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China Life Insurance (Overseas) Co. Ltd. Hong Kong Branch

Dread Disease Claim Appllcatlon Form
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In order to help us process your cla1m promptly, this form must be completed by Insured/Claimant directly.
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(] Fi-v& New Claim

(] E/%%¥ Further Claim
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B) If Dread Disease was due to Iliness
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Name of dread disease you are claiming for
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Please describe symptoms and abnormalities.
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When did these symptoms first appear?

C) If Dread Disease was due to Accident, please specify
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Name of dread dlsease you are claiming for
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Date, Time & Location of Accident
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Why, where & how did it happen?
(attach newspaper clippings if available)
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Injured area and severity
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Reported to police?

] & Yes
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Police Station:
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Reference No.:
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(Please attach patient card)
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P’; SRS o Who is your usual physician?
Fi/ (% Physician/Hospital P S H u[, Address & Tel. No. ['#] Date
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Are there any illness/complaint/injury treated for or suffered by you prior to this dread disease you are claiming for? [] kL Yes [] 7 No

Z%rtIH]  Date of diagnosis ik €78 Illness - 2R A £ Name & address of Physician/Hospital
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Are you 1nsured for 51mllar benefits with other insurance company” If so, please give details. [] £l Yes ] A No

g * 1i] Name of Insurance Company (R H1BHE Policy No. (U B~ (U & #E7 Type & Amount of benefit
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[ E 1V To be collected by claimant

e (% i) Others (please specify)
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DECLARATION

I/WE HEREBY DECLARE AND AGREE on behalf of myself/the Insured and all Covered Person(s) and other Persons referred to in this claim form (“Relevant Persons™) 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; 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 if not written or printed here. (3) any personal data of the Relevant Persons collected or held by the Company (whether contained herein or otherwise obtained), may be used in connection with matching for
whatever purpose(whether or not with a view to taking any adverse action against the Relevant Persons) with such other personal data and/or may be held, used, stored, disclosed, released and transferred (whether within or outside Hong Kong) to such
persons as the Company may consider necessary including without limitation any of its affiliated companies, or any other company carrying on insurance or reinsurance related business or any intermediary or claims investigator or other service
provider providing services relevant to insurance business or professional advisor or any association or government authority or federation of insurance companies that exists or is formed from time to time or any individual/organization associated with
the Company or any selected party as the Company may consider necessary whether local or overseas for the purpose of (i) any insurance or financial related product or service or any addition, al ion, variation, Ilation, renewal or rei

of them (ii) any scope of insurance coverage, claim processing and analysis of it (iii) process and deal with this claim and/or underwrite and evaluate any other existing policies and/or application for insurance (iv) provide all services related to this
claim and underwrite and evaluate any other existing policies and/or application for insurance and promote, improve and further promotion of services by the Company and its affiliated companies (v) direct marketing and data matching (vi)
communicate with the Relevant Persons for any other purpose and/or comply with the laws of any applicable jurisdiction.

If the 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.

I/WE declare and agree that I/we have the full authority from and consent of the Relevant Persons to make the above declarations and agreements.

The Relevant Persons have the right under the Personal Data (Privacy) Ordinance to request access to and correct any of the personal data held by the Company concerning the Relevant Persons. Any request may be made in writing and addressed to the
head of the Claims Department of China Life Insurance (Overseas) Co. Ltd. (Hong Kong Branch) at 22/F., China Life Insurance Building, No.313 Hennessy Road, Wan Chai, Hong Kong. I/we further understand that a reasonable fee may be charged
for such request.
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AUTHORIZATION

I/WE HEREBY AUTHORIZE on behalf of myself/the Insured and all Covered Person(s) (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, or other organization, institution or person,
that has any records or knowledge of me/the Insured or any of the Covered Person(s) and who has attended or may hereafter attend myself/the Insured and any of the Covered Person(s) to disclose, release and transfer such information to China Life
Insurance (Overseas) Co. Ltd.; (2) China Life Insurance (Overseas) Co. Ltd. or any of its appointed medical examiners or laboratories to perform the necessary medical assessment and tests to evaluate the health status of myself/the Insured or any
Covered Person(s) in relation to this claim. This authorization shall bind the successors and assignees of me/the Insured and remains valid notwithstanding death or incapacity. A photostatic copy of this authorization shall be as valid as the original.
I/WE declare and agree that I/we have the full authority from and consent of the Insured and all Covered Persons to make the above authorizations.

Dated at on
RS Place YY/MM/DD Signature of Agent/Witness Signature of Insured Signature of Owner/Claimant (if other than insured)
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Remarks :  This declaration and authorization must be signed by the Insured. If the Insured is a minor, the Insured’s parent/legal guardian can sign on his/her behalf.
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In the event of the Insured is physically mcapacllaled and prevent from signing, PART I may be signed by a close relative or other representative authorized by the Insured.
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Please complete if the signature is not given by the Insured. ¥ & HZERER ~ > ﬁ%ﬁg el

Name (in block letter) Relationship with Insured :
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