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EREMELMZEER (RERARFEEEHERIEL )
HOSPITALIZATION DIRECT BILLING PRE-APPROVAL FORM (APPLICABLE FOR NON
MASTERCARE MEDICAL PLAN)

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

SIRAB D/ EIR5RAS 1.D./ Passport No. of Insured

{REEDP 7T AE Rl INSURANCE INTERMEDIARY INFORMATION

R /T A% Name of Insurance Intermediary

{REE D /T A4RSE Insurance Intermediary Code 48 B85 Contact No.

1 1 1 1 | | L L L L 1 L L 1 1 | | L L L L 1 L 1 1 1 1 | L |

EZE/A%0 IMPORTANT NOTE

- ARRAEZBERBE D REDBLEZE_IH - URARAED 7TEIER (BRAREEER ) X4 ELEX (BAR
JEPY ~ RSB IMERR ) - DUEE(852)2325 4833 SLEH claimspa@chinalife.com.hk IR RIRREEIREL - SERINBAIRPES
HEBREARRERN "EAR ) K TREBAN R -8R, Siefiliid L (08 ) WRESES LR - MBEHOESEH  FREFEAS

(7B ) BESIRARFSE04R(852) 3999 5593 AR FIRFS B4 - EBERRRARSAREMZBBNER T - AATREEEERIE
(BEB)BRATBZRAZER "ERMNRREE 1 - FBER(N)AREZBBE ZER L ABHRERE BB EXREPH 22K Q2)H
BREPBIHZRIRESERERLMERZREXHER RREFRFURTE - Please complete Part 1 on the following form by the Insured
and Part 2 by the Attending Physician and send to Claims Department by fax (852)2325 4833 or email to claimspa@chinalife.com.hk at least 7 working days
(applicable for hospitalization in Hong Kong) or 14 working days (applicable for hospitalization in Macau, Mainland China or overseas) prior to admission to
hospital. The limit of Guarantee of Payment will be issued based on the benefit amount shown in the Policy Information Page and Benefit Schedule or the latest
endorsement (if any). For urgent enquiries/assistance, please call our Hotline at (852)3999 5593. Subject to the approval of this pre-approval application, the
Company shall appoint Europ 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.

- BUERERABFER - HUERNEEN  SRARERAANREALRTEEXRNUEZZZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

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

- WRERARTN\EF L SRARREFEANERBEEREZARER  IRRABT/N\EUT - XBFRERAREFAA
ROEREANEBREE - IRRANREFEARGEALEER  HEARBUARERARBRART @ URHBEGERLES
F&HB - 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 or 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.

- BRRANREFBANREAUEEZNEEZ  WEAR—URBEATURSR - REAZEABRIEARERATRERBERZENE
REAPBEREZEANEGH 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.

- RRANGREFBEANREAZEZENEERAT 2 LEHEE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company's record.

- REBENABRBIRLFERTARREATIEULE] - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.

- MERUERS  FE B TITHERRP T ABSSRER AT E PR ENAR(853) 2859 5519 B39 © If you have any queries, please feel free to
contact your insurance intermediary or our Customer Service Hotline at (853) 2859 5519 for details.

- ARREIEEBRENILRFHR  UTEISFEBARATES R AT EKRMNBFER - FEARLQSIAIE www.chinalife.com.mo 8188 & 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.

WMPEIRABE ARSI AT ZE - BIUDXAREEE - If there 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)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REEARSE Policy No.

£—afn - RIEEN
PART | - PARTICULARS OF CLAIM

A. —RRE Rl GENERAL INFORMATION

1 Kt4EERE Contact phone no:

2 EERHNIE Email Address

3 BEE/1THE(WEIER) Occupation/Business (Compulsory)

4 BETERER-SHBMEEEMRRATRE ? N2 - FRHZAFRE AT BB RRER

& - Did/Will you make a claim against any other insurance company for the same incident? If yes, O 2ves O &no
please indicate the name of insurance company and policy no..
RIZ/AS]Z%E Name of Insurance Company {RESSRAS Policy No. {REZLERI K ARBESEE Type & Amount of benefit

B. EIE4MERT FOR HOSPITALIZATION DUE TO ACCIDENT

1 BIEBELEHHKIER Date and time of the £ Year A Month H Day A% Hour

accident
| | | | 1 | L |

43 Minute AM/PM

2 BEYMEEHNEL Place of accident occurred

3 EIINSBEZERKZIEFFIE Please describe the reason of accident and details of injury

C. E% = {EFE FOR HOSPITALIZATION DUE TO ILLNESS

1 JRAERHE Name of illness

2 EHGEAK Please describe symptoms

3 GEARMEIRERAYA HIR? When did these symptoms first appear? £ Year A Month H Day
L | | | | | | |
D. A%E:¥15 TREATMENT DETAILS
1 VI2B4E/BRIYER: The physician/hospital first consulted B ZskE2 B4R Date of first consultation:
for this injury or illness. 4F Year B Month H Day
L L | L
B84 /B2PT 278 Kk Name & Address of Physician/Hospital
2 HittZE2AlESBEEMURTANELE/BRER: Other sk H B Date of consultation:
physicians/hospital consulted for this or similar conditions: F Year B Month B Day
L L I L

B2 4 /B2PT 278 K Name & Address of Physician/Hospital

MO-CL-ICLA25/202202-01 P.20f5




{REEARSE Policy No.

E WNNEHERZERFRES (WEMHUEER)
CREDIT CARD AUTHORIZATION FORM FOR SHORTFALL COLLECTION (THIS SECTION IS MANDATORY)

MPEASE (85 ) ROABRAT (U TEBBART ) EROERIMNERBLEERRENEMIEELR  AEFEENBRLABNREEE - It
BREREEAASIUUTEARFORNERAESENER - CARFRALEARERREZREFAASNRRA - ISLEBELIRBEESE A2
S REE TERYMNBNE ) WTUXENIMABZELERER - If the expenses which China Life Insurance (Overseas) Company Limited (hereinafter called “the
Company”) paid directly to the hospital exceeds the eligible amount of qualified claim or the relevant shortfall or expenses is not included in the benefit coverage, this authorization form
will authorize the Company to debit the relevant shortfall or expenses from the below credit card account. The credit card holder must be the Policyholder or the Insured of the Policy.
If there is shortfall after claim adjudication, the Company will debit the outstanding shortfall or expenses from the credit card account 14 days after the issuance of "Shortfall Payment
Notice".

HREARS . BRAS 5= ERRE: BRAEE:
Cardholder's Name: Cardholder I.D. Card/Passport No.: Cardholder's Signature:
ERRBEO5REE: SRSl =F
Credit Card Account No.: Credit Card Expiry Date:
SRR D Visa D Mastercard FRABBER:
Credit Card Type*: EEEE Cardholder's Contact Phone No.:

O UnionPay #F B

?%-E.AEQE%EQ% . [0 2B A Policyholder
Relationship between cardholder and patient 0o . )
AEEEBANMLERISE (Please tick the appropriate box) FRBEAN Patient

KNEM SRAREFBAANREA - EBPLARMZERFERNASSEZEMUEER  UEASEER | £ Year | H Month H Day

BETRPEASE (B ROARATIRAANLELERARFONKRARERNER (WER ) - We, the
Insured/Policyholder/Claimant, hereby declare that above credit card information provided is complete and true, and agree to authorise
and instruct China Life Insurance (Overseas) Company Limited to debit the outstanding shortfall or expenses (if applicable) from my above
credit card account.

F. {8 AE USSR PERSONAL INFORMATION COLLECTION STATEMENT

AANEMPEICHBERBE "PEAASEKRR (8% ) BROARLXT , WNINEBAERNER - AEEMBRANKREBAERER  IJR
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement &2 @ P EIA SRR (89 ) IRHBRASTZEE © IWe confirm that liwe 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.

O & MBE T AMAERQBRERERNRIREB SRS, BANARAESFLE, FFEE MLEZISE - fyou do not want the Company to inform your agent about
this hospitalization Letter of Guarantee application, please tick “No”.

G. EHAK %1 DECLARATION AND AUTHORIZATION

2 Authorization

ANEM  ZRAMREFBANREBA KRFANRARGSREFEZZERANAB)ZELER (1) £0EE - MRS - Bk - 2 - RRAST - R17 |
It - BUNERPS - SiEME  AESAL - MBS EBEUARANRMAERREZZMRAZALHE  REHENE - HUBZEERIEM - B
REREPBASRE (85 ) RHDBRAST (UTEE "'EA/T, ) ; 2 ELTNEAUEEEZBER/EEEERE SR - UMARERES
KNEMERREZRRAETHRBEZBREIME A - FRERARNHMERAEZZHRAZEERDR - WEEHAANRMZEEXARZEARS
KR ; AMEARNFE ML TR BITRENR - WREZENEYS - IIREENEHARBIERGBEZERL S - 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.

AR Declaration

RANEBBERRER(N) LE—TRIEREBENIBEER  FAREAARAARFAR  MAARAAE 9ASEZ2E L EERN ; AABA/MBEER
MEEBREEZFRNERIIREE ; QFABTAAFREL ZEAER - LB EMPFER DERHNE - SATAEZEAR - HHE AL AEER
MAERLPFERMBNER - B ARSI OIRERE A BEEZ K EIR I FE o #E4% 555 - | HEREBY 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. #Z(EZEZBRIZ L E) SIGNATURE (Please DO NOT sign on BLANK form)

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

%5 Signature

%2 Name

B {:5/;€B5% S 1.D. Card / Passport No.

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

H &f Date

*REANEZFRANREFBEARRG
*Relationship with Insured/Policyholder
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{REE#RSE Policy No.

FENMD - TRBERSE (AEZBLEER  IAERBEZRREA/RERFAAN/REABTERE)

PART Il - ATTENDING PHYSICIAN STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 78 AE ) Particulars of Patient

1 HALRZ Name of Patient SEHRIER Age and Sex
2 B{p:&/ #RIETE 1.D. Card / Passport No.
3 WABERKEZH Patient first Consultation Date F Year B Month H Day

4 BEMR2%E Name of Hospital

5  FE5t ABRH 4 Expected Date of Admission F Year B Month H Day

Y (O N |

6 JRAREEL R Patient’s Family Doctor Name

7 FAEtEEBTEE Estimated length of stay {£BR4R7Y Bed Class [ #% Private [ HFAZK Semi-Private [ A% Ward

B. Bik/R G 1ERARIER ILLNESS / INJURY DETAILS AND RELATED INFORMATION

1 AR ERE2E 2R FIREE Please describe the symptoms and complaints at first consultation.

2 Z7RBHA Onset date of the symptoms/conditions F Year B Month H Day

S S I E— S E—| | A E—|
3 2R Diagnosis [ P = 97 2 5 4w % ICD 10 Code
4 ZRRARZREBEFEZE? Is the hospitalization/treatment medically necessary? O 2 Yes O =nNo

W2 - B4 - If “Yes”, please give detalils.

5 MBRECRHAEGRER WAMBRIFER  SECULEMRMZRIETIESESAIEE ? Given the condition of the patient, is it

possible to provide this treatment on an outpatient basis?

O 2ves & No WAL - FRELERE: If “No”, please explain

6 UWIEREERERM/IZ2M? Is the condition recurrent / chronic? O 2 vYes O &No
'R BREEREEFHE If ‘Yes”, please provide the onset date of the first episode:
£ Year A Month H Day
S S I I | I E— | I —
7 MEREBRAEHEINEWSIHE - FFIRMLIT 15 : If this hospitalization/treatment was caused by an accident, please provide details
below:
EWE 4 HH Accident Date: F Year A Month H Day
L \ | \
[R&A Cause:

SEMIE K2 E Part of body injured & extent of injury:

8 WASETHHEMBAEN ?ME @ BHiRMEE 22 Kt Is the patient referred by other physician? If (0= ves [1%No
yes, please give the name and address of the referring doctor. =
EAEEEYEE Name of the referring doctor 8877 B84t 31k Address of the referring doctor

9 ItER/ZEREET5IER AR If the ilinesslinjury is associated with the following?

[0 #=x %% Congenital condition 0 &% Self-inflicted injury O X&485 infertilty or sterilization [ #5838, Mental disorder
S AE Abuse of drugs or alcohol [ 88 2% Develop-mental abnormality [ BE78// % Rehabilitation/convalescence [ 1475 Venereal disease
[0 ==s#A/ 8% Cosmetic or plastic [ #7148 1F Corrective aids or treatment [ —#% 5524625 /B51& 52 5% Body check vaccination & immunization injections

surgery of refractive errors
O zemm4EE)/58 Hazadous [ st A emmamsasr [ 2% $#5EEE Pregnancy, please provide expected date of delivery
sport / activity AIDS or HIV related illness
O =tthgEss - 55708 Other disease, please specify [ LUEESZ None of the above
I —

MO-CL-ICLA25/202202-01 P.4of 5



{REEARSE Policy No.

B. R/ Z G 1E R ARME R (48) ILLNESS / INJURY DETAILS AND RELATED INFORMATION(Continued)

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

O e Asthma O .25 Cardiac problem [0 4= =4 Previous operation [ Z &5 3% Hepatitis B
[0 #57% Diabetes Melitus [ 175 Family history of cancer [ S #5552 Unfavorable family history [0 22 prug abuse
O =meE Hypertension O 11 553275 None O =4t - 53288 Other disease, please specify

1M ZRASEEBLERIHMBRSEERESBENBERIGE ? 115 - F5iRAAGETE - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.
O A& ves [ s8N0 #2/aHE8 Date of diagnosis/treatments 4+ Year A Month H Day

¥ f& Disease

JAE/1EBREE1E Details of Treatment / Hospitalization

B& 42 /B8P 2 18 Name of Physician/Hospital

12 FIRMHERE/TRIE S 185% 15 Please provide details of drinking & smoking habit

H = (z/83/18/1#) Daily consumption (piece/ pack/ bottle/ can)

21844 H Drinking/ Smoking start date since £F Year B Month H Day

C. JAB ¥ 15 K IE5T & A TREATMENT DETAILS AND COST ESTIMATION

1 AERTEISFTRTE Treatment plan or Surgical procedure name

[ififi% Anesthesia B prak HAES O
O zsmds cA O St LA | O £ n-patient [ 5287 Clinic [ =pxF952 26 Hospital OPD [ H¥E Day case

2 BEzithl / EeHE / HUtZEUHBERESZSEHEMIEE - Please list out any Lab tests/imaginglother diagnostic
investigations required for this hospitalization and reasons for the same.

SETMEMPZRIEDIERZERE ? 15F, BREEIREE Can the investigations be carried out in the outpatient setting? If no, please

explain why.
£ E & #EE & Room and board HK$ Per Day
B4 XK EE R Daily Visit Fee HK$ Per Day
SMFIEEEE F Surgeon’s Fee HK$
Fin BB & A (A5 L RA4E ; #17) Anaesthetist’s Fee(with breakdown; if any) HK$
F1ilgZ= & Operating Theatre Fee HK$
EEPR##IE 2 F Miscellaneous Expenses HK$
HithER (FIMMERIEBEE K EAH) Other Expenses (e.g. specialist fee etc.) HK$
ABAI & LR 1% 2 P92 %38 Pre and post hospitalization outpatient follow up HK$
D. EF2EB4E ] ATTENDING PHYSICIAN’S INFORMATION
ToBRENR B
Name of Attending physician Qualification
b BB EE
Address Contact No.
FuBYESEE/ BERES fF Year | A Month H Day
Signature & Stamp of Attending B3
Physician/ Hospital Date
| |
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