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REXREHER CHINA LIFE

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

ERBERER- O E BRI
CRITICAL ILLNESS CLAIM FORM - HEART VALVE REPLACEMENT

{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 /T & Name of Insurance Intermediary

RBP4 Insurance Intermediary Code 445 E8 5% Contact No.
| | | | | | | | L | | | | | | | | | |

EZE /A IMPORTANT NOTE

- WEERBERR "EEL 3 T RERE . MIRERES{EERES o This form is applicable for Dread Disease or Major Diseases benefit
riders.

- BMUIERERASRRER TOUENNBEN  SEAREFBEANREANBEELANUEZZEIEE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- RBEBRPFAAZ "ARE . 5 "E&AE ) Z2RIIEPEAFRE(CBINENERAE - The expressions ‘the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- AHBRB-HOVBRAZRARBHFBNREBMNER - ITRERERE=+ANERARZERKNHBRERE 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.

- MERRABTN\REIUL FRARREFAAUBARBIERS KEERHFL - NREAR+/\EUT - REEREH
FREFAARRRAZEZERGZEENESREE - NRRARBEHSBARBEAERER - HEAMBOUNRER
KREBFERNET - WIRHBEGERKREBEZR - 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.

- HERRARBFENREBADEBEESHRE - WAH—URSATURSE - BEAZBEABNAZAREEARES
BRZENERAPBEREZEANSH 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.

- RRANREFBANREAZEZENRBARNT Z24CiF18E - The signature of the Insured / Policyholder / Claimant must be the
same as the Company'’s record.

- RPERERERFZMIBEARIE T REFBAIZIRA - The Company pays the claim settlement to the Policyholder/Insured based
on contract provision.

- REBEPNTEIRITERE W RBFER L ARRA AT EULE] - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute receipt by the Company.

- WAEAERE - FE BNORRD T ABSSNE RS E SRS 2147(853) 28595519 B < IHEZMIRIE KPR XHH
FSEBRMFMOFREERES 263 SE T KE 22 18 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*  Assumpg&o No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- APEEEBERENILRFER - WESNIERBARTERNNTERNBBEE © 58 ARLQST 4L www.chinalife.com.mo 2 E
K RN EEM 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.

MNP E R AR EAIEEH AT 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.

UL LTI T
4012000201

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.

F—EM - REEN @BRRAER - NBREAKE 185 - URREFANER)
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 F#RMABI Age and Sex of Insured

2 [4REEE Contact phone no.

3 IZE(WJEIEE) Occupation (Compulsory) 1T# (N /EIER) Business (Compulsory)
4 HR(EEBFEHER Type of claim [0 &=%=E New Claim [0 === Further Claim
[0 432852 Pending Claim [0 =#t/2# Review / Appeal

5 [E%E / M!E Nationality / Region
[0 & chinese O 2@ US. [ Hh Others(35 R please specify)

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

i City EZX Country

7 Baik Ak ({E A) Current Permanent Address (Individual)
(3N BRI K A Mk (18 A) 22 B Al S itk (8 A) R [E - 3EE EE4#) (Complete if different from Current Residential Address (Individual))

W City EdZ Country

8 i@t Mailing Address
(@A ik B2 B A fE(E it (B A ) R [E - SEES L64#) (Complete if different from the current residential address (Individual))

W City EZ Country

B. {REHF AEMR PARTICULARS OF POLICYHOLDER
(MMZERABREFBABARBA - EEILED) (Complete if Insured and Policyholder is NOT the same person)

1 FHRMRI Age and Sex of Policyholder

2 J#4REEEE Contact phone no.

3 HZE(WEER) Occupation (Compulsory) {TE (1 7HIEE) Business (Compulsory)

4 [%E / HE Nationality / Region
[0 <& Chinese O ZmEUS. [ Efth Others(35 R please specify)

5 BriEfEU{EA)/ BriEEihi(E 240 4) Current Residential Address(Individual) / Current Business Address(Business association)

W City EZ Country

6 BRU:KAMI(EA)/ BRIt 2 FE M S R it it (R SR AR ) (40 2 B Rl Bk st ik (TBLA)/ B U E St 31 (R SR AR 48) AR B - SERLEHH)

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 BEFRMHE Mailing Address (RNiERR i iEER B AR NI (EA)/ B B2t (A )RR - SEE LEH#) (Complete if different to the
current residential address (Individual) / Current Business Address (Business association))

1 City B2 Country
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{REEARSE Policy No.

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

1 FRAERTE Name of illness

2 FEREILAEAR Please describe symptoms

3 EAR{EIASBEYA HIR? When did these symptoms first appear? £E Year A Month H Day
N I O L1 L[]

4  F2EBLE/BREVER The physician/hospital first consulted for this injury or iliness
k72 H #A Date of consultation: F Year A Month H Day

o B L L1 L1
B2 4 /82 P 2 7 33l Name & Address of Physician/Hospital

5 HtEZ2AlENBEELRRES/BRER Other physiciansihospital consulted for this or similar conditions
sk# H #8 Date of consultation: F Year B Month H Day
——— = (I
B2 4 /B PR 2 7 Ao dh 3k Name & Address of Physician/Hospital

6 RBETREEEMFRBRATIRFGEMNFRE? BF - FIRHFMAEN - Are you insured with [T 2 ves 0 = o
other insurance company for similar benefits? If yes, please give details. =
RBR/AS]E ™ Name of Insurance Company TREESEHS Policy No. RIEFERIRIRIEEEE Type & Amount of benefit

D. SEMA N (FREE—TEEAESZ(Y753() PAYMENT METHOD (Please select only one of the settlement options)

1 B E1IABREREE Direct Credit Application
[0 Szt " 5%RTRE 1 Registered Payment Bank Account

IR RBEARAATIEEHRFIRIIRTIRS - WRAATIEST M AMINIIEEFCAIIEERTTERS - 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 s5%3RFIEF Designated bank Account

FIRHIEPHEIAN G WEBRAPFHA AU BZ/ZEAELHIBIIRITR/AAE/AZ18 - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.

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

#R17 %18 Name of Bank ER1THRS% Bank No.  Z34T#RS% Branch No. FRITER P SRAE Account No.

[ (O O N [ I O O
IREFAARR(PX) WARRERBEA/REAN) IRPFAARREX) WARRERBEA/REN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

ENEMRPFULBEERARNEANESE  GRBRTRERTIREBFEE 1AH)

I/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)
BT B R G B SR T T A =2 - A FIA L0 A FAR7TE 74 - The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.

TR B EZIE TR 1T AP ts AN At s AN /E BN BRI KGRI B BN AR - B i EI#R 2 F/F 20 & 1 - 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.

MO-CL-ICLA08/202306-01 P.30of7




{REE#RSE Policy No.

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

2 KihiR{TEI42SZZ= MACAU LOCAL CROSSED CHEQUE
FEFAEHEEIE Preferred Settlement Currency

O BT (RPEASKRR(BINROBRATEHZEERRREH)

BE 1S DAl
U mess Relvis e Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
O

HBEREFERIES/OZEL Collect Cheque at Customer Service Centre in person
(FREFBANZREANTESDRBXXHRERASEFIE BRFE P /OULEISZ S ) (The Policyholder/Claimant should collect the cheque at our Macau

Customer Service Centre by presenting the identity document.)

L1 ss#ess =2 (148 A)4BE 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

b

O mszeszem@mnimit Maito correspondence address registered in our Company

O

£ R PR h /T EEAE Deliver via Insurance Intermediary

O mspmezzam (BEERT9TREHAS) Delver by bank officer (Please state the branch and bank officer)

#R179277 Branch #3 A 8 Bank Officer

3 Efth#8F75 T OTHER PAYMENT METHODS

[0 BMNRE EERRE—RESFBAZNEYZRE - BEERERN - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
fREESRES Policy No.

L | 1 | 1 | | 1 | L |

4 EfthA3( Other Methods

[CJ=tth(35508B)  Others (Please specify)

E. RIEPAFRX 45 E CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® FfifiNSZ#4 Additional Documents ; * A& NotApplicable

REMBEXMH (X HMNZER AR A ATE S IR 0 HE) feEARIE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical illness claim

[0 HETEZTEE 2 ABERSE—EBD Part | of this form completed and signed by your good self 4
HEZBHERSZBEPERFE _MBHEZLELRSE Claim Form Part Il - Attending Physician’s

O v
Statement to be completed by the attending physician

O S2RABHDBEBEXXMHZZERZ The certified true copy of identity document of the Insured. v

| BRREAZEDBEXHZZERIAER (ZHEASERERA) The certified true copy of identity document of v
Policyholder (Insured is not Policyholder).

O 1E8&/ X F¢/ SBSHIEW ORI O EE HERERRRS (WFEBE) Laboratory/ X-ray / CT Scan °
I MRI/ E.C.G. / Pathological Reports (if applicable)

] {REBIF RS REBABIBE(MRAEIZHIREIEA) Original Policy or Policy Lost Declaration (if unable to °
provide original Policy)

O M EERG 2 BHEBIPRB(IEREHER) Self-Certification Form (For Claims) for Automatic Exchange of °

Financial Account Information
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{REEARSE Policy No.

F. {8 AE USSR PERSONAL INFORMATION COLLECTION STATEMENT

ANERMEDCHEBERAR "PEASRE (8% ) ROBRAS . WREBAERER - BRASMRANIERAEHEZR - a/n
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement N &2 [a) P EI A ZRIE (78I ) RO BE AT R -

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

=% Authorization

RNFEM - RANREFBANREAN - KBRANFHFRERREZ ZRA (DB ZLRE (1) EHfofEE - HHmheE - 8
Bt ~ 2P0 ~ RBRAT] ~ $R1T ~ BUSHEIE - BUGEBPT - st B4R - ABislA L+ - NABSEBEAERAAFEKM/ AR
F7RRAZAH - BEAAERNZE - HuFZEERRER - BMREBERGAPBEASRE (8% ) ROHARAS (UFE
wMTEQE. ) ; ( ) EXTSNEHTERE B EREIEFEGEENCRM - aARERBERNFEFIERRELR
RANETER m&&ma TERBZARNBRMIEREEZZRAZEERAN « IRER RN 2 EERA R
EYN=F=F il EDEZK/\/WF%EE%’T??% ENR - ILIRESMEN A - IEEENFENARBE EAITBEIEN - W,
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  IRANREFBANREA - ZIEBREER() L —URAEEBENMAEE - foed AN MRFER
5] MAANKPMPRAFAE  95SEZ2EUBREEN ; AARMABBRRMECT-IREEEE  AANRKMORFHE
%E"EZKEE&%tEﬁHH QAN P ERQIAFREL 2 BB - BREARSFER HERSEIH R E“T%%%ﬂ%b/&
S ERERNEREAR - EHEAA T AR BEUABBERABNER - EATIUERIEAREEZREEAREDRH
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 afact is material, it should be disclosed here. (2) The Company is not bound by any statement which |/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(FE2EZE B8 L3 E) SIGNATURE (Please DO NOT sign on BLANK form)

SR (FH 18 B L) REFAAN | REAN REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

%2 Name

B {78 /7E8 5% 5 1.D. Card / Passport
No.

F Year | B Month H Day £F Year | H Month H Day F Year | B Month H Day

H &8 Date

*REANEZFRANREFBEARRG
*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. 75 AER PARTICULARS OF PATIENT

T % A2 Name of Patient

2 EgeRiHR Age and Sex

3 53/ #EEKEE 1.D. Card / Passport No.

B. &R #Y CLINICAL DETAILS

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

e e S ) AN |

2  BHREIRHE B2 4% B Date of the symptoms first appeared
F Year H Month H Day

e e AN — |

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

L+ 1 1 |

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

5 WMASEHEMBLEEN ?HNE  FlREZBEZHZ R - 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 Diagnosis

7 {G]BFFE52 When was the diagnosis made £F Year A Month
L

S I I —

H Day

8 WARTALNIMREIFEAHAZHENR? M7A - i55RAFZ - Did the patient suffer from heart valves stenosis or defects? Please give details.

9 FIREBERVBIRESLERAEAZOBRAIE Which heart valve(s) involved?

10 FIERRREZEHZEER BEREGR AEEOHBERLERE ZBZ2IRERTE Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis.
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{REEARSE Policy No.

C. B FZE%ER PROFESSIONAL COMMENT

1 RBRRESEERERE  FHBEHMRFRNEER ? M2 - BiRHAEMZEBE A - Isthesicknessa ]
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.
#27aBH8 Date of diagnosis/treatments F Year A Month H Day

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

2Yes [&ENo

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

3 J®I5TEHI The prognosis of the condition

4 RZREEAANRRERERSAER? IsitHV related?

D. EfthB&% %~ OTHER MEDICAL HISTORY

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

[ e Astima [] /s Cardiac problem ] #&R 7% Diabetes Melitus

D ZBURT 3% Hepatitis B D 1= [M /8 Hypertension D 22 4% 52 F1il7 Previous operation
[ %% Drug abuse [] &&Z18 Drinking [] ®E&18 Smoking

[ =&ter=sE Famiy history of cancer [ x5 Unfavorable family history

[0 BLEE%% None [] Efth#=ss - 555RER Other disease, please specify

2 BRFEASEREELIMERFIHMBREERESBERBREGE ? MMEF - 554l5#1E - 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/(EREE BEuR/ERaE
F Year | A Month| H Day Details of treatment/hospitalization Name of Physician/Hospital

3 RIREEUH/RIELZ 1SS Please provide details of Drinking & Smoking habit.

218 %A B Drinking/ Smoking start date since £F Year A Month
L

H Day
I I N I |

£ H F £ Daily consumption (z/81/18 /1 piecel pack/ bottle/ can)

E. 24 E R ATTENDING PHYSICIAN’S INFORMATION

TBENR BRE

Name of Attending physician Qualification
ik B8 B
Address Contact No.

£ Year | B Month | H Day

FTEBLEEE/BRES

B8

Signature & Stamp of Attending Dat
ate

Physician/ Hospital
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