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REYREDPEBLR CHINA LIFE
ERYEE -
https://cs.chinalife.com.hk

REH A E B R E B (S8 553 WAIVER OF PREMIUM / PAYOR BENEFIT CLAIM FORM

fREEFF A AL Name of Policyholder Z{RAMEFE 3 Name of Insured / Payor  {REE4R 3% Policy No.

SZRN/MERE B1D8/ZR5RH 1.D. / Passport No. of Insured / Payor

| | | | | | | | | | | | | | | | | | | | | | | | | |

{RBEDP 7T EH INSURANCE INTERMEDIARY INFORMATION

{RI% P 77 &8 Name of Insurance Intermediary

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

EZE/A%0 IMPORTANT NOTE

- BUERBESARBEER TUERNTEENR  SRAGREFEBEANRBANBEERINWMUEZEZEE - Please complete this form in BLOCK
LETTERS All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- APEBFRTAZ "ARE, 5 TEAT . 2RMIETBEASRECEINKRNDBIRAE - The expressions “the Company” or “our Company’
used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABEBRE-EDLERZRAMREFAAIREANEE - This form must be completed by Insured/Policyholder/Claimant.

- ﬁﬂ%ﬁ)\%—l—)\ﬁ‘}zut ZRARBREFBEANERBESABEEZLARBER - UIRRABT/\BUT - APBRERFREFAA
RZRAZZRHAGELEBEANERBREE - IRRARBEHAARGEARES  HEAHBUNSERARBREET - TiRH
B8 1% B BA R B4 EHR - If the 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.

- ERGRAREFSBENREANEEZEZNZE  WEBR—RBATURRE - RREAZBABENRERARERERREPHRZEME
WZKEE BERaEAWSEH 2 - 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.

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

- WARMER FE BINNRRP N ARSI RERATE SRS 4R (853) 28595519 B3 - HEZMFRE RMBEXHFSERMHO
ERELEES 263 gEch+ KB 22 18 A ~ B ~ K-P £ - 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' Assumpg&o No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- ARREERBERENRILEFHR  TEIFEBARTE R AT ERNEBFER - FEARLQTIAIE www.chinalife.com.mo 81 B & T & &F ik
ZK - 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.

WHARXIRABE B AT ZE - LD XAREEE - |f there is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

— &b - RIEBER @BSRA/BERBEA/REAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. IEEEE R Claims Details

1 ZR{&=3E4ER] Benefit(s) of claims [] 462122 Waiver of Premium [] 73t A 246222 Payor Premium Waiver

2 ZE({EHHEETELE Type of claims [0 &%= New Claim [ #5285 2 Pending Claim O === Further Claim
[ =46/ Review / Appeal

3 BTARAR—FHEMEEMRIEATERE? M - FRURRIEATBERMERS -

Did/Will you make a claim against any other insurance company for the same incident? If yes, please indicate [0 2 Yes O &=no
the name of insurance company and policy no..
RER/AS] & Name of Insurance Company {REESRHS Policy No.

UL L L
4012000501

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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http://www.chinalife.com./

{REEHRSE Policy No.

B. 2R A/ME T {EF1E WORKING DETAILS OF INSURED / PAYOR

1 BETZERE - 3o K%k Your academic qualification, qualified knowledge and training

A E)/{EE & Company/Employer Name EFF 3RS Telephone No.

ik Address

3 REBMREEGES R —ERE, A5RFTA R K i E)Position and duties of present occupation (if more than one, please state all).

4 B TAEEEEBFRR Did you file your sick leave application to employer? £ Year A Month H Day
O 25 No O & ves FH From
ZTo
813 H #A Resumed duty on
5 WBERRBRS - FREEHERBEH -
If you are still on sick leave, please provide the expected date to resume duty.
C. MSEEEIMER - FFFFEHMINT : IF DISABILITY WAS DUE TO ACCIDENT, PLEASE STATE:
! iz:iiti et F Year A Month H Day i Hour 73 Minute :;;:Ji':

2  BYMEEEHMEL R 4R Location and details of the accident

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

4 RBETEARRE?MA - BIRHUTERN Didyou report to the police? If yes, please provide the following information
EZ 2 Police Station 2249 Case Reference No.

O sgaNo [ 5 Yes

5 A EERERE/RBEINRES/O MR BRI SR -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

5 BETEEMREIINOTEEEHNZ/5 TEPFIER ? Did you apply for compensation from Social Welfare Department / Labour Department for the

same accident?

O zaN [0 7B #EReuE4E/55285E08 Yes, please provide Social Welfare Allowance / Labour Assessment Certificate
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fREE#RI% Policy No.

D. MIGFEREREE - F5-F4UNT : IF DISABILITY WAS DUE TO ILLNESS, PLEASE STATE:

1 (EHFTRERAMEMERRE Indicate the iliness and give a brief description of symptoms
2 A)R{EA/ERBRAF AT LR/ S EE K2 When did the Insured/Payor first consult a physician for this illness/ injury?

F Year B Month H Day

L+ 460 1 |

b) &5 H A LL R oK E2 2 B8 £ i 2 K BE B A ith 3k Name and address of all physicians/hospital treated  for this illness/ injury?

LEBE LR R #2374 BHA Date of attendance i
Physician / Hospital Address PR Disease or condition

£F Year | B Month| H Day

E. REABERNMIEZRA/REREA)INFORMAITON OF CLAIMANT (Other than Insured / Policyholder)

1

RIEAEZ Name of Applicant FEE KRB Age and Sex
2 BpERE .
Macau | HK 1.D. Card No. Bt48E 55 Contact phone no
3 ISR A/ftERERI{% Relationship with Insured / Payor
4 E Mailing Address
5 [EA%E / HIE Nationality / Region

[0 ©E chinese O 2@ US. [ Hfh Others(35 R please specify)

F SERA R GREE—EEESZ(7753() PAYMENT METHOD (Please select only one of the settlement options)

1

BE)ABRERZE Direct Credit Application
[0 Szt " (45%RTERS 1 Registered Payment Bank Account

IR RBEARAATIEEHRPIRIIRTRS - WRAATIEST AN IEE RIS ERTTER S - 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

BRI ERIAN Y - WENAREIHAEAG B/ BERRFREBIIRTR/IBAEAF - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.

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

#R172 78 Name of Bank tRITHRSE Bank No. 73 1T#4m 5% Branch No. $RITER SRS Account No.

| | | |

1 I 1 | I I L
IRPFAALR(PXY) WEBREFBEAN/REN) IRPFAARRBEY) WEARRERFBEA/REN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

ANBEMRPFEULEEERASRNENEE - UASMRTREMRTPHIRERFEE 0AH)
|/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

BT iR = G P IR TITA =42 - B35 FAa 4 05 #1254 - The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.
1R B EHE T IRITAR 1 BN B IREFF BN /F BN B EH KA E B A AR - BRI IEA Y 24 2 /T % 4 - 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.
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{REE#RSE Policy No.
F ERAX(GREE—TEEESZ (1 530) (88) PAYMENT METHOD (Please select only one of the settlement options) (Continued)
2

A ERITEIAR

BEME

22 MACAU LOCAL CROSSED CHEQUE
BEEEIE Preferred Settlement Currency

[REEH Policy Currency | BT (BRPBIASR ﬁ(i’é?h)ﬂ%ﬁﬁﬂﬁ@ﬁﬁ ZEERIREFTE)
Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
HBEZIE BRSO ZET Collect Cheque at Customer Service Centre in person
(FREFBANZREATESDRBXERER A SRR E SRS /OUELSZ SR - ) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)
RS =& (058 A) BB Pick up cheque in person by authorized person
RBEAGE

O 0O 0O

Name of authorized person

ATIN TS

GAS B

KEBEANBHEIEESRAS
Contact no. of authorized person I.D. no. of authorized person
O #=zPeszsmwm:aAimit Mailto corespondence address registered in our Company
[0 &R/ 8E Deliver via Insurance Intermediary
O m@wozxamEy FEERTHTREDAS) Deliver by bank officer (Please state the branch and bank officer)
#R17434T Branch #3 A B Bank Officer

3 Efth$EF 73 OTHER PAYMENT METHODS

O #BENRE EERRE—RESFBABTERZRE -
please specify the policy no..)

{REESRAS Policy No.

4 Efth75= Other Methods

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

O HAh(5E5U88) Others (Please specify)

G. RIEEFBXHBE

;58 CLAIM DOCUMENT CHECKLIST

v B Basic Documents ; ® BifIISZ# Additional Documents ; x % F3 NotApplicable

RIEMBXMH(XHHZERIATRAATNES R OHIE)
Claim Document (Documents can be certified at our Company’s Customer Service Centre)
B T EZI 258 2 R B RS — 205 Part | of this form completed and signed by your good self

feFARIE
Critical illness claim
o HEIE : SFE
by the attending physician

EHEEVRERERE __ISHEZE LR EE Claim Form Part Il - Attending Physician’s Statement to be completed

v

1E88/ X 6/ BhaR I WAL O ER 18R IR SRR S (W0 E A E) Laboratory/ X-ray / CT Scan/ MRI/E.C.G. / other
Pathological Reports (if applicable)

v
HF 2P E 88 HRV%ER=E BB Sick Leave Certificate issued by your attending physician.
BEX LR RE

XA

HE= (#0358 FH) Employer confirmation letter for sick leave period, if any.

MREZ T RIERS BB ZEI AR B #E5E % 4) Original Death Certificate or certified true copy for the Payor. (for
Payor Benefit only)

BEEEHZE ZBIAN(RERR HREE %4 Letter of Administration / Grant of Probate (Certified True Copy)
(for Payor Benefit only)

MBEERRBZBHEBAPREGEAEEA) Sel-Certification Form (For Claims) for Automatic Exchange of Financial Account
Information

O =

I3

EYER

B

SNRE | 4K Police Report / Traffic Accident Report / Statement

RRNBRNREANSHE

7] g

°
BESC1Z BRI AN ID of Insured/ Payor/ Claimant (Certified True Copy)

MO-CL-ICLA13/202306-01
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{REE#RSE Policy No.

H. {8 AE I UZEEHA PERSONAL INFORMATION COLLECTION STATEMENT

RNERMEICSHEBERBA "PEASRE (85 ) ROBRAT . WIRERABEREHR - BREGENTREANIER AZERZER - o/
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement N & sl @A ZFRE (85 ) RHBER 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.

|. E2AA K #%4E DECLARATION AND AUTHORIZATION

=% Authorization

ARNFEM - RANREFBANREAN - ARFANHFARERBEZZHRANB)ZLRE (1) HOEE - MaE - 8
B ~ 2P0 ~ RIBAT) - R1T ~ BUGHELS - BUFEIPT - st EMhi%iE - st A+ - NAES BEAEUBRAARAFMEARKE
ZRIRAZ AR RDEASERNE - OB ZEEREMR  ENEERATBEIASRE (B ) RODBERAS(LIMNEE &
ANEL ) Q) ERTEEHTEEEZBEEINEEREENCRMN - oM ARERBERANRMBRNEZZERANE
TR ZBEE AR - (FRERARNEFIERREZZRAZBEARDT - IEESANEAZEXAREZARS
KRN ; AERAN/HMIETRETRENS - WERESTDHEYT) - WEESENEZIAREIERIGEREMT] - 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.

Z2 A Declaration

ANEM SERAMREBFENREAN  EBBRAEEBR(M) LM —BRAEBENAEEER TR ANREMARFMRE -
AN - 9RBEZEHWREERN ;, AANRMAPERKRMEOT-IEEEEE  ANHEMIEHEHSER
REBFETR LA QAN PEHEQARREL ZEOBHR - READBER DIERHHERE SQTHERMAEN - EQ
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 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/iwe 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.

J. BEFREEZEZ ARG L E) SIGNATURE (Please DO NOT sign on BLANK form)

ZRAEFZE REFAAN | EEAT REA
Insured / Payor Policyholder / Claimant* Witness

%5 Signature

2 Name

B {378 /7ER 5% S 1LD. Card / Passport
No.

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

H &f Date

*RIEAAZSRANMREREG

*Relationship with Insured/Payor
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{REEARSE Policy No.

EEMa - TEZBEREE (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. 7B AEi PARTICULARS OF PATIENT

1 7w A Name of Patient

2 R Age and Sex

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

B.J% K52 HISTORY & DIAGNOSIS

fFYear HMonth H Day

1 WAZEBERIHTIEHZE We can trace the medical record of patient back to / /
2 BHRUEIRFEHEEEEIMNE4 B EB Date of the accident occurred or symptoms first appeared / /
3 HmABRARILEAE 2 K32 H A Date of first consultation for this condition or related illness / /

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

5 WMASEHHMBLEEN?ME @ FREZBEZEZRIMIE - Is the patient referred by other ]
physician? If yes, please give the name and address of the referring doctor.

Z Yes O &nNo

N

6 EXRFZETEHR The date when the diagnosis was given ZF Year B Month H Day
L | L |

| L L

7 REZHIER R EMHEE The final diagnosis of the condition and its complications

8 AAFRERIRZERRE - FBOIAN5 K Al 4R The academic qualification, qualified knowledge and training declared by the patient

9  RAZIRM - B K The patient’s occupation, exact nature of occupational duties before disability

10 a) FBIRHWABRAKEELIEBEA Please give the date the patient first & Year B Month H Day
absent from work L] | ]
b) MEWRETIEREN - BIREHRA T KELERIB HB Please give the E Year B Month H Day
expected date the patient to resume work R | ]

11 a) BHMRAMTERRZEZEMERTEFEEREARR ZTEREI Please state in details on how the diagnosis prevents the
patient from resuming work

b) MATIE B E AV Could he/she engage in any other occupation?
[0 FaL No [] =L B Yes, from EYear‘ IH Month‘ ‘EI Day

c) I#EEE) _EAYPREI Limitation to occupation activities.

S —
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{REEARSE Policy No.

B.JREE & E2E (#8) HISTORY & DIAGNOSIS (Continued)

12 BURARSHIEeiEmE - At BN S5 E ELAYZSE: Bearing in mind the declared duties/occupation of this patient, please indicate
the impact of the accident / disablement:

O seso =0@ TEsumE Can perform any kind of work and duties

O Fesrtssm A5 2809 T1E Cannot perform partial duties of his/ her own occupation
O Reee=mm 285 > [T #E Cannot perform al duties of his/ her own occupation
O Reeve =T a@Ra0 TrEsiiE Cannot perform any kind of work and duties

FEIR RIS BN TIERE NAVHSRE Please state period of incapable to perform some of his/her duties

FH From (dd/mmiyyyy)  E to (dd/mmliyyyy)

BRI A 2T TIERE NAIRSR Please state period of incapable to perform some of his/her duties
3 From (dd/mmiyyyy)  Eto (dd/mm/yyyy)

13 AT EEATIIELENREE Please state the cause of total disability

14 BRABRDEREXIEEN BTRAZBERIGEZRHES X If the patient is still totally disabled, how long will such disability be expected
to continue ?

15 FIEERIIEZE ZAE BERHER - ASEOUHBERLRE Z2B2IREETE] Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis

C. AR Zf2FFEiR% CURRENT HEALTH CONDITIONS OF THE PATIENT

1 EE{E¥RE Progress of recovery
[] 2522 %% Recovered [] E=& P mproving [ &R Static [] BRE1E Retrogressed

=¥ Remarks :

2 BEEENET Current state of mobility
D fTEIEM Ambulatory D FEBEX D Home confined D FEEAPK Ben confined D 15 B{E Retrogressed

= Remarks :

3 BB EEETNEME - WAELRSEET - &5 T5IZEIE? Can the Patient perform below listed “Activities of Daily Living” without
the use mechanical equipment, special devices or other aids and adaptation?

L RRE#15 FAEE Transfer to get in bed and out of bed or chair D gl Can D AT Cannot
#58) Mobity Ol can O a7t cannot
ZF1X Dressing D gl Can D AT, Cannot
W58 R AL Bathing & Washing O B Can O =31t cannot
¥R Eating O =i can O &1t cannot
AN Toileting = can [ @Bt Cannot

=¥ Remarks :
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D. H{thE&% % OTHER MEDICAL HISTORY

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

D 0% Asthma D ISR Cardiac problem D &K% Diabetes Mellitus
O zzmms Hepatitis B O sme Hypertension O wis= =i Previous operation
D % Drug abuse D BB Z3 18 Drinking D TRIEZME Smoking
O =#t45 5 Family history of cancer O =5 unfavoravle family history
[0 MUEEE% None H At FESs - 75 #AR Other disease, please
specify

2 BRRASERBRLAERIHEHMBREERESBESERAE ? M123F - 5HEF15 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H #A Dates e AR/ R A Brnz/EiRaE
#5797 Disease . L - .
F Year | B Month| H Day Details or treatment/hospitalization Name of Physician/Hospital

3 ERMEUE/RIZELEEE1E Please provide details of Drinking & Smoking habit.

Z1E 44 8 Drinking/ Smoking start date since F Year A Month H Day
L I I I | L |
£ H F £ Daily consumption (Sz/€1/18/#E piecel pack/ bottle/ can)

E. £ZELE R ATTENDING PHYSICIAN’S INFORMATION

FEBEER &R

Name of Attending Physician Qualification
b1l P48 ER
Address Contact No.

£ Year | B Month | H Day

FTEBERE/BRES
Signature & Stamp of Attending
Physician/ Hospital

HEA
Date
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