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CHINA LIFE
REXREPHEL

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

IR L MR IE IS {E ER sE 3R TIME LADY INSURANCE CLAIM FORM

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

SIRAB DS/ RS 1.D./ Passport No. of Insured

{RBEDP 7T E INSURANCE INTERMEDIARY INFORMATION

{RI% P77 E 8 Name of Insurance Intermediary

{RBRD /T AR SR Insurance Intermediary Code H 48 B8 5% Contact No.

EZE A1 IMPORTANT NOTE

- BRITHMREREERFERRBARELERRERTEE752E TIME LADY INSURANCE CLAIM FORM is applicable for lady's benefit and New
Born Baby Bonus ONLY

- WERFEHMAR ZIEERR - SREH - RE - BEREREM . B TNURIBERERNBREZEERBRER T4 AE] Forother
claims, please complete the relevant Claim Forms for claims related to Death, Waiver of Premium, Dread Diseases and all other supplements.

- NRFENEERREFEREAMER  BARERMELER 2 HEFIBZEIA 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.

- BTEEHBEZEER  SELCREERZEERBESSSZER T4 AE] References such as the Patient’s Card, diagnostic or laboratory
reports should be submitted.

- BUMUIERESASFHEER TUERNTIEENR  SRAGREFEANRBEANBEERNWMUEZRZIEE - Please complete this form in BLOCK
LETTERS All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- RBEBFRPAZ "ARF, S "TEAT L ZRMIETBEASRE(EINKRHBIRAE - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- W= 1$A2.5’5+)\ﬁ‘}zut RRARGREBHBEAVEHRBERBAREARBER  URERABT/\EUT - KABFREHREFBEA
RERAZEZRAGELEZEANEBREE - IRRARBHAARGEARESEE  HEAHRBUNAERABRFEREESF - TRH
BA%EIPREE ‘”EIH If the insured is at or above age 18, the Insured and policyholder must complete and sign this form by his or her good seff. 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.

- AERRAREFBANREALBEZEZENZRE  VAR—UREATURE -  REAZBABRRERRERRRERFERZENE
RABFREZANS ZHA - 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.

- RRANGREFBEANREAZEZENREARASZ LEHMEE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company's record.

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

- WARUER - FE BINNRERP N ABKSRERATE SRR (853) 2859 5519 B - IHEZMRB KB X HHASEREMHDO
ERELEES 263 SEoh KB 2218 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' Assumpgéo No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- ARREIEHBRENILRFHR  TESFEBARTES R AT EKRMNBFER - FEARLQSIALE www.chinalife.com.mo 81 B8 & T S &F ik
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.

WMPEIRABE AN AT ZE - B PXAEEE - [f there is any discrepancy or inconsistency between the English version and the Chinese

version of this form, the Chinese version shall prevail.
WELIEARIUENA

4012001101

PEASRE (850 ROBR AT (RPEARKNBEEMA L ZROBRAF)

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REEARSE Policy No.

B - REER @ESRAER - NFFEAKRE 185 - UHREFEAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. —ARE | GENERAL INFORMATION

1 REAFHRFEME Age and Sex of Insured (42 EB2E Contact Phone No:

2 EIE{RFEEER Nature of Claimed Benefit(s)
[ #74-8252 42 & New Born Baby Bonus

55— 75853 1stBorn Baby 55— 75253 2nd Born Baby
HEER A Name of infant H 4 HEA(E/B/H) Date of Birth(YYYY/MM/DD) 5l Sex  H4EFEBEE 5% AS Birth Certificate No.

[J 22541282 Fetus & Infant Protection
O slER & L5 %42 FAIE Carcinoma in-situ of Breast and Female Genital System
O &4t E R % Systemic Lupus Erythematosus with Lupus Nephritis
[ =z 884t 25 Complications of Pregnancy
[0 =412 Ectopic Pregnancy [0 =%ih4 Hydatidiform Mole
[ me ke kst Disseminated Intravasular Coagulation [] ZE%& S E40% Postpartum Psychosis
[ 2852 5c R M 2% Congenital Anomalies

[0 EE%2a% Down's Syndrome [ ms#pszet Spina Bifida
O 555K ESE Tetralogy of Fallot [ 57K Hydrocephalus
[0 aEmsRaERE TR Ossophageal Atresia & Oesophago Tracheal Fistula
3 BZEE(WAIAR) Occupation (Compulsory) 7 (A 7EIE ) Business (Compulsory)

B. J&7%5¥ 15 TREATMENT DETAILS

1 BREIRFEAE R (B 414 4 BHIR AL R 1) Date when symptoms first appeared (For Systemic Lupus Erythematosus with Lupus
Nephritis & Carcinoma in-situ)

F Year A Month H Day
L |

2 B ARARE Please give details of symptoms.

3 BARLIMER/E R KZAVEE /B8 4 /52 B /58 B 1448 The Hospital/Doctor/Clinic/Institution that has attended to the above condition

wh EQITEEF% HEA . BLEREE 4% B BT ARsR %R A 4R
Date of Consultation/ Confinement Physician/ Hospital Contact Tel. No. Hospital No/ Patient No.

F Year| B Month | H Day

C. E i} OTHER DETAILS

1 BTMTHNERHBPEEI[EMEENEUNER ? N5 FBLEZAEIER% - LREIRE
BZERNBBRERRZEBAZEREZ B E - Have any of your immediate family ] = ]
members suffered from a similar or related iliness ? If yes, please state relationship to the relative, 7= Yes & No
name of illness and the date when the illness was first diagnosed.

A 51 A Please Specify

) RBTERAREZBIE?ME - BIPEHE - EHIRFERIZESZX - Do you smoke ? If yes, 0 =v 0 =N
state quantity, type and duration of smoking. e 0
#87l Type F4ERIE =2 A Duration of smoking
X A £ Daily consumption (32/83 piecel pack)

3 B TEEEEMFRATFHEURGE ? N7 - FIILZRBATNEE - RIFEEH - RE
5%ES o Are you insured for similar benefits with any other Insurance Company ? Please state the name E] £ Yes E] & No
of Insurance Company, policy no. and sum insured.

{RIB/AS)EE Name of Insurance Company FIREEZE Suminsured TREESEHS Policy No.
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{REEARSE Policy No.

D. ERAXREEZE—TEERZ175 () PAYMENT METHOD (Please select only one of the settlement options)

1 BENIABREFE Direct Credit Application
[0 =it " 45%RTES 1 Registered Payment Bank Account

IWRERBEARAATIEERRFFAIIRTIRE - WRA AT SSEM AN IEEERIEEIRTTIRE - 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 ssxsmFKes Designated bank Account
AERHIREBEXH  NHBERERFAEAGR/ZERRFRIBIIRITR/B4 E/F18 - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.
EREBBEA/REAREKATIEEHEMIBIIIRITIRE To a bank account set up in Macau designated bank by the company held by the
Policyholder/Claimant.

#R172 %8 Name of Bank RITHRIE Bank No. 73 1T4R 5% Branch No. ER1TER P SERE Account No.

| | 1 | | |

\ I L \ \ L !
REFBALRR(PXY) WEARREFBAN/REAN) RPFBARBREEX) WARRERBA/REAN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

AANEMRPBFULERERSRAENSHE - TRSRTREARTHRERFERE WA

1/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)
BB & G SR TTIT A =2 - 38515875 /0 5 B#R1T2 79 - The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.

KRB EHE M IRITA I BN DR EFF BN/ FIEN R TAE LT E BN B - BRI B Z) 4R 2 Z 20 % - 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.

2  AKiER{TEIZRSZE MACAU LOCAL CROSSED CHEQUE
BEEHHEIE Preferred Settlement Currency
iy o BT (ZPEASFRRBIMNKRNDBRATEEZHEZEE R BREKEE)
= Fh;l
L Ress Policy Currency O Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
[0 ®HBEREFEHDLIREL Collect Cheque at Customer Service Centre in person
o

(FAREFANREBANFTRSMRB R ERATHRFIE FIRFE P OUESZE - ) (The Policyholder/Claimant should collect the cheque at our
Macau Customer Service Centre by presenting the identity document.)

EHESE = & (1048 A)5BER Pick up cheque in person by authorized person
KEBEAEZ RBABEER A EUN=27 oL R

Name of authorized person Contact no. of authorized person I.D. no. of authorized person

T 2 IREEE AT L Mail to correspondence address registered in our Company
R P 77 B2 IE Deliver via Insurance Intermediary
KIRITTEXEEE BIRERTHIT RN A S) Deliver by bank officer (Please state the branch and bank officer)

OO0

#R47247 Branch #3ft A\ 8 Bank Officer

3 Hith4E57x5 % OTHER PAYMENT METHODS

[0 BARE EERRE—REFAEARZBTERZRE  BEEMRERN - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
TREESRES Policy No.

L | 1l | | | | |

4 Efth753 Other Methods

[CJ=4(zE5088)  Others (Please specify)
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{REEARSE Policy No.

E. 3R{EFTER X455 CLAIM DOCUMENT CHECKLIST

v EARZF Basic Documents ; ® Ffi/IISC# Additional Documents ; x A3&F3 NotApplicable

RIEMEXMG(XHHZER TR ATNE F RE DO IE) R RIE RS (E

Claim Document (Documents can be certified at our Company’s Customer Service Centre) Time Lady Insurance Claim

HE MEZWERE 2 KPFERF S Part of this form completed and signed by your good self v

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

MEPFENERRRESBRRAEARMES - FREFEIHAEET 2 A ERBEEIZ 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.

SIRAB MBS 2 ZE BIZK The certified true copy of identity document of the Insured.

SN X

BEAZEDBXEZZEBRIN (RRAIEREFEA) The certified true copy of identity document of Policyholder
(Insured is not Policyholder).

B MNERHEEFEZREFS SRCBRENZHERRSESEERTEART

References such as the Patient's Card, diagnostic or laboratory reports should be submitted.

MBEERIRZ BREIERE(IERER) Self-Certification Form (For Claims) for Automatic Exchange of Financial
Account Information

O 0oo0o0oaoOoand

F. B AEIUIEEZ2HEA PERSONAL INFORMATION COLLECTION STATEMENT

ANERMERSHEBERFR "TPEASRE (8% ) ROBRAT . WIREBRABERER - BRSTRANKRERAERER - o
B? https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement &3k [@ B AEREE (89 ) RNHBRATEE -

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. EFAK %1 DECLARATION AND AUTHORIZATION

1% Authorization

RNEM - RRANREFBANREA - CRBNFEMEARAE ZZRA(NA)ZILRE (1) HEfEE - sEfueE - 8
Bt ~ 2P ~ BB AT ~ $R1T - BUFHAE - BUFERPT - s B4 - st A+ - NIESXBEEETBEREARAN/ZRMIEARMN
FIRRAZACH ~ WEERNE - 9o FZEERIER - MM REIGPEASRE (8 ) RODABRAS (LUITE
wWITEAT, ) ; (2 ELATSEIEEE zBE/BHEFRMESERT UMAREBFERNEMGBRREZZ
RAEITAIRE 2B EIE O - FREZARNBEMERREZRERAZEERARD » ILIREH RN/ 2 EEN K%
FABBAORY; AMERN/ERMETHBTRENS  WEESTDHEY - WE#EENTEREA FARITBEZENT - 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.

E2 A Declaration

ANEM  SRAREFBENREA @ BUEBRARER(M) i —tRMEEENREEER - Cwmea AR MR
B MAANFKPFRARE  95SEZ28UREEN ;| AA/RMABBRARMECT-IREEEE - AAN/RKMORFE
FEERPFRLGRA ; QFRANBMOGEQIAREL ZEDER - REXRBHR OERSNIENE SACBKRMAE
O BERTIRNERELNR - EHEA L ABERBEMURBFRMBNER - SATIERILFEESZ K EREARREPRS -
I/We, the Insured/Policyholder/Claimant HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all que stions
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 afact is material, it should be disclosed here. (2) The Company is not bound by any statement w hich 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. #Z(EZ2EZ 8RB L E) SIGNATURE (Please DO NOT sign on BLANK form)

SR A (SF# 18 mREiLLE) REFBEAN | REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness
%52E Signature
%2 Name

B/ ERIKE 1D Card /
Passport No.

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

H &f Date

*RIEARZFRANREFBARMEG

*Relationship with Insured/Policyholder
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{REEARSE Policy No.

EEMp - EZBERESE (REZELEER  FIAERRAZRA/RESFEA/REABITEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 55 AE R PARTICULARS OF PATIENT

1 /AR Name of Patient

2 FHR R Age and Sex

3 5938/ #HR5RES 1.D. Card / Passport No.

B. ARX M ER KT IREARE 83 5E 2785 CLINICAL HISTORY OF FEMALE DECEASES AND PREGNANCY COMPLICATIONS

1 WAZEBERCIROIENZE We can trace the medical record of patient back to

F Year A Month H Day
I | I |
2 BHRERHE B RS E S EE 4 HEB Date of the accident occurred or symptoms first appeared
F Year H Month H Day
IS E— I E—

3 WABXRARILRAE 2K 52 BHB Date of first consultation for this condition or related illness
F Year A Month H Day

L+ 1 1 |

'S

AR R E 2R 2 AR AR IE Please describe the symptoms and complaints at first consultation

5 WMAREHHEMBEEN?UR  FREZBEZHEZ R - Is the patient referred by other ]

z= Y N
physician? If yes, please give the name and address of the referring doctor. = e D Bl

6  EZER Diagnosis

7  {¥BREER Hospitalization Details
E2B3 278 Name of Hospital
ABz B 8 Date of Admission £ Year E Month H Day
S I I E— L | |
tHi B B 47 Date of Discharge F Year A Month H Day
L | | L |
8  Fl§E M Surgical Procedure Details
ZF1ii B 48 Date of Surgical Procedure F Year B Month H Day
L | | |

F 15 & %8 Name of the Surgical Procedure

SF1ilgt4 5 Nature of the Surgical Procedure

9 HRIRE  ERPBZEE  BERHER EEEMHBERLRE ZBEZHIRESTE] Brief Discharge Summary (including
treatments, investigation procedures, results, and/or any complications and follow up plan)

MO-CL-ICLA04/202306-01 P.50f6




{REEARSE Policy No.

C. AR TR IEREE INFANT CONGENITALANOMALY

1 RIEFSXRUEE 2 EZE Exact clinical diagnosis for infant congenital anomaly

2 FEREFABRKFEHREERT Please give details of the clinical manifestations.

3 AERE . AMLZEZEE  BEREER AEEMIHBEERBZHIRERTZ Brief treatment summary (including treatments,
investigation procedures, results, and/or any complications and follow up plan)

D. EfthB&% %~ OTHER MEDICAL HISTORY

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

D % Asthma D IO\ESR Cardiac problem D & FRJ% Diabetes Mellitus

[0 ZEAF 3% Hepatitis B [] =imE Hypertension [ 2152 F1fi Previous operation
[ %% Drug abuse [0 =&t Family history of cancer ] %1% Unfavorable family history
[0 &vEZE Drinking [] ®=&18 Smoking

[0 BLEE%% None [] Etth#ss - 5% Other disease, please specify

2 RRASEEELAERIEHMREERRIESBELBRIGE ? M2E - FHlEF15 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H A Dates 7% Disease AE/M(EREE BEuR/BRaE
£F Year | B Month| H Day Details of treatment/hospitalization Name of Physician/Hospital

3 FAIRMRABUE/IRIEZBEES Please provide details of Drinking & Smoking habit of patient.
{844 8 Drinking/ Smoking start date since £ Year A Month
L

S I —|

H Day
|

1 L | |

5 H F§ 2 Daily consumption (Z/E1/48 /¥ piecel pack/ bottle/ can)

E. £ZELE R ATTENDING PHYSICIAN’S INFORMATION

ToBEMR =i

Name of Attending physician Qualification
ik BB ERE
Address Contact No.

£ Year | B Month | H Day

FTELBERE/BREE
Signature & Stamp of Attending
Physician/ Hospital

HEA
Date
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