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S SMEE{EER 553 ACCIDENT CLAIM FORM

fREEFF A A& Name of Policyholder Z{RA L E Name of Insured fREE#RSI Policy No.

ZRAS DR/ EIRIEHS 1.D. / Passport of Insured

{RBE D 7T E i INSURANCE INTERMEDIARY INFORMATION

1RGP /T2 Name of Insurance Intermediary

R 4RSR Insurance Intermediary Code i # ZE 5% Contact No.

E /A0 IMPORTANT NOTE

- BUEBESASRFER - HOERTUBEENR  XRAREFBENREANEEERHNMUESEZIEE - Please complete this form
in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- ABBRPAZ "AAT . 5 TERT ) ZRABEPEASRECEINKRHDBIRAT - The expressions "the Company" or "our
Company" used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABEBFRE-DMOLEAZRAREFANREAER  UERBIINEIHEZ+RRNEFER ZXHIERAERAAT ° Part
| of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 20 days from date of accident together with all
original documents.

- MRBRABTN\FIUL  SRARREFBAAMVERBERARZEARER  URRAST/\EUT - APBEREHRE
BEARZRAZEREIGZEZEAEBRZE - NIRRANREFEARGEAEER  HEAHBURAERABBERNK
BT WIRHEREGERKRESERR - fthe 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.

- ARRANREFBENREANLBEZEZNEZE  VWEAH—URSFEATURRE - REAZBABRREAREEARREDRH RZ
EMERAPREREZANGH ZA - If the 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.

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

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

- MBEETERN - FHE BFNHRRPNT ABESRERLTE PR E4R(853) 2859 5519 Bl ° EXHNRBRMBXHBESE
B O #%EEE% 263 SER T K/E 22 # 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*  Assumpgao No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

. AN ERBEEH IR EE RSN BAG A AT B RN BES - BEAKLASBIE wwwchinalife.commo BB T
HE&FTARA - 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.

- WMPENIRABERAIBEH AT ZE - BRI SIA R - Ifthere is any discrepancy or inconsistency between the English version and the
Chinese version of this form, the Chinese version shall prevail.

— & - REBNESRA/REFEA/RBAER)
PART | - PARTICULARS OF CLAIM(To be completed by Insured/Policyholder/Claimant)

A. Z{R AE PARTICULARS OF INSURED

1 SEAFEH KRR Age and Sex of Insured I4#885E Contact Phone No.

B. —A%¥&iY GENERAL INFORMATION

1 RIBIRFEEEF Benefit(s) to claim

[0 =91282 5 Accidental medical expenses reimbursement [0 =4S &4 18 Accidental weekly income

[ =49MER A B Accidental hospital income [ =9hessk At 52 Accidental dismemberment
HEASRE (8/) ROERAT RPEARANESMALZRHERAT) LT D | LR
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012000602
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fREEHRS% Policy No.

B. —#% & 13 (#&) GENERAL INFORMATION(Continued)

2 ER({EHFEHER Type of claims
[0 &2%=/& New Claim [ === Further Claim [ %53~ 8222 Pending Claim [ =4t/ Review / Appeal
3 BTAEAR—SHEEEoEMFREATRE ? M2 FRUZFEBASBERFERG -
Did/Will you make a claim against any other insurance company for the same incident? If yes, please E] & Yes E] & No
indicate the name of insurance company and policy no..
RBR/AS]ZE Name of Insurance Company {REEZEFE Policy No.
4 ZREHPFHEBROUIERIZEEIZE Request return of certified true copy receipt(s) O 2 ves O & nNo
C. E5Ms¥15 ACCIDENT PARTICULARS
1 ESSE4EHEI KSR Date and time of . . LFITF
Y Month D. T H 73 Minut
the accldent F Year H Mon H Day i Hour 73 Minute AMPM
L | | |
2 BHMEHEMEL R 4838 Location and details of the accident
3 FBHIMEINZEIMUKRISEEER Please describe the part(s) of body injured and the type of injury
4 BTATRE?UE - FIRHELITEHR Did you report to the police? If yes, please provide the following information
EZ 24 Police Station 1& 224w 3% Case Reference No.
O =Zves O &no
71 A EERRE/AERINRE/ R SEEAE R SRR -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
5 BTNAERREIINDULSENEZ/EITERFIER 2 Did you apply for compensation from Social Welfare Department / Labour Department for the
same accident?
O BN O B #EREHE45/552055508 Yes - please provide Social Welfare Allowance / Labour Assessment Certificate
D. jA%E5¥ 15 TREATMENT DETAILS
1 RARBINREMZ 2 BENER(ZIE - it K 5274 B E)Details of hospitals confined or physicians consulted for the injury(Name,
address and consultation date)
£ Year A Month H Day B84 /B8 B2 T8 Name of physician/hospital
| | | | | | | | | | |
B E/E it Address of physician/hospital
2 BRRABERERPEFRINE 2 MF - FHIRSMNE KR E 2 B8R 5] - Has the Insured taken any [0 5ves [1 25N
home leave during the hospital confinement? If yes, please state the starting and ending date and time. > °
EFFF
E AN Mi
F Year A Month H Day i Hour 73 Minute AMPM
S B 8 K 5 & Starting date and time
i[O B HA K A5 Starting date and time
L | | | | L | | L | | L | | L | | L | |
3 BEMZZAMBLEEERFIREZESIFARESAANREANREBPIN ABEMAE% - 555IBAZ - Is there any relationship between

the Registered Medical Practitioner / Medical Services Provider and the Insured /Policyholder /Claimant / Insurance Intermediary? If so, please
state the relationship.
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fREEHRS% Policy No.

E. Z{E&# EMPLOYMENT PARTICULARS

ATl/fE 2% Company/Employer Name E TSRS Telephone No.

ik Address

2 HBBAIREEGESR—IERE, A5 A B 1K B =)Position and duties of present occupation (if more than one, please state all).

3 RBTAEEE AR Did you file your sick leave application to employer? £ Year A Month H Day

(]38 No ] A Yes FH From

2To

815 5 #A Resumed duty on

4 MDTERERS - BIRMTEFHER B R - If you are still on sick leave, please provide the expected
date to resume duty.

F ERA X (GEEE—TEIEEESZ (15 3(0) PAYMENT METHOD (Please select only one of the settlement options)

1 B#IABREEE Direct Credit Application
[[] E=#&m "5 R1TEES 1 Registered Payment Bank Account

IR RBRARALATIEEHRFIFERTIRE - WRA AT EHERINMIBEECHIEEIRITIRE © 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.

] #5%$R1TIES Designated bank Account
IR ERIPEN Y WENARPHAEASR/IZEAELMIBIIRITR/IBAAE/F1 - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.
ERERFABA/REARE QAT EENRMBEILIRITIRE To a bank account set up in Macau designated bank by the company held by the
Policyholder/Claimant.
#R17 %8 Name of Bank fRITHRIE Bank No. 23 1T#RSK Branch No. $R1THR S 5RAS Account No.

L 1 L 1 | | L | 1 1 1 1
REFAAER(PXY) WRARREREAN/REAN) IREHAARRBEX) WEARRERBEAN/REN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

ANEMRPFEULBEERSNENEEH - TEASRTRERDNFHEEFESE MA)
I/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

BB & MG 5 iR TTI A =22 - B35 5178 75/0 5 B#R 172 79 - The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.
KRB EHE BT IRITAE S IF BN BIREIFEN/ZFIEN R IFEL T E BN - BB 4R 2 T &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.

2 Kih$R1TEI4XZE MACAU LOCAL CROSSED CHEQUE
IE A BEEE Preferred Settlement Currency
e 1 , BT (BPEASREBOBINEDBERATESRE ZEERIREGE

u fREZFHS Policy Cumrency . Hong K(ong Dollar (at montfglyfixe)d rate of China Life Insurance (Overseas) Co)mpany)

L1 #mBz=Emse 0425 Collect Cheque at Customer Service Centre in person
(FAREFAANREANTESDRASAREARA SRS PIRFE S /O\UELSZZE <) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

L[] s =2(14%8 A)%8ER Pick up cheque in person by authorized person
RBAAEZ RBABEER KBABD BB

Name of authorized person Contact no. of authorized person I.D. no. of authorized person

2R EB TR IE Mail to correspondence address registered in our Company
£ R PR P /T EEIE Deliver via Insurance Intermediary
KIRTTEESER (BIEERIT DT R AE) Deliver by bank officer (Please state the branch and bank officer)

O 00

#8172 77 Branch #eum A B Bank Officer
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fREEHRSRE Policy No.

F. %8

MAR(GREE—EEEZ{TA () (48) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

3 Ef{th#875 = OTHER PAYMENT METHODS

O

EARE (BERARE—REFBAZNERZRE
please specify the policy no..)
fREESRES Policy No.

ETEEREESEAS - ) Offset the premium (only applicable to inforce policy under same Policyholder,

4

E{th75 3 Other Methods

O HAth(FE3IRA)  Others (Please specify)

G. RIEPTFE XIS EE CLAIM DOCUMENT CHECKLIST

- vEARXH Basic Documents ; ®FfifIISC 4 Additional Documents ; xR Not Applicable

== BRY
REFBX Y (XEHEERFTRFATNE SR omE) | SOOERER - pagggm | msamen | e
Claim Document (Documents can be certified at our Company’s Customer eXDENSes Accidental weekly |Accidental hospital Accidental
Service Centre) SXP income income dismemberment
reimbursement
HETEZWEE I AP FHERFE I Part | of this form completed
O % v v v
and signed by your good self
u HEZBEERTERE RSN ZARBHERSE & Part |l of this y v y y
form completed and signed by attending physician with chop
BAPEZE 2 DRARBABEBRSERAREEERER
B N B FR 2 /A ) Discharge slip/sick leave certificate/medical certificate
O b SR v v v v
with clear exact diagnosis (applicable to treatment received in hospitals of the
Hospital Authority of Hong Kong)
B /N4 (8 A RS SR B 3% A 22 38 ) Discharge summary (applicable to
D VG ( = =R g ry (app v v v v
treatment received in Mainland China)
[ J v [ ]
BRUURIEAR R EIREERBADIZ Original medical receipt and statement of _ _ _
O v REEIE REEIE REAS
account
Copy required only Copy required only Copy required only
SRABOBREXHEZ2ZERIZA The certified true copy of identity
O v v v v
document of the Insured.
BERAZBEDBXGZZEEIAR (RIRAFERIRA) The certified true P y P ‘/
copy of identity document of Policyholder (Insured is not Policyholder).
Hit (R A SIS 8RS 2 /B ERRA Settlement advice from other
(] [ ) x ([ J
insurer/ party
SERIRES (0 RERS - RORS - T8 TREEKR
D WHHIRES O EBE RS BB RS X IR E5)Diagnosis report o o ° °
and laboratory test report (such as pathological report, blood test report, PET
Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)
ETHER/MEER L ZEERFE Labour Assessment Certificate /
O ° v ° v
Employer confirmation letter for sick leave record
O EEZRE R/ RIBERINR Police report andlor traffic accident report { (] ° ()
O mmemmsamns Physiotherapy / occupational therapy report [ ) ()
O s=um Newspaper clipping ® ® ® ®
e A4/ B&Prss HAVE TS EIZAS Copy of referral letter issued by
O ° ° ° °

registered medical practitioner / Hospital

MO-Cl
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fREEHRSRK Policy No.

H. B A E 1 ULE 2R PERSONAL INFORMATION COLLECTION STATEMENT

ANRHMERCEEBRIBR "TPEASRE (8% ) ROBRAS . WRERABERER - BRASHRANREBAEREZR - o)
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement &5k [a) P EI A F RS (785 ) ROBR 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.

|. EFRIER(EEHT DECLARATION FOR ELECTRONIC RECEIPT

O ANEMA SRANREFENREAZILBRIERERZETERRE—E  HEZABRINEEMEKZ WIBESLNEE
BHEEIEAUIE - 1/We, the Insured/Policyholder/Claimant, confirm that the electronic receipt(s) submitted for this claim application is/ are the sole receipt(s).
The clinic / hospital of this visit has not ever or repeatedly issued the original paper receipt(s) for the same visit. &K A/F A9 - FIRAMREZBEANZREATR
EREARBHREAQATN  MZERIBFEKRZBEERENEND  TREOEMFEB AN EBETEERE - IWe the
Insured/Policyholder/Claimant, declared and guarantee that apart from our company, l/we have not filed/ will not file the duplicate claims against other insurance
companies or institutions concerning the amount to be claimed in your company for the said electronic receipt(s). AN A/F A - SRAMREFBENREA
AHEMEMBRALERE  AABRERREE S NZERIABERARZ ZEHNBE  UEREBABZ —UEREEMR - IWe, the
Insured/Policyholder/Claimant, undertake that if the above statement is incorrect, I/we are willing to refund the full claim payment for the said receipt(s) to our
company and bear all related legal liabilities.

J. EHA K% 1# DECLARATION AND AUTHORIZATION

$ZH# Authorization

RNFHM - 2RANREFBNREAN  KRANBEARGRBEZZRAMB)RZLZE (1) EHOfEE  52MmEE - 8
Bt~ 22F7 - (REEAE] ~ R1T - BUGHS - BUSEBPT - siEMhiE - AAEsIA+ - NABEsi BB AR AN/ M/E AR
FI7RMRAZACH - REANERE - 90BZEERER - BRAERGPEASRE (89 ) RIDARAS (LUFE
BMTEREL ) ,;  EATERUEEEZBE/EHIERIGESNLET - IMARERBFERNRMERNEZR
RANETHE ZBENE AR - (FRERANFFIERREZZRAZRERR - IWEREEARANH M2 EENRE
FABBRNRT; BMEARNRMFETRETRENR - IRESDHEUT] - WEESENF AL ERIGBRSWT] - 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.

2 BA Declaration

ANEM  RAREFBANREA - ZELBREEE() LR—TFRAREENFAEEER - Maed AN MBRFAR
B BANFMPRANAE  ORFEZEHNUREEEN ;, AANRMAPBRRMEM-IEEEEE - RA/HMIERKE
SEEARPFRLHR ; QFRNHAEEOAMREL ZE AR - REAPFR DERSIERE SQATERMNAE
O BEREARRHAR - EHBAA L ASERBEOIRBFRABHNER - EASIERIEAREEZKREERREDE -
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 l/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.

K. #%Z(FBZEZEBTRE L35E) SIGNATURE (Please DO NOT sign on BLANK form)

RIRA(FH# 18 BRI LLE) REFAAN | REA* RE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Z Signature

#2 Name

BB ER IR
1.D. Card / Passport No.

fF Year | H Month H Day F Year | H Month H Day fF Year | H Month H Day

B #A Date

*REARZFRANREFE ARG

*Relationship with Insured/Policyholder
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fREEHRS% Policy No.

E_BM-E2BEREEmILBLER  MARFAHSRNREREARBEABTEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder / Claimant’s own expenses.)

A. 7 AER PARTICULARS OF PATIENT

RABZ I N 2/ 1 R / TRA B DG/ ERIRES
Name of patient Agelsex of patient 1.D / Passport No. of patient
B. #2/8E ™ CONSULTATION DETAILS
1 E4ME4E B EA Date of Accident & Year 3 Month 5 Day B Hour 4 Minute EFIFF
AM/PM
L | | | | L | | L | | L | | L | | L | |
2a) AR - FEIZHEEBRIER Period of hospital
confinement if hospitalized
2(b) E&PRZIE Name of hospital
3  ZEREIIEZ 2 HEA Date of first F Year A Month H Day
consultation for this injury 0 £ am O T em

4(a) EIPEELELIB Circumstances of accident

4b) BEEZS ZERI Part of body injured

4(c) =ZSEERIFITEE Type and extent of injury

4d) BETHREXRELZRAR  HEREEURZRHEISE ? MN7A - &I - Is there any visible contusion, cut or wound on the exterior
body part at your first consultation? If yes, please describe in details. D% ves [ % No
2 Yes

5 Ex1& =52 HHA Date of last consultation F Year A Month H Day
| I N I I | | E—

A Z B8 1B Status of recovery

6 FRIRMEATAAEFIB(BIMER - Fii - YIRAE - X3¢ - 15RIR2ENE R E) Please provide all treatments details (such as
hospitalization, surgery, physiotherapy, X-ray, special diagnostic procedures and investigation etc.)
£F Year | B Month | H Day SBEREE Treatment details BB 4L R /A S HE Result/ Treatment duration

7 ZRAMRLRXREINZE  BEESHMEBLEAE ? 117 - 755508 Any other physicians who treated [ = Yes 0 = o
_Insured for the same injury? If yes, please give details =
£ Year | H Month | H Day BB 2 Name of physician(s) B & Ktk Telephone No. & Address(es)

MO-CL-ICLA03/202306-01 P.6of7



fREEHRS% Policy No.

. 32584 R(48)CONSULTATION DETAILS(Continued)

8§ ZAREEEHTIEM—EMEBRNMRSESE? MTREM—IEE"2" - 5:10H5#1%E Was such injury induced from or affected by any of
the following which may contribute to and/or lengthen the period of disability? If any of the below is “yes”, please give details.

(@) HEefrpa / S RE% Physical defects / congenital anomaly O 2 Yes O & No
(b) 3B KRB BRI TED 82 Unfavourable past medical history O 2 Yes O &No
(€) 3R{bi4#8## Degenerative changes O =2 Yes O &No
(d)  z24)5037% 45 By drugs or alcohol O £ Yes O & No

9 ARFHEHMARTEERMERE ?NA - FAIEFERFRZEOEREE O 2 Yes O 7 No

Was healing complicated? If yes, please state details & any special treatment given.

10 BURAXSHI(EEmR - At R S EAIFZE: Bearing in mind the declared duties/occupation of this patient, please indicate
the impact of the accident / disablement:

O ses0% = F@ T rEsiiE Can perform any kind of work and duties

O Feeit ssmzExs 2284 T Cannot perform partial duties of his/ her own occupation
O Feeit ssmzexs > E @I Cannot perform all duties of his/ her own occupation
O Fectt = Taamme0 TSR Cannot perform any kind of work and duties

IR S BN TYERE SIAVRSRS Please state period of incapable to perform some of his/her duties

4 From (dd/mmiyyyy) ~ E to (dd/mm/yyyy)
BRI 2B TIERE IAVASR Please state period of incapable to perform some of his/her duties
4 From (dd/mmiyyyy)  ZE to (dd/mm/yyyy)

1 REBZRAZEE RSO FE KA EE 2 H E 1% Bearing in mind patient’s occupation, how would the injury prevent the patient
from performing all the duties of his/her job?

12 EFELEMEMLL - FHUBE TRARALRGEIREE L ZIERA - If an absence from work for more than two weeks is necessary, please
describe in details why you think the patient could not return to work earlier.

13 MEBREBINEBZAEAKAEE - 5L L ISR S S ThEE FriE A K A R AIIEE (L% FR ) If the accident caused any permanent disability
to the patient, please assess the loss of body function permanently caused by the injury, expressed in percentage.

14 RAEBREEINER - SEE B EEETEFLERFE ? Is the patient now/ Was the patient at the time of this accident suffering/suffered from any
illness, disease or infirmity?

O gaN0 [0 % #2054 Yes - Please provide details.

C. EZELE R PARTICULARS OF ATTENDING PHYSICIAN

FOBERR BE

Name of Attending physician Qualification

b BHRERE

Address Contact No.

EE%.?%I%%"/ %Bﬁ%ﬁ EE Year H Month E Day
~ H

Signature & Stamp of Attending [I)Ela tf

Physician/ Hospital

MO-CL-ICLA03/202306-01
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