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EEBERFER-PE
CRITICAL ILLNESS CLAIM FORM - STROKE

{REFFA AL Name of Policyholder Z{RA S Name of Insured {REE4R SR Policy No.

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

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

RSP 7T & Y INSURANCE INTERMEDIARY INFORMATION

RGP 77 8 Name of Insurance Intermediary

REED AR5 Insurance Intermediary Code Mt 4% S8 5% 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

- WERABRBERAR "BEL 3 T RERE L MINERERIFE{EEE5 - This form is applicable for Dread Disease or Major Diseases benefit
riders.

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

- KEBERFPAZ "AAT . 5 "TEAE L ZRBETPBEASRB(EINKRMHBRAT] - The expressions ‘the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABEBRF-BOVEAZRAREFBENREANER  URERERE=TAANERER ZERKHEREPEZIER
ERAAE] - 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.

- IRRARTNAEHUL  SRARREFEALRARBERARBABFEER  URRABT/N\RELUT - KBFERER
REFBAARZRRAZREHA S EIEZEABRRBAZRE - IRRANREFEAREGEAREES  HEREBINBIER
KEBEBEREET - WIRHEGEEREEED - 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
BEAZENERABREREZZEANSH 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.

- RRANGREFBEANREAZZZVEBEKXNT 24 #AEE - 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.

- MERATEH @ FE B IR ABENRNER QST FIREENAR(853) 28595519 B - EXWRB KR X HHE
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.

- MPENRABEAIRESN AT ZE - PR RAE - If there is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)

FEASRE 085 RHERAT (RPZARKNEIMELZRHERAT) |||| || ||||| || ||| ||| ||| |||
401 2000201
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fREE#RIE Policy No.

F—8Mn - REEN @REAER - MBHEAKE 185 - UHREFAAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. Z{F A& PARTICULARS OF INSURED

1 ZF#E R Age and Sex of Insured

2 P4&EBEE Contact phone no:

3 R{EHFEEE Type of claim [0 ==%x=& New Claim [0 ==& Further Claim
[0 #2852 Pending Claim [0 =i#t/Z# Review / Appeal
4  iEifithdk Mailing Address
W City EZR Country

B. 7RIEM E KA RFIE NATURE OF ILLNESS AND RELATED INFORMATION

1 JRAERTE Name of illness

2 AWIEEAR Please describe symptoms

3 EAR{OIRFBEYA L 3R? When did these symptoms first appear? I Year A Month H Day

I e A A ) AN —

4 YR2BR4/BRRAYER The physician/hospital first consulted for this injury or illness
K72 HHA Date of consultation: F Year H Month H Day

IS I I —| IS | IS |
B2 4 /Be PR 2 % A 33k Name & Address of Physician/Hospital

5 HtEi2AIESBEELRRNES/EREN Other physicians/hospital consulted for this or similar conditions
sK52 H A Date of consultation: F Year A Month H Day

IS I I R | IS | L1 1
B2 4F /BEPR 2 8 K HE Name & Address of Physician/Hospital

¢ BETEEEEMFEEBASRFREMUMNRIE? &S FIRMUFFLMZER - Are you insured with other [T £ ves 1 = No

insurance company for similar benefits? If yes, please give details.
{RER/AS]B % Name of Insurance Company {REBSRAS Policy No. RIELERI R ARPEEEE Type & Amount of benefit

C. ERARGEEIE—TEERESZ (T ) PAYMENT METHOD (Please select only one of the settlement options)

T O reeay, (ERP Integration)

1. IRITIREEFBANERRER A A - Bank account holder must be the Policyholder.

enquire to us for application details.

vary among banks. Please enquire to the bank before application.

2. TIRGEM, REAREMRI - WETMAMRINWRERT TIREE  MERBIRITRS - PHEFBEOLRLTIES -

ERP Integration is only applicable to the local bank account which registration is completed successfully for ERP Integration binding service. Please

3. "IREENH . WERIRSEESEREERRTMEER - PEAIRTOAMIRITER - The actual time to receive the payment may
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fREE#RIE Policy No.

C. EMARFREE—1EIBEZ(T/S ) (48) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

2 O =@ AKRS: Direct Payment Application
BIRHERFEIN G - WENBRPHAAURR/ZERIRPRBNIRT RBEE/FR - MAARHNENBERRTIRPEBARRESBEAN/ZEATE
WARBERINEEALR - BRAFIERFIUB R ZR/ 085 H - 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.
ANEMIRBFU IR ER A XENEEE - WERSRTRERPNREEFEE (NA)

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

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

$R 177278 Name of Bank $R1T4RSE BankNo. 2 4T#R5% Branch No. ERITRR P SRAS Account No.
L L 1 L 1 L | L L | | | | L I
IRERBANE(PX) WERREFBA/REN) IRERBABR(EX) WEARREFBEAN/REAN)

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

3 KiER1TEI4RZE MACAU LOCAL CROSSED CHEQUE

-

IS WS IR Preferred Settlement Currency

n BEEERDPEASRREINRNBRATERHZEEZBEKREET)

e @
O Ress el e Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
O

RBEIEFERE D /0IEE Collect Cheque at Customer Service Centre in person
(FEREFEANREANTESHEBSGHREARASIFEPE PR P /OUELSZZE ) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

O RHESE =& (B A) BB Pick up cheque in person by authorized person
REALE REANBEER KEBEAB R BRI
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
OO0 #ms=REEHE M Mail to correspondence address registered in our Company
[0 &RcP7T#8E Deliver via Insurance Intermediary
O mpmexsEy GEIEERTHT RN AE) Deliver by bank officer (Please state the branch and bank officer)

#R474317 Branch # A 8 Bank Officer

4 Hfh4EF753 OTHER PAYMENT METHODS

[0 BNRE EERRE—REFAABTERZRE - BIEERERN - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{REESRAS Policy No.

L 1 1 1 1 1 1 1 1 1 |

5 Hfttt753 Other Methods
Hith(55188) Others (Please specify)

D. RIEFTEC{EEE CLAIM DOCUMENT CHECKLIST

v B Basic Documents ; ® PfifIISZ#F Additional Documents ; x A3E A Not Applicable

RIEMBEXH(XHNZER A URAATNE SRS PO IE) fEERREE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical iliness claim
HE MEZERE 2 ARPHF %% 43 Part | of this form completed and signed by your good self v

A2 B8 %_l:l 7] A

15 e == Claim Form Part Il - Attending Physician’s
Statement to be completed by the attending physician

SRA BB 22 B RIZN The certified true copy of identity document of the Insured

BREAZBDBEXHGZRZERAR (ZXRAFFRRA) The certified true copy of ID of Owner (Insured is not

Owner).
1EBRI X X &R TR PR b iR = (U@ i) Laboratory/ X-ray / CT Scan

[ MRI/E. CG | Pathological Re| orts |fa licable

RE2 R E R ERRE (W AR TR R /R E2 IEZX) Original Policy or Policy Lost Declaration (if unable to
provide orlglnal Policy)

EIEIEIEIEIEI

o 0 O || X

] REEERBE 7B &R (R @H) Self-Certfication Form (For Claims) for Automatic Exchange of

Financial Account Information
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fREE#RIE Policy No.

E. EAERULEEERA PERSONAL INFORMATION COLLECTION STATEMENT

ANHEHMERCHBRIFL "PEASRE (785 ) ROBRAS , HIREBRAERER - BRASHRANKERAZEREZR - o)
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement N & B P EA SRR (89 ) KROHBRATER -

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.

F. EHAKIZ# DECLARATION AND AUTHORIZATION

2 # Authorization

ANEM SRAREFBNREBA  KFRRANHFARERBEEZZHERAMB)ELRE (1) FOEE - e 8k 2K
AT~ ERAT - BUTHRE - BUSERPT - SUEMI%E - AESIA L - NANBHEBRTUBEEARNFEMERMEEZZHRAZ LT - BB
BEflE o EERRH  BUARBERGTEASRR (85 ) ROABRAT (UTHEE TEAT. ) ; 2 EATUNETAEEEZ
BREEIBERESENERAT . IRAREPBERINHMBREEZZRAETHR ZB8ETGERAE - (EREZARANFMIER
REZZRAZBENRDR - IEREHRANHFAZEEARZRZARBAORS ; BMERAREMALETHETRENR - LEESDEY
A - IHIREEMNF KB IEARIBEREY A - 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.

Z2 A Declaration

ANEM  SRAMREFBANREA - ZHEBRAREE(N L —VURARBENMBER - THRESANRMRFAE AN
MPREIFR(E - IREEZEMUBREREN ; AANRMREHARNEU-IEZEEEE ANRMOBEBRESEEARBBRLFR ; (2
RNEMHBEDTAMMMELEZEORBR  RERAPFRDEFHEINERE SQATBRMES EATAEAZELAR - EHBAALA
BElRIEURBFERMEBFNER - EATI R AEERREERREDE -

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.

G. BE(FBZEZEHXRIE LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA(FER 18 mE L) REFAAN / REA* RiE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

# & Signature

%2 Name

B {758/ RRS
LD. Card / Passport No.

£ Year | H Month | H Day fF Year | A Month | H Day % Year | H Month H Day

HEA Date

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

E_BMD - TZLBEHREE HREIZBLEEE  MAEABRZRA/REFEA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 7% AE ) PARTICULARS OF PATIENT

1 % A4 Name of Patient
2 FEsRiR Age and Sex
3 Bips8/ #IBEE 1. Card/ Passport No.
B. ERFRE i CLINICAL DETAILS
1 RAZEBECIRTIEWZE We can trace the medical record of patient back to
£ Year A Month H Day
| | | | | |
2 BRGHIRAEEEEE £ BEA Date of the symptoms first appeared
£ Year A Month H Day
L | | L | |
3 RABERARILHIE 2 K52 BEA Date of first consultation for this condition or related iliness
F Year A Month H Day
| | | | | |
4 EHEMAFIEEREZREZEHAFRI Please describe the symptoms and complaints at first consultation.
5 MASEHEMBLEEN ?NME  FiRMZBE 2R Kithilt - Is the patient referred by other [ = ves ] = No
physician? If yes, please give the name and address of the referring doctor.
6 2[R Diagnosis
7 {IIR5HEEZ When was the diagnosis made £ Year B Month H Day
IS I I E— | I S| 1 1
§ =AAEMXKAMMEKAERE? M2 - BIRHEFMEN - Was there any permanent o
: g . : O 2 ves O &=
neurological deficit? Is so, please provide details.
9 WARDPEBEERAMER  2EMEZT S AEFERE? Did any of the below neurological deficits remain after six months of stroke

occurrence?

(1) B4 AHR 5 Persistent vegetative state O 2ves O =nNo
(2) — B E##E8ESE 2 TR 5K Total loss of function of more than one limb O £2ves O &no

(3) i Fist I F =% X B8 Rk T 0 A B 38 H & &£ 75 Partial loss of function of more than two limbs ]
that inhibit own daily activities

(4) RIS SEPIER LIRS M BLFBAE Aphasia due to damage of relevant neurological ]
system in brain

(5) B FEUSNER RS -EAYHAEREEE - DABUARAEMEIRES) - IRIRE YN EEREY
ZHREE Unable to chew, being solely dependent on fluid diet. And this must not due to functional E] = Yes E] & No
disorders of teeth.

= Yes O &no

= Yes O &no

MAE FiREERTPEZEE BEREER A EOHBERLRE Z B2 IREST 2 If so, please provide treatments, investigation
procedures, results, and/or any complications and follow up plan regarding the stroke)
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{RE#RI% Policy No.

C. B FZE%EER PROFESSIONAL COMMENT

1 ERTESEEREE  NEBEHEHMKRAR ? MZ - HIRHARZABERAEES - Is the stroke -
; : i’ SR e O =2ves O&No
a recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.
#2aH 48 Date of diagnosis/treatments F Year B Month H Day

HIB (IR /A% /8B R4 R) Details(including diagnosis/ treatments/ investigations and results)

2 WAZZREEERIGMAEA R LILEERIEBSE? Is there any patient’s family history which would increase the risk of this illness?

3 J#15TEH The prognosis of the condition.

4 BEEANRRERIBERSBAER IsitHIV related?

D. EfthE &% E OTHER MEDICAL HISTORY

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

[ =0 Asthma [ /s Cardiac problem [[] # /R 7% Diabetes Mellitus

E] O BT 3 Hepatitis B E] 1S [ /&% Hypertension 2 1% 52 317 Previous operation
B2 ZE Drug abuse [] &w&&B1E Drinking [ ®EZ18 Smoking

[ Zs&15E%E Family history of cancer ] %% Unfavorable family history

[ BLEES87 None [] Eft=s% - 755788 Other disease, please specify

2 RZFASERRLAERIEMREERIESBEFERAE ? M123& - F5HEF15 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H #A Dates ™ s, Baur/BhaiE
#= 7% Disease AR R Name of Physician/Hospital

Details oftreatment/hospitalization
£F Year| B Month | H Day P

3 FAIRMERE/IRIEBEE1S Please provide details of Drinking & Smoking habit.

Z 1B YA 8 Drinking/ Smoking start date since £ Year A Month H Day
L 1 | L |
£ H A= Daily consumption (Sz/€1/18/E piecel pack/ bottle/ can)
E. E2EB4E N ATTENDING PHYSICIAN’S INFORMATION
TEBEHS BE
Name of Attending physician Qualification
ik B4R ER
Address Contact No.
TS REEE/ ERES F Year | A Month H Day
Signature & Stamp of Attending E?ﬂ
Physician/ Hospital ate
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