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CHINA LIFE INSURANCE (OVERSEAS) CO.,LTD. MACAU BRANCH

E= R W T INDIVIDUAL HOSPITALIZATION CLAIM FORM

PART | 57— ﬁ[ﬁ (53
In order to help us process your claim promptly, this form must be completed by Insured/Claimant and returned to the Company within 30days
from the date of discharge with original receipts and discharge note.
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To be completed by Insured. If the insured is under 18 years of age, this form should be completed by the owner.
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Policy No. ¥ *’}%FF Name of Insured ¥ifd * i 4, Age/Sex F il ER]] 1. D. Number £} {755 ’f%‘F
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Mailing Address : Contact Phone No. :
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Are you making a claim under any insurance policy for the same accident ? [] Yes fiL [] No 7\
If yes, please state : name of the insurance company and policy number
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Hospitalization Reason(s) (= F#'FLf
(a) For hospitalization due to Accident, please complete questions 1-3 below. (P!l P&} (EREH - %‘i@”?’il ] 1-3f

1. When and where did the accident occur? 1. At on
ATV~ R BaRE W AMPM BT YY/MM/DD & /%[ [
Place
PO
2. How did the accident occur? Please describe in detail. 2.

A @RS

3. (a) Which part of body was injured ? 3.(a)
TN y?g%ﬂ b
(b) Type of injury? (b)
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(b) For hospitalization due to Sickness, please complete questions 4-6 below. (74)F| YRR = R H - %ﬁ;‘j?& ] ™ 4-6)F
4. Describe the symptoms and abnormalities which led to the hospitalization. 4.
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5. How long had he/she been experiencing these symptoms prior to first 5.
consultation?
s Bl < A e

6. What was the final diagnosis? 6.
’F”E;f ESN "ﬁﬂf_ﬁﬂl‘ e

Consultation History 7FIF* T

7. The physician first consulted for this injury or illness. 7. At on
FIRSRR & Ui ¥ AM/PM T[T YY/MM/DD = /5]] |1
Names & Addresses of Physician(s)/Hospital(s) §# % /g 78 % ik

8. The physician who referred the Insured to hospital 8.
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9. All other physicians consulted during this injury or illness. 9.

EIF 0 B PP VR

10. Physicians who were seen for the same/any similar or interrelated condition | 10.
in the past.
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Details of hospitalization = [&E¥R|

11. Name of hospital 11.
Ik £
12. Date of admission & discharge 12. Date admitted on
TR R T Tk | YY/MMI/DD = /E|[f!
Date discharged on
R |10 YY/MM/DD # [E[[f1
13. Name of attending doctor 13.
B e
14. Patient’s medical reference no. or follow up card no. 14.
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Declaration and Authorization EpE & $2 1

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 1/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, alteration, variation, cancellation, renewal or reinstatement 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 Co., Ltd. (Macau Branch) at Avenida dr, Rodrigo Rodrigues , No. 338 15 Andar, Edificio do Grupo de Seguros da China Macau. 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
Company Ltd.; (2) China Life Insurance Company 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.
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P Place T 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.

iy fﬁ TR A AL N R S L I ”"’iw/ﬁzﬂfw °
In the event of the Insured is physmally |ncapacnated and prevent from signing, PART | may be S|gned 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. | 55 # 7R Rl * » ﬁ?ﬁ?;yﬁ,ﬁ‘#ﬁ}ﬁ

Name (in block letter) Relationship with Insured :
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Suggested Checklist FF=2EH1°fH

Please write down the correct insured name & policy number ?Fi@ H;FF_:’FEL e ~ 9 &% Hﬁri?ﬁ{*r'}%r}: ;

Please complete all the questions in Part I. ﬂ%&ﬁft"’rs MIER

Please ensure Part |1 to be completed by a registered doctor U FY A 5T :)JA 03 i R

Please attach the original hospital receipts. If need to return, please tick “YEg i HEREESA %11"? “RLT R BR[O YES ﬂ
Please make sure the signature of the insured / owner is consistent with that in policy application. ?’F“aw | R e ]’bl%‘fﬂlfu AT e
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For Agent’s / Witness’s Use only ‘£t3 E}/FLZE ~ Hi 2]

I believe that the answers given above are true to the best of my Knowledge. ?‘FQT’J s ei B
Documents attached with this claim form = H ISEA - EREVY

1. [ ] Original Hospital receipt(s). ['%ﬁﬁ?ﬂj%ar 7+
2. [] Other(s) X 4

Signature of Agent/Witness Name of Agent/Witness (in block letter) Agent Code & Region (if any) Date (YY/MM/DD)
SR B PRI I (T ) TR IR B (U 4) F ()

ATTENDING PHYSICIAN’S STATEMENT EZR4 %Fﬂ?{



PART Il 57~ Iﬁ 5]

To be completed by the attending physician / surgeon at the claimant’s own expenses.
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Full name of Patient VTFJ Mg Age/Sex F gl TEH]] 1. D. Number f’y(ﬁ%ﬁﬁﬁ%

A. CLINICAL HISTORY 5% JEU

1. Date on which the patient first consulted you for the hospitalized illness or injury.
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2. Please describe the symptoms and complaints of the patient during first consultation.
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3. According to medical history given by the patient, Tfij%tl?zvﬁ k iﬁ?ﬂ?ﬂ/iﬁ}@mﬁ%vﬁ Hli
a. how long had the patient been experiencing these symptoms before the first consultation.
P AR U B ) 2
Since on [ (YY/MM/DD & /[/[ 1) OR accident date 5 i 9t | 13

i: | (YY/MM/DD = [F|[}1)
b. how long do you feel the symptoms had lasted before this first consultation. ¥ * tEI?ZJf‘fJ MRS F“j“rj Wﬁ Bl %

¢. had the patient previously consulted any other physician on account of these symptoms ? If so, please give name and address of
physician and other details. Si/ff TThE O RS 2] Lfﬁi’f( ? HE ﬁ%ﬁgﬁ'ﬂrﬁﬁé Vg PaybE T&“*?H

4. a. What was your clinical diagnosis? F?Fﬁr?%féz ’ Fgﬁfﬁ"j”f, AN UL

b. When was it made? 4~ [ it

B. HOSPITALIZATION HISTORY Eﬁ?‘é”ﬁﬁh
5. a. Hospitalization =% ¥%R|
Name of Hospital B[k ¢ 7

Date of Admission ™ [ [ I#H Date of Discharge [ [ 11t

Final diagnosis (=[5
Medical treatment given and test(s) performed ﬁﬁﬁ‘g Pfg F Sk [ ﬁ%}ﬁ@

b. Surgical Procedure = &y f]

Date of Operation = & 11 Name of the procedure = ¢/

Surgeon Yf | = iRk ik ¢ Anesthetist [T £

Nature [%%T

C. BRIEF DISCHARGE SUMMARY [k
(including treatments, investigation procedures, results, and/or any complications and follow up plan)
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D. PROFESSIONAL COMMENT [#™ VEi i fl
1. Was it the first attack of this illness or injury ? If not, please provide the first occurrence date and past treatment details.

SRS TR W A T (R LR




[] Yes fL [] No F\,
please state%E FF]

2. Was it secondary to some major illness(es) ? If yes, please give details.
LEVET D P B R Y 2 IR %LI?F I
ﬂ Yes fL [] No F[
please state%k P

3. The prognosis of the condition.
e

4. What is the chance of having a relapse?
i“l (ﬁﬁ VAN H H

5. To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto ?
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[] Yes kL L]
please state date and descrlbe %:tﬂF IHH B‘FI Eﬁﬁﬁ

E. FOR FEMALE ONLY [ U™ [5+¢ 'I‘@TFJ *
Was the patient pregnancy at the time of hospitalization? If yes, please state how many months & confinement date.
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1. Is the patient referred by another doctor? r?}fﬁ * F,%’fiﬂ [l 2 el /v
[ ] Yes kL [] No A
Name and address of the referral doctor ## /7 & % 1/t £, #aik-

2. Had the patient previously been treated or hospitalized for this or any other serious disorder ? If so, please give details.
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Dates Disease/Disorder Details or treatment/hospitalization Name of Physician/Hospital
1] s i/ = R Ly T
Name of Attending physician / Specialist (with qualification) Address
= REIR O () i
Telephone
=
FAH
Signature of Attending physician / Specialist Date
2 YRR 130
Hospital Stamp
BT

Name of Hospital

Bk £/

Address (if outside of Macau)
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