEEMRL S ROEERAE) 4012001101

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—8M0 - REEN @SRAEE - OFFEAKRR 185 - UARESAAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. —#2E ] GENERAL INFORMATION

1 RERELER Nature of Claimed Benefit(s)
[ 742852455 New Born Baby Bonus

[ s=—+225 15tBom Baby [0 =55 29Bom Baby
HHEER 5 % E Name of infant H4 HEA(%E/8/8) Date of Birth(YYYY/MM/DD) 145l Sex 478 BEEZ 5% 4% Birth Certificate No.

[ 525442 Fetus & Infant Protection

O s=ERaMEREA % RAE Carcinoma in-situ of Breast and Female Genital System

O 2 #H4TBI9RE MBS 3% Systemic Lupus Erythematosus with Lupus Nephritis

[ ==z 884¢ 35 A Complications of Pregnancy
[0 =4+2 Ectopic Pregnancy [ %4 Hydatidiform Mole
[0 meruiEe 145t M Disseminated Intravasular Coagulation [] 2= R& S5 ## Postpartum Psychosis

[ 253 5c X 2% Congenital Anomalies
O =K%4 7% Down's Syndrome [ #s&msz=E Spina Bifida
[0 %% M ESE Tetralogy of Fallot [ 7&K Hydrocephalus
[0 a&rmsRaERE R Oesophageal Atresia & Oesophago Tracheal Fistula

2 REE/{TEWAER) Occupation/Business (Compulsory)

B. JA% ¥ 15 TREATMENT DETAILS

1 BREIRFERE (AR 24 A IR E S R I#E) Date when symptoms first appeared (For Systemic Lupus Erythematosus with Lupus
Nephritis & Carcinoma in-situ)

F Year B Month H Day

| A —

2 FEHEARIfRE Please give details of symptoms.

3 WA LIER/ME R K2R/ 58 £ /52 B/ B8 The Hospital/Doctor/Clinic/Institution that has attended to the above condition

a2l Eﬁ H BYE/BREE HREERE EBARSR 5 AR
Date of Consultation/ Confinement Physician/ Hospital Contact Tel. No. Hospital No/ Patient No.

F Year| A Month | H Day

C. Efth¥# OTHER DETAILS

1 BETHERRBTEERAHRHELUNER? N8 BHIHEZRENREG - WR5IA
BRZERNBE R EREZE BB ZERATEZ BE - Have any of your immediate family
members suffered from a similar or related illness ? If yes, please state relationship to the relative,
name of illness and the date when the illness was first diagnosed.

sE=ERR Please Specify

O 2 Yes O &nNo

7 BETEEAREZZBIB?MA - FIIFEHE - BRIREERIZESZX - Do yousmoke ? Ifyes, 0 =v 0=
state quantity, type and duration of smoking. = Yes °
#8751 Type F4EIRE 22 A Duration of smoking
=X A £ Daily consumption (3Z/ 83 piecel pack)

3 BETAREEMREBRASESEUNIRE?NE - FILZREATNEHE - REEH - RE
S%ES o Are you insured for similar benefits with any other Insurance Company ? Please state the name O =2 ves O =
of Insurance Company, policy no. and sum insured.

R /AS] & Name of Insurance Company $2IREEE Suminsured {RESRES Policy No.
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fREE#RIE Policy No.

D. EMA N (GFEE—TFEIESZ {775 3) PAYMENT METHOD (Please select only one of the settlement options)

! O T#R{EEH ., (ERP Integration)

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

2. TERMEEE, REARAMEL - WESTARRINMEBEE R TIRTEEK . MERBRORITIRS - RFFEBOARAATES -
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. "IREM . WERIRNSESHEERRTMAER - PEAIRTONABIRITER - The actual time to receive the payment may
vary among banks. Please enquire to the bank before application.

2 BE)ABREFE Direct Credit Application
FIRMIRPEIAX M - WENARFHAAGR/EEERFRBNIRT R AR EGE - MABAZHENBETRRTREFHREARRERAA/REAS
HHAKRBERINBEARR - BEAMIEZLBIEZER IV EEH - 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.
ANEMIREPFE L FIRFEER S NEME R - WEIRRITRERPHNIREEFEE (1A)
I/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

O z@ssaA/2EBAREATIEEHEPIBIIISRITE O To a bank account set up in Macau designated by the company held by the
Policyholder/Claimant.

#8472 %8 Name of Bank #RITARSE BankNo. 71T 4R 5% Branch No. $R1THR PSR HS Account No.
L | | 1 L | | | L | L L L L L L L
IRERBABR(PX) WARREFBEA/REAN) IRERBABE(EX) WEARRERFBA/REN)

Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

3 AiER{TEIZRSZZE MACAU LOCAL CROSSED CHEQUE

hee

BEFRE MEEEIE Preferred Settlement Currency
BEEEPEASRRCBINEOHBRATBAZEERIRESE)

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

[0 ®HBEZZEFRHEPLIRE Collect Cheque at Customer Service Centre in person
(FREFBANREATESMHHPBXXERBEAASRMESRE D/ OUEIZR - ) (The Policyholder/Claimant should collect the cheque at our
Macau Customer Service Centre by presenting the identity document.)

[ ss#Es =21t 458 A)48ER Pick up cheque in person by authorized person
HREAE REANMAEER R EUN= 7 B LR e A
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

[0 ®RE&# Policy Currency O

BT (R B F RCAYEAT AL Mail to correspondence address registered in our Company
#&{RP2 P 7T EEIE Deliver via Insurance Intermediary
KIFFTEXBEZE (BIEERTHT AL A ) Deliver by bank officer (Please state the branch and bank officer)

OO0

$8474347 Branch #e3 A 8 Bank Officer

S~

H{th485 75 OTHER PAYMENT METHODS

[0 EMRE E@EARE—REFAEAZBTERZIRE - FEEMRERE - ) Offsetthe premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{REESRES Policy No.

5 Efth73 = Other Methods

HAth(355188) Others (Please specify)
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E. R{EPTFEX B E CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® FfifINSZ#F Additional Documents ; * A3EF3 NotApplicable

RIEFAFR X CUHFIZ BRI A TR A A TNE 5 IR th 0 3E) B R PRRS(E
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Time Lady Insurance Claim
O s TERrEE s ReERSE 049 Part| of this form completed and signed by your good self v
u| HFZEHIER Y EEPERE _MMHEZEBEIRSE Claim Form Part || - Attending Physician's Statement to be v
completed by the attending physician
| MEBEMERRRENBRAERMER  FRAFERIMEER ZHAEEBEEIZ For application of New Born
Baby Bonus or claims for Congenital Anomaly Benefits, a copy of the new born baby's Birth Certificate is required.
O =RASHEBEZZEEIZ The certified true copy of identity document of the Insured.
| BRIRAZBDBEXHZZEBRKR (ZHRAFERLRA) The certified true copy of identity document of Owner (Insured is
not Owner).
u| BTREHARZFRER  SECRGERZHERBESSEENTALQT °
References such as the Patient’s Card, diagnostic or laboratory reports should be submitted.
u| M EERBRZBHRBAREIREEA) Self-Certification Form (For Claims) for Automatic Exchange of Financial ®

Account Information

F. B AERUIEZRR PERSONAL INFORMATION COLLECTION STATEMENT

ANERMERSHERBD "PEASRRE (8% ) ROBIRAT . WIRERABERER - BESENREANKERAERER - o
HX https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement N &zl m P EIA SR (89 ) ROBRASTRE »

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.

G. BRAK = 1E DECLARATION AND AUTHORIZATION

Y5 Authorization

ANEHM - SRAREFBANREAN - KRFAANHPORERLEZZHRANB)ELEE (1) EOEE - :EMmE - Bk - 27
RIBAT] - R1T - UGS - DUTSERPT - SUEMEE - ABSA T - NNAESXEARAIABRAAN MG RMEZZRAZLHE 70
A ERE - TS ERREMR - BRRERATEASRR (585 ) ROBRAS (UTEE "&8A3, ) ; (2 EQATNETH
BEZBEHHBEREENEMmT - UMARERFERNRMEBRNEZ ZRAETHRBEZBETME - (FREZAANHK
IE AR E 2 ZIRAZ R « IIEEHAANHMZERXAREBARBORN ; AIMERARMATLTHETRENN - IHEES
TEMN - WREENEEARBRIERIIBRENT - 1/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 BA Declaration

ANEM LRANREFBEANREA  ZULERRER(N) L —URLEEBNFAEEE  fAmeadANEMARFAE  AANE
PFFHFFRE - ARBEZ 2N TEEREHN ;, ANHKMBEREKRMNEA-—BEREEE  ANHKMIERESEEARPHER LSRR ; (2
RNEMEEOARREL ZEMUER  BREAPHER LERSNOERE EATIERMAEN EQATAAZHAR - EHBEALA
BERMEURBFERMEFNER - EATI R AEERRERRREDE -

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.

H #ZE(FEZEZEZ ARG L E) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA(FHR 18 B L) REFAAN | REA RiE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

SE/ZBIKE LD Card /
Passport No.

F Year | F Month H Day £ Year | A Month H Day “E Year | A Month H Day

B #A Date

*REANEZSRAMRERFE ARG

*Relationship with Insured/Policyholder
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fREEHRSE Policy No.

F_ZMn - TZLBEHREE (RETLBLER  MEERARZRFEA/REFSAA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. % AE ] PARTICULARS OF PATIENT

1 fHAER Name of Patient

2 FHER MR Age and Sex

3 51538/ #EMSREE 1.D. Card / Passport No.

B. AR MERRITIREAR 35 RE 2% CLINICAL HISTORY OF FEMALE DECEASES AND PREGNANCY COMPLICATIONS

1 BAZEBERHERTIEWZE We can trace the medical record of patient back to
F Year A Month H Day

IS Y ) A E—

2  BHRERFE B RS =5 EE % HH Date of the accident occurred or symptoms first appeared
£ Year A Month H Day

1+t 1 1 |

3 mABRARLLHEEE 25k 52 B ER Date of first consultation for this condition or related illness
F Year A Month H Day

e S A ) AN S— |

4 FEFEMFRIBEREEZIE ZEHAFNSRIE Please describe the symptoms and complaints at first consultation

5 WMASEHEMEBLEEN ?MI - FIRHZBE 2B R - Is the patient referred by other [ = Yes [ = No
physician? If yes, please give the name and address of the referring doctor.

6 2[R Diagnosis

7 {EBRER Hospitalization Details

E2B7 278 Name of Hospital

AP B 88 Date of Admission F Year B Month H Day
L | | L Il |
i F5% B 88 Date of Discharge £F Year B Month H Day
L | | L | |
8  Filg¥E# Surgical Procedure Details
17 B #8 Date of Surgical Procedure F Year A Month H Day
L | | L 1 |

F {52 %8 Name of the Surgical Procedure

F1ili %2 Nature of the Surgical Procedure

9 UHRRE ERPBEZEE  BBERHER ASEAHBZERLERE Z2EZHIRESTE Brief Discharge Summary (including
treatments, investigation procedures, results, and/or any complications and follow up plan)
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fREE#RIE Policy No.

C. BRAZER LRSS INFANT CONGENITALANOMALY

1 RIESEXRMEE ZHEER2ER Exact clinical diagnosis for infant congenital anomaly

2 FERUHFAERKREREEIRT Please give details of the clinical manifestations.

3 AEIRE . BELMPZE ZAE BERELER - AREOHBREREZHIRESTE] Brief treatment summary (including treatments,
investigation procedures, results, and/or any complications and follow up plan)

D. EfthE& 5% 5E OTHER MEDICAL HISTORY

1 BABEESEUTIHIE/ZIE ° Does the patient have any medical history or habit as indicated below?

[ i Asthma [ ki Cardiac problem [[] #& PR Diabetes Mellitus

[0 ZEAF3k% Hepatitis B [] =mPE Hypertension [ 151 Previous operation
D JBSZE Drug abuse D K& MERAE Family history of cancer D KIEFBSE Unfavorable family history
[ #BE=1E Drinking [] ®&E&1& Smoking

[0 M B3R5 None [] Efthm - #5378 Other disease, please specify

2 MAZEREBELMERFIHMBREERIESBEIBRIGE ? MEE - FREFTE - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H #f Dates 7% Disease AR/ EREE BEnE/ERhalE

£F Year | B Month | H Day Details of treatment/hospitalization Name of Physician/Hospital

3 HEIEHmASE/RIELZERES Please provide details of Drinking & Smoking habit of patient.

Z 1B YA 8 Drinking/ Smoking start date since £ Year A Month
IS I I E— L

H Day
|

£ H F3 £ Daily consumption (3z/61/18 /%€ piecel pack/ bottle/ can)

E. 25451 ATTENDING PHYSICIAN’S INFORMATION

TEBENS =17

Name of Attending physician Qualification
ik B4R ERR
Address Contact No.

£ Year | B Month | H Day

CEBERE/BRES
Signature & Stamp of Attending
Physician/ Hospital

HER
Date
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