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RRXREBHN CHINA LIFE
EREE -
https://cs.chinalife.com.hk

AE-—ERERFABEREMREE - oBESBELGERHER
ICARE MEDICAL INSURANCE PLAN / HEALTH GUARD HOSPITAL CARE BENEFIT PLAN -
APPLICATION FORM FOR CLAIMABLE AMOUNT ESTIMATE

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

SIRABDE/ F#ERSEHS 1.D. / Passport No. of Insured

{REED T AE 1} 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

EZE/A%0 IMPORTANT NOTE

- BUEBEBEABRBEER -TOERNNBEER SRAREFBEANREANETZBEVWEEE XWAIESE ZE1EE - Please complete this form in BLOCK LETTERS.
All amendments should be countersigned by the Insured / Policyholder / Claimant/Attending Physician in full signature.

- ARPBRPAZ "ARE L F TEAT ) ZRAEFBIASRE(EINKRHBRAE] - The expressions “the Company” or “our Company” used in this form refers
to China Life Insurance (Overseas) Company Limited.

- BERARBFAANREBAEZBERBE D RELBEERET N - WRABR/FMA&ELD 7 BIEX - DUEE(853) 2878 7287 HEH
pos_mo@chinalife.com.hk 75 TLIER EZEFEE IR AN - Please complete Part 1 on the following form by the Insured / Policyholder / Claimant and Part 2 by the Attending Physician
and send to Claims Department by fax (853) 2878 7287 or email to pos_mo@chinalife.com.hk at least 7 working days prior to admission to hospital/surgery.

- FIRRUBRESHRGEEREHSE UABHALIRKEESE - BESRBAEERERN M EIREBAM - TRAREFERREARINERE
FEANREREFERE - REANBESBRRENERSRBERNZ MR LN ELWBRT RSB ERIRBF D IRWEETE - Please note that the

claimable amount estimate is just for reference and will not constitute our final liability. Claim decision will depend on the submission of all supporting documents as required for

claim assessment in accordance with the policy terms and conditions and benefit entitlement in the Policy Year. The final claimable amounts and out-of-pocket expenses will be
subject to the actual bill amounts and breakdowns as stated in the official receipts issued by hospital or clinic.

- URESHRLENER  SREIBERRBIOMESHRSHEERBIFLHREZMRG - ZEERIRBIRAGREZRERLETE - EOARMZIEREEZ
FEMARBIBEEARBETEEME R - The claimable amount estimate is subject to benefit reduction or limitation in relation to the regions where the eligible medical services
are incurred or the choice of higher ward class. The claimable amount estimate is based on the benefit limit of the Insured's policy. Any pending claim yet to be approved or any
exclusion will not be taken into account for this estimation.

- ARTELEH/BE DB ESBEENREEREE TERMAT M B I/ B i (R @A R KRB B I - The Company will deliver the
result of the Claimable Amount Estimate Application to your email address/* correspondence address” (only applicable if email address is not available) registered in our Company.

- WREABRTNEILLE SRARRESBEAVRRBERSREZEARFER  URRABT/\EMT  FEEREAREFEARZRAZGEE
BEANEBREE - NRRAREFBAEARNGEAKREE  HERARBUNSESARBERART - WIR HEIREIRKRELER - If the insured is at or
above the age of 18, the Insured and Policyholder must complete and sign this form by his or her good self. If the insured is under the age of 18, this form should be completed and
signed by the Policyholder and the insured's 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.

- BRRANREFANREANUEEZEZNEE  WABR—URBEATURE - REAZEBABRNREANEEAPERZEMERABELRRZEAN
S1n2F - 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 application and verifying and confirming the identity of the signatory of this form.

- ZRANREFBNREAZEZNRBEARNT Z4LHEME - The signature of the Insured / Policyholder / Claimant must be the same as the Company'’s record.

- BIMRBPAAVBRBFRIANKRAQSTEKWE - METTEH - FE B NNRERPTABBNBERQ S E PR 24 (853) 2859 5519 &

8 - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company. If you have any queries, please feel free to contact your insurance intermediary
or our Customer Service Hotline at (852) 3999 5519 for details.

- AR EEBRENLSGFER  TEINEBAFTEALTIBEKRNBER - BEARLQSMIE www.chinalife.com.mo BIEE K N EEHTAR A - 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.

- MPAEIRARBEAEBR AT ZE - U P IARABZEE - If there is any discrepancy or inconsistency between the English version and the Chinese version of this form,
the Chinese version shall prevail.

. " I
hEASRE 0850 ROBRAA (RPEARKENBEZMRLZROBERDA)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012001701
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{REEARSE Policy No.

E—85 - B BREAN/REFAA/REANER)
PART | - DECLARATION (To be completed by the Insured / Policyholder / Claimant)

A REFBEAER (WEEE)PARTICULAR OF POLICYHOLDER (COMPULSORY)

1 =F{EEEE Mobile phone no. *

2 EFERHhAL Email Address *

* D EFRHNFREEREES I RFURESBEERFE 2R - NERNEAXNTIRBLBEAR - B ASTIF #2752 - The above mobile phone no. and email
address provided will only be used for Claimable Amount Estimate Application. If there is any discrepancy between the above information and Company’s record, the Company’s record
shall prevail.

B. UZEE{E A Eiltl 2 HH PERSONAL INFORMATION COLLECTION STATEMENT

ANEMERCHBRBE "HEASRR (8 ) ROBRAS . WIREBAERER - BEARMERANKREBAERNER R
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement N &zt @ EA SFE (785 ) RHBBEATRE -

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.

C. EFA K1 DECLARATION AND AUTHORIZATION

51 Authorization

KNEM  SRAREFBEANREAN - KRENFMARERRFEZZRAAB)ZLEE (1) BUEE - EMEE - Bk 2 &
bR AT - $R1T  BUGHRE - BUSERPT - A - AASA T - NANBESEAEUBBEANREMIERNE T ZRAZCH - @
B - 9oz SEEREE - ENARBRATEASRE (585 ) BRHBRAS (UTERE "848, ) ;. (2 ERSSEAEEEY
BRmihBERE S (ERAT - M AREPBERNRMAE RN EZRRNETIRE Z BB G R - (FREZARAFMIE RN
FIZZRAZEFMR o IERER AN/ RMAZEEARFEARBBAORT ; AIERANFHMLETHETR/ENS - WWEESEDEUS -

IR EENFEN A B IE RSB RIENT - IIWe, 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.

A Declaration

ANEM DRANREFBNREA - ZUBREER() LA—YRARBENMEEE  AReaASNRMEFAE  sAAEM
FREIFRIE - RS EZEZEIWEEREM ; AA/FMPBARANE T —IREEEE  AA/RMEFESEERBFR LB ; QXA
1A ERIAPREL 2R - FRIEARPFR BB E R SRS ERMMES - ERATRESEHLIR - EHBEALABEREM
EORBPBERFABNER - EATUBERILAEEZ R EERRESRE -

D. BE(FEVEZE A FERIE LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

2HEA REFBA | REA REA
Insured Policyholder / Claimant* Witness

%% Signature

2 Name

B {378 /7E£8 5% 55 1.D. Card / Passport No.

%F Year |H Month| HDay | & Year | HMonth | HDay | & Year | B Month | H Day

H &A Date

*RIEAEZRANRERFE ARG

*Relationship with Insured/Policyholder

[} [ | [ |
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fREE#RI% Policy No.

FBED - FRBEREE HEZLEBLESE  FEERARZSFEA/RERFEA/ZEABITEIE)
PART Il -ATTErSlDING PHYSICIAN STATEMENT (To be completed by attending physician at the Insured / Policyholder / Claimant’s
OWn expenses.

A. 78 AE Y Particulars of Patient

1 SRAER Name of Patient FEE R MR Age and Sex
2 BfpE/ #EE5EES 1.D. Card / Passport
No.
3 WA BERKEZH Patient first Consultation Date F Year B Month H Day
L | 1 | |
4 EEBR/52FRB%E Name of Hospital /Clinic
5 EEPn/iZFRithilt Address of Hospital /Clinic
6  FE&Ft ABR/F1li B 48 Expected Date of Admission/Surgery £ Year A Month H Day
L 1 | | S I
7T WAXRESELEHE Patient's Family
Doctor Name
8  FEFTEEBTHE Estimated length of stay
9 HERAERAIZEES O8RS/ 25 O A% pivate  Cl3#0% semi-Private [ A% Werd
Class of Ward / Day case Day Centre/Clinic
B. &Eiw/ 2 ERARER ILLNESS / INJURY DETAILS AND RELATED INFORMATION
1 EFEMARIEEREZRZEIFIRIE Please describe the symptoms and complaints at first consultation.
2 E27%HHB Onset date of the symptoms/conditions F Year A Month H Day
3 #2[R Diagnosis [ P = 9% 3 #E 4w % ICD 10 Code
4 ZERABR/AEREEBEFEE? Is the hospitalization/treatment medically necessary? O 2 ves O &nNo
WMNZ - B - If*Yes”, please give details.
5 REFHAGRER RMAMERNAER  SEULERPIZRIETIESZESZAIAE ? Given the condition of the patient, is it possible to
provide this treatment on an outpatient basis?
O 2ves J&No IR - FEIZHERE: If ‘No”, please explain
6 RRFREEHERM/IBH? s the condition recurrent / chronic? O 2 Yes O =nNo
M2 BIRHEEREHRBH If‘Yes’, please provide the onset date:
F Year H Month H Day
I S A E— I — | S I |
7 WMERERAEREINEMSIEE - FBIRMLITEEE © If this hospitalization/treatment was caused by an accident, please provide details below:
E #7854 H A Accident Date: F Year A Month H Day
L J
[RE Cause:
SEME RZSIZE Part of body injured & extent of injury:
8 WMASHHHMBLEEN?ME @ BRHUZXBEZEZRIMIL Is the patient referred by other physician? If yes,
please give the name and address of the referring physician. O2vYes [ &No
EAEEEYEE Name of the referring physician BT EE A dk Address of the referring physician
[ ] [ | |
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{REEARSE Policy No.

C. A= 15 K TE5T & F TREATMENT DETAILS AND COST ESTIMATION
(FBRtERRESE  RERNERTFRABEREZNAE - EF KIRIEME) (The estimated charges are for reference only.
Final payments are subject to charges incurred from treatment, procedures and services performed)

1 AEETEISFil§ 258 Treatment plan or Surgical procedure name (FE1R I EIEF T ZHE Please provide the name of each surgery)

[ii® Anesthesia
O z2smz cA [ Bomes LA O =k MAC

2 EEzIEE / 2EEE / HthZEMEBERESZEWEWIRRA - Please list out any Lab tests/imaging/other diagnostic
investigations required for this hospitalization and reasons for the same.

3 ERIRHMEE - AEERF BIRERMRERERNTEEREEHNESEIEERRIAEE? Has the treatment, procedure or test

not yet been established as being effective or is experimental or is in trial stage?

O =2ves O &N

M2E - FAFIIREEREE Please provide details:

4 4¥ETEETEF Cost estimation of treatment:

XERIEEE Roomand board L e AL 2 H PerDay
F2 B4 EE Attending physician’s Visit Fee MOP / HKD —g H Per Day
SV BB 4B (3551 BB4E ; #075) Surgeon’s Fee ( with breakdown; if any) MOP /HKD
FREE AT E A (FB 5 L AB4H ; ¥N7) Anaesthetist’s Fee(with breakdown; if any) MOP / HKD
FiifZ=EFR Operating Theatre Fee MOP / HKD
24 TE B3 SZ B Miscellaneous Charges MOP / HKD
H{thE B (FIMS I EEEE K Hith) Other Expenses (e.g. specialist fee etc.) MOP / HKD
ABRRI R HiPri& ZF9527 2 Pre and post hospitalization outpatient follow up MOP / HKD
MOP / HKD

FEET4 B Total estimate fee

D. 2B 4L E 1 K ERR ATTENDING PHYSICIAN’'S PARTICULARS AND DECLARATION

RAEUERR - MAAFRHAE - EHREARARKNERIOSEEZR2E - UREEN - AASORAREBELHREER - THISHERFE - |HEREBY
DECLARE that all the information provided by me in this form is true and correct to the best of my knowledge and belief. | have explained to the patient the details of the above

estimated charges and have sought his / her agreement.

TEBEHR BE
Name of Attending physician Qualification
ik BB ERE
Address Contact No.
F Year B Month | H Day
ZBERERBR/ZRES o
Signature of Attending Physician s -
and Stamp of Hospital/Clinic L)
[} [ | [ |
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