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China Life Insurance (Overseas) Company Limited CHINA LIFE

(RPEAREMBEEMALZRBERAF)

(incorporated in the People's Republic of China with limited liability) CS_C LAZO
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Hospitalization / Day Surgery Direct Billing Pre-approval Form
(For Dr.Vio & Partners Panel Doctors referral case)
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Please complete the Part | on the following form by the Policyowner or Insured and Part Il by the Attending Physician and send to Claims Department of
China Life Insurance Company (Overseas) Ltd (herein called “the Company”). via Fax no.27504699 or Email to claims@chinalife.com.hk at least 7
working days prior to admission to hospital. Subject to the eligibility of the Insured (Patient) a “Letter of Guarantee” will be issued by Dr.Vio & Partners

appointed by the Company. Please note that (1) this pre-approval is not meant to guarantee approval of claim application and (2) approval of claim
application and the reimbursable amount will be subject to provision of claim documents and according to policy provisions.

By HBET PR O
PART | TO BE COMPLETED BY POLICYOWNER/INSURED

N & * %2R A) Particulars of Insured

ik TR TS e T YT TS
Policy No. Name of Insured Age and Sex of Insured I.D. Card / Passport No.of Insured
%ﬁw’é?ﬁ Contact phone no: o FiTkE lliffﬁgﬁ‘_w New Pre-approval

o FI%HIHTES Further Pre-approval
’Fﬁ‘—éﬁ Email Address §{5% Hif- Mailing Address

I R PR 2 P 4 A FHEHORLIBIG? 27 GRRAESR o AL Yes O N
Are you insured with other insurance company and our company for similar benefits? If yes, please give details.
[ i o ﬁj Name of Insurance Company fﬁlﬁ{%@% Policy No. I i & %5 Type & Amount of benefit

ORI R HE1-3% 7-82f1 - B) Please complete Questions 1 to 3 and 7 to 8 if hospitalization was due to illness.

1 - £

Name of illness

2. ﬁﬁ"‘lﬁgﬁ g

Please describe symptoms

3. AN R R
When did these symptoms first appear?

/] FY YY/MM/DD

YPPEI i Fr4-87F - Please complete Questions 4 to 8 if hospitalization was due to accident.

Date and Time of the accident v T/ T AM/IPM s F[E[IET YY/IMM/DD

5. HIHAE Hy
Place of accident occured

6. HItgEE VEpY y’]ﬂ?ﬂﬁ
Please describe the reason of accident and details of injury

7. FIZRE BRBpUER:
The physician/hospital first consulted for this injury or Y
ilness. Date of consultation: F/E[] BT YYMM/DD

B [k &7 By Name & Address of Physician/Hospital

8. |ﬂjﬁl°’7f[”—‘ﬂ S R b O TR R T
Other physicians/hospital consulted for this or similar Date of consultation: F[E]ET YY/MM/DD
conditions:

2 [k &7 By Name & Address of Physician/Hospital
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China Life Insurance (Overseas) Company Limited CHINA LIFE
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(RPEAREMBEEMALZRBERAF)

(incorporated in the People's Republic of China with limited liability)

') Ep =24 C) Declaration and Authorization
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DECLARATION
| 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 per-approval application.
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AUTHORIZATION

| HEREBY AUTHORIZE (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, orother
organization, institution or person, that has any records or knowledge of me/the Insured to disclose, release and transfer such information toChina
Life Insurance (Overseas) Company Limited (hereinafter called “the Company”); (2) the Company 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 in relation to this pre-
approval application. This authorization shall bind the successors and assignees of me/the Insured and remains valid notwithstanding death or
incapacity. A photocopy of this authorization shall be as valid as the original.

SRR E G BT S 2R FVICE /51 /E 1)
Signature of Insured/Policyholder Name of Insured/PoIlcyhoIder I.D.Card / Passport No. Date (YY/MM/DD)

fﬁél:- [FBRUE| B#S‘:’@?' MEFES R  RE  F SR S I %L\N/ P o
Rgmarks This declaration and authorization must be signed by the insured. If the insured is a minor, the insureds parent/legal guardian can sign
on his/her behalf.

IPeg fpl > PR F“;riﬂ S eI T @@[ﬁ[lﬁ%ﬁ? =
In the event of the Insured is phyS|caIIy mcapacnated and prevent from S|gning, PART | may be signed by a close relative or other representative
authorized by the Insured.

FEEHIRCR Eﬁ;a R Please complete if the signature is not given by the Insured.

S R TR TR T R
Name of insured (in block letter) Relationship W|th In ured/ Policyholder

) IR~ eYR[ERE] E) PERSONAL INFORMATION COLLECTION STATEMENT
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| confirm that | have read and understood the personal information collection statement of China Life Insurance (Overseas) Company Limited. For the
latest version of the personal information collection statement, it can be downloaded from www.chinalife.com.hk or is made available upon request.
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1 R R T jFI
ﬁtﬁe expen eh/vhlch éhlna Life Insurance (Overseas) Company Limited (hereinafter called “the Company”) paid directly to the hospital exceeds the eligible
amount of qualified claim the relevant expense is not included in the benefit coverage, this authorization will authorize the Company to debit the relevant
shortfall amount or expense from the below credit card account. The credit card holder must be the Policyowner or the Insured person of this policy, or
have direct relationship with the Policyowner or the Insured person (Such as spouse and parents)( " Third Party Payment Instruction Form | is required to
be completed). The Company will debit HKD3,000 as deposit , until entire claim process is completed. The deposit of HKD3,000 can be regarded as part of
claims shortfall and if the relevant shortfall amount is below HKD3,000, the Company will refund the balance. If the Company could not successfully receive
due shortfall payment, the deposit will not be refunded. The Company reserve the right to reject the pre-approval application afterwards and debit the
shortfall amount from policy benefits ( such as dividend, bonus, death benefit etc). The Company will issue a “Shortfall Payment Notice” with settlement
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China Life Insurance (Overseas) Company Limited

(RPEAREMBEEMALZRBERAF)
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details to Policyowner in 14 days before debiting the claim shortfall or expense from the credit card account.

g

Cardholder's Name

2RI

Cardholder I.D. Card/Passport Number

fﬁ“]{t’u 15ES:
Credit Card Account No. :

I'ﬁ BILEE R
Credit Card Expiry Date fﬁ B

F g B e GREE) BRI RIfEE )L
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| hereby authorise and instruct China Life Insurance (Overseas) Company Limited to debit the Deductible Amount, the relevant Shortfall or expense due (if
applicable) from my above credit card account. | understand that the Deductible Amount, the relevant Shortfall or expense due (if applicable) is in

accordance with the provisions of the policy.
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I confirm that | have read and understood the personal information collection statement of China Life Insurance (Overseas) Company Limited. For the
latest version of the personal information collection statement, it can be downloaded from www.chinalife.com.hk or is made available upon request.

Fi - W
Cardholder's Signature:

PR ).
Date (MM/DD/YY):
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China Life Insurance (Overseas) Company Limited

(RPEAREMBEEMALZRBERAF)

(incorporated in the People's Republic of China with limited liability)

I A e )
PART Il TO BE COMPLETED BY ATTENDING PHYSICIAN

A% M IR DI B e R BN AR

To be completed by the attending physician at the claimant’s own expenses.

C

CHINA LIFE

REA S

=2

[') % ~ %7 A) Particulars of Patient

=g R

A

<) RS

Name of Patient Age and Sex 1.D. Card / Passport No.
Ak £ B AR R e ?&?ﬁ?ﬁ
Name of Hospital Name and Telephone of Attending

Physician

o) RGN AR E R B) lliness/injury details and related information

L. %%tﬁ'ﬁl’%ﬂ%ﬁ Diagnosis and associated

signs and symptoms

2. éﬁ’ﬁt'ﬁﬂ Onset date of the

symptoms/conditions

F/E] BT YY/MM/DD

3. (P A 2
Is the condition recurrent/chronic?

D}EQL_YGS []7 fl D}\L_YES 1 7% No

BRI A Clpwsy | W
If “Yes”, onset date of the first episode:
/| (MM/DD/YY)

’ ﬁ’?fﬂ#ﬁ EUA: If “No”, please explain :

A Oy P IERLEREIR R T GRSl ik 2 Given the condition of the

patient, is it possible to provide this treatment on an outpatlent basis?

5. .EIFLQILLIF";x‘i’ QVFI&,TE‘ %J,FEJ I/}'Il\ﬁ‘-l
Is the illness associated with the following? Please circle the appropriate:

S«'I‘iﬂ%‘lﬁ Congenital condition / éﬁ?‘ﬁ“f’Developmental abnormality / ﬁfﬁ?"iﬂi‘)ﬁ Hereditary condition / ¥& % %“Mental disorder / HEERY i1
Abuse of drugs or alcohol / liJTP Venereal disease/ | TF'I t‘/ﬁﬂ’fg Infertility or sterilization/ Tjjﬁ ot "Euj@‘ﬁgﬂﬁﬁ ZEAIDS or HIV related illness /
Mgpﬁzﬂhr,@COSmetlc or plastic surgery / [%%%J(EFF%‘FV % I)Pregnancy (please provide expected date of delivery) /f 152 Self-inflicted injury /
Il HF' , None of the above
ﬁﬁ“ i ? Please state details:

%[@Iflpr{? | 7 I 1;@1429;
Does the patlent have any medical history or habit as indicated below? Please circle the appropriate :

pi’pltj' Asthma/'bﬁﬁjzvr? Cardiac problem /;{%Fﬁbr& Diabetes Mellitus / “¢E[}- % Hepatitis B / ﬁ' ~E< Hypertension / g}%‘;fr‘F Previous operation

Hiz86 Drug abuse /K] tﬂfsr Drinking /P}S""'i’ﬁl‘sr Smoking /£ f47&5E - % #i[H Other disease, please specify /
I'J FE12E] None

[I[ o %;ﬁ Vﬁﬁ[?* If yes, Please state details:

Fri¥ A T (2 Bt It L B ERRE

Disease Details or treatment/hospitalization Name of Physician/Hospital

Dates
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CHINA LIFE

(D) ifﬁz?—ﬁ’l‘ﬁbvfiﬁ?r%[ﬁE'J C) Treatment details and cost estimation

Tk Fri#gDate of Admission
stay

515;%‘??{[5;&[ 57 Estimated length of

sk Bed Class
(] #% Private [] 4#% Semi-Private [] &
Ward

gpﬁtﬁgﬂ]u?‘}f g i Treatment plan or

fidit Anesthesia
urgical procedure name

D;‘:{yﬁt@i GA. O E;,}ﬁﬁﬁt@iL.A.

FAGE RS [ 1=

0 =Rk In-patient [0 Z5+Clinic
O REkkPAZ#r Hospital OPD

O [ Day case

= 5 5% 4"Room and board HK$ Per day
B+ 3 g e | Daily Visit HK$ Per day
JHE[BR 2§45 |Surgeon’s Fee HK$
kATl IAnaesthetist's Fee HK$
= %74 |Operating Theatre Fee HK$
Pk pefiu e | Miscellaneous Expenses HK$
e LB Y P2 AR Pre and post HK$

hospitalization outpatient follow up

7)) = ZE4 %R D) Attending Physician’s information

= B4 it ¢, Name of Attending Physician

By Address

SR AER T
Signature & Stamp of Attending Physician/ Hospital

¥ Qualification

ﬁmé?ﬁﬁ Contact Phone No.

PV (F JE]JED
Date (YY/MM/DD)
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	保單號碼: 
	受保人姓名: 
	受保人年齡及性別: 
	受保人身份證/護照號碼: 
	聯絡電話: 
	首次申请預先批核: Off
	再度申请預先批核: Off
	電郵: 
	郵寄地址: 
	閣下是否在其他保險公司及本公司投保類似的保障 - 是: Off
	閣下是否在其他保險公司及本公司投保類似的保障 - 否: Off
	其他保險公司: 
	其他保單號碼: 
	保障類別及保障金額: 
	病症名稱: 
	請描述症狀: 
	症狀何時開始出現 - 年 /月/ 日: 
	意外發生時間 - 上午/下午: 
	意外發生時間- 年/月/日: 
	意外發生地點: 
	意外發生之起因及受傷詳情: 
	初次求診日期 - 年/月/日: 
	初診醫生/醫院名稱及地址: 
	其他求診日期 - 年/月/日: 
	其他醫生/醫院名稱及地址: 
	受保人/保單持有人姓名: 
	身份證/護照號碼: 
	日期(年/月/日)_1: 
	受保人姓名(正楷書寫): 
	與受保人/保單持有人關係: 
	日期(年/月/日)_2: 
	持卡人姓名: 
	持卡人身份證 /護照號碼: 
	信用卡戶口號碼: 
	信用卡到期日: 
	日期(月/日/年): 
	病人姓名: 
	年齡及性別: 
	醫院名稱: 
	主診醫生姓名及電話: 
	診斷和相關病徵: 
	發病日期(年/月/日): 
	身份證/ 護照號碼: 
	此情況是否為復發性/慢性 - 是: Off
	此情況是否為復發性/慢性 - 否: Off
	如“是”, 首次發病日為(月/日/年): 
	病人就是次的病況,是否可以單從門診設施中接受適當的治療 - 是: Off
	病人就是次的病況,是否可以單從門診設施中接受適當的治療 - 否: Off
	如“否”，請提供原因: 
	請說明詳情: 
	其他疾病，請說明: 
	如有者，請說明詳情 - 日期: 
	如有者，請說明詳情 - 疾病: 
	如有者，請說明詳情 - 治療/住院詳情: 
	如有者，請說明詳情 - 醫生姓名/醫院名稱: 
	入院日期: 
	預計留院日數: 
	治療計劃或手術名稱: 
	全身麻醉: Off
	局部麻醉: Off
	私家: Off
	半私家: Off
	大房: Off
	住院: Off
	診所: Off
	醫院門診部: Off
	日症: Off
	住房及膳食費: 
	醫生巡房費用: 
	外科醫生費用: 
	麻醉師費用: 
	手術室費用: 
	醫院雜項費用: 
	入院前及出院後之門診護理: 
	主診醫生姓名: 
	資歷: 
	地址: 
	聯絡電話_2: 
	日期 (年/月/日): 


