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EEIEERFER-EHit
CRITICAL ILLNESS CLAIM FORM - OTHERS

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

SIRAB1DRE/ FERSEAS 1.D. / Passport No. of Insured

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

RSP 7T & Y INSURANCE INTERMEDIARY INFORMATION

{RIgSP 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 1 1 1 I

EZ /A1 IMPORTANT NOTE

- IERBERR "TEEL 3 T RERE . MIREREREEEE - This form is applicable for Dread Disease or Major Diseases benefit riders.

- AUERERASRFEE - HOERNAEN - RRAREFBNREANREENWAIEZZZIFE - Please complete this formin
BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- REBRFAAZ AAT E EAE L ZFRMIETEASRECEIN R HBPRAE - The expressions “the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABBREADVRARRAREFBANREANER  URERERB=-TRKAERERZERKEREREZERZERAR
AE] ° 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.

- IREARB T \RIU L SRARREFBAVDRRBEREARZERABFE  UREABT/\ELT - ABFEREBHRE
FAARRBRAZRRAGZEZBANERAREE - IRRANREFAEAREGEAEER  HERARBUASERAPBEERR
BT - WIRHREGFEEAEERERR - 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.

- BERXRANREFANREBAUEBEZRNEE  WAHURBATLURE - REAZEABERIEAREEARESRFERZ
BEMERABEBREZEANS 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.

- RIFRANREFBANZREBEAZZZNRBEAR NS 24 E#R4E[E - The signature of the Insured / Policyholder / Claimant must be the same as
the Company’s record.

- RPN ATRITELZBWRAARFFRLARTA AT EUWE! - Receipt of this form by your Insurance Intermediary or bank officer does
not constitute recelpt by the Company.

- WAERTER FE B ITNRRP T ABESBRER QTR P IR E4R(853) 28595519 B3 < IHZHNRE KFAIBXHHFEFTTE
FaFr O lﬁ%fi)ﬁiﬁ 263 SREP T KE 22 1 A - B ~ K-P [ - 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.

- APEEEBREMIESRFER  UERFIEBRTER AT EKNPBHER - BEARASTHIE www.chinalife.com.mo 2 E & T &
EHTARZ ° 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.

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

UL LTI T
4012000201

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.

%_

iy — RIEEER BSEAES - MSFEAKRS 185 - ARERSEEEAAED)

PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. Z{R AER PARTICULARS OF INSURED

1 F#EERMAI Age and Sex of Insured

2 [48EFE Contact phone no.

4 HZE/1THE(WEER) Occupation/Business (Compulsory)

5 E{EEHEFLER Type of claim [0 =%x=1E New Claim [0 === Further Claim
[0 #55#E52 Pending Claim O =#t/Z# Review/ Appeal

6 i@l itk Mailing Address

I City EdZ Country

B. 7RIE M E K ARFIE Rl NATURE OF ILLNESS AND RELATED INFORMATION

1 JRAERTE Name of iliness
2 FEREIRFEAR Please describe symptoms
3 EAR{OREREYA L 3R? When did these symptoms first appear? £ Year A Month H Day
IS I I I | I I | I I
4 VI BLE/BRIVER The physician/hospital first consulted for this injury or illness.
sk#2 B #A Date of consultation: % Year A Month H Day
IS I I S| L1 | L1 |
B2 4F /BEPR 2 8 K HE Name & Address of Physician/Hospital
5 HtEi2AIESBEELR RS /EBRE R Other physicians/hospital consulted for this or similar conditions:
K72 HHA Date of consultation: F Year H Month H Day
| IS I I E—| | IS | IS
B2 4F /BEPR 2 8 K HE Name & Address of Physician/Hospital
= E 7N A/\E nl\“ L\ 7N *? = AL -_‘Q ° i i
6 BTFTEEEHMEREATIRGEHEUNGRIE? BF - BIRMHEFEHAEN - Are you insured with [1 £ Yes 1 = o

other insurance company for similar benefits? If yes, please give details.
RBR/AS]E T Name of Insurance Company {REESRES Policy No. RIEFERIRIRIEESEE Type & Amount of benefit

C. EFA T PAYMENT METHODS

1

0 rsReEE , (ERP Integration)

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

2. TiR{EEE REARAMEAL - WETARMINIBES S TIREEH , MEMBRITIRS - PAEFIBHBOALSIE - 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{‘EEE, WERIREEEEREERRITMAEER « BiEAlALOBRMIRTTE® - The actual time to receive the payment may vary among banks.

Please enquire to the bank before application.
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fREE#RIE Policy No.

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

2 O =@ A= Direct Payment Application
AR HIRPEANYE - WENARFHFAAGZ/ZEERPREBNIRT RAEEGFRE - MABERHERNBERRTERPEAABREFAAN/REAL
R ARBERINEBALR - BREARIER BB ZR 8T - 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.
ANEMRPFEU LBBERSXNENEEE - UEASRTRERPHREEFEE (WA)

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

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

#R472 % Name of Bank RITARIR BankNo. 21T 4w Branch No. RITER P SRAS Account No.
| E— | | L_ | | | | | L | | | | |
IRERBABE(PX) W ERREFBA/REAN) IRERBABZ(EXY) WERREFBEAN/REAN)

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

2 KihgR{TEIZRSZZEE MACAU LOCAL CROSSED CHEQUE

IS S WS IR Preferred Settlement Currency
] BERPBEASFRECEINEHERATEAZEERIREEE)

Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
RBEIEFERE D /0IEE Collect Cheque at Customer Service Centre in person
(FEREFBEANREANTESMHEASGRERA SRS PR /O UEISZ E ) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)
IRRESE =& (1048 A) 2B EX Pick up cheque in person by authorized person

RAEAGR EEVN T KBNS B RS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

[0 ®RE&E% Policy Currency

O O

[0 #H==@ReEzi2a0@:Rithit Mail to corespondence address registered in our Company
[0 &Rk 8E Deliver via Insurance Intermediary
O miprexsEy FEERTH TR AS) Deliver by bank officer (Please state the branch and bank officer)

$8474317 Branch #eum A\ & Bank Officer

3 Ef{th$Ez7 = OTHER PAYMENT METHODS

BANRE (BERARE—REFBAZTENZIRE  BIEERENRB - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)

{REESRHES Policy No.

L 1 1 1 1 1 1 1 1 1 |

4 Efth75= Other Methods
C=#hE55088)  Others (Please specify)

D. RIEFTEC{EE CLAIM DOCUMENT CHECKLIST

v B Basic Documents ; ® FfifIISZ#F Additional Documents ; * A3#EF Not Applicable

REMBEXH X BRIATREATNE B IR D0 E) fEERGRIE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical iliness claim
HE MERIEE 7 RBEFERSE 804 Part | of this form completed and signed by your good self 4

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

v

SRAB DB 22 B RIZN The certified true copy of identity document of the Insured. v

BEREAZBDEXHZZEBEIAKR (ZIRAIERILRA) The certified true copy of identity document of Owner

O 0O0|0n0oOoan

(Insured is not Owner). Y
B8/ X Yt/ BEIEIRH WOHR LEE HERERERERS (WEAE) Laboratory/ X-ray / CT Scan A
/ MRI/ E.C.G. / Pathological Reports (if applicable)

REIEAFREBREIPE (N KRBEIREIREIEZA) Original Policy or Policy Lost Declaration (if unable to A
provide original Policy)

MEEERIR Y BHERRBIEEEA) Self-Certification Form (For Claims) for Automatic Exchange of A

Financial Account Information
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fREE#RIE Policy No.

E. EAERULEEERA PERSONAL INFORMATION COLLECTION STATEMENT

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

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. AR IZ# DECLARATION AND AUTHORIZATION

121 Authorization

ANEHM 2RAREFBANREAN  KRANHFRERREZZHRANB)ELEE (1) TOEE - EMNE - 8Bk 2
AT~ ERAT - BUTHRE - BUSERPT - SUEMIE - AESIA L - NANBEBARTUBEEARNFEMERMEZZHRAZ LT - BB
B 190 ZEERREM SNRERATEAZRE (8% ) ROBIRAE (UTEE "848, ) ; 2 EASSEAEEEY
BREHIBERBSENERAT - IMARERBERNHFIBRREZZRAETHRB ZBEN G - (EREZARANFMIER
REZRIRAZBENRT « IWEEHBANRMAZERAREZABBNRD ; BIMERA/ERMETHETRENR - LEESTDEY
A - IR EENFENAREIEARISBREZER A - I/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 AA Declaration

ANEM SRAMGREFBANREA - ZHEBRAREE(N HE—VRARBENMBER - THRESANRMRFAE AN
MFTFIFR(E - IRBEZEMURERE ; AARMBBERANEU-BZEEEE  ANRMAUERESEELRDFR LSRR ; (2
ANEMBEDTAPMELE ZE OB - REAPBHRDERHEERE EQGERMES EATAEZHEHLIR - EHBEALA
BElRMEURBFERMEFNER - EATI R AEERRERRRESDE -

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. ZE(FEZEZEHRIE LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

SR A (L 18 BRELLLE) REFBA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

B :BFERERS 1.D. Card / Passport
No.

£F Year | H Month H Day £ Year | H Month H Day £ Year | H Month H Day

B #A Date

*REANEZEANRERB ARG

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

E_8Mn - TZLBEHEE RIDBLEEE  MAERARZFEA/REFSAEA/REABITEIE)
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

1 fHAER Name of Patient

2 FHER R Age and Sex

3 B8/ #EIRSREE 1.D. Card/ Passport No.

B. ERFRE Y} CLINICAL DETAILS

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

S e S A ) AN S—

2 BHREIRFE B HREE 4% BEE Date of the symptoms first appeared
F Year B Month H Day

1+t 1 1 |

3  WABRARILFRAE 2K 52 B EA Date of first consultation for this condition or related illness
£ Year A Month H Day

e S A ) AN S— |

4 FERERMFRIAEREZE ZEHRFIFRIE Please describe the symptoms and complaints at first consultation.

5 WACSEHHEHMBEEN?NZE  FRHEHZEBEZH BRI - 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 {GfFHERZ When was the diagnosis made £ Year B Month
| IS I I E— L

H Day
|

8 FMEMRRERZEHZAE HERHER BRTOHBERLREZEZNIRERTE] Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis.

C. BT 2z=%£=R PROFESSIONAL COMMENT

1 RRFESFERMER  HEBETHMKRAR ? M2 - BIRHAHZABE AR - Is the sickness [02ves [1&No
arecurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. =

#2JABH Date of diagnosis/treatments F Year A Month H Day

F B (BRI SR/ E R4S R) Details(including diagnosis/ treatments/ investigations and results)
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fREE#RIE Policy No.

C. BT ZEEE R (4) PROFESSIONAL COMMENT (Continued)

2 B/AZREEBERIENMAA R LILFERIEE? Is there any patient’s family history which would increase the risk of this illness?

3 J®1ETEHI The prognosis of the condition

4 RZREEAANRRERERSAER? IsitHV related?

D. EfthE& % E OTHER MEDICAL HISTORY

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

[ =% Asthma [ ks cardiac problem [] #%/R 7% Diabetes Meliitus

[0 ZEAF3k Hepatitis B [] =M Hypertension [] 125 =1 Previous operation
[ %2 Drugabuse [] xi&t#=AE Family history of cancer [] x5 Unfavorable family history
[0 #®E&18 Drinking [ ®E218 Smoking

[0 WEESSA None Hth=im - 555n 88 Other disease, please specify

2 REASEEEBLAERIHMBRSEERESBENEBRAE ? M2E - 51izE15 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

B #A Dates A%/ ERFE BEHE/EhaE

7= JA Di . e -, .
£E Year | A Month| H Day #<37 Disease Details of treatment/hospitalization Name of Physician/Hospital

3 EIRHEUE/RIEZBEF1E Please provide details of Drinking & Smoking habit.

{844 8 Drinking/ Smoking start date since F Year A Month H Day
L | | L Il
2 H F3£ Daily consumption (z/E3/18/HE piecel pack/ bottle/ can)

E. =2 EEEE R ATTENDING PHYSICIAN’S INFORMATION

FRBEER BE

Name of Attending physician Qualification
St it WS
Address Contact No.

£ Year | B Month | H Day

TRBERE/BEREES
Signature & Stamp of Attending
Physician/ Hospital

HEA
Date
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