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RBRREDHEL CHINA LIFE

EREE -

https://cs.chinalife.com.hk

"EEBN, ENERERETREEHZBER
MASTERCARE MEDICAL PLAN DIRECT BILLING PRE-APPROVAL 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 E 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

- BERRAERBERBE M0 RELEHEZE"HMD - URARNED 7ELEX (GERREEMR ) st 14 @ TEX (BRAR
JEPY - hEA BB IMERR ) - DIBE(852)23254833 SLE T pos_mo@chinalife.comhk HIERZE "EIEEIN ) BB ERIBEERE
- MERNESEN  FHE "EEEN ) EHBEEFE(852) 39995501 HMESRESHE - TERZRARTSATESLHZE
FERIER T - AAEBEZEEEERIEES)BRAS/ZRAZER TERMRRERE - BIR() AR ZRFE ZERT A B
RENBEAREPFZMZRQBERERF AR IRECRFRAREAERZREXUHER RIREIRMAE - Please
complete Part 1 on the following form by the Insured and Part 2 by the Attending Physician and send to MasterCare Customer Service by fax (852)2325 4833
or email to pos_mo@chinalife.com.hk at least 7 working days prior to admission to hospital. For urgent enquiries/assistance, please call our Hotline at (852)3999
5501. 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.

- BMEREREASRFER - HOUERNEER  SRAGREFBANREAVRTEERNUEZEZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KREBBRPFAAZ "ARAE, 5 "TEAE ) ZRIIIEPEASRB(EINKRDBIRAE - The expressions “the Company” or “our Company’
used in this form refers to China Life Insurance (Overseas) Company Limited.

- MRBHEASTN\EIU L - SRARREFBANERBERAZELBEER  UIRRABTN\EUTN  KBEFEREBREEFAA
ARZRMAZERAEEZHENEBAEE - NIRRANREFBARGEARESR  HEZHBURNSERAPBREET - WiRH
B 145 RE M B8 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.

- BRGRAGREFENREADEEZNZE  WEBR—MURBATURSE BRRAZBAENAIEAREERRERFERZENE
RABBREZANSH 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.

- FRANREFBNREAZEZENEBLAKRAT Z4HEHEE © The signature of the Insured / Policyholder / Claimant must be the same as the
Company's record.

- WERAEN - FE BIWERREN ABEIRER LT E FIRFEERR(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.

WP ESTRA 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.
4012000801

hEASRE 0850 ROBRAA (RPEARKENBEZMRLZROBERDA)
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 E TRt Email Address

3 BEE/{T#(WEEE) Occupation/Business (Compulsory)

4 RBTERER-SHEMIAHEMREBATDERE? MR  FRUHZFRBATBBERRER

& - Did/Will you make a claim against any other insurance company for the same incident? If yes,
please indicate the name of insurance company and policy no..

RIZ/AS]Z%E Name of Insurance Company =

oog

ESSRAE Policy No.

0 2 ves

O &no

RIEHE R R ARPEEEZE 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 43 Minute AM/PM
accident
| | | | | | L | L | L
2 EAMEEEMEL Place of accident occured
3 EIINSBEZERKZIEFFIE Please describe the reason of accident and details of injury
C. A% 1Pt FOR HOSPITALIZATION DUE TO ILLNESS
1 JRIEBM 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 25k 22 B 2 Date of first consultation:
for this injury or illness. £F 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 H Day
L L I L

B2 4 /B2PT 278 K Name & Address of Physician/Hospital
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{REEARSE Policy No.

E. IWBBENEREZHERAZEAFIREE (LA EIEE ) CREDIT CARD AUTHORIZATION FORM FOR DEDUCTIBLE
AMOUNT AND SHORTFALL COLLECTION (THIS SECTION IS MANDATORY)

MPEASE (85 ) ROABRAT (U TEBBART ) EROERIMNERBLEERRENEMIEELR  AEFEENBRLABNREEE - It
BREEFEEAATIUUTERRFOMNEBEELRAER - ERARHFALASHBREZREFBATZREA - KATHRUTERRNESIIRR
KREW "HERER L R TREANE -8R, AEFHEL (18 ) WEFENREARESUTEE'RE TR BEERERBEREFTE - AASSHN
ZREEHOBEAENEOEENER - IRLEREREERENREESSE - HREEHEGE - NRLERENEZSRNEASNESSEREER
BERINENE RN E A - AR TRURE RBFAFERNERTEEEEE N BB ZAEMZBBERUERREFEMAR T ZIRE FTHREF
@ (WMBHIRES ) PHIRBEEERER - AATEHREL "ERAMBEANE ) TN XENINBREZELZERER - Ifthe 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. The Company will debit the deductible amount as shown in the Policy Information Page and Benefit Schedule or the latest
endorsement (if any) as deposit (hereinafter called "the Deposit Amount"), and hold until the entire claim process is completed. The Deposit Amount shall be used for settling any
outstanding shortfall or expenses. If the relevant outstanding shortfall or expenses is less than the Deposit Amount, the Company shall refund the balance. If the outstanding shortfall
or expenses is more than the Deposit Amount and the Company could not successfully recover the outstanding shortfall or expenses, the Company shall forfeit the Deposit Amount to
set-off the outstanding shortfall or expenses and reserve its right to reject any future pre-approval applications and deduct the relevant outstanding shortfall or expenses from any
benefit payable (such as death benefit etc) under the Policy or other policies maintain with the Company. The Company will debit the outstanding shortfall or expenses from the credit
card account 14 days after the issuance of "Shortfall Payment Notice".

BRAHS . BRAS 5= ERRE: RRAZE:

Cardholder's Name: Cardholder I.D. Card/Passport No.: Cardholder's Signature:
EREEORE: ERFEEA:

Credit Card Account No.: Credit Card Expiry Date:

SRRER: i w | RRABEERE:

Credit Card Type: D Vs D Mester D — Cardholder's Contact Phone No.:

BAERRIERPBEAS (8% ) ROBRATRAALULERFRROMNREZESEEE  BAERSNER (MER ) - | 4 Year | H Month H Day
| hereby authorise and instruct China Life Insurance (Overseas) Company Limited to debit the Deposit Amount, the outstanding shortfall or

expenses (if applicable) from my above credit card account.

F. B AE I ULEEZ2HEA PERSONAL INFORMATION COLLECTION STATEMENT

KNEMEDBEFEKPA "PEAZRE (B ) ROHBRAT . WHEBAERNER - BEASHRANWEBABEREZR - ok
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement &34 P EI A EZ R (89 ) RHBRAITERE -

I/'We confirm that l/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.

O &N ME T ARE AT REBERERMNRREBENERR, BANBARESNE, BE S IMLZISE - fyou do not want the Company to inform your agent about
this hospitalisation Letter of Guarantee application, please tick “No”.

G. EHRA K %1 DECLARATION AND AUTHORIZATION

21 Authorization

ANEM - 2RANREFBAIREBEA  ARKTANHEFAKRGREEZZRA(NB)ZLERE (1) EEEE - ZMEE - Bk 20 - "RRAE - )17 K
FotktE - BURERP - sStEhiiE - AAEA L - NANEBESXEBEAARAN/EMERREZZMR/AZLCHE RS ENE - 90EZSERIEM - &0
RERGAPBASRE (85 ) RODBRAS (UTNEHE "E2/8, ) ; 2 EATNEOHEEEZBRE/BEBREESNLRT - dMARERFS
KNEMERREZZRANETHE ZBEIME A - FRBEZANEMERAFEZZHRAZREMRDR - IWEEBERAN/RMAZEXARZEARS
R ; EARANEMIAETHETRENR - BWEEEDENS - IHIREENFEAREIEARIGBREE 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.

E20A Declaration

ANEBBRRER(N) LAE—IREREENIEESR FREERARFME  BAARAPME  OAFEZ2 T EERN ; XABRBAMAETDR
MEEBREESENERIEEE ; QR ABTAAREL Z2EFIER - LB EILBFER DERSNNY - SAERERELNR - BHAB AT ARER
MAECBRFERMMIBNER - SRS 0IRERE I A BEEZ K E IR I FE S5 i#E4% 5855 - | 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. HZ(FE2EZEZ B 5R1E L% Z) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA REFAAN | REAN REA
Insured Policyholder / Claimant* Witness

%5 Signature

2 Name

B {:5/;€B5E S 1.D. Card / Passport No.

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

H &f Date

*RIEAAZSRANRERA ARG

*Relationship with Insured/Policyholder

MO-CL-ICLA21/202201-01 P.3of5
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{REEARSE Policy No.

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

A. 78 AE R Particulars of Patient

1 5HAHEZ Name of Patient FHER MR Age and Sex

2 598/ F#EESEES 1.D. Card / Passport No.

3 WABRKZH Patient first Consultation Date £ Year A Month H Day

e S ) A E—

4 BEMR2%E Name of Hospital

5 A5t AB%H 4 Expected Date of Admission F Year B Month H Day

e AN E—

6 JRAREEL R Patient’s Family Doctor Name

7 FAEtEEBTEE Estimated length of stay £B24RAI Bed Class [ # X Private [ %% Semi-Private [] A% Ward

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

1 FHAREEREZEZBIRFIFRIE Please describe the symptoms and complaints at first consultation.

2 Z7RBHA Onset date of the symptoms/conditions F Year B Month H Day
3 2R Diagnosis [ PR = 9% 73 #E 4R ICD 10 Code
4 RBRARZEEBEFZE? Is the hospitalization/treatment medically necessary? O 2 ves O =nNo

W2 - FEFFA - If“Yes’, please give details.

5 WMERHFAGRER  RAMSRWRL  SEUMUERFZREPERIEEMNAE? Given the condition of the patient, is it
possible to provide this treatment on an outpatient basis?

O 2vYes & N0 mATILL - HRHLEE: If “No”, please explain

6 IEREEHEREM/IEH? Is the condition recurrent / chronic? O 2 ves O &no
'R HREEREEFHE If ‘Yes”, please provide the onset date of the first episode:
£F Year A Month H Day
| I E—| IS |
7 MERERAEBEHEINEWSIHE - FFIRMHLUT 15 : I this hospitalization/treatment was caused by an accident, please provide details
below:
S #E4 H HA Accident Date: F Year B Month H Day
S S N I L J |

= Cause:

SEMIE K ZSTZE Part of body injured & extent of injury:

8 WASEHHEMBLAEN ?MZE @ 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 WER/ZEERETHERAR If the illnesslinjury is associated with the following?

[0 #=x %% Congenital condition 0 &% Self-inflicted injury O X&485 infertilty or sterilization [ #5838, Mental disorder
O maimsm Avuse of drugs or alcohol [0 2252 % Develop-mental abnormality OO =8/%% Rehabiltation/convalescence [ #4555 Venereal disease
[0 ==s# /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 [ Smst A tenmassar B %% #5REEE Pregnancy, please provide expected date of delivery
sport / activity AIDS or HIV related illness

O =tthgEss - 53708 Other disease, please specify [ LUEESZ None of the above

MO-CL-ICLA21/202201-01 P.4of 5
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{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 hospitalisation 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

MO-CL-ICLA21/202201-01 P.50f5
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