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EERBERFER-PE
CRITICAL ILLNESS CLAIM FORM - STROKE

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

SIRAB DS/ #IRSEHS 1.D./ Passport No. of Insured

fRbE P77 Eil INSURANCE INTERMEDIARY INFORMATION

RS /T2 Name of Insurance Intermediary

RBP4 Insurance Intermediary Code 445 E8 5% Contact No.

EZE /A IMPORTANT NOTE

IFRARBAR "B = " BREWIE . MIMRERESEERES - This form is applicable for Dread Disease or Major Diseases benefit
riders.

AUEREEARPRFEE - HAERNAEN  SRAREFBEANREALEEELNAIEZEZZFE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.
KREBFRPFAAZ "AAT ) & "ERT ZRAEFEASRE(CEINKRDBIRAST - The expressions ‘the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.
ABFRE—HDUWBBRAZRARBHFBNREBMNER - TRRERE=+ANERARZERKHRERSE ZIER
ERARAE] - Partl 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.

M2RABT\AEI L - RERARREFEANARBEARREZARRE - NRHRAB /LT - AEBEFRER
REFBARRRAZEZERGEEENESREE - NRRAREHFBARBEAERER - HEARBOUARER
KEPBEREET - WIRHEGEBAESEER - 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.
HERRARBEFENREBADEBESNRE - WEAH—URSATURSE - BEAZBABNAZAREEARES
BRZENERABBEREZEANSH ZH - 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.

SRANMREBFBANREAZZZNRAKAT 24 ##4H[E - The signature of the Insured / Policyholder / Claimant must be the
same as the Company’s record.

RATRREBFRAIERE IR T REFBEAIZIRA - The Company pays the claim settlement to the Policyholder/insured based
on contract provision.

RPN HIRITEEB W RBBRIWALEARASTEUWE! - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute receipt by the Company.

MAEETERM - FHE B FNRRPNT ABESRNER AT E PRI 2142(853) 28595519 BHf © IHZMIRIE KFTHE XA
FEBRFMOFREERES 263 SEP T AE 22 18 A~ B ~ K-P [ - Ifyou 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.

RASEHBIREMILPFER  UEIHBEBARNERATVEKRNBBER - FEARLTAIE www.chinalife.com.mo 2| &
KRN EEFARAS - 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.

MNP AR AB IR AR ZE - B SXA B A - [fthere 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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{REEARSE Policy No.

F—E) - RESHN HSEAEE - MEAKRR 185 - WHFEERAAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. Z{R AE PARTICULARS OF INSURED

1 S E MBI Age and Sex of Insured
2 [4&EEE Contact phone no.
3 (WZEIER) Occupation (Compulsory) {T# (W /EIEE) Business (Compulsory)
4 R(EPFER Type of claim [0 &2z New Claim [0 m=~E=/E Further Claim
[0 #3852 Pending Claim [0 =#t/2# Review / Appeal
5 (% / HIE Nationality / Region
[0 El Chinese O =&us [ HfthOthers(:55ERA please specify)
6 B RIEEHIE ({8 A)Current Residential Address (Individual)
W City EE 2 Country
7  BBEIKA (8 A) Current Permanent Address (Individual)
(%N B Bk A stk (18 A ) 2 B py B {E it ik (B A) R [& - 3EE L54#) (Complete if different from Current Residential Address (Individual))
i City EdZX Country
8 i@l itk Mailing Address
(dmiEER ik £ B A R it (BLA) R & - 3B IEE4) (Complete if different from the current residential address (Individual))
W City B4 Z Country
B. fREEFF AER PARTICULARS OF POLICYHOLDER

(MNZRAEFREFBEABREA - EEIEER) (Complete if Insured and Policyholder is NOT the same person)

1 KRRl Age and Sex of Policyholder

2 BE48EEEE Contact phone no.

3 % (XZAER) Occupation (Compulsory) T (A EIERE) Business (Compulsory)

4 (% / HIE Nationality / Region

[0 & Chinese O ZEUS. [ Efth Others(355EAB please specify)

5 HErEEi(EA)/ BB (248 4) Current Residential Address(Individual) / Current Business Address(Business association)
1 City EdZR Country

6 BRIKAMUL(ELA)/ B R ILt 75 2 53 0 4% 55 BR st ik (R 22 4H 48) (40 B B AU RE (st ik (1B A )/ B U5 22 th it (R 2 40 48) R B - SE R UL AE)
Current Permanent Address (Individual) / Registered Office Address in the Place of Incorporation (Business association) (Complete if different
from Current Residential Address (Individual)/ Current Business Address (Business association))
W City EIZ Country

7 @BERE Mailing Address (Z03EF Mtk EA B A fE(E it (A )/ B B E 2t 3 (RS 240 48) A [3) - SHEE L64E) (Complete if different to the

current residential address (Individual) / Current Business Address (Business association))

¥ City EIZ Country
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{REEARSE Policy No.

C. JRIEHE E KB RAIEH NATURE OF ILLNESS AND RELATED INFORMATION

1 JRIERTE Name of illness
2 FEREILAEAR Please describe symptoms
3 EAROIREBEYA L3R ? When did these symptoms first appear? £F Year A Month H Day
N I O L1 L1 |
4  F2EBLE/BREVER The physician/hospital first consulted for this injury or iliness
sk B # Date of consultation: F Year B Month H Day
= = - IS I I I L1 | I B
B2 4 /82 P 2 7 33l Name & Address of Physician/Hospital
5 HtEZ2AlENBEELRRANES/BRER Other physicians/hospital consulted for this or similar conditions
k52 H BA Date of consultation: F Year A Month H Day
. . _ S S I E— I E— | IS E—
B2 4 /B PR 2 7 Ao dh 3k Name & Address of Physician/Hospital
= HtREATRFRECNRE? &5 - FIRHEFASEY - i i
6 BETEREEEMREBEATRFELNFRIE? 558 - BIRHEMAZHR - Are you insured with [ = ves 0 = o

other insurance company for similar benefits? If yes, please give details.
RBR/AS]ZFE Name of Insurance Company {RESSRAS Policy No. RIEHE R R ARPEEEE Type & Amount of benefit

D. ERA X GREE—TEERSI(F753() PAYMENT METHOD (Please select only one of the settlement options)

1

BEIABRERZE Direct Credit Application
[0 Sz "% RTRE 1 Registered Payment Bank Account

IEARFE RBARAASHIEERRPIFRIIIRITIRS - WA RS S5E M RAINHHEE S IEEIRTTERS - 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 ssxesmFes Designated bank Account

BIRHIRPREIANMG  WEARFPFHAE A B/ZEARPMBIIRTR/AEAZH - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.

EREFAA/REARTATIEEEPBIIIRITIRE To a bank account set up in Macau designated bank by the company held by the
Policyholder/Claimant.

#R17 %1 Name of Bank tRITHRSE Bank No.  234T#RS% Branch No. ERITER P SRES Account No.

N S N IO B I O O B
RPFHEAER(PY) WABREFBEAN/REAN) RPFAEAEREY) WARBREFAEAN/REAN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

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

BRI & G R iRTTI A =22 - B35 Flaa 5 /05 B#R1T2 9 - The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.

15K B EHNE R iR 1T R P 1F BN WBtREFF BN/ E BN B ETREEE TN B BN - B 50BN B4R 5 2/ 203 M - 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.
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{REE#RSE Policy No.

D. AR GREEZE—TEIBIESZ(TA ) () PAYMENT METHOD (Please select only one of the settlement options) (Continued)

2 KinsRTEIARSZE MACAU LOCAL CROSSED CHEQUE
SIS MSIEIE Preferred Settlement Currency

n BT (RPEASKRREINROBIRATERAZEERIREKE)

g
L meeze PELE) SLITET) Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

O me3=5m#ET0MRE Collect Cheque at Customer Service Centre in person
(FREFBANREANTESHEBEXXHRERATNBFE BRFED/OUEISZE ) (The Policyholder/Claimant should collect the cheque at our Macau

Customer Service Centre by presenting the identity document.)

[0 e =248 \)5BEX Pick up cheque in person by authorized person

REAER REBABAREE HREAS D E IR SRS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

i

O #m=ZieeEzEroi@:n it Mailto corespondence address registered in our Company
O #iRkch /1 883E Deliver via Insurance Intermediary

O wspmezams BiseRTH1T RENAB) Delver by bank officer (Please state the branch and bank officer)

#8179 77 Branch #eum A\ & Bank Officer

3 E{thfEF75 OTHER PAYMENT METHODS

[0 #BARE (EBERARE—REFBABTENZRE - FEEMRERE - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{RESSRAS Policy No.

4 Efth75= Other Methods

] =40(:55088)  Others (Please specify)

E. RIEPAFE X455 CLAIM DOCUMENT CHECKLIST

- v ER3Zf Basic Documents ; @ BfifISZ 4 Additional Documents ; x AzE A NotApplicable

I MRI/ E.C.G. / Pathological Reports (if applicable)

{RE IE RSN {REERERRE (UM ARBEIR AL RE IEZK) Original Policy or Policy Lost Declaration (if unable to °
provide original Policy)

RIEFRR XM (XM EEI ATR A ATNE R RIS 0B IE) BEERE(E
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical illness claim
[0 BHETEZUEHEE I ARDFERSE IS Part | of this form completed and signed by your good self v
O HFErZBLEES VBEPRERE_ MM EZBEBLERESE Claim Form Part |l - Attending Physician’s v
Statement to be completed by the attending physician
O SRABMDEEXHZZERIZ The certified true copy of identity document of the Insured v
O BREAZEBDBEXHEZ2ZERIAN (SR AIERIRA) The certified true copy of ID of Policyholder (Insured is v
not Policyholder).
u| B8/ X Yt/ SBRSHIE R #MORR OEE BRERERRIRE (WEFBE) Laboratory/ X-ray / CT Scan °
O
O

RMBEERBZERKBIPRESIEREER) Self-Certification Form (For Claims) for Automatic Exchange of °
Financial Account Information
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{REE#RSE Policy No.

F. B AERIUEEERR PERSONAL INFORMATION COLLECTION STATEMENT

ANBRMEDCHERBR "HEASRE (B ) ROBRAS . WIRERBAERER - BRI RAWIER AZERER - o/
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement N &2 [a) P EI A ZRIE (78I ) RO BE AT RE -

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. EHRA K %4 DECLARATION AND AUTHORIZATION

1= Authorization

ZIK)\/WFH ZRANREFBANREAN  ARANHFAREREEZZHRANE)ELEE (1) HOEE - s 8
B ~ 2P0 ~ RIBAT) - R1T ~ UGS - BUEFERPT - st EMhi%iE - st AL+ - NAES BEAEUBRAARAFMEARKE
Zxﬁ)\zﬁaﬁ‘- WS ERE - 0B %ER H?mf BB ERAPEASRER (B ) RODBRAS (LITNEHE &
AEL ) Q) ERTEETEEEZBEEIEEREEEERMR - T:?EZIS,%EEE‘***ﬁ/\/WFﬁ/ﬁiEﬂEZﬂ%AL
TR ZBEE AR - (FREZ 2!:)\/%1Fﬁ/r‘1%ﬁkﬁZﬂ?)\Z&EHNR bR ANEMZ EXAREZARS
KRN ; AMERAN/HMIETRBETRENS - WERESTDHENT) - LEESENEIAREIERGERZERT] - 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.

A Declaration

KANEM SRAMREBEFBENREA  ZUBREERM LA —TREEREBHNFAEER  AREaARANRMEFAE -
AN - 9RBEZEHWREERN ;, AANBRMAPERKRMNEOT-IEEEEE  ANHMIEFHEHSER
ReBiER L3RR ; ( AR NP ATT A PR AR 2 R T =2 R - B%K—EKEEEE%J:LE%EJZED&&%« BATHRMAAESN - EQ
SIANARELNR - EHBEA T ARBEREETORBEERMENER - SASIUEREAEEZREERRESS -

I/We, the Insured/Policyholder/Claimant HEREBY DECLARE and AGREE that (1) aII 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 a fact is material, it should be disclosed here. (2) The Company is not bound by any statement which l/lwe 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. #E (2T ZE B8 L3 E) SIGNATURE (Please DO NOT sign on BLANK form)

SRA(FEHR 18 mal L) REFBA / REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

#F Signature

& Name

B8 /RS
L.D. Card / Passport No.

% Year | B Month | H Day F Year | B Month | H Day F Year | A Month H Day

HEA Date

*RIEANAZRA/REFE ARG
*Relationship with
Insured/Policyholder
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{REEARSE Policy No.

EEMa - TEBEREE (REZBLER  FIAEARZRA/RESAA/REABTEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 7F AE PARTICULARS OF PATIENT

L % A2 Name of Patient

2 E@RHR Age and Sex

3 B3/ #MEIE 1.D. Card / Passport No.

B. E&/REi#Y CLINICAL DETAILS

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

F Year A Month H Day
L | | L | |
2 BHRHIRmE B EIEE4 HE Date of the symptoms first appeared
F Year H Month H Day
L |

3 mABXRBRILRE 2K BB Date of first consultation for this condition or related illness
F Year A Month H Day
L |

1 L | |

4 EFMRIPEREZZRZEMFFI Please describe the symptoms and complaints at first consultation.

5 WMAREHEMBAEEN?NE - FHiIRHZBE 2R Rt - Is the patient referred by other n
physician? If yes, please give the name and address of the referring doctor.

= Yes O & No

6 2[R Diagnosis

7 {O]#5HEE2 When was the diagnosis made F Year B Month H Day
S S I I | IS — I R

8 MARRREERTIERSIZL? Is patient’s illness resulted by below conditions ?

(1) BT E MR TR D 5 | AV A ZBEEAR cerebral symptoms due to transient ischaemic attacks O =ves O =no
(2) {EAIOT{E IR 2 &k I 14 1 48 HE AEER 18 any reversible ischaemic neurological deficit O =ves O =no
(3) EfmEERE S | B AYBSZBAEAR cerebral symptoms due to migraine O =ves O =no

(4) AR R S AIE LR RINAEER T EME LR vascular disease affecting the eye or
O  =ves O =no

optic nerve or vesibular functions

= KA ML REERE? W12  FRIRHEFMAER - i icit?

9 EAEBMRAKAMMEKAERER? M2 FFIRMHFMESR - Was there any neurological deficit 0 =ves 0 =N

Is so, please provide details.

10 ZWEREEREEBEXKAM? NI - FRHEBEREFESA - Was there any permanent ]
neurological deficit? Is so, please provide details for how long such deficit lasts for.

Z Yes O &N

1 WA FRHAFPEZEE BEREER AREOHBERLRE 2 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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C. B FZE%ER PROFESSIONAL COMMENT

1 BRPEAREERER  FEBFHMFRAR ? M2 - FiRHEARZABERIEEHS - Is the stroke ]
a recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.
28 B HA Date of diagnosis/treatments F Year A Month H Day

B (BIEZE A/ E R4 R) Details(including diagnosis/ treatments/ investigations and results)

2Yes O&ENo

2 BAZRIELAETEMNAAZ LICAEAYERE? Is there any patient’s family history which would increase the risk of this illness?

3 15 TEH The prognosis of the condition.

4 BEEANRGRERBERSBAER IsitHIV related?

D. EfthB&% %~ OTHER MEDICAL HISTORY

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

[ =0 Asthma [] 2% Cardiac problem [[] # R %% Diabetes Melitus

D ZBURT 3% Hepatitis B D 1= [M /8 Hypertension D S 355217 Previous operation
S Drug abuse [] 8U&Z48 Drinking ] ®Z&1E Smoking

[ = #&t54E Family history of cancer ] &% Unfavorable family history

[ B EE%% None O EH %% - 755708 Other disease, please specify

2 ZRASHERERLAERIEMBREERIESBEFERAE ? M2E - F4FF15 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

&Y Dat 3 —_— BilraiE
H &8 Dates o SRR %Eﬁ%/%l‘n%?ﬁ_
Rl Details of treatment/hospitalization Name of Physician/Hospital
F Year| A Month | H Day P
3 FRIRHERE/IRIEZEE 15 Please provide details of Drinking & Smoking habit.
Z & %4 8 Drinking/ Smoking start date since £F Year A Month H Day
L | | L
£ H FI 2 Daily consumption (Z/E1/48 /¥ piecel pack/ bottle/ can)
E. 2B EE 1 ATTENDING PHYSICIAN’S INFORMATION
FBENR BE
Name of Attending physician Qualification
b1l AR ERR
Address Contact No.
IUBLEEE / EREE - F Year | A Month | H Day
Signature & Stamp of Attending b t
Physician/ Hospital ate
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