CERaE s

RRREBE CHINA LIFE

BRIER -
https://cs.chinalife.com.hk

REBERBR-ODRA / SIRBIK(ER)FMG / ik 20k B A2 i
CRITICAL ILLNESS CLAIM FORM - HEART ATTACK / CORONARY ARTERY DISEASE
REQUIRING SURGERY / ANGIOPLASTY

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

SIRAB DS/ #EHRSEHS 1.D./ Passport No. of Insured

{RBEDP 7T Eik INSURANCE INTERMEDIARY INFORMATION

fRI% D77 &8 Name of Insurance Intermediary

{RBRD /T 4R SR Insurance Intermediary Code Ht 4% & 5E Contact No.

EE/A41 IMPORTANT NOTE

- IERBERR "EEL T RERE .. MINREREE{EEEE - This form is applicable for Dread Disease or Major Diseases benefit
riders.

- AUMIEREREARRFER - HUERNAENR  SRAREBFENZREANREERINMUEZRZFE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- RBBRTFAZ "ARE, 5% "E&AE , 2RMIETBASRE(EINKRNDBIRAE - The expressions “the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- KAPFRF—IOVERZREANREFBENREANER  IUERERE=TRRNEFDEHE BB REREREES ZIER
Eﬁ&ZIK N5J ° Part| 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.

- WREAB T\ L ;%1%/\7521?%%%/\02;2’!%%%%i%%&§%$$3%% MR AB T\ T - REPFERER
REFAARZRAZRENS ZEENESTREE - IRRANREBFAAREGEAEER  HEZRBUNAKER
KBBFERNET - WM EW’%*“HH& E4-25H8 - 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.

- ERRAREFBNREADBSENRE - AR URBATURE - REAZBABENRSGHAREEARESP
BRIZENBERABRBEREREANSH ZF - 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.

- RRERANREFEANREAZEZNWEBRRNT 24 HEHEE - The signature of the Insured / Policyholder / Claimant must be the
same as the Company’s record.

- RATIRBEIEAZMIEERIEFREFAAIZIRA © The Company pays the claim settlement to the Policyholder/Insured based
on contract provision.

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

- MAEENERS - FE B NWREDT ARSI E RN S E P IR 2L 4R(853) 28595519 &5 © IHZAIFRIE KA XIHFE
%’?EEE*“":F'?%EDJ—KEEE% 263 SEoh+KJE 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'  Assumpg&o No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- RPSIEHEBREMILPRFER  WESNERRT SRR EKNPHETR © 58 AL AT ALE www.chinalife.com.mo 21 E
K NEEFTARZAS - The Company has the right to update this form from time to t|me 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.

MPERAB T AEEN AT ZE - AP TR B - 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 ROBR LR (RPEARKMBEMAL 2ROBERDE) II“ ” ||“I " "I "l I|I I|I
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012000201
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fREEHRS% Policy No.

E—EMn - REEN @SEAES  NSFEAKRF 183 - AHREFAAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. 3{Z AZH PARTICULARS OF INSURED

1 ZF#E KR Age and Sex of Insured

2 J4REEEE Contact phone no.

3 B (X ZER) Occupation (Compulsory) 7% (W4 7H1EE) Business (Compulsory)
4  FR(EEBFELER Type of claim [0 === New Claim 0 &==%/E Further Claim
[0 #3822 Pending Claim [0 =#t/24 Review | Appeal
5 [EH%E / & Nationality / Region
[0 <E Chinese O ZEUS. [ Hith Others(35ERA please specify)

6 EBIEEiE({E A)Current Residential Address (Individual)

W City E =X Country

7  EBIKA (B A) Current Permanent Address (Individual)
(4N B Ak A k(B A )2 B i it (8 A) R @ - 355 LEH#) (Complete if different from Current Residential Address (Individual)

I City B 2% Country

8 BNt Mailing Address
(niE A sk B B B E(E it (B A ) R @ - SEE LE4#) (Complete if different from the current residential address (Individual))

I City B 2% Country

B. {REH AEM PARTICULARS OF POLICYHOLDER
(MNZRABREBFBABARRA - SEEIEER{D) (Complete if Insured and Policyholder is NOT the same person)

1 FE KRRl Age and Sex of Policyholder

2 E#48EEE Contact phone no.

3 MR (XZAER) Occupation (Compulsory) 1T (WAEE) Business (Compulsory)

4 (%8 / HiE Nationality / Region
[0 EA Chinese O ZEUS. [ Efth Others(355RF please specify)

5 BrRIEFEMIGEA)/ BRIEEE (B4 8) Current Residential Address(Individual) / Current Business Address(Business association)

I City B 2% Country

6 BRIKAMUIEA) /! FEEIZith TS 2 5E M55 gE tth 31k (7 %2 40 44 (30 21 B B B (E 3k (1A )/ B ATES 28 it bk (R 2 4R 48) R[] - SE R UL 1R)
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))

W City Ed =X Country

7 iEFMHE Mailing Address (XN3ERR itk B3 B Al E(E bk (18 A )/ B AT & £t it (B S48 ) A& - SEEIE4R) (Complete if different to the
current residential address (Individual) / Current Business Address (Business association))

T City E= Country
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fREEHRS% Policy No.

C. JRAEHE E KB RAIE N NATURE OF ILLNESS AND RELATED INFORMATION

1 JREERTE Name of illness
2 GEWIRAEAK Please describe symptoms
3 EAR{OIRSEREYA L 3R? When did these symptoms first appear? 4F Year H Month H Day
4  WIR2BLE/BRAIER The physician/hospital first consulted for this injury or illness
K52 H 8 Date of consultation: F Year B Month H Day
- I S I E— I I I
B4 /BPR 218 Rt Name & Address of Physician/Hospital
5 HtZ2AltESBEELRRNEL/EBREN Other physicians/hospital consulted for this or similar conditions
k72 H #A Date of consultation: F Year A Month H Day
o VI N ' S Y S (IR L
B2 4 /B2 [ 2 78 A 3h 3l Name & Address of Physician/Hospital
6 BETREFEEMFRRATRFREMUNGRE? 558 - HIEHEMER - Are you insured with

=
other insurance company for similar benefits? If yes, please give details. O 2 ves L0 & o
REE/AS] AT Name of Insurance Company REBSEHE Policy No. RIEFERI B ARPE SRR Type & Amount of benefit

D. ERMA N (FREZE—TEEIEZ{T7 () PAYMENT METHOD (Please select only one of the settlement options)

BENABREIZE Direct Credit Application
[0 Szt " I5%RTES 1 Registered Payment Bank Account

AR RERA R A ATHE ERRFFURTIRE - URA AT ST ERINMIEE I IEERTTARE - 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 ssxesmFres Designated bank Account
AR HIRPREIANM - WENARFFHAAGB/ZE AR RIBEAIRTTR/A4E/1F1E - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.

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

#R17 % Name of Bank ERITHRSE Bank No. 23 1T#4RS Branch No. ERITER P SRES Account No.

N I A B I O O
IRPHAARR(PX) WRAREFBA/REN) BRPFAARBEY) WARREFBAN/REN)
Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

AANEMRPFEULBEERARNENEE - URASIRTREMATHIREEFEE 7AH)
1/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable;

BT AR 2 B B 2R 1T A =2 - A FlE L0 FR1T2 74 - The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.

TR BEFE BT IR TT IR 1T BN B IR EFF BN/ F BN BRI E BB - BRI BN 4R 5 /T % A - 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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fREEHRS% Policy No.

D. ERMANFREEZE—TEEEZ{TA ) (88) PAYMENT METHOD (Please select only one of the settlement options) (Continued)

2 AKimER1TEI4RZEE MACAU LOCAL CROSSED CHEQUE

BEFEHEEEIE Preferred Settlement Currency

BT (RPEABRROSNBROBRATEE ZEERRE )

Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

L1 #B%=5mm#%$ 02 Collect Cheque at Customer Service Centre in person
(FIREFBANZREAT RS DRAN R ER A SRR E PR /O UELSZZE <) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

O

fREEEHE Policy Currency O

L1 sesess =2 (158 A\)5EEY Pick up cheque in person by authorized person
HEALE RBABARER REAS B IR A SR S
Name of authorized person Contact no. of authorized person 1.D. no. of authorized person

O #mszeesaea0@:n it Mail to correspondence address registered in our Company

O

£ R PR /T EEIE Deliver via Insurance Intermediary

O mspFezams (3EERTH TR A ) Delver by bank officer (Please state the branch and bank officer)

$8474717 Branch #23 A 8 Bank Officer

3 Efth#8F75 0 OTHER PAYMENT METHODS

[0 EBEMRE EERRE—RESBAS NERZRE - BEEMRERN - ) Offsetthe premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{REESRES Policy No.

4 Efth= Other Methods

] =4t(:55088)  Others (Please specify)

E. RIEFAFEXHIFE CLAIM DOCUMENT CHECKLIST

- v BR324 Basic Documents ; @ FffAINSZ 4 Additional Documents ; x <& NotApplicable

REREX (XM BRI ATTRA ATINE F R 08 IE) fEERSE
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Critical illness claim
[0 AR EZUEE I ARBFERSE S Part | of this form completed and signed by your good self v
HAEZBEEE /REPRBERE_HBHETZEBEIRSE Clam Form Part |l - Attending Physician’s
(| v
Statement to be completed by the attending physician
[0 SRABMEBXMHZZEEIZ The certified true copy of identity document of the Insured. 4
| BRAZBDBXH ZZEBE KR (ZRAFERIERA) The certified true copy of identity document of v
Policyholder (Insured is not Policyholder).
| B8R/ X 6/ SBREE# MAOHK BB HERERERERE (WiEAE) Laboratory/ X-ray / CT Scan v
I MRI/ E.C.G. / Pathological Reports (if applicable)
FilimE (B4 SRENREEFM/ RBIBEATMN /&R FRISREIKAFM/ BN ES
| PREFMTSEEM 2 EAKA BESE M) (WEAZE) Surgery report (including: Coronary Artery °
By-Pass Grafting/ Balloon Angioplasty, Percutaneous Transluminal Coronary Angioplasty
(PTCA), Atherectomy or Similar Intra-Arterial Catheter Procedure)
O REIEASREIBREBIFZE(NRAEIRHIREIEAK) Original Policy or Policy Lost Declaration (if unable to ®
provide original Policy)
MEEERBZERBIPRBIEE M) Self-Certification Form (For Claims) for Automatic Exchange of
(| o

Financial Account Information
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F. B AERIUWEEHR PERSONAL INFORMATION COLLECTION STATEMENT

ANBRMEICHERFD "HPEASRE (8% ) ROBRAE . WIRERAERER - BARMARANWEREAZERER - ar
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement &3k @) B A EREE (5850 ) RODBR 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.

G. EAAK %1 DECLARATION AND AUTHORIZATION

1= # Authorization

RNFEM - EANREFANZREAN - KRANEFARERREZZRAMB)ELEE (1) EEE - EMmeE - 8
Bt ~ 2P0 - (RIRAT] - R1T - BULHAE - BUSEIFT - StEMtE - AESA L - NABBsNEB AR A/ M/ AR E
ZRRAZACH - RDESERNE  9URZEEREMR  ENKBRAPEASRER (OB ) RIDARAS (UM ERE &
ATL ) @ BEATEHUEEE zBE/EIBEGEENLET - IMAREPBERNRMIERAREZZRAE
TR 2 BEE KR - (FRERANREFIEREFEZZRAZBENRD - IEES AN M ZEEXAREZEARS
KR ; AERA/RMIETHETRENS - WEESDHENT) - WEESNWEONREERIGEREZNT - 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 0A Declaration

ANEM SERAREFBENREA  ELBREER(N) LA —URAREENMAE R  AmedANRMRFAE -
MANEFPRANE - IRFEZEMUEEEN ; ANHMBEMRNTT-IEEEEE  ANHMOBERESER
REBFEZR LA ; QRN FEEDTAREL Z OB - RERSFR LEBHONHEE EABIEEBNAEIN - 4
SIRNAREAR - EHBEA T ARERETOUARBFERMBENER - SASIURERIEAREEZREIERRERS -

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. ZE(E2EZEBRIE L3 E) SIGNATURE (Please DO NOT sign on BLANK form)

SR A(F#R 18 BEELL) REFAAN | REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

%2 Name

B3 :BFERRES 1D. Card / Passport
No.

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

H #f Date

*RIEAAZFRANRERFE ARG

*Relationship with Insured/Policyholder
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fREEHRS% Policy No.

E_EMY - TZBERSE REZEBLEEE  FhAERARAZRRA/RERFSEA/REABITEE)
PART Il - ATTENDING PHYSICIAN’'S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. B A&} PARTICULARS OF PATIENT

1 % AER Name of Patient

2 FE KRR Age and Sex

3  Bf3:8/ ERIREE 1.D. Card / Passport No.

B. E®AREi CLINICAL DETAILS

1 WAZEBER RO IEZE We can trace the medical record of patient back to
F Year A Month H Day

e e ) AN |

2 BREIRMEEHEEE 4 HEA Date of the symptoms first appeared
F Year A Month H Day

) S E—|

3 TRABRARIFRAE 2K 52 BB Date of first consultation for this condition or related illness
F Year A Month H Day

e T ) ) SN B |

4  FEEMFRIAEREZE ZEARFIFRIE Please describe the symptoms and complaints at first consultation.

5 WASEHEMBEEN?UE @ FREHZBEZHZRIMIU - Is the patient referred by other o
- . . O 2 ves O =No
physician? If yes, please give the name and address of the referring doctor.

6 2[R Diagnosis

7  {AIBEFHEE2 When was the diagnosis made £ Year B Month H Day
L | | L I

8 MAROCEEBEINE? A - BFHiESFE - Did the patient complain of chest pain recently? If so, please ey e

describe the characteristics of the onset of the chest pain. = Tes ©
9 EFMAROIERIVERIER - Please describe any change in cardiac enzymes.
10 FFHIFEAZEEEAEOEEEE Please describe any change in ECG
11 FiiZE R Surgical Procedure Details

ZF1i5 %% 78 Name of the Surgical Procedure =it B H#A Date of surgery F Year B Month H Day

MO-CL-ICLA07/202306-01 P.60f8



fREEHRS% Policy No.

B. BEREH} (48) CLINICAL DETAILS (Continued)

12 AESRBLEEREK ? FRHEBIKS RERBIKRIIKEFEEEE ?

Which arteries are involved? What is the degree of narrowing/ obstruction in respect of each involved artery(ies)?

[ =521k snaRATRE Z ENAR LAD: % [l &==imenmrEs LCA: %

#= I E &N AR LCx: % [0 #AssikEnaR RCA: %
[0 = fth=Hk &8 Others coronary arteries c %

13 BRLERZERBIE SR RR i 53R ? What diagnostic tested are used to confirm the above findings?

14 FIREARIRZENRI AYAHET Please provide the full details of the procedures performed

15 HtARLERZEE BEREER  AEEOHBERERE ZBRZNIRESTE - Other treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the heart attack

C. BT Z2E%#E R (4) PROFESSIONAL COMMENT(Continued)

1 RBRLUEFRESEERER  NEBEHEHMFRER ? NI - FIRHBAMZABHL RAEFE - Is the heart [12ves [1ZNo
attack a recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. =

E2%

:2/aHHA Date of diagnosis/treatments F Year A Month H Day
| IS I I I | I | I |

B (BEZE/ A8 E/EE RE&R) Details(including diagnosis/ treatments/ investigations and results)

2 BAZREEBRIZMAAZ LICAEAIERE? Is there any patient’s family history which would increase the risk of this illness?

3 1B The prognosis of the condition

4 ZREBEANRLERBERBAER IsitHIV related?
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fREHRSE Policy No.

D. E & mE OTHER MEDICAL HISTORY

1 WABEAEBLUTHRIE/ZE1E - Does the patient have any medical history or habit as indicated below?

[ = Asthma [] /v Cardiac problem [] #% 7 Diabetes Mellitus

[0 ZEAF 3% Hepatitis B [] = Hypertension &2 12 F1if7 Previous operation
[ %% Drugabuse [] &8 Drinking [ ®=Z18 Smoking

[0 =Z&t4iE Family history of cancer [ &5 Unfavorable family history

[ BAEES% None H HER - 55 5A8 Other disease, please specify

2 RRASHREELMERIEMBRSERESBESERAE ? MEF - 5515 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H #f Dates 7 Disease AE/EREHE Baua/BRaE
F Year | B Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 FAIRMEE/IRIELERE 1S Please provide details of Drinking & Smoking habit.

H 8% 8 Drinking/ Smoking start date since F Year H Month H Day
L | | L |

2 H F £ Daily consumption (2/61/18/HE piecel pack/ bottle/ can)

E. =Z2EB4 & ATTENDING PHYSICIAN’S INFORMATION

ToEERA BE

Name of Attending physician Qualification
ik B4R EERE
Address Contact No.

£ Year | B Month | H Day

TLBEEZ/BREE
Signature & Stamp of Attending
Physician/ Hospital

BHEA
Date
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