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CHINA LIFE

~ BRIERE -
https://cs.chinalife.com.hk

REA % R B5 (E B i5 3R LONG TERM SICK LEAVE CLAIM FORM

{REEFFA AR Name of Policyholder Z{RA S Name of Insured {REE4RSR Policy No.

ZIRAB D&/ ERSENS 1.D. / Passport No. of Insured

fREEP T AE 1} INSURANCE INTERMEDIARY INFORMATION
REED T AR Name of Insurance Intermediary

R ACHES Insurance Intermediary Code Bt 4% EEFE Contact No.

EZAX IMPORTANT NOTE

- BUERESABRHER - HUERNBEN SRAREFEANREALEEELNAUEZZIFE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KBBERTBZ "XAXAT, 8 "&AT s 2R IEFREASZSEREBCEINKMDBIRAT - The expressions “the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- RBEFREFBOVERAZRAREFAANREANER - TRERERE=-TRXANERAR ZEBRHGRERE ZIER
ERAR/AT] - Part | of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 30 days from date
of discharge with original receipts and discharge note.

- WRERABTN\ZEI L - SRAVEREBERKZEARPEER  NREASHT/\ELUT  REFEREBHZRAZRE
FEEEEANERARE NRRAREFAARNSEARSER HEARBUNBERARFTRART WiRHEE
#&HA - If the insured is at or above age 18, the Insured 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 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 physician's
statement provided.

- ARRANREFBENREABESZNEE VAR URBATURRE - REEAZBABRREHAREERRES
BEZEMNERABERRZEANSH ZA - If the 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.

- RRANREFSEANREBAZZZEVEBEKRNT Z4H#4EE - The signature of the Insured / Policyholder / Claimant must be the
same as the Company'’s record.

- REPNTASIRITEXEEWRARPFERLARNEZARASSUE] - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute receipt by the Company.

- WERTER  FE BINNREBRFNTABESIBRERATE P RFHEAR(852) 39995519 B ° BEZHREKAEBXHE
SAERBEFEEFE 313 T BIASKE 22 F12 - If you have any queries, please feel free to contact your insurance intermediary
or our Customer Service Hotline at (852) 3999 5519 for details. Completed form(s) and required document(s) should be sent to China Life
Insurance (Overseas) Co. Ltd., 22/F, CLI Building, 313 Hennessy Road, Wan Chai, Hong Kong.

- RPCEEBHEMIPRFER  TESSIEBRTERNLRTEKRNBHER - BT ARAS4IE www.chinalife.com.hk 212
K RN E&FTARZS - 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.hk to view and download the latest version of the form.

- WHERABEABEEIAFTZE - BLPXARSZE - If there is any discrepancy or inconsistency between the English version

and the Chinese version of this form, the Chinese version shall prevail.

| |
FEASRE (550 ROERAT (REEARANEEMALZ RHFRAT) ] ||J0|1|2|JJ)(!J(!!I||I Il
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REE4RIRK Policy No.

—Eifpy — REER ESREAEE  USEAFRT 185 - ARFEZAAES)

PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. 2R A—HZE 1 GENERAL INFORMATION OF INSURED

1 KB Age and Sex of Insured

2 B4EEEEE Contact phone no:

3 ER({EHFEER Type of claim [0 &%= /E New Claim [0 ==& Further Claim
[0 #55RE=2 Pending Claim [0 =#/Z# Review / Appeal

4 @ Mailing Address

B. /RAEtEE K AFIE R NATURE OF ILLNESS AND RELATED INFORMATION

1 JRAEETE Name of illness
2 FBRHILEERR Please describe symptoms
3 AEAR{EIREFAYA L 3R? When did these symptoms first appear? £ Year A Month H Day
| IS I N E— | IS | L1 1
4 Y BLE/BERAIER The physician/hospital first consulted for this injury or illness
5K %2 HHH Date of consultation: F Year A Month H Day
| IS I I E— IS E— IS I
B2 4F /&P 2 8 A 3 HE Name & Address of Physician/Hospital
5 HithEEi2AbESiBEELURRANEEE /R E R Other physicians/hospital consulted for this or similar conditions
>k &2 H A Date of consultation: F Year H Month H Day
Ba4 /B PR 278 Kt 3k Name & Address of Physician/Hospital
= H 7N A/\E nl\* 1} Y 71N *? = AL i
6 BTFTEREEHMREASIRFRELFRE? 558 - FIRHFMAZEHR - Areyouinsured with [ = ves [ =N

other insurance company for similar benefits? If yes, please give details.
{RER/AS]BE Name of Insurance Company  {REESEAS Policy No. {REEFE R R ARPEEZE Type & Amount of benefit

C. @7 T PAYMENT METHODS

1

BEAR (BRHERPERXY - MEIBERPHEBEAGR/BEERFPRBIRT FREEFRE)

DIRECT CREDIT (Please provide bank account document(s), such as bank card/monthly statement/ passbook with account holder name and account no.)

OO0 =REFBEAREEZ MRS To a HK account registered as the FPS account in Hong Kong held by the Policyholder

#R17 %8 Name of bank #R1T4R5% Bank No. 31T #R50% Branch No. #R1TRR P SEHE Account No.

L 1 | | L 1 1 | L 1 | | | |
RERAAGR(PY) WARRREFTBAN) RPRAAGREN) WARRREFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

TR, FPORBARBNRERELIARENSE  SEXH LRBETAIARB—EET - REIEARKEREEEBARARKRK

B - ’Faster Payment System” (FPS) is only applicable to the payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY1,000,000.00. Please note
that CNY currency is only applicable for CNY policy.
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{REE4RIRK Policy No.

C. 4B2k77=\(48)PAYMENT METHODS(Continued)
O =REFBEARSERIIAETTS O Toa HKD account set up in Hong Kong held by the Policyholder

#R 17278 Name of bank #R1T4RmSR Bank No. 53 1T 4w 5% Branch No. #RITRRFESRAE Account No.

L | | | L | | | L | | | | |
REFBEASR(PX) (WERREFBAN) IRERFBASEREEN) (W EARREFBEAN)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

O =EE EERHEEEE A RS Telegraphic Transaction (Please submit Claim Direct Payment Application Form)
2 AKiiR1TEI4SZZ= HK LOCAL CROSSED CHEQUE

8 £ 1E

TS BSEEIE Preferred Settlement Currency
o e BEREERPEASRE(EBINRNDERATERZEEZBEETE)
[0 /Re&# policyCurency [ H .
ong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

O ™MBEx=PR#%ED /LRI Collect Cheque at Customer Service Centre in person (M1fRE 2B B LN EFEHESNEE - MREFAAL
REMBNRE  ABFUENXERARN  THEREFAAFTRESNEBRXGHREALINEEZPRBE P OUEESE <) (If the
Policyholder purchased the policy online or via direct marketing, and has not completed the identity verification, the claim payment will be made by cheque. The
Policyholder should collect the cheque at our Hong Kong Customer Service Centre by presenting the identity document.)

O ssmEss=2 (148 \)SEBX Pick up cheque in person by authorized person

REABE EEVN T REANS O BRI
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

|:| {7 Wan Chai [ Siiffiith YauMaTei [ *Efthith25*Other Location:

1 www.chinalife.com.nk B9 " BE4& FAF L > T B4 PO L EREEBREAEMMEAE B RO (INA) - *Please visit our website www.chinalife.com.hk
Contact Us” > “Our Customer Service Centre” to obtain information of other Customer Service Centre location(s) in HK (if any).

O #=Z1ReEEw®:Ritit Mai to correspondence address registered in our Company
O &2t/ AEEE Deliver via Insurance Intermediary
O m@oexsEy @BEiEeRiToTREHAS) Deliver by bank officer (Please state the branch and bank officer)

#817%347 Branch #zum A\ 8 Bank Officer

w

H {48785 = OTHER PAYMENT METHODS
O #\BHRERHE EERARE—REFBAZTNENZRE  BRERERE - HURERKCSEERERE - ) Offset the premium
and Levy (only applicable to inforce policy under same Policyholder, please specify the policy no.. The Premium Levy has been included into the Premium

Payment.)
{RESSRAS Policy No.

[0 Efth - 553888 Others, please specify

D. B AE R EEHA PERSONAL INFORMATION COLLECTION STATEMENT

RNEMERSHEERBA "PBASRE (8% ) RHABRAT , WWERAEREZR - BRSHRANKWEBABRER  o/Rr
www.chinalife.com.hk N &z P EI ASZREE (585 ) RHOBEPRASTIZEEL - 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
www.chinalife.com.hk or is made available upon request.

E. WEUE ASFI2{REEE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANRMECSUE  ELEMRBEEEERERUREQBUREFEAMSENEYNREHK "REHE, (TH "&&, ) kWK
HHEHEE S %5@5“%;2% RIBREE RO DURBARRIES - BERNIXNRIERRESERRAOEFNRERFBEABNARLA
HERUWEIN - BEWEVHENEE - FHETRRBASEINRHDBERATIFIAEE www.chinalife.com.hk/levy/

I/We hereby notified that: China Life Insurance (Overseas) Company Limited, as an authorized insurer, is statutorily required to collect Premium Levy (“Levy”) from
policyholder on behalf of the Insurance Authority ("IA") and report to IA. IA may take legal proceedings against policyholder in respect of any outstanding Levy as
civil debt and may impose pecuniary penalty. For details of the collection of Levy, please refer to the website at www.chinalife.com.hk/levy/.
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{REEZRIE Policy No.

F. 3R{EFR® X {45 E CLAIM DOCUMENT CHECKLIST

- v BRI Basic Documents ; ® HIANSCfF Additional Documents ; x “A3i&F3 Not Applicable

REPTR (LR BRIA TR A A SIMNE S RS PO H3E) REARRESE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Long Term Sick Leave Claim

[0 s TEzsE s ABiERE—45 Part of this form completed and signed by your good self v

[ HEZLBLEER ZEERERE _PHOEZ2ELEHSE Claim Form Part || - Attending Physician’s Statement to be v
completed by the attending physician

[ B8R/ X Y6/ SRR AR OEB A8EERIEE RS (U0E A E) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. / °
Pathological Reports (if applicable)

[0 s ses:drmEERRE Sick Leave Certificate issued by your attending physician. v

[0 &3t 2B R4S (4n3E F) Employer confirmation letter for sick leave period, if any. [

[0 #tEeeHAR > 8% EREE R ) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) [

[0 =R ARRESEEEAZSHBERZ The Insured's and the Policyholder's ID copies (]

G. EHAK = DECLARATION AND AUTHORIZATION

1 Authorization

ANEM  RAMREFBARBEA - ARFANHMRSRREZZRAMB)ZILER (1) £OEE - HMmEE - Bk 207 RIRAS - ]R17 W
FItHE - BURERPT - SRELMEE - AABEA T - NAEXEBTOBRARANRMERREZZRAZLHE DEHERE - 9TUBFZEERRM - 8N
RERETPEASREBINRODBRATUUTEE TERT,); 2 SEATNEUEREZBR/HHEFRNES(ERMT UM ARERFERNH
PR E 2 RIRAEITI R 2 BRI KRR - (FRERANEMBREEZRRAZRERR - IWEREERNRMAZEEAREEARBNERN;
BIEAR N/ ML THBITR/ENR - WIRESMENT - ILEESHEEARBIERIYERE T - | We, the Insured/Policyholder/Claimant 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.

ZRA Declaration

ANEM - SRANREFBNREA - ZHBREER(N) LiE—VREREENMEEE - AREEANEMRFME - AN MPAEFRE - 95
FEZENUEERN,; ANFEMABEHERNEA-RZEEEE  ANFEMHOARESEEABBERLHRB; QRNRMEEDTARIEL 2 E @R -
MREAPFR DESHEIERE EQATBERMUES  ERATAAZEHLIR - EHBEA LT ABERFEETRPERMBHER - ERAT TR AEERZ
RIEERRERE -

I/ We, the Insured/Policyholder/Claimant HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all questions whether or not written by my/our own hand
are to the best of my/our 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 unless it is written or printed here and is presented and approved by the Company. If any 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.

H. #ZE(FEZEZEBRE L E) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FE 18 B L) REFBA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

S
i

2= Signature

2 Name

B {53 38/7€885%55 1.D. Card /
Passport No.

fF Year | H Month H Day F Year | H Month H Day fF Year | A Month H Day

H #f Date

*REANEAZFEANRERFE ARG
*Relationship with
Insured/Policyholder
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{REE4RIRK Policy No.

F_Ein - EBEREE (HEZBLEER  FIEEABERRA/REFBEA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. & A &Y PARTICULARS OF PATIENT

1 5/ ALESZ Name of Patient

2 @R 1B Age and Sex

3 BB/ 8RS 1.D. Card / Passport No.

B. E®RE I CLINICAL DETAILS

1 WAZEBERCERT]EHZE We can trace the medical record of patient back to
F Year A Month H Day

L+ 1 1 1 1

2 BRUEIAREHEAEE S H A Date of the symptoms first appeared
£ Year B Month H Day

L 1+t 1 L1 1

3 EWABRFARILLRIE 2 k52 HEA Date of first consultation for this condition or related illness
F Year A Month H Day

I S e N A ) AN M— |

4 FFEHEMFRIPAEREZEZEARFIFRI Please describe the symptoms and complaints at first consultation

5 WACSEHEMBEEN?NZE  FHRHEHZBEZEZ R - Is the patient referred by other [12 vYes [ = No
physician? If yes, please give the name and address of the referring doctor.

6 2[R Diagnosis

7  {GBFHERZ When was the diagnosis made £ Year A Month
L

H Day
| IS I I E— |

8 FRIiSEEEKLTFRENIRE Please state the cause of total disability

9 FBHURAMOERREREEMERSTEARELOERNR 2 T ERE I Please state in details on how the disability prevents the patient
from resuming work

10 FIARARIREZHE ZEAE  HERHER  AEXUHBERTERE 2EZHIRESTE] Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis.
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{REE4RIRK Policy No.

C. BT 2EH%E R PROFESSIONAL COMMENT

1 ERLEHEEERERE  FEBEEMFNERR ? NE - BIRUARZIABHERIAEES - Isthe diagnosis [12ves [1=nNo
arecurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. =
274 B #8 Date of diagnosis/treatments £ Year B Month H Day
|

I I e A —

F B (EIERZHN A/ E RS R) Details(including diagnosis/ treatments/ investigations and results)

2 WAZRELATENMRAE _ELCEERIEBSE? Is there any patient’s family history which would increase the risk of this illness?

3 J®1ETEHI The prognosis of the condition

4 RBEANRRERERBAER? IsitHIV related?

D. EfthB&% %~ OTHER MEDICAL HISTORY

1 WABEBBLUTHIE/ZE Does the patient have any medical history or habit as indicated below?

[ % Asthma [ k&7 Cardiac problem [] #&FR % Diabetes Mellitus

[0 ZZuAF3% Hepatitis B ] =M Hypertension & 1552 F1i7 Previous operation
[] &z prugabuse [] &w&218 Drinking [] ®y=2218 Smoking

[0 Zi&tsr=aE Family history of cancer [ %% Unfavorable family history

[0 W LEESSZ% None [] Bft#=i% - 728 Other disease, please specify

2 ZWMACEREBLAERIEMBREERIESBENERIAGE ? MEE - FHiFFEE - Had the patient [02ves [1=No
previously been treated or hospitalized for the above disease or other major disease? If so, please give details. =

H & Dates 7% Disease AR/ RS BEnR/EREE
F Year | B Month | H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 FRIRHERE/IRIEZ 1B 15 Please provide details of Drinking & Smoking habit.

1B B Drinking/ Smoking start date since £ Year A Month H Day
L | | L | |
EHFRE Daily consumption (2/€1/18 /5 piecel pack/ bottle/ can)
E. E52EB4EE R ATTENDING PHYSICIAN’S INFORMATION
TEBENR =i
Name of Attending physician Qualification
il BB EE
Address Contact No.
IPBLEEE / EEEE - fF Year | B Month | H Day
Signature & Stamp of Attending D ~
Physician/ Hospital L)
| [ |
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