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S IMEE{E 8 53R ACCIDENT CLAIM FORM

{REEFEA ALEZ Name of Policyholder Z{RALEZ Name of Insured {REE4RSE Policy No.

ZIRAS D5/ #ER9EE 1.D. / Passport of Insured

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

fRbE P77 Eil INSURANCE INTERMEDIARY INFORMATION

{RI% P77 &8 Name of Insurance Intermediary

{RBED /T 4R SR Insurance Intermediary Code H 48 B8 5% Contact No.

EZE /A IMPORTANT NOTE

- BUEMERARRFR HOUERNBAEN SRAIREFANREANREBNNMUEREZIFE - Please complete this form
in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KABEFERTFAZ "TARE . TEAE . ZRAETRBRIASRE(EINKRMNHBRAE - The expressions "the Company" or "our
Company" used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABEBREBDVEBARRAREFBEANREAES - UERBINEPE_TRNERBRE ZXHERZELZIARAT - Part
| of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 20 days from date of accident toge ther with all
original documents.

- MIRRAS TR L  SRARREFBEAVBERBEBEBARZEABER  NRZRAST /BT - RBFRERRE
FAARZRAZERRAGEZLENEBREZE - NIRRAREFEARGEAEER  HEABBURARERLAPBERR
BF  WIZHREGERRELEERR - [fthe 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
famlly member with relevant relationship proof and physician's statement prowded

- BERRANRERFBANREAUEEZEZENRE VAR URBATURRE REAZBAABZERNRIEAREBEARRESRE RZ
EMERKRPFEREZZANG D ZHA - If the Insured/Policyholder/Claimant uses a 5|gnature 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.

- ZRANREFBEANRBAZEZENWEBRNT ZLE%1EE - The signature of the Insured / Policyholder / Claimant must be the same as
the Company's record.

- FERENATIRTEXZESWRIABRBRLALERARASTSUWE - Receipt of this form by your Insurance Intermediary or bank officer does
not constitute recelpt by the Company.

- MEEUER - FHE BINNREPNT ABEHRER LT E PR 24 (853) 2859 5519 B - HEZMNRIE KR XHHEFE
TR D%%EEE% 263 SR K/E 22 #2 A - B ~ K-P E - 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.

- ARSI BEBERENERFER  TEIFIBEEBRTEARTEKRNPHER - BEAKRATAIL www.chinalife.commo FE K T
HEHTARA - 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.

- WMENIRABETAEEHIAT ZE - HIPSIA R - [fthere is any discrepancy or inconsistency between the English version and the
Chinese version of this form, the Chinese version shall prevail.

—8bn - REER (ESRA/BESEA/RENES)
PART | - PARTICULARS OF CLAIM(To be completed by Insured/Policyholder/Claimant)

A. Z{R AE PARTICULARS OF INSURED

1 FEAFHE KRR Age and Sex of Insured F44%E5E Contact Phone No.

B. —f% &1 GENERAL INFORMATION

1 R{ERELEEE Benefit(s) to claim

[ =412 2 A Accidental medical expenses reimbursement [0 &4 2 & K18 Accidental weekly income

[ =9MERR A B Accidental hospital income [ =9heeskpb a2 Accidental dismemberment
PEABRE G5/ ROBRAT (RHEA RANEEMATZ RAERAR) NI
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012000602
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{REE#RSE Policy No.

B. —f% & 13 (&) GENERAL INFORMATION (Continued)

2 R({EBFELHA Type of claims
[ &% ==& New Claim [ &&= Further Claim [ #5285 Pending Claim [ =it/ # Review / Appeal

3 BTAGER—SMZEEaEMFREATRE? NZE  FRUXFRBASBERIRERG -
Did/Will you make a claim against any other insurance company for the same incident? If yes, please E] = Yes E] % No
indicate the name of insurance company and policy no..

RE/AS] & Name of Insurance Company (REEZEFE Policy No.
4 ZEEPHFEOIEAIZEERIZE Request return of certified true copy receipt(s) [ 2 Yes & No
C. E4MsE15 ACCIDENT PARTICULARS
1 BSEEREREFE Date and time of " Y EFIFF
ER— £ Year A Month H Day i Hour 43 Minute T

2  EYMEEAHhEL K 4Z3B Location and details of the accident

3 FBHIAEINSEMKISELER Please describe the part(s) of body injured and the type of injury

4 RBTATRZ?MA - FHIRHELITER Did you report to the police? If yes, please provide the following information
EZ 12k Police Station EZE 4R Case Reference No.

O 2 ves O =nNo

5 A EEREE/RBEINRES/O MR SERAR R SRR -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

5 BETNEEMREINDNESENZE/ETEEFIER ? Did you apply for compensation from Social Welfare Department / Labour Department for the
same accident?
O BN O 5B BEEHHEH/1S5EEE08 Yes - please provide Social Welfare Allowance / Labour Assessment Certificate

D. JA%&¥15 TREATMENT DETAILS

1 RAURBINREMRZ 2 BELER (BB - Mt 55274 B EB)Details of hospitals confined or physicians consulted for the injury(Name,
address and consultation date)
£ Year B Month H Day B2 4 /B2 78 Name of physician/hospital

| \ | | | | | | | | |
B 4-/E PRttt Address of physician/hospital

2 REABERERIEFRIM ? 105 - F5IIRSMNE RIRE 2 B 8K K/ - Has the Insured taken any 05y [] 5N
home leave during the hospital confinement? If yes, please state the starting and ending date and time. e > °
EFIRF
B AN Mi
F Year H Month H Day i Hour 73 Minute AMPM

ShtH B HA K B Starting date and time

iR [0] H 85 % 5] Starting date and time

3 EmZZiMBLEERBREZESEARERFBAREANREBRN ABEMRE% - 551882 - Is there any relationship between
the Registered Medical Practitioner / Medical Services Provider and the Insured /Policyholder /Claimant / Insurance Intermediary? If so, please
state the relationship.
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fREHRSE Policy No.

E. {8 EMPLOYMENT PARTICULARS

A E)/{EE & Company/Employer Name E5F 55 Telephone No.
ik Address
2 IREBEAIREE(ESH —TER 2, 55 8AFr A B i1 K 1 &) Position and duties of present occupation (if more than one, please state all).
3 BT AT@EEEBEMRER Did you file your sick leave application to employer? £F Year A Month H Day
[ 2E No O & ves F From
ZTo
185 H B Resumed duty on
4 WMBEREBRD - FIRMHTEFTHER B E - If you are still on sick leave, please provide the expected

date to resume duty.

F ERA R (GREE—TEEESZ {175 3() PAYMENT METHOD (Please select only one of the settlement options)

1 EEIABREEEE Direct Credit Application
[0 Szt " 45%RTES 1 Registered Payment Bank Account
WERBRBRARALATIEERRMFAIIRITIRES - WRAAT B M EKINMIEELHIEEIRTTERS - The service is only applicable to a bank account
set up in Macau designated bank by the company and the bank account which registration is completed successfully in the company.
O ssxsmFEs Designated bank Account
AERHIREERAXY  NHBEREFRFEAEAGR/ZERRFRIBIIRITR/B4 E/F1E - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.
EREFBA/REARTATIEEHWEFFIIIRITIRS To a bank account set up in Macau designated bank by the company held by the
Policyholder/Claimant.
#R17 %8 Name of Bank ERTTARIE Bank No. 2377 #®S5H Branch No. #R1TERESRAS Account No.
| | | L | | | L | | | | |
IRPHABAER(PN) (MWERREFBAA/REN) IRPHAABREN) (WERRERFAA/REAN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)
AANEMRPFULERERSRAENESHE - TESRTREARTHRERFEE WA)
I/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)
BB & MG SR TTI A =2 - 38517875 /0 5 B#R1T2 79 - The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.
KRB EHEMF T IRITAE 15BN BIREFF BN/ FIEN R TFE AT E BN B - BRI Z)#R 220 %M - Ifthere 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.
2 Kih$R{TEIZSZZE MACAU LOCAL CROSSED CHEQUE

IE S HEEEIE Preferred Settlement Currency

O
O

O 00

BT (RPBIASRBOBINKOHBRASBAZEEZRELE)

Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
HBREERIES/OIEEL Collect Cheque at Customer Service Centre in person

(FREFBANREANTESNHEEXXEREARATREFME BRSSO UENSZER <) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

BRESE =F (058 A)ZBEY Pick up cheque in person by authorized person

EER=F

fREBEME Policy Currency O

REANEZ REABEERE KBABSH B HTRE
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

BRET F (R EE R AYEATL L Mail to correspondence address registered in our Company
#R{RBR P /T EEAE Deliver via Insurance Intermediary

LIRTTEEBEIE (FBIETRTHITREPAE) Deliver by bank officer (Please state the branch and bank officer)

$847447 Branch #3 A 8 Bank Officer
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{REEZRSE Policy No.

ERAN(GREE—EEESZ(T ) (48) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

3 HsEFA T OTHER PAYMENT METHODS
EANRE (BBARBE—RESBAR NEMZRE 5

please specify the policy no..)
{REESRAS Policy No.

L 1 | 1 1 1 | L 1 |

TR E REESRAS

= ) Offset the premium (only applicable to inforce policy under same Policyholder,

4 EfthA= Other Methods

O HAth(7E5!RF) Others (Please specify)

G. RIEPTR XIS E CLAIM DOCUMENT CHECKLIST

- VEARX# Basic Documents ; @IS Additional Documents ;

xA3EF Not Applicable

REFEXE (TEWEENSTRSADMESEBEomE) | SIERAE | eamgnp | moamen | msukme
Claln_l Document (Documents can be certified at our Company’s Customer expenses Accld_ental weekly Accldt_antal hospital _ Accidental
Service Centre) reimbursement income income dismemberment
] HE MEZWE 7 ARBFEZRSE —EB7 Part | of this form completed y y y Y
and signed by your good self
D HEZBHEETERZE RSN ABHERSE &85 Part |l of this v v v v
form completed and signed by attending physician with chop
B APEZE 2 BRI RBRAABERPECERRES EIE
O ST B8 B 2 J&¥E) Discharge slip/sick leave certificate/medical certificate v v v v
with clear exact diagnosis (applicable to treatment received in hospitals of the
Hospital Authority of Hong Kong)
| B /N4 (38 A AR TR B 3% P 22 38 %) Discharge summary (applicable to Y v / /
treatment received in Mainland China)
(] v (]
O BRI B IE A K ELnRBS AR 43R Original medical receipt and statement of v = =l SEn
account Copy required only Copy required only Copy required only
D SRABMBERXXHZ2ZEEIZA The certified true copy of identity v v v v
document of the Insured.
D BEAZEDBXGZ2ZERIAR (RIRAFFIRIRA) The certified true v v v v
copy of identity document of Policyholder (Insured is not Policyholder).
O Hit R A SIS B RS 2 5 B4 Settlement advice from other o o N o
insurer/ party
ZENAE RS (W0 RIS - RIMIRE - [EE 7171/ EhE
O WHRERES O EBER S BERIWE X L E55)Diagnosis report o 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.)
O STHEGA/MEEH L ZWMRFE A Labour Assessment Certificate / o v o v
Employer confirmation letter for sick leave record
O EERE R/ R BEEINR Police report andfor traffic accident report (] (] (] ®
O YIRS/ 2 A B ¥R 5 Physiotherapy / occupational therapy report ( (] ® (
O 3R Z 50K Newspaper clipping ( (] (] (
O AMMEL BiRBHMENFEIZAR Copy of referral letter issued by o o o o

registered medical practitioner / Hospital
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{REEHRSR Policy No.

H. {8 AE R UZEERA PERSONAL INFORMATION COLLECTION STATEMENT

ANEMEICRBRBL " PEASRE (58 ) ROBRAS . NIREBAERER - BESTRANWERAERER - olR
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement N &k @B A SREE (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.

| EFFRIERIEEHA DECLARATION FOR ELECTRONIC RECEIPT

O ANEMA SRANREFENREAZBLBERERER 2ETEERAE—IIE  HEZMBERIEEMETKZNELLREE
BHEEIEAUIE - /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. ZXA/F 9 - RRAMREFTBEANREATR
BEREREBRELTN  BZERABEERZRKEBNMNEO  URXEQEMERBRASINKEBETEERE - W, the
Insured/Policyholder/Claimant, declared and guarantee that apart from our company, I/we have not filed/ will not file the dup licate claims against other insurance
companies or institutions concerning the amount to be claimed in your company for the said electronic receipt(s). ZA/FE M - SREANIREFBENREA
AW LB ALEE  AABEBEREELASANZERABEKRKZ ZEEE  WAIEBBAZ—UNAEEME - IWe, the
Insured/Policyholder/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.

J. AR Z1# DECLARATION AND AUTHORIZATION

1% Authorization

ANEM  ZRAMREFBANREAN  KRANRMARERBEZZRAOB)ZLEE (1) TR - EmusE -8
B ~ 2P0 ~ RER AT ~ R1T - BUGHE - BUSERFT - sl Efhid - Al A+ - NanEst BB BRI MR
FIZRERAZACHE - REHERNE - GUBZEERER - BMRELPEASRRE (8% ) ROBIRAS (UTE
BMITEAT, ) ,; 2 ELESHUEEEZ BRI ERIRESNLEHPT - AIMAREPBEANRMERRELZ
RAETRIER Z BB SO - IFRBZARANEMIERMEZZRAZEERARDT - ISR AR A F P 2 R A R I
ZABBHNRN,; EARANRMIETETREANR - LRESDENT) - WEEENWKOAREA FRIGBERENT] - 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.

2 BA Declaration

ANEM  ERANGREFBANREA - ZBBREER(N) LU EEENEE R - Amea AN MRIFAA
5] MANMFARIFRE - 9AFEZZHMWEEE ; AARMBEERNET-BEREEE - RA/RMERE
SEEARBFRLGDE ; QQANKFBERARFLE ZECER - READBR DERSHEERE SQT) RN &
O ERTARRELR - EHEA LT ABERBEMT KRB FTRMFBNER - SAT BRI ABEBZ KN EERREPE -
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 l/\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.

K. ZZ(FAEZEZEZHRIE L%EE) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA(FES 18 BEILLE) REFKEA | REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Z Signature

#2 Name

BN R ERRS
I.D. Card / Passport No.

F Year | H Month H Day fF Year | H Month H Day fF Year | H Month H Day

HHA Date

*REARAZSFRANRERAARG

*Relationship with Insured/Policyholder
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{REEARSE Policy No.

FEMY-EZBEREE MILELER  MAEAHSRNREREARBABTEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder / Claimant’s own expenses.)

A. 7 AER PARTICULARS OF PATIENT

RAER R AR/ 1R / R B8/ ERRS
Name of patient Agelsex of patient 1.D / Passport No. of patient

B. &2JAE 1 CONSULTATION DETAILS

£3 Hi H
1 ESMZEEN Date of Accident F Year A Month H Day % Hour 73 Minute j/ltl':l\}: 0

2@)  m7grERz - SEIZMERTESER Period of hospital
confinement if hospitalized

2(b) EEPTZ#E Name of hospital

3 REEaREZFZ B Date of first £ Year B Month H Day
consultation for this injury O 4 am O T em

4(a) EHPEEHELRIB Circumstances of accident

4b) BHHEZ{SZEB{I Part of body injured

4c) ZSERRIFNEE Type and extent of injury

4d) BETREREZZHZAEAR  HERBASURZREISE ? 115 - ;&MU - Is there any visible contusion, cut or wound on the exterior
body part at your first consultation? If yes, please describe in details. D% Yes [ % No

2 Yes

5 BE1& =72 HEH Date of last consultation F Year H Month H Day

e ) A E—

R Z {8 1B Status of recovery

6 EIRMAAAEFIB(BIMBRE - Filf - ¥REE - X X - HFEIZEZF18E) Please provide all treatments details (such as
hospitalization, surgery, physmtherapy, X-ray, special diagnostic procedures and investigation etc.)

F Year | A Month | H Day JAFERE1E Treatment details BB R/ EREA Result/ Treatment duration

7 SZRERARBEREINZE  AREIHMBEARE ? I17A - §55108 Any other physicians who treated [ 2 ves [0 =No
_Insured for the same injury? If yes, please give details =

£ Year | B Month| H Day BE4E#72 Name of physician(s) B & Ktk Telephone No. & Address(es)
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{REEARSE Policy No.

B. &2/AE 1 (#&)CONSULTATION DETAILS(Continued)

ZRZEREHNIEA—IEMEBMNREEIEE? M THEM—IER"E” - AsERAFF1E Was such injury induced from or affected by any of

8
the following which may contribute to and/or lengthen the period of disability? If any of the below is “yes”, please give details.
(@) Zaefas / 55 RE% Physical defects / congenital anomaly O 2 Yes O & No
(b) BARE @B TEZEE Unfavourable past medical history O £ Yes O & No
(¢) 3B{Li4#E# Degenerative changes O £ Yes O & No
(d)  z24357#5 By drugs or alcohol O 2 Yes O & No
9 FARAHMERFZERMERE ?MAE  FHIAFEREAZEOEEEE O 2 Yes O & No
Was healing complicated? If yes, please state details & any special treatment given.
10 MUBRAXRSHI(ESiBEmR - A=/ S20% EAYSZE: Bearing in mind the declared duties/occupation of this patient, please indicate
the impact of the accident / disablement:
O seste =@ T rEsiig can perform any kind of work and duties
[0 Fecit = Em2AS 25845 THE Cannot perform partial duties of his/ her own occupation
[0 Recstt = Em 25 2 £ T1E Cannot perform all duties of his/ her own occupation
O Feeitt=E@a@R0 TIES B Cannot perform any kind of work and duties
FE IR HEFR S ER ) TIERE DAV Please state period of incapable to perform some of his/her duties
H From (ddimmiyyyy)  Zto (dd/mmiyyyy)
BRI ERE SRS Please state period of incapable to perform some of his/her duties
3 From (dd/mmiyyyy) = Eto (dd/mmiyyyy)
1 RIBZBAZEE RSN ZE KA % 2 H E R % Bearing in mind patient’s occupation, how would the injury prevent the patient
from performing all the duties of his/her job?
12 BEFRGELEMEMHY L - FHARTRRRAREEREELZIER - 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.
13 MEBREIINEBZFEAKAGEE - 5B L ISR S BEThEEFRiE B K A BRAVIEE (U%FRR) 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.
14 RAEBEEINER - SECEBLEDEFRTLERFE ? Is the patient now/ Was the patient at the time of this accident suffering/suffered from any

illness, disease or infirmity?
0 gaNe [0 % B2HtE4E Yes - Please provide details.

C. EFZZELE R PARTICULARS OF ATTENDING PHYSICIAN

ToBRERR BE

Name of Attending physician Qualification

il BRERE

Address Contact No.

TUBRLEE BREs - F Year B Month H Day
Signature & Stamp of Attending Da;e

Physician/ Hospital
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