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EERBERFER-BFE
CRITICAL ILLNESS CLAIM FORM - AUTISM

{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.

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 EEHARAS - 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 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)

PEASRE (850 ROBR AT (RPEARKNBEEMA L ZROBRAF) II“ ” |I“I ""I "l I|I I|I
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
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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
. 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 KngR{TEIARZZE MACAU LOCAL CROSSED CHEQUE
BEFRE HEEEIE Preferred Settlement Currency
" BT (BPBASRROBINKRNBIRASIEHZEE RIREKET)
oS (ot
O res Falay i iEng) . Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
d

HBEREFIRFE$/OEE Collect Cheque at Customer Service Centre in person
(FREFBANREANTRSDEBEXARER LS RFIE BRSO UEISZEE «) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

L] s == (1458 A)SBEX Pick up cheque in person by authorized person
REBEAEZ REAHEER RBABR BRI
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

O m=z=@s2r03@:Ritit Mail to corespondence address registered in our Company

O

£ R b 7Y EEIE Deliver via Insurance Intermediary

O wssrezsss (BIEEIRITH 1T RA P A E) Deliver by bank officer (Please state the branch and bank officer)

#8474347 Branch 4 A\ B Bank Officer

3  EH({th4EF5 = OTHER PAYMENT METHODS

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

4 EfthA 3 Other Methods

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

E. RIEPAFRX 45 E CLAIM DOCUMENT CHECKLIST

- v BRI Basic Documents ; @ FfANSC#F Additional Documents ; x A3 NotApplicable

REMBEXMH (X HMZER AR A ASMNES IR 0 HE) feERRIE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical illness claim
O AEMERIEHREZARBFERF—ES Part | of this form completed and signed by your good self v
0 HEZBEIET VRERFERSE _BH EZ2EB4EIRSE Claim Form Part |l - Attending Physician’s v
Statement to be completed by the attending physician
O SRABHBENHZZERIZ The certified true copy of identity document of the Insured. v
0 BREAZEBSBEXHZZERBER (RRAERIRA) The certified true copy of identity document of ,
Policyholder (Insured is not Policyholder).
0 B8/ X Y&/ BRI ORI OEE BEREMRIRS (WEAE) Laboratory/ X-ray / CT Scan v
I MRI/ E.C.G. / Pathological Reports (if applicable)
0 {REIF RS (REBABIBE(UARBEIZHREIE ) Original Policy or Policy Lost Declaration (if unable to °
provide original Policy)
MEEERRB ZBHEBIPRZGERE ) Self-Certification Form (For Claims) for Automatic Exchange of -
Financial Account Information

MO-CL-ICLA30/202306-01 P.40f8




fREE#RI% Policy No.

F. B AERIUEERR PERSONAL INFORMATION COLLECTION STATEMENT

ANBRMEDCHERBR "HEASRE (B ) ROBRAS . WIRERBAERER - BRI RAWIER AZERER - o/
https://www.chinalife.com. mo/zh-hant/personal-information-collection-statement T~ &k @ B A ZRME ( /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. EHRA K %4 DECLARATION AND AUTHORIZATION

1S # Authorization

RNFEM - RANREFBANREAN - ARARANHFARERBEZZHRANB)ZLRE (1) HOEE - FMaE - 8
B ~ 2P0 ~ RIBAT) - R1T ~ UGS - BUEFERPT - st EMhi%iE - st AL+ - NAES BEAEUBRAARAFMEARKE
ZRIRAZ AR RWESERNE  HORZEEREMR  ENEERATBEIASRE (B ) RODBERAS(LIMNEE &
AEL ) Q) BTSN TEEEZBEEINEEREENCRMN - oM ARERBERANRMBRNEZRZEANE
TR ZBEE AR - (FRER AN FIERREZSRAZBEARDT - IEESANEAZEXAREZARS
KRN ; AERAN/HMIETRETRENS - WRESIDHENT) - WEESENEEARBAIERGBERZENT - 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

ANEM SERAMREBFENREAN  ELBREEBR(M) LM —BRAEBENAEEER TR ANRMARFME -
AN - 9RBEZEHWREERN ;, AANBRMAPERKRMNEOT-IEEEEE  ANHMIEFHEHSER
REBiETR LA QAN PEEQARREL ZEOBHR - READBER DIERHHERE SQTHEMAEN - EQ
SIAARELNR - EHEBA L ABERBEOUARPBERMBWER - SRS AL AREEZRERERRESRE -

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 (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

%= Signature

& Name

BriE/ LR

L.D. Card / Passport No.

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

HEA Date

*RIEANEZRA/REFAARG
*Relationship with
Insured/Policyholder
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{REEHRSE 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. 75 AZE1| 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. E&REi#Y CLINICAL DETAILS

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

F Year B Month H Day
L | | L | |
2 BHRUYIRMHEE PS4 BEP Date of the symptoms first appeared
F Year A Month H Day
L I

3  mABRBRILRRIAE 2 k52 HEA Date of first consultation for this condition or related illness
F Year A Month H Day
L |

1 L 1 |

4 FEFFRAAEREZE 2 EARFIRIE Please describe the symptoms and complaints at first consultation

5 WASEHHMEBEEN ?ME  FIRMUZBEZHZ RIMIL - Is the patient referred by other n

ZY N
physician? If yes, please give the name and address of the referring doctor. = e L =no

6 52 Diagnosis

7  fOIi5HER2 When was the diagnosis made £F Year B Month H Day
| L |

L | | I E—

C. B FZE%ER PROFESSIONAL COMMENT

1
SZRAZREBAUT ZRENRERWERER - ERUXOEFEE - 55 - BRENUEREENLIRBETLEIRTIER:
HRBENGRE (ZEVHIRUTHPMEBR ) Qualitative impairment of social interaction (at least two manifestations)

A EZRBIFESTHTEHLERBENRE - FESTHERERARBIRAR  ENRE  SERBREZESHFH IR EE);
Marked impairment in the use of multiple tvnes of non-verbal behavior such as eye to eye gaze, facial expression, body postures, and gestures to
regulate social interaction; O=zves Oz No

B. #EAIRBCEEHKFEREAERER %, Failure to develop peer relationships appropriate to developmental level;
O=ves O= No

C. MZBHSHBRADZLE - s AFEES (FIM : GRZFRIT - B HEH REERIE; Lack of spontaneous seeking to
share enjoyment. interests, or achievements with other people (e.g., by lack of showing, bringing, or pointing out objects of interest);

2ves & No

D. R ¥ IS RAEHIE B Lack of social or emotional reciprocity. L1 Yes [1Z& No
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fREE#RI% Policy No.

C. B TZEH#%#ER () PROFESSIONAL COMMENT (Continued)

2 BEEENRRE (EVHRUTEGP—EER ) Qualitative impairment of communication (at least one manifestation)

A ESENRTHBBESE (RARERBEMINBREI - MR ENF LI F KM ) Delayin, or lack of, development of spoken
languaae (not accomnanied by an attempt to compensate through alternative modes of communication such as gestures or mime);
ZYes & No

B. 8B ENESEES] - BRRRRGAZ BAfth A BXRERRERANAERFXFERVBE 7T; In individuals with adequate speech, marked impairment in the ability
{o initiate or sustain a conversation with others  L12 Yes [1Z& No

C. 2MMMEBFRAREIREINIEZMWEET ; K Stereotyped and repetitive use of language or idiosyncratic language; and
O=zves Oz No

D. BREHRESRAKIEENRE  RTBES/-NERIBERIEREEHIIBEE Lack of varied, spontaneous make-believe play or social
imitative play appropriate to developmental level. O=zves OF No

3 WEBZIRMNTS - HEREES (ZEVHIRTARIRTAI—TE ) Restrictive and stereotyped patterns of behavior, interests, and activities
(at least one behavioral manifestation)

A EREFTREHZENERN EBENAZARWEBELHBESAERIIRER
All-encompassing breoccupation with one or more restricted, repetitive, and stereotyped patterns of interest that is abnormal either in intensity or focus
O=ves 0= Noo

B. %ﬁﬁiﬂl%ﬁ a@ﬁﬁ%%ﬁ%ﬂ’\]ﬁ%ﬁﬁi%ﬁi{%ﬁ Apparently inflexible adherence to specific, non-functional routines or rituals
Z Yes % No

C. EBMNEL—LL/EE (B - FeFHE LN AEEISRE - S E{E 558 E) A ) Stereotyped and repetitive motor mannerisms
(e.g., hand or finger flapping or twisting, or complex whole-body movements); D = Yes D & No

D. FEMBEITEMIZHEER Persistent preoccupation with parts of objects O=zves O No

4 EARBEEEETLUTIARE: Does the patient currently require the following treatment(s). 1.2 - ;IR 2 ERHHA If so, please provide
diagnosis date:
A BANBEREEEZERABEMBFEZD/RXER Does the
patient condition have continued without interruption for a period of at least & Year H Month H Day
six (6) months after diagnosis

B. EBROEMETIE  WRHFWBEE:

Y Month D
Does the patient has started treatment of Psychosocial Interventions S Ve \ . . Iﬁ on ‘ ‘E ay | | |
C. BHKHAB  LRHFAKEE:
Does the patient has started treatment of Special education, since RV 3 i 8l
L | | | L | L | |
TRAE - WRMHRR B
D. TRAE  WiRHFHBEE £ Year & Month 5 Day

Does the patient has started treatment of behavior therapy, since:

A A ERBERVELET RN E RS NHTHREE
Please list out all psychosocial inventions and/ or special education and/ or behavior therapy have carried out.

5 WAMNRBEEEAMGABESENSIFAREEIESRR ? MRE - FIRHEFMER Was the patient’s condition related to Asperger
Syndrome and/ or Atypical Autism? If so, please give details.
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fREE#RI% Policy No.

C. BT ZE%ER (&) PROFESSIONAL COMMENT (Continued)

6 BREHEAZRELIFEMNKZHFIARERE - B ERAYES MMt -
Please give the name and address of all consultants, specialists or hospitals that had been attended by the Patient for this condition before.

A AR IF#E R R AR 7L ? What was the prognosis of the patient?

8 WA FIRUHAMARIAE BERHER ASTMUHBEREREZEZHIRERTE Ifso, please provide treatments, investigation
procedures, results, and/or any complications and follow up plan regarding the stroke)

D. E{thE&EmE OTHER MEDICAL HISTORY

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

D % Asthma D \ES® Cardiac problem D B8R J% Diabetes Mellitus

[0 ZBAF 3% Hepatitis B [[] = mE Hypertension [ 2152 F1fi Previous operation
[0 %2 Drug abuse [] &&Z18 Drinking [ ®=Z18 Smoking

[0 =&t Family history of cancer [ Z %52 Unfavorable family history

[ MUEESE% None [] Efth#=ss - 55578A Other disease, please specify

2 RARASEHEELMERSHEHMREERESBENBRAGE ? MN2F - FHFF1E - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H 8 Dates e AE/M(EREE BLuR/BlRaE
%% Disease . L - .
£F Year | A Month| H Day Details of treatment/hospitalization Name of Physician/Hospital

3 ARMEEUE/RIZEZEEETE Please provide details of Drinking & Smoking habit.

218 %A B Drinking/ Smoking start date since £F Year B Month H Day
L 1 1 1 | L 1 | L 1 |
5 H F§ 2 Daily consumption (Z/E1/48 /¥ piecel pack/ bottle/ can)
E. FZEB4EER ATTENDING PHYSICIAN’S INFORMATION
ERBERS HE
Name of Attending physician Qualification
yeochil BARERR
Address Contact No.
TUBLEE/ BREEE - £ Year | B Month | H Day
Signature & Stamp of Attending D t
Physician/ Hospital ate
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