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EREREERELHEPRRER
HOSPITALIZATION REIMBURSEMENT LIMIT PRE-EVALUATE FORM

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

SIRAB D&/ EIRRHS 1.D./ Passport No. of Insured

{RBEDP 7T EH INSURANCE INTERMEDIARY INFORMATION

{RER D /T #EZ Name of Insurance Intermediary

{RBE D /T 4% SR Insurance Intermediary Code 48 B 5% Contact No.

EZE /A1 IMPORTANT NOTE

- E%Eﬁ)\iﬁ‘?ﬂtt%*ﬂ%—ﬁm - RERBEEZE"EM  WRARRERD 10 B LEXERXZERASZFRET L - MEFMUES
B - FRERATEFIRTEER(853) 2859 5519 EA R P R#H EHA - IR () A REMZB R 2ERT ABRHREHREXNRE
EEE%Z?H:V&( ) HERERF Z2MZEKOURESHEFTHR ?‘5Fﬁhﬁ&Z%ES‘(@EH&@&%?X&E Please complete Part 1 on the
following form by the Insured and Part 2 by the Attending Physician and send to our Customer Service Hotline at least 10 working days prior to admission to
hospital. For urgent enquiries/assistance, please call our Hotline at (853)2859 5519. Subject to the approval of this pre-approval application, the Company shall
appoint [Inter Partner Assistance Hong Kong Limited] to issue a “Letter of Guarantee” to the Insured. Please note that (1) the result of this pre-approval
application does not constitute or guarantee an approval of the subsequent claims application and (2) approval of the subsequent claims application and the
reimbursable amount shall be subject to the provision of claims documents and according to the policy provisions.

- BUMUIERESASFEER TUERNTUEENR  SRAGREFEANRBEANBEERNWMUEZRZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KREBBRPFAAZ "ARE ., 5 "EAE ) Z2RIMIEPEAZRE(EINKRGHARAE - The expressions ‘the Company” or “our Company’
used in this form refers to China Life Insurance (Overseas) Company Limited.

- MRHGASTN\EIU L SRARREFAANVERBERAZZLABEE  IRRABT/\EUT - APBRERREFBA
ARERAZERAEZHENEBAEE - IXRANREFBEARGEARESR HEAHBURNSERAPBREET - WiEH
B4 RERE R BB ERERA - 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.

- BERGRAGREFBENREAMBEEZNEE  WEBR—MRBATURE - BRREAZBAENAERAREREARNREPHRZENE
RABBFREZANS D ZA - 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.

- FRANREFBANREAZEZENEBRAKRAT Z4EEHEE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company's record.

- WERATEN  FE BIWERRENT ABESIRER LS E P IRFEERER(853) 2859 5519 B3 - If you have any queries, please feel free to
contact your insurance intermediary or our Customer Service Hotline at (853) 2859 5519 for details.

- RATIEEBERSENILBFER  UEISNEBRTEARALNIBRKNPHE - 75 EARA SN www.chinalife.com.mo 21 E K N & &FTHR
7K - 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.

WMpETRA BRI AT ZE - BRI SIARRZEE - If there is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

hEASRE 0850 ROBRAA (RPEARKENBEZMRLZROBERDA)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
MO-CL-ICLA35/202306-01 P.10f3
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{REEARSE Policy No.

B - REEN
PART | - PARTICULARS OF CLAIM

A. (REEFFHE AEiY PARTICULARS OF POLICYHOLDER

RERB AR Name of Policyholder:

%48 E5EF Contact phone no:

E SRt it Email Address

B. 7% AE Particulars of Patient

T 5 A#£E Name of Patient

FH R MBI Age and Sex

2 538/ $#MBEEE 1.D. Card / Passport No.

C. Jafs¥15 K 785t & F TREATMENT DETAILS AND COST ESTIMATION

1 BEEERE Name of Hospital

2 TE&Ft AFRBHHA Expected Date of Admission F Year

B Month

S E—

3  TEETEEPBRHE Estimated length of stay {EB24R B Bed Class

O #.% Private

O ##.% Semi-Private  [] A& Ward

4 RERTEISFIRTE Treatment plan or Surgical procedure name

[ifi B Anesthesia BEfrak HAES O

O zsmm oA Smamee LA | [ & npatent [ 257 Cinic

[ ==p5:P9:2 28 Hospital OPD

[0 8% Daycase

5 BEZIER / EEgHE / HtZ2ENRERESZSHENIRE - Please list out any Lab testslimaginglother diagnostic

investigations required for this hospitalisation and reasons for the same.

= K IEE=E Room and board
B4 EEH Daily Visit Fee

SMRIEE4EE A Surgeon’s Fee

R EFET 2 F (FA 5| L BB 4E ; #17) Anaesthetist’s Fee(with breakdown; if any)

F 1§ =& A Operating Theatre Fee

E2 PR3 IEE FA Miscellaneous Expenses

Hit&ER (FIMERIBEE K EM) Other Expenses (e.g. specialist fee etc.)

ABTEI & Hi PR & 2 P92 5 18 Pre and post hospitalization outpatient follow up

MOP/HK$

MOP/HK$

MOP/HK$

MOP/HK$

MOP/HK$

MOP/HK$

MOP/HK$

MOP/HK$

Per Day

Per Day

MO-CL-ICLA35/202306-01 P.20f3




{REEARSE Policy No.

E. {8 AZi}UZEEERA PERSONAL INFORMATION COLLECTION STATEMENT

ANEMERSEERBR "PEASRE (8% ) ROHBIRAS ) NIREBAERER - BRASTRANWERAE

RIEZRR - TR https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement &3 B R B A SR (/85 ) RHB

PRASIZREY -

I/'We confirm that |/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.

F. 2B K1 DECLARATION AND AUTHORIZATION

1% Authorization

ANEM  2RAMREFBENREAN - ARFANHARERREZZERAMB)ZELERE (1) EEE - sEMugE - &8
Be ~ 2R ~ (RER AT -~ iRTT - BURHIS - BUSERPT - sStEL %18 - BBIEIA L - NFHES BB EUBERARA/ZEM/EARME
ZRRAZ A - RS ERE  9uZEERER  BRRERAPBRASRR (BN ) RNERAS (LUTERE"&
A8 ) (2 EATSRUEEEE 7B E/EHENEFEMESNCEFT - aIMARERFEARNEMAERMEZZERNE
TR ZBEIE KRR - (FREZARNRMERNEZZE/RAZREMNDR - IEEE RN M ZEEARIEZEARS
KRN ; MERANEMECTHETRENS - WERESDEAUT - BEESENTHNREAERIGERSENT © 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.

2R Declaration

RNELBREEE() LE—RTEREENAAEE - AREaAARFRE  AARRE - 95858228 E
BEH ;, AAHBEERURNEEBREZSENERITRBEE | QFAABEAMAMREL ZEGI=RA - MSBEUEP
A DEBRHEY - EATAERELAR - EHBA T ABRBEMLRBERMBENER - SAS ORI AEERNE
I I FESTHEAZER RS - IHEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all questions whether or not written
by my own hand are to the best of my knowledge and belief complete and true; | 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 | may have made to any person if not written or printed
here. If any relevant persons fail to provide any information requested in this application form, it may result in the Company’s inability to process
and deal with this pre-approval application.

H. #ZE(EZEZ 8RB L E) SIGNATURE (Please DO NOT sign on BLANK form)

ZHRA REFAAN | REA* REA
Insured Policyholder / Claimant* Witness

%5 Signature

%2 Name

B {778 /7E8 5% S 1.D. Card / Passport No.

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

H &f Date

*REANEZFRANREFBAARRG
*Relationship with Insured/Policyholder
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