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] B2 1 P B (8 88 55 35k GROUP HOSPITALIZATION CLAIM FORM

{E £ 278 Name of Employer EIBE{REELREE Group Policy No.

$5BIIER Special instruction ( #52# Please select )

O ERREERAIATNEARE (TREGREE ) BIE - BREEEN LMEIRRERE This claim wil
be processed under our Company Individual policy first, the balance will be claimed under above Group policy.
O 2RZREBER LHERRERE (FEBRAQATINEARE ((RERNS ) ZR1E This claim will

be processed under above Group policy first, the balance will be claimed under our Company Individual policy.

fRfES 77 AE 1) INSURANCE INTERMEDIARY INFORMATION

IRIESP 7T A%+ Name of Insurance Intermediary

REED /T ACHS Insurance Intermediary Code Mt 4% EE 5% Contact No.

EZ /A1 IMPORTANT NOTE

- BMUEBESARBE TOUENNBEEN BEEREBREANDBEEXNAEZEZIEE - Please complete this form in BLOCK LETTERS.
AII amendments should be endorsed by the Employee /Patient /Claimant in full signature.

- ABBERTAZ "TAAT L H TEAT ) 2RMIETEASFRE (B ) REHBR/AT - The expressions "the Company" or "our Company"
used in this form refers to China Life Insurance (Overseas) Company Limited.

- BRRE—ADEZ[EA - One form for one patient only.

- ERBUWEABRESREREACLEREN T RNERER VB IEAFERIREAS - BHABRFEIIAEEE - This Claim Form must be
completed and returned with all the original receipts to the Insurance Company by the Employee /Patient /Claimant within 90 days after the discharged date
otherwise claim will not be approved.

- MEESTN\RESEMU L FEREEVERBERKREZLAPHSR  UREST/\EUT  APBFEREBEEERFEZRENSE
EENEEAEEZ WREREREREARESR HERARBUNRERABFERNET  WIRHEAGERRELFR - Ifthe Patient
is at or above age 18, the Patient and Employee must complete and sign this form by his or her good self. If the Patient is under age 18, this form should be
completed and signed by the Employee and the Patient's parent/ legal guardian. In the event that the Employee / Patient 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

- HRE/RE/REAUEEENEE  WEHR—NRBATURRE - EEAZBAENSERAREERNRERFE KZEMNERD AR
EREEAWSH ZA - If the Employee/Patient /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.

- RbEEY ALKZEJZKEE BRI AR A AT S UE - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.

- MERAERS - FE BTHERBENABEIANERNASTE L RIZEALR(853) 2859 5519 Bif - HEZHNFRB RTE X HHESERAH
AEREEES 263 SECh+ KB 221 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 Alameda Dr. Carlos D’ Assumpgao
No.263, 22 Andar A,B,K-P, Edif. China Civil Plaza, Macau.

- AREEEBREMIREFER  UESNBBRTESERATERNEPHER - BEARASIAEIE www.chinalife.com.mo 218 & & &
AR - 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.

WM E SRR BT AEES AT ZE - LD XA EE - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

[ |
REASRE 0850 ROBERDR (RhEARKNBEEMRLZRBERDR)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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EBE{REELRIE Group Policy No.

F—8Mn - REBER mES/FE/RBAER)
PART | - PARTICULARS OF CLAIM (To be completed by Employee /Patient /Claimant)

A. {§E/7"EE ! INFORMATION OF EMPLOYEE / PATIENT

1 {EE & Name of Employee §% & 1 2 (AN JEIE ) Name of Patient (if other than employee)
th 3 Chinese th3Z Chinese
ZE3Z English ZE3Z English

2 {EEB{7:8/ZB9RES 1.D. Card / Passport No. of Employee A& B {78/ BERES 1.D. Card / Passport No. of Patient
R S T T S T T S S T N S SO S T WO S S S S S WY S S W

3 AEHEZ(R{ES % Relationship with Employee

B. —fA%&E il GENERAL INFORMATION

1 RIEDFHELHA Type of claim [0 &=Z%=& NewClaim [0 #&E=& Further Claim
O #RrEE2 Pending Claim [0 =#h/E#% Review  Appeal
2 RBETAGER—SMIKEaEMEFERATSIRE ?MNZ - BiRHEZFRASTZBRRER
% - Did/Will you make a claim against any other insurance company for the same incident? If yes, [ ] 2 Yes O &no
please indicate the name of insurance company and policy no..
fRIE/AS] &M Name of Insurance Company REBSEHE Policy No.
3 ZEEHFEELUTIEAIZEEIZE Request return of certified true copy receipt(s) O 2ves O &no
C. EE4MEBE FOR HOSPITALIZATION DUE TO ACCIDENT
1 BIOMEEBHKISE Date and time ofthe £ Year B Month  H Day & Hour % Minute ~ AM/PM
accident

L | | L

2 ESMSELEIMBLRZZIB Location and details of the accident

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

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

O 2 Yes O &N

5 A CERRE/RBEMNES/OHAEEEES A -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

D. A% {EP% FOR HOSPITALIZATION DUE TO ILLNESS

1 FEHEIRE / fHiK Please describe the symptoms

2 BERFZIZSHREBERESFEEZ A ? How long has the Insured been experiencing these symptoms prior to first consultation?
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EBS{REE4RIE Group Policy No.

E. JA%E5¥15 TREATMENT DETAILS

1 ¥R2B4E/ERRAYE N The physician/hospital first consulted for this injury or illness.
F Year A Month H Day B84 /8521 Name of physician/hospital

L 1 | 1 | L 1 | L |

B4 /B fRithill Address of physician/hospital

2 EBEARMNBLEERN / HtEZ2AIRIUBERERRAIESER The doctor who referred the insured to hospital / other doctors seen
for this or similar past condition
£ Year A Month H Day B2 4 /B2 2 78 Name of physician/hospital

L | | | | L | | L

|
B24 /B PRl Address of physician/hospital

3 ABzBHH Date of admission i F% B #A Date of discharge
F Year H Month H Day F Year H Month H Day

F. RIEPRFELHBE CLAIM DOCUMENT CHECKLIST

- vEZRI# Basic Documents ; ®FIANSC {4 (W02 FF) Additional Documents (if applicable)

- MBRZE - NASMRBEKBHIEARS et E 7 4 /ERBIMER] - Our company reserves the right to request for original documents or other
supplementary documents / information if deemed necessary.
- IERXH1& AR E - No original documents will be returned.

RIEFFBEXMH(XHNZREEFRTREFQTNE PRI POHHIE) E45 0
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Hospital Benefit
O BB MEZWERE ZRBFRE 5 Part | of this form completed and signed by your good self v
O EEIEE’)%EE%EEE%%&%EUZKEE B sh__ aB{5 Part |l of this form completed and signed by attending physician with v
chop
O SAEREZE 2 HRA/mERAE/ & ERXCERARNEEBREIRFE T &R 2%ER) Copy of discharge v

slip/sick leave certificate/medical certificate with clear exact diagnosis (applicable to hospitalization in hospitals under the Hospital
Authority of Hong Kong)

O b/ a&EIARGEBR P EIEA R 2 EF) Copy of discharge summary (applicable to hospitalization in Mainland China v
hospital)

O FrEEUE R EIRERBAER1E XK Original hospital receipt and statement of account

O B 2B R ERIAM : FIEHRS - ROBS - EEFRH/ERER/MMAOTIRES - 0EBERS - °

BERIRE M X HFHEZ) Copy of diagnostic report and laboratory 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.)

0O HRRASTIS#%E 2 B ERRAZREIZS Copy of settlement advice from other insurers/ parties °
O HRRASISEE R ZWIEZEIEAR Certified True Copy of receipts issued by other insurers/ parties °

G. EAEMUZEEEEHRR PERSONAL INFORMATION COLLECTION STATEMENT
PREASRE (85 ) ROBIRAT (RPEARHMEFEMRUZRNERAT )( T "AaT" )BEEE ( BABRRES) THEAERDN
WE 58 BEEAEMRMABENER - ARTVEBRSEINEENENREBRAER - TR ERN—UIETTHDR - REKXASFAFEABRNZE
W - AATBHRN—IIETTHLR  BEEABNNEZEY  RBESEERCEENERRINNEERS - MRS TEREABRNIER -
EIHNEABRSERENR - IR - IRE N AORATEM Fﬁwaﬁ’]@/\ S ARTIRERARER T ERNER - EmIRS -
EARWEBAERER ( "NER" )' MIEBEFEBU TS

"AATREES BEAATHAMBAT  ARTIETHERT LUE’&K’\TE’J!’\T BASEEUMEAT BASTEAMELRT KRR - P
BASRE (£8 ) AE&EEAZAT ( "AASIREES" BIEEEEE)-

B : AR ARBELECRAE THNEAZRME NIRR
1. BETED  RENZBHEART  ARTEMAORALTHERESEBHNER /R (2B TX "RERERHENMERBAEZR" 842 )-

MR RS ~ 455 - SBNBFZSER / K ;

2. EEMFGEITMARIRAATEBSNER / RERENETRFREK ;
3. MEEMRERERS(EBEARRBERIN / SREEERE)ANT/EESELNGRE - SFEAIRIEN - Bo - &5 - HiH - AHKE ;
4. WBARIM / HALTEBASRENEOER / REMBER FREMRBSRLA S HENHEMRESRLN - StBEMS RE TEME
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BEHNEURBAEFNTAERN - SEHRETRE ; MREANBLERETS (EnEE ML PAMBRENRERR ) FIRNEN ;

5 FMARE TRMBER

6. BARIMALTBHARTTNER / RFNERBNER | R ;

7. BREARIM | HAREERT - ERMRBTFAAENESEBNRAVECIBNETHSRBENR ;

8. ERFBRMIMIMUERN  KAATARHALER FERNEUERETHES

9. WMERUBERAEEHE RANRIOERE - RA - [ - BB TFRISVESFRENER - SR ERPISURPILIIMNE it S ES S E M BUT S B EH
BRERETRE ;

10. ETB M / HERREM / SEHBU ;

11. FRBEAQASEBEEARNVEMRTE ;

12. BE N ER AT RFANE TR NABIRARKAEE B L ITHM B ;

13. #RIB5% 5/2017 RERE (MBERTIMERHE) PEIBUBRFERNETE - ETMENEREEER ; &

14. B A ENEEBRNEMER -

BEAERNBE . EABRBETURE  BEBTEQERZREXNARET @ UBET

1. EAXRTEES ;

2. ARSI/ HARSDEE S RENVETER / REMER T HE MREN - HBEMS REFHETREERNEYAL ( @FRABES
MRERERT );

3. BARIM/ HARSEESFAREER / BRENEARE ZOENE=F  @EEABREAS - RGN ESEEAS) - RREEEEN

T RIS

MEBKEFRORATN / RAASER G RETE - 57 - BBEE - Bl - B - 2 - BB - BREPORE  EREERBNEMR

BWEEHLE ZERNE= ;

BB ER N ER S SR T RENEMAT - AR AS - EEEREEN (EHRERERNERT ) BRNARAT ;

RATENEEBN IO ERSZBNEGEA - X585 - SHBEURSEE

EUEREEFE  RAFBREE - RE ER - BEBTRIFESIZEXRIRERNATM / AR ASREBS D EF L IRENE ARG EES

BB AT L B R (?ﬁ%iéﬁ@ﬁ*ﬂﬁ%?& TERXTEMEAEEENBUTEPISEENBANEEHE ), &

EEUERREHETNTEREAHE

9. &R F%WE/E BAL - Mt Fﬂ,\EEEEA@%?;cEﬁ%EBHﬁB iR E R 2 IE/E"FZ‘THQEEﬁDﬁﬁH E}\ S RIBIEEA - REBEMER ; B
BEZ AL, Bk, TErE0; MEER ; 260 ; HYGEFES ; EtiRR AT (EREER  SEBRBHMFFEASNARPEZNEMAL); A
REEEMIRAE Hﬁ'ﬁ%ﬁﬁhﬁ’%ﬁ’] SRHEH DT MIGENEIBENE M ( REEEE )-

B THEAZER ORI M4 EEa—7 (ZAOREARPURASRSN ) - MEltmES - B TEERE FHERZBE T RFREN -
BTHEAZERGERS EXPREN—EXZEERENMELE - MRERAASAEEIRHENMERAB THEAZRWEEE  F2E T "R
BHERHEENMERBEAZR" ) -
RERRHBEWMERBAZR
KATHTE :
1. FRARREARFANB TGS  BEEN  ERNRBHNEASER  KEBRANITH - UBE SR EELUETEEERH ;
2. BARAE  ARBRBANAATHEmEEERH OB RE TIEINERMBBETERRH (OFERMUERE  SFPUSEESR E):
() frbx -~ = - R7 - E?JE-? B ORAETE  1RE - SRR - BRTF - BFURBEERTIRE ; R
(b) BRRE RRREE BN REFE  SEKERERNR ;
3. bitERMREGOISEEAATHN /3 FoltER M
(a) IR A S B Bk
(b) BE=FTmEE ;
(© TET#K‘W’\” 2 BRFTSINER R RBHIAASIF/HEH S 2 HEmESES#
(d) B=FRE ZFUSEHBEIINRME ; R
(e) i}ﬁm’\j‘JZEHLM:IEWUT%H%TET#K‘W 188 2 ERFRBIRIE R RS R IMNBAR S IR it & -
4. BREARQSMEH EMERMNREN  RATDTERRATNE 1 BN ERIRRTFEABOE 3 BTSN EMAL - MUHEZEAL(ERHE
ZEEMRBRBZA ;
5. AREFEMFE NTHNEERE ( @FEFRRARYE ) AR OEESIEEENMERLE Xt E =R HER -
BTN o EEAE T A S ERTERE TNEABERNRRERFE-AFEZEHRARNER - MAQSTRBEAWIETERNER MELLERAZEE
EHEERMEH AR - B N OABEE T ETAATNEE - BHERAE -
ARSI EEMEEETOUEREABERNERWENSEER -
BABERNERMELE : BB (BABERREZE) B INAESHALIZEFAETHWEAER  BIEAAAEENER - URERAASTEREEA
ERNEERER - B NEUUERAQTEME NAATFRFEAEBNELR -
ERMEEMNEK - SAAREBIEEK - ERAFMFNENBENER - 9RUEEM A
PREASRE (B ) ROBIRAT
BT O FEREERES 263 SR T AE 2218 A~ B - K-P &
E5E ; (+853) 28595519 fHE : (+853) 2878 7287
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) (the “Company”) recognizes its responsibilities in relation to
the collection, holding, processing or use of personal data under the Personal Data Protection Act. Personal data will be collected only for lawful and relevant purposes and all
practicable steps will be taken to ensure that personal data held by the Company is accurate. The Company will take all practicable steps to ensure security of the personal data and
to avoid unauthorized or accidental access, erasure or other use. The provision of your personal data is voluntary. Please note that if you do not provide us with the required personal
information, the Company may not be able to provide your requested information, products or services.

In this Personal Information Collection Statement , the following terms shall have these following meanings:
“Our affiliates” means any subsidiary undertaking of the Company, any associated company of the Company, and parent undertaking of the Company, any subsidiary undertaking of

>

g
2!

N o

00

| rparent undertaking, any associated companies undertaking of parent undertaking, for the avoidance doubt, undertaking within the group of China Life Insurance (Group) Company

(“Our affiliates” shall be construed accordingly).
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Purpose: From time to time it is necessary for us to use your personal data for the following purposes:

1. offering, providing and marketing to you the products/services of the Company, other companies of the China Life Insurance (Overseas) Group (“our affiliates”) or our co-branding
partners (see “Use of Personal Data for Direct Marketing Purposes” below), and administering, maintaining, managing and operating such products/services;

2. processing and evaluating any applications or requests made by you for products/services offered by the Company and our affiliates;

3. providing subsequent services (including but not limited to health inspection / management) to you and administering the policies issued including but not limited to additions,
alterations, variations, cancellation, renewal or reinstatement;

4. any purposes in connection with any claims made by or against or otherwise involving you or other claimants in respect of any products/services provided by the Company and/or
our affiliates, including investigation of claims; detect and prevent fraud (whether or not relating to the policy issued in respect of this application);

5. evaluating your financial needs;

6. designing new or enhancing existing products/services of the Company and/or our affiliates;

7. conducting market or actuarial research for statistical or similar purposes undertaken by the Company and/or our affiliates, the financial services industry or our respective
regulators;

8. investigating any data held which relates to you from time to time for any of the purposes listed herein;

9. meeting requirements imposed by any applicable, present, existing or future law, rules, regulations, codes of practice or guidelines or assisting with law enforcement purposes,
investigations by police or other government or regulatory authorities in Macau or elsewhere;

10. conducting identity and/or credit checks and/or debt collection;

11. carrying out other services in connection with the operation of the Company’s business;

12. sending out administrative communications about any account you may have with the Company or about future changes to this Personal Data Protection Act;

13. performing relevant due diligence procedures in accordance with the Common Reporting Standard (or Automatic Exchange of Financial Account Information) as set out in the no.
5/2017 (Exchange of Information Law ) ; and

14. other purposes directly relating to any of the above.

Transfer of personal data: Personal data will be kept confidential but, subject to the provisions of any applicable law, may be transferred to:

1. any of our affiliates;

2. any person (including private investigators and claims investigation companies) in connection with any claims made by or against or otherwise involving you in respect of any
products/services provided by the Company and/or our affiliates;

3. any agent, contractor or third party who provide services in connection with the product/services provided by the Company and/or our affiliates, including any reinsurance

company, insurance intermediary, fund management company , health management institution or financial institution;

4. any agent, contractor or third party who provides administrative, technology, data processing, telecommunications, computer, payment, debt collection, call centre services, direct
marketing services or other services to the Company and/or our affiliates in connection with the operation of its business;

5. other companies who help gather your information or communicate with you, such as research companies and credit reference agencies or, in the event of default, debt collection
agencies;

6. any actual or proposed assignee, transferee, participant or sub-participant of our rights or business;

7. any government department or other appropriate governmental or regulatory authority (which may be further transferred to governmental or regulatory authority of certain other
jurisdiction(s)) to whom the Company and/or our affiliates are requested or required by any applicable, present, existing or future law, rules, regulations, codes of practice or
guidelines to make disclosures; and

8. any financial services provider industry association or federation;

9. any person preventing and detecting insurance fraud, who may collect and use the personal data only as reasonably necessary to carry out the purposes of preventing and
detecting insurance fraud: insurance adjusters, agents and brokers; employers; health care professionals; hospitals; accountants; financial advisors; solicitors; fraud prevention
organisations; other insurance companies (whether directly or through fraud prevention organisation or other persons named in this paragraph), and databases or registers (and
their operators) used by the insurance industry to analyse and check information provided against existing information.

Your personal data may be provided to any of the above parties who may be located in Macau or outside of Macau, and in this regard you consent to the transfer of your data outside

of Macau.

Transfer of your personal data will only be made for one or more of the purposes specified above. For our policy on using your personal data for promotional or marketing purposes,

please see the section entitled “Use of Personal Data for Direct Marketing Purposes”.

Use of Personal Data for Direct Marketing Purposes:

The Company intends to:

1. Use your name, contact details, products and services portfolio information, transaction pattern and behaviour , financial background and demographic data held by the Company
from time to time for direct marketing;

2. Conduct direct marketing (including providing reward, loyalty or privileges programmes) in relation to the following classes of products and services that the Company, our affiliates
and our co-branding partners may offer:

(@) insurance, annuities, banking, wealth management, retirement plans, investment, financial services, credit cards, securities and related products and services; and
(b) health, wellness and medical, food and beverage, sporting activities, memberships and related products and services;
3. The above products and services may be provided by the Company and/or:
(@) any of our affiliates;
(b) third party financial institutions;
(c) the co-branding partners of the Company and/or affiliates providing the products and services set out in 2;
(d) third party reward, loyalty or privileges programme providers; and
(e) external service providers supporting the Company or any of the above listed entities in providing the products and services set out in 2

4. In addition to marketing the above products and services, the Company also intends to provide the data described in 1 above to all or any of the persons described in 3 above for
use by them in marketing those products and services;

5. The Company requires your written consent (which includes an indication of no objection) to use and provide the data to the third parties as set out above for any promotional or
marketing purpose.

You may withdraw your consent to the use and provision to a third party of your personal data for direct marketing purposes at any time, and thereafter the Company shall, without

charge to you, cease to use such data for direct marketing purposes. If you wish to withdraw your consent, please contact the Company.

The Company have the right to charge a reasonable fee for the processing of any data request. Access and correction of personal data: Under the Personal Data Protection Act,

you have the right to ascertain whether the Company holds your personal data, to correct any data that is inaccurate, and to ascertain the Company's policies and practices in relation

to personal data. You may also request the Company to inform you of the type of personal data held by it.

Requests for access and correction or for information regarding policies and practices and types of data held should be addressed in writing to:

China Life Insurance (Overseas) Company Limited

Alameda Dr. Carlos D’ Assumpgao No. 263, 22 Andar A, B, K-P Edif. China Civil Plaza, Macau

Telephone: (+853) 2859 5519 Fax: (+853) 2878 7288
EIATEE . A / BERIAANRACEELAEREBASNER (‘N8R ) KA / RS LEREEEASIREANZREBANBERAN/ZE AN
BAZR  SESEFEHZBENERMEHREAAN / HANEBAEZER - ANHASISELPHEREE=7EN (18 ) IHHEE - KA / HF#ER
B R AABRTErM 2 BRI ARA / B ANEAEZRNZE 2 RFRINMA ABRRA e EE ARNER -
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EERT  BRUTERZIHNES - LA TEER - EER T AEERE REEERHENMERBAER HOMASEZRE 2 BNMERMREHET
WEAER - BEUTABEELE TV, 5% -

Declaration and authorization: 1/We acknowledge and confirm that I/we have read and understood the Personal Data Protection Act. I/We hereby give my/our acknowledgement and
agree to the use and transfer of my/our personal data by the Company in accordance with the Personal Data Protection Act, including the use and provision of my/our personal data
for the purpose of direct marketing. I/We have obtained the consent to provide the third party information (if any) in this application. I/We acknowledge and consent to the transfer of
my/our personal data outside of Macau for the purposes and to the types of transferee as set out in the Personal Data Protection Act.

Important: Please indicate your agreement by signing on the space provided below. If you do not agree to the use and provision of your personal data for direct marketing as set out
in the section “Use of personal data in direct marketing”, please tick the box below.

O %A/ EFEsRENU ENEEATRER (26 "SEEEHENTEREAZN 36 ) AEEEREY BNTEBIEHEA / RH0E
B AR ERWEUREREZREMR -

|/ We do not agree with the use and provision of my / our personal data for direct marketing purposes as set out above in the Personal Information Collection Statement
(see “Use of personal data in direct marketing”) and do not wish to receive any promotional and direct marketing materials.

H. EFRIER(S=HA DECLARATION FOR ELECTRONIC RECEIPT

O xamm BE/mz/REASERRERER BT ZEAE—KIE  HE2FBRLEARER RS BN SE S LB EEAUE -
I/We, the Employee/Patient/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.

AN/EM - BE/fRE/REBATEBRRGREREATI - AR BRARZHEERNSG - WEAREMRBASINMBETEERE -

I/We, the Employee/Patient/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).

AN/EM - BRE/RE/RENEHEN FABIRAIEE  AARSRESASINZERNARKZ 22 HEE - WEIERRE 2 —EEEE -

I/We, the Employee/Patient/Claimant, undertake that if the above statement is incorrect, l/we are willing to refund the full claim payment for the said receipt(s) to our company
and bear all related legal liabilities.

|. BRAK 1 DECLARATION AND AUTHORIZATION

%t Authorization

AN/EM - BE/FRE/REA  KFBRAN/HAREARRFEZZREAMB)ZELZERE (1) HEREE - A - Bl - 21 - RIRAE - ]R17 - BUTHE
% - BUREBFS - StEthigE - A A A+ - NAESXERTOBREAAN/RF/EARMFEZRRAZLCHE RS ENE - HUEZSEERREM - B
EXAETEASRBROBINKRODARASATEE "EREL); 2 EQGFHUHIEE ZBE/HIEREBRESHERA  UMAREPHFEAAN/R
/S RREZZRNETRE 2B AR - (FRBERAN/ R/ BRMEZZERAZRERT - WEREHAA/RAZEEAREZARBOR
7 ; BMERAN/BFAETLTHETHENR - WEEEMDENS - KERENTINARFAIGBESENT -

I/We, the Employee/Patient/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.

EH8A Declaration

KAN/EM - BE/FE/REA  EIEBRRERQ) LE—TBEREENAEEER  FREEAN/RMRFAR  MAA/RMRHME  9RFEZ
ERMUWEERA ; AA/HPRERANET-IREEEE - AN/RMEBESEEARBFRLRB ;| QFRAN/HMYERIAPEL 2 EQZER - R
EARPFER HEFHHEAE SEATHRKRMAEN - ERATAERELIR - EHBAALAEREEOTRPERMBUER - EAT IR AEEEZ
REBARERE -

I/ We, the Employee /Patient /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.

J. BE(FEEZEZBRIE L E) SIGNATURE (Please DO NOT sign on BLANK form)

Ea R (MNIEZRIES R 18 BRElIL
Emplovee L) Patient (if other than employee
poy and aged 18 years old or above)

*REA RiE

*Claimant Witness

%= 3Z Signature

%2 Name

B R8RSR 1D,
Card / Passport No.

F Year | HMonth | HDay | ZEYear | HMonth | HDay | & Year | B Month | HDay | #F Year | B Month | H Day

E #A Date

*RIEABREREG
*Relationship between
Claimant and patient
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FE_EMy - T2BAEREE HILBLESE  FAERRES/FRE/ZEABTEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant’s own
expenses.)

A. A AE R PARTICULARS OF PATIENT

RALER R A2/ Bl / WA S8/ RS
Name of patient Age/sex of patient 1.D / Passport No. of patient

B. i2/AE 1 CONSULTATION DETAILS

%F Year HMonth  H Day

1 WAZEBEIEIROIEWZE We can trace the medical record of patient back to / /
2 BRHIR®EBEAEE SN 4 HEB Date of the accident occurred or symptoms first appeared / /
3 WABERBRLLREZK:Z B HA Date of first consultation for this condition or related illness / /

4 EFEFMAFRIPEEREZEZEARFIFIE Please describe the symptoms and complaints at first consultation

5 WMASEHEMBLEEN ?ME  FiRHZEBEZEB KM - Is the patient referred by other [ = ves [ =N
physician? If yes, please give the name and address of the referring doctor. =
B EBEE Name of the referring doctor B4 Address of the referring doctor

6  :2[f Diagnosis B PR %R 5 $E 4R S ICD 10 Code

C. fEFR &l HOSPITALIZATION DETAILS

1 E&PR2%E Name of hospital & Year A Month H Day
B B EA Date of admission / /
tHi e B 88 Date of discharge / /
2 FiliEM Surgical Procedure Details it B H#A Date of surgery / /
ZF1i5 78 Name of the Surgical Procedure B PR D $5 4R TS CPT Code

3 EXRBEARERERBHMA)REN LAZEAEERAGMESREMBERABERER ? BE - BrFiliZ - 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 £ Yes O &nNo

4 WABRAREREERERIN ? A - F5IANMNE ZBE - KRERIEE - 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. HifE#xZE BRIEF DISCHARGE SUMMARY

1 FREBEZAEAE -  BREREER AEEMNHBERLRE 2BZIRERTE] - Treatments, investigation procedures, results, and/or

any complications during hospitalization and post-hospitalization follow up plan.
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E. BT 2E% =R PROFESSIONAL COMMENT

1 BRREFZEESE()ERERE HQEMEMER REERZHRIE Q) EBEEMMRERR ? M2 - FiRMARMZAEH
KBRS - 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 =nNo 5258 HE8 Date of diagnosis/treatments 4 Year A Month H Day
B (BIERZE R E /M E R4 R) Details (including diagnosis/ treatments/ investigations and results)

2  ZIEERZIRAZERE What is the underlying cause of such illness?

3 fAIETEAIK 185 2 Ol A The prognosis of the condition and any possibility of having a relapse?

4 BELBREERRBBAZMNR - Is the illness associated with the following?

[] Xt Congenital condition [] E35% Self-inflicted injury [[] F&=i485 Infertility or sterilization [_] #&+$Z5 &L Mental disorder

[] ’%zsimE Abuse of drugsor  [] 147% Venereal disease [] 3R H#BIE Corrective aids or [] &&/%% Rehabilitation/
alcohol treatment of refractive errors convalescence

[0 z&s®mamE Cosmetcor  [] #BE% Develop-mental [ 2&7zki4iES) /58 Hazardous
plastic surgery abnormality sport / activity

[0 —#sews/pEtssoy [ BarsiAgegiiBamsk [ =%  #RAEEEL Pregnancy, please provide expected date of delivery

check vaccination & immunization

injections

[0 EftEs - 5535288 Other disease, please specify

¢ AIDS or HIV related illness

[] B{ =57 None of the above

F. H{thE& & OTHER MEDICAL HISTORY

[ =% Asthma
[ ZZAF 3% Hepatitis B
B2 Drug abuse

] M EE5%% None

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

[] /05 Cardiac problem [[] #&mR% Diabetes Melitus
[] =mPEE Hypertension [ 251 Previous operation
[ =it&t4maE Family history of cancer [ &% Unfavorable family history

[ &t - 5288 Other disease, please specify

2 ZRASERAZ LMERSEMBEERIEZEENER
hospitalized due to the above disease or other major disease? If so, please specify details.

JAEE? N7 - FERRBARETE © Had the patient previously been treated or

O #&vYes [0 525 No  #238F8 Date of diagnosisitreatments ~ £E Year A Month H Day
#=9% Disease
S8 /1P aE 1B Details of Treatment / Hospitalization
B& 4 1= /B8P =B T8 Name of Physician/Hospital
3 EIREEUE/RIEZIBEF1E Please provide details of drinking & smoking habit
HAEE (SZ/8/1/) Daily consumption (piece/ pack/ bottle/ can)
218438 Drinking/ Smoking start date since % Year A Month H Day
G. £Z2B4EE R PARTICULARS OF ATTENDING PHYSICIAN
ToBRENR =17
Name of Attending Physician Qualification
ik W48 R
Address Contact No.
TR RE/ B TF Year | B Month | H Day
Signature & Stamp of Attending EH‘H
Physician/ Hospital i
[ | |
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