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EBESRBER-ORA / SRENIK(ER)FiT / ik 2k sk A2 g
CRITICAL ILLNESS CLAIM FORM - HEART ATTACK / CORONARY ARTERY DISEASE
REQUIRING SURGERY / ANGIOPLASTY

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

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

{RBEDP 7T Ei INSURANCE INTERMEDIARY INFORMATION

RS /T A8 Name of Insurance Intermediary

RBP4 Insurance Intermediary Code 4 #5E8 5% Contact No.

EZ A0 IMPORTANT NOTE

- IERARBEAR "BE ) B T RERE J MIRFERIRE(EEEFS o This form is applicable for Dread Disease or Major Diseases benefit
riders.

- BUEREREARRFR - HUERNARY  SRAMREFAENREALETEEXNAIEZRZFE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KBFRPAAZ "ARE . 5 TERE . ZRIETPRIASRB(EINKRDBRAS - The expressions “the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- FEFRFEADVEARRAMGEFBNREANER  UTERERE=TRAANENEEAZERRLREHAEZIER
FERAR/AT] » 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.

- MRERABT)\ESL L - SIRARFEFHANARBIER KEEANHEFE - N2EANBT/\EU N - REFREH
REFHARSREACZENSZLENASREE - ISRAREFEAREELEES  Ha2HBIRAHEE
KEBREETR - WIRHEFEZEBRESEM - 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.

- ARRANREFBENREAUEBEESENRE  HEBR—URSATLURE - BEAZBABERREAREEARER
BERIZENBERABRBEREREANSGH 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.

- JRANREFBANREAZEZENRBARNT Z4CEF1EE - The signature of the Insured / Policyholder / Claimant must be the
same as the Company’s record.

- RACIRFREBIEAZMIBERIE FREFTAEA/RIRA © The Company pays the claim settlement to the Policyholder/Insured based
on contract provision.

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

- MAENERS - FE B INNRED T ARG E RN T PRS0 4R(853) 28595519 &5 - XM FRIE KPR A
SHEBEMAFOERTERES 263 58+ AE 22 #2 A - B ~ K-P B - 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*  Assumpgéo No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- AREEEBEREMILEFER  UERNIBEBRTS AL ERNPHEE - 52 AR LR T)AIL www.chinalife.com.mo 21 5
R TEEHARZA - 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.

WP EIRAB T AIREH AT ZE - LA STA B - [fthere is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

PEASRE (850 ROBR AT (RPEARKNBEEMA L ZROBRAF) II“ " ||“I " "I "l I|I I|I
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012000201
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{REEARSE Policy No.

F—E9 - REEN HSREAEE - MSBEAKRS 185 - RRERESAER)
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 ZE#; KB Age and Sex of Insured

2 B4BEEE Contact phone no.

3 MZE(WFIER) Occupation (Compulsory) 7% (1 78IE ) Business (Compulsory)
4 HR(EEBFEHER Type of claim [0 &%= New Claim [0 === Further Claim
[0 #3852 Pending Claim [0 =#t/2# Review / Appeal

5 [ / MIE Nationality / Region
[0 E Chinese O Z£[EUS. [ Hfth Others(35 R please specify)

6 BRIE (8 A)Current Residential Address (Individual)

T City B4 =X Country

7 Baik Ak ({E A) Current Permanent Address (Individual)
(3 B ATK A il (8 A ) 6L B Fi FE it (B A) R E - SEEEILEH#) (Complete if different from Current Residential Address (Individual))

W City EdZ Country

8 i@t Mailing Address
(ans@zR ik B B Al E it (B ) R E - 5 LE#) (Complete if different from the current residential address (Individual))

1 City B2 Country

B. fREF AER PARTICULARS OF POLICYHOLDER
(INZRABREBFBEABARBA - SEEILERD) (Complete if Insured and Policyholder is NOT the same person)

1 E# RSB Age and Sex of Policyholder

2 B#48EEE Contact phone no.

3 B (X ZEER) Occupation (Compulsory) {TE (1 /HIEE) Business (Compulsory)

4 (38 / HiE Nationality / Region
[0 <& Chinese O Z@EUS. [ Efh Others(35 R please specify)

5 BrRIEFEMUIEA) BRIESE (340 48) Current Residential Address(Individual) / Current Business Address(Business association)

W City EZ Country

6 ERTKAMUL(EA) 1 B REIL M T5 7 3 % 55 i dth 31k (7 SR A 48 (40 B B AU R (E b ik (1B A )/ B AU SR dth 3t (RS 2R 4 48) A [E - SERS LEAR)
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))

1 City ElZ Country

7 @it Mailing Address (#M3ERR itk B2 B Al (b (8 A )/ B RSkt it (B £ 40 4) A E - SEF IE4E) (Complete if different to the

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

i City EZX Country

MO-CL-ICLA07/202306-01 P.20f8




{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
. e _ — - 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 "% RTERE 1 Registered Payment Bank Account

AR RBARAASHEERRPIFRIIIRITIRS - 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 ssxesmFws Designated bank Account

BIRHIRPREIANM  WEARFPFHAE A B/IZEARPMBIIRTR/AE/AFH - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.

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

#R17% 1 Name of Bank ERITHRSE Bank No.  234T#mS% Branch No. ERITER SRS Account No.

I S NS IO I T O B
IRPRAARR(PX) WABREFAA/REAN) IRPRABARREN) WABREFAAN/REAN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

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

BRI & MG R iRTTI A =22 - B35 Flaa 50 /05 B#R1T2 79 - The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.
15K B EFNE R iR 1T A P 1F BN WBtREFF AN/ E BN B EREEE T B BN - B 5B BI#R 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 KihiR{TEI4RZE MACAU LOCAL CROSSED CHEQUE
BEFRE HEEEIE Preferred Settlement Currency
" BT (BPBASRROBINKRNBIRASIEHZEE RIREKET)
g
O s Pal) ey u Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
d

HBEZIE BRSO ZET Collect Cheque at Customer Service Centre in person
(FREFBANZREANTESDRBXXHRERASERFIE BRRFE D /OULEISZ S ) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

L1 sssess =158 A\ )5EEY Pick up cheque in person by authorized person
REAGE AN ER KBNS ERRSIR S
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

O #m=Z@s2ma0@:ninit Mail to correspondence address registered in our Company

O

#R{RB2 R 7T EEIE Deliver via Insurance Intermediary

O mspmexzamy (BEERT9 TR AS) Delver by bank officer (Please state the branch and bank officer)

#8172 77 Branch #eum A\ & Bank Officer

3  EH({th4EF5 = OTHER PAYMENT METHODS

[0 #\BARE EEARE—REFSAABZTENZIRE - BEERERE - ) Ofset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
TREESRES Policy No.

4 EHfth753( Other Methods

C=#h@B5U88)  Others (Please specify)

E. R{EFFR X455 CLAIM DOCUMENT CHECKLIST

- v BRI Basic Documents ; @ FfANSC#F Additional Documents ; * A& NotApplicable

RIEFABEX (X HZBEI AT R A ATNEF R PO HHE) fEEEE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical illness claim
[0 BE T EZUEE I ARBFERSE LS Part of this form completed and signed by your good self v
O HAEZBEEE VRERERE _HBHEZBEHRSE Clam Form Part |l - Attending Physician’s v
Statement to be completed by the attending physician
[0 SRASMHEBPXM4HZZEERZ The certified true copy of identity document of the Insured. v
| BEAZBDBXGZZEBEIAKX (ZRAFEHRIRA) The certified true copy of identity document of v
Policyholder (Insured is not Policyholder).
O B8/ X Y6/ SEIIRHE MO KR OEBEE HERESERS (WNE &) Laboratory/ X-ray / CT Scan v
I MRI/ E.C.G. / Pathological Reports (if applicable)
FHS (855 R BIAKFEIEFl/ SRR SR A /4852 28 RUTE AR BN AR AR A2 Ao/ DRSS 28
| PRFMEERM ZEARA BEAE M) (MNBAE) Surgery report (including: Coronary Artery °
By-Pass Grafting/ Balloon Angioplasty, Percutaneous Transluminal Coronary Angioplasty
(PTCA), Atherectomy or Similar Intra-Arterial Catheter Procedure)
Y
O {REIF RS (REBABIBE(UARBEIZEREIE ) Original Policy or Policy Lost Declaration (if unable to °
provide original Policy)
O MEEERRBZBHEBPREZIERE ) Self-Certification Form (For Claims) for Automatic Exchange of °

Financial Account Information
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fREE#RI% Policy No.

F. B AERIUWEEERR PERSONAL INFORMATION COLLECTION STATEMENT

RNERMEFICHERBD " PEASRE (8% ) RODBRAT . WIRERAERER - BESHREAHNIWERAEREZER - IR
https://www.chinalife.com. mo/zh-hant/personal-information-collection-statement T &k @ B A ZRE ( /B85 ) RHOBRATRM -

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. EHAKIZHE DECLARATION AND AUTHORIZATION

1% Authorization

ANFEM - ZRANREFBANREAN - ARARAANHFRERKEZZERA(OB)ZLRE (1) HOEE - sEMmmeEs - &
B ~ 2P0 ~ RIBAT) ~ R1T - BUFHAE - BURERFT - st B4R - A@s A+ - NAEsBEA B AN/E /ISR E
ZRIRAZ A REHERE  uRZEERREMR] BMRERAPEASRE (8 ) ROBRASI (U TINEE &
AEL ) Q) BEATSRUEEE 7 BE/SHENEEMESERAT - A ARERFERANHMAERREZ ZRAE
TR ZEEE R - FREZ RN FIERNEZRRAZREMNRDRD - ILEESARANFEMAZEXAREZAERES
KRN ; MERANEMETHETRENR - WERESDEND - WEESENEHREERIGEREZENS - 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, re lease 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.

5B Declaration

KNEM DEAMRERBAREA  ZBBRRES(N) L—URMEEBHIMEEER  Amea AR MBRFMS -
MANFAFPTAFRE - 9RFEZZEWREEEN ;, ANRMBEMRARNEMA-IBEZEEEE  AARMAOERESER
KREBiETR LA ; QAN MEMEDIAFREL Z IR - BREARRFER HERSHHHEE SEATBREMESN - &4
SINEREAR - EHBEA T AREREEOURBFRMBNER - SASIUERIAREEZREERREDS -

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.

H. E(FE2EZE B RE L% E) SIGNATURE (Please DO NOT sign on BLANK form)

SR A(FH#R 18 B L) REFBEAN | REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

%2 Name

B{:5/7€E5%5E 1.D. Card / Passport
No.

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

H &f Date

*REANEZFRANREFBAARRG
*Relationship with Insured/Policyholder
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{REEARSE Policy No.

EEMR - 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. & AE 1l PARTICULARS OF PATIENT

1 % AESZ Name of Patient

2 F#E R Age and Sex

3 B1{p:&/ #RIEE 1.D. Card / Passport No.

B. ER/REi#Y CLINICAL DETAILS

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

L+ 1+ 1 1 1|

2  BERUEIREEHEEE 4 BEA Date of the symptoms first appeared
F Year A Month H Day

e e AN — |

3 W ABRBRLRAE 2 K52 B EA Date of first consultation for this condition or related illness
F Year A Month H Day

L+ 1+t 1 1 |

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

5 WMASEHEMBLEEN?UME H FiRERMUZEBLEZHZRIMIU - Is the patient referred by other n
physician? If yes, please give the name and address of the referring doctor.

Z Yes O =&nNo

6  52Ef Diagnosis

7  {AIEFHERZ When was the diagnosis made £ Year H Month
L

S I I —

H Day

8 MAAROCEEBEINE? MN7A . FHFFIMELSE - Did the patient complain of chest pain recently? If so, please ]
describe the characteristics of the onset of the chest pain.

= Yes O &= No

9 EFHMAROIERIUERIER - Please describe any change in cardiac enzymes.

10 FHFAFASEBREOEELE Please describe any change in ECG

11 FilFE N Surgical Procedure Details
=i %2 78 Name of the Surgical Procedure =il B HA Date of surgery F Year B Month H Day
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{REEARSE Policy No.

B. ERAZE M (#8) CLINICAL DETAILS (Continued)

12 RESKMLERRENK ? FiRESIFSRERBIKMIREBERE ?
Which arteries are involved? What is the degree of narrowing/ obstruction in respect of each involved artery(ies)?

] 2=k 8 ARAGPE 2 BN AR LAD: % ] &=mukeniREs: LCA: %
#7 g EHAE LCx: % [0 #=ikenig ReA: %
OO0 =t RENAR Others coronary arteries 2 %

13 WRLERZERAIE R FERD L 8538 ? What diagnostic tested are used to confirm the above findings?

14 FFIRIEARAZERIGIRYAES Please provide the full details of the procedures performed

15 HittBRLRRZEE  MEREER AEEOHEBERLRE ZEZHIRESTE - Other treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the heart attack

C. BT ZE%E R (#8) PROFESSIONAL COMMENT(Continued)

1 BRLEFRISEERER  NEBEEMFRERH? NI - FRHEAMZABIRAEFE - Is the heart ]
attack a recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.
#2JABH Date of diagnosis/treatments £ Year A Month H Day

L+ r < L1 1

1B (IR 2 /SA%E /4B R4 R) Details(including diagnosis/ treatments/ investigations and results)

2vYes [&ENo

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

3 J®1ETEH The prognosis of the condition

4 ZEEABRERIEREZARM IsitHIV related?
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fREE#RI% Policy No.

D. EfthB&% %~ OTHER MEDICAL HISTORY

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

D % Asthma D \BES® Cardiac problem D HEFRJ% Diabetes Mellitus

[0 ZEAF 3% Hepatitis B [[] = mE Hypertension [ 2152 F1fi Previous operation
[ %2 Drug abuse [] &@&18 Drinking [] ®EZ1E Smoking

[l =zm&tesE Famiy history of cancer [ x5 Unfavorable family history

[0 BLEE%% None O E %% - 755708 Other disease, please specify

2 RRASHREZLEMERIEMBREERESBESBRAGE ? 12F - 55iF¥15 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H #f Dates e AR/ RS BEuR/BRaE
%% Disease . L - .
£F Year | B Month| H Day Details of treatment/hospitalization Name of Physician/Hospital

3 ERIRMHERE/IRIEL 1S5 Please provide details of Drinking & Smoking habit.

Z 1B YA 8 Drinking/ Smoking start date since £F Year A Month
I I I E— L

H Day
|

£ H F £ Daily consumption (3z/B1/18 /%€ piecel pack/ bottle/ can)

E. £ZELE R ATTENDING PHYSICIAN’S INFORMATION

FBENR =i

Name of Attending physician Qualification
itk e
Address Contact No.

£ Year | B Month | H Day

TEBEZEZE/BREE
Signature & Stamp of Attending
Physician/ Hospital

HEA
Date
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