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2RI L M RIEE{E 853 LADYVITAL FEMALE PROTECTION 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

fRbEcP 7T 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

- BUIEBEEARFER FOUERNNBENR  RAREFENREAVBEELNNMUESEZIFE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KBBERTBZ "XAT, 8 "&AT s 2R IMEFREASZSREBECEINKDBIRAT - The expressions “the Company” or

“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- RBEFREFBOVERAZRAREFAANREANER  TERERE=-TRAAERAR ZEBRHGERE ZIER
ERARNTF] - 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.

- tiﬂiﬁ/\é%ﬂ\ﬁﬁut RERADERBBEREIRZELFTBRR URRABT/\EUT XEFREHIZRAZRE

BREENERNEE - WRRNREFAARBEAKEER HEARBUARERARFERART  WRHEE

#&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,

th|s 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.

- BERENREFSBNREALBSENEE - KAR—URBATURE - REAZBABNRISEREERRES
BEZEMNERABERERZEANSH 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.

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

- RPN ASIRITEEEWRARPFERLARNTARASSUE] - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute recelpt by the Company.

- WERTER  FE BINNREBRFNTABESABRERATE P RFFEAAR(852) 39995519 Bt © BEZHREKABXHE
%Eﬁ%i’%ﬁﬁﬂz F48 313 S EIA S AE 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.

- RPCEEBFEMIPRFER  TESSIEBRTERN AT EKRNBHER - B ARAT 4L 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.

- WMPERABERAEERAFTZE - 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 OB BROBRAT (RPEARANBEZTMRALZBRHAERAT) Il “ " |I I " I |I I I “ | I" III
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012001201
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{REE4RSE Policy No.

-

i - RIEEN @2RAEE - OBEAKRS 18 5% - UBHRSEFEAER)

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

A. —RR &Yl GENERAL INFORMATION

1 ZRAFEHRMB Age and Sex of Insured

2 W48EEEE Contact phone no:

3 E(EPFEER Typeof claim  [] EZRZ{E New Claim [0 ®\EZ=1E Further Claim
[0 % 3RB=2 Pending Claim [0 s=it/& % Review / Appeal

4

FREF ik Mailing Address

B. /RIE 1 E K ARFIE R NATURE OF ILLNESS AND RELATED INFORMATION

1 fRAE&TE Name ofillness
2 EHRAEAR Please describe symptoms
3 GEARTIRSBEYA L 3R? When did these symptoms first appear? £ Year A Month H Day
4 {IBAE/BERAVER The physician/hospital first consulted for this injury or illness.
sk52 H 88 Date of consultation: F Year A Month H Day
[ R R R L L
Ba4 /B8 PR 278 Kt 3k Name & Address of Physician/Hospital
5 HttZ2ALlESRBEEMRTANELE/BERER Other physicians/hospital consulted for this or similar conditions
sk52 H 88 Date of consultation: F Year A Month H Day
| IS I I E— | IS I 1 1
B&4- /B2 P2 78 K 3 Name & Address of Physician/Hospital
¢ RBIFEAEEMFREATRGELINGERE? &8 FIRMHFMER - Are you insured with other

insurance company for similar benefits? If yes, please give details. O 2 ves O &no
R /AS]) B Name of Insurance Company fREESRES Policy No. RIEEAI R IRIEEEE Type & Amount of benefit

ERA N (GEEE—TEEE (15 3() PAYMENT METHOD (Please select only one of the settlement options)

BHEARR (BRHERPERXY - MEBRPHAAUR/ZERIRFRBNIRT FRGEFR)

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

EREFAANREEBERREERE O To a HK account registered as the FPS account in Hong Kong held by the Policyholder

$R 1728 Name of bank #R1T 4% 5% Bank No 4T #m5% Branch No. #R1TERF5RAS Account No.

L | | L | | | L | | | | | |
RERBAASR(PXY) WERRERBA) RERBABREX) WERRERBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

TEZR, FPRBANRBNEEREBELIARBNEFE  BERXFG FRABTHIARE—BET B IBRARBEEREEEANRARER
E8 - "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 onlv applicable for CNY policv.
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{REE4RIRK Policy No.

C. $EZk75=((48)PAYMENT METHODS(Continued)

O =RsEfAEARSEBEIIMNETS O Toa HKD account set up in Hong Kong held by the Policyholder

#8172 Name of bank #R1T4m 3% Bank No 3 1T#m5% Branch No. #R1TERF5RAS Account No.

L | | L | | | L | | 1 |
RERBASR(FXY) WERRERBA) RERFBASREX) WERREREA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

O =& @EEREEBE) ABKSE) Telegraphic Transaction (Please submit Claim Direct Payment Application Form)

A ERITEIZRZE HK LOCAL CROSSED CHEQUE

2
BEFEHEIZE Preferred Settlement Currency
(2B Policy C O BEERPBEASREBINEOBRATEBRAZEERZBREETE)
RS rolcy Lrrency Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

o
[0 MBEF=FR#HBP ORI Collect Cheque at Customer Service Centre in person (MI{REZEBME EHBEHEANBE - MRBFAAL
AEMSMHRE - UEFENXERAXN  UHREFAEATRSNBANGREAQLTNEEEZ PR P OWESZE - ) (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.)

SRS = (U S A ) ZEEY Pick up cheque in person by authorized person

O

REBEANGZ KEBANFEER REAB DR
Name of authorized person Contact no. of authorized person .D. no. of authorized person
] 5% Wan Chai [ *E 2 Other Location:

*35 5% www.chinalife.com.hk B " BEE&FRAM L > T BEAS 0 0 BEREEBREAREMIIBERE B F0\(HAF) - *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).

FE EIRE S FCAYBRNIE Mail to correspondence address registered in our Company
#KARBR P T AEE Deliver via Insurance Intermediary
LIRTEEBEE FBIETRTOTRLDAE) Deliver by bank officer (Please state the branch and bank officer)

OO0

it

#R17347 Branch 4z \ 8 Bank Officer

3 EHfh%EFM A OTHER PAYMENT METHODS

O #AREREE EERRE—REFSBAZTENZRE  FREERERD - 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.)

{REESRHS Policy No.

[0 =it . 553208 Others, please specify

D. BIAERIUZERERR PERSONAL INFORMATION COLLECTION STATEMENT
AANEMEREEBRBE "TBEASRE (B4 ) ROBRASE ., WIRERBAERNEZR - BESMRANWERAZERNER R
www.chinalife.com.hk N & @ EASHRER (589 ) BRMDBBR/ASTIZEL © IWe confirm that l/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. UZENE ASFIE{REE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RNERMESUE  ERTEMRRERERERLEEQBURESEAMSTENAYNREHK "REHE , (T "&AE. ) AKEWK
HNNREHER S HERT#ZE - RRELZER MO LARBHABKRS  $EBNXNRESREERKOHEFNREREAET R
TEHRESEHKUIR - BRAWEIRERNFEE - FHBPEASEINROHERASNAE 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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{REE4RIRK Policy No.

F. 3R{EFR& {45 E CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; @ AN Additional Documents ; * A3 Not Applicable

REFFR XM (XHMZERIARTTR A ATINE FIRIE /O IHIE) R EIRIEHEE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) LadyVital Female Protection Claim

O s TEZNEE Y AE7ERE—I04 Part | of this form completed and signed by your good self v
[ HFEZEHIER VB EBRHERE D BB SE Claim Form Part Il Attending Physician’s Statement to be v

completed by the attending physician
[ B8R/ X J¢ | SBEER #OER HEERIESRIBSEAE) Laboratory/ X-ray / CT Scan/ MRI/ Pathological v

Reports (if applicable)
O #EepsReEa) > B % &A1 (8 8E 1 ) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) ®
O S®RARREZEAZSHERZA The Insured’s and the Policyholder's ID copies v
G. ZHARE#E DECLARATION AND AUTHORIZATION

=1 Authorization

ANEM  RNREFBANREAN - KRANBARERKFEZZEANB)ZLRE (1) £EEE - MRS - Bk 2 RIBAS - R17 -
Fottd - BUSEBFY - SiE M - ABIA LT - NGBS EERAERARANREFIMRREZREAZLEE [DEXENE - HORZEERREME - 81
RBREPEASRECEINROBRATUUTEE "EAT,); 2 ELATNHUTEEEZEBRE/HBRIGES(ERT UM ARERFEERANEK
PR EF 2 ZRANETE ZBETM AR  FRERANBRABREEZZRAZEBERD - WEEBANBMAZEXAREZAREBNRN;
BMERNH M TR ETHEANNR - IWRESNEYN - ILEEENFEAREIERIGBRET - |/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.

A Declaration

ANEM  SRAGREFANREA  ZUHBRARER(N) ARG EEENMEESR  FCmeaArNRBRARFMS - SANKFRARE - 195
FEZENUHEERMN,; AANBEMBEHMRNEA-REEEE  ANFEMHORRESEEARPFRLHB ; QFNRMEERTAFEL 2 EQER -
MREARBFR DESHELRE BEATBRRNAES  ERATAAZHLAR - BEEBAA T FERHEAXRPBRMBNER - EAT IR AEEZ
RIERARRERTE -

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(FBEZEZ 8RB LEE) SIGNATURE (Please DO NOT sign on BLANK form)

SRA(FE 18 B LLL) REFAAN | RIEAY REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

B {9 :8/7€B5R%AS 1.D. Card / Passport No.

£ Year | A Month | H Day F Year | B Month H Day F Year | A Month | H Day

H #f Date

*RIEANEARFRANRERFB 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. & AE#Y PARTICULARS OF PATIENT

1 AL Name of Patient

2 @R 1B Age and Sex

3 B{p:E/ #IBIREE 1.D. Card / Passport No.

B. E®RE I CLINICAL DETAILS

1 WAZEBERCHRTEZE We can trace the medical record of patient back to

F Year A Month H Day
IS I I — | | I | | I |
2  BRUIRMAEH L35 4 HEA Date of the symptoms first appeared £ Year A Month H Day
L 1 | L | |
3 AmABERBERIILRIEE 2 K52 B EB Date of first consultation for this condition or related illness
F Year A Month H Day
I IS I E— | L1 1 L1 1

4  BEEMARIPEREZEZEHRTIFRAE Please describe the symptoms and complaints at first consultation.

5 WMACEHEMEBLEEN?NMI @ BIRHZEBEZES Rl - Is the patient referred by other [12 Yes [ = No
physician? If yes, please give the name and address of the referring doctor.

6 2[R Diagnosis

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

H Day
| IS I I E— |

8 EIRMHEIEZRIENHER Please state the staging of cancer

9 EEESFCRBEEHMEGINARFEEHMS2INE - FFIRMEFMAZER - Was there invasion of adjacent [ 2 ves [1 %N

tissues? Is so, please provide details.

10 FIEFRIREZEZAE  WBMBERHER - EREOHBER LRE 2 B2 HIRESTE - Any treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the subject diagnosis.
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1%3% i POllcy No.

C. BT Z2EH%E R PROFESSIONAL COMMENT

1 EREESEERERE  (EBEHEMKREAR ? N2 - FiRHAEZ2ABEARIAE1E - Is the Cancera [12ves [1=nNo
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. =
24 HH 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 RZEEREANRREHRIERBARM IsitHV 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 [] ew&&48 Drinking ] =218 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. £2B4EER ATTENDING PHYSICIAN’S INFORMATION
TEBENR B
Name of Attending physician Qualification
il BB EE
Address Contact No.
EE%?% ﬁg_/% agﬁ EHE EYear ﬁMOﬂth EIDay
Signature & Stamp of Attending ~
Physician/ Hospital Datg
| |

HK-CL-ICLA19/202003-01 P.60of 6



	fill_2: 
	fill_3: 
	comb_1: 
	fill_1: 
	comb_3: 
	fill_1_2: 
	fill_2_2: 
	fill_3_2: 
	fill_4_2: 
	fill_5_2: 
	fill_6: 
	comb_1_2: 
	comb_2: 
	comb_3_2: 
	comb_4_2: 
	comb_5: 
	comb_6: 
	fill_7: 
	comb_7: 
	comb_8: 
	comb_9: 
	fill_8: 
	fill_9: 
	fill_12: 
	fill_15: 
	fill_10: 
	fill_13: 
	fill_16: 
	fill_11: 
	fill_14: 
	fill_17: 
	comb_10: 
	comb_11: 
	fill_18: 
	comb_12: 
	comb_1_3: 
	comb_2_2: 
	fill_1_3: 
	comb_3_3: 
	Name of bank account holder Chinese Policyholder Only_2: 
	Name of bank account holder English Policyholder Only: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	fill_7_2: 
	fill_8_2: 
	undefined_5: 
	comb_4_3: 
	undefined_6: 
	fill_5_3: 
	fill_6_2: 
	fill_7_3: 
	fill_10_2: 
	fill_26: 
	fill_11_3: 
	fill_12_3: 
	fill_13_3: 
	fill_14_3: 
	fill_15_3: 
	fill_16_2: 
	fill_17_2: 
	fill_18_2: 
	fill_19: 
	fill_2_4: 
	fill_19_2: 
	comb_1_4: 
	comb_2_3: 
	comb_3_4: 
	comb_4_4: 
	comb_5_2: 
	comb_6_2: 
	comb_7_2: 
	comb_8_2: 
	comb_9_2: 
	fill_3_4: 
	fill_4_4: 
	fill_20_3: 
	fill_5_4: 
	fill_6_3: 
	comb_10_2: 
	comb_11_2: 
	comb_12_2: 
	fill_7_4: 
	fill_8_4: 
	tissues Is so please provide details 1: 
	tissues Is so please provide details 2: 
	results andor any complications and follow up plan regarding the subject diagnosis 1: 
	results andor any complications and follow up plan regarding the subject diagnosis 2: 
	results andor any complications and follow up plan regarding the subject diagnosis 3: 
	results andor any complications and follow up plan regarding the subject diagnosis 4: 
	results andor any complications and follow up plan regarding the subject diagnosis 5: 
	results andor any complications and follow up plan regarding the subject diagnosis 6: 
	results andor any complications and follow up plan regarding the subject diagnosis 7: 
	recurrent episode or related to any previous conditions If so please provide details of the diagnosis and treatments: 
	comb_2_4: 
	comb_3_5: 
	fill_1_5: 
	fill_2_5: 
	fill_3_5: 
	fill_4_5: 
	fill_5_5: 
	fill_6_4: 
	fill_7_5: 
	fill_8_5: 
	fill_11_4: 
	fill_12_4: 
	fill_13_4: 
	fill_14_4: 
	fill_15_4: 
	fill_16_3: 
	comb_4_5: 
	comb_5_3: 
	comb_6_3: 
	fill_10_3: 
	fill_21_3: 
	fill_22_2: 
	fill_23_2: 
	fill_24_2: 
	fill_17_3: 
	fill_18_4: 
	fill_19_3: 
	comb_ins_code: 
	Name of bank account holder Chinese Policyholder Only: 
	Name of bank account holder Eng Policyholder Only 2: 
	comb_4: 
	toggle_1: Off
	toggle_2: Off
	toggle_3: Off
	toggle_4: Off
	toggle_5: Off
	toggle_6: Off
	toggle_7: Off
	toggle_8: Off
	toggle_9: Off
	toggle_10: Off
	fill_2_4a: 
	toggle_11: Off
	toggle_12: Off
	toggle_13: Off
	toggle_14: Off
	toggle_15: Off
	toggle_16: Off
	toggle_17: Off
	toggle_18: Off
	toggle_19: Off
	toggle_20: Off
	toggle_21: Off
	toggle_22: Off
	toggle_23: Off
	toggle_24: Off
	toggle_25: Off
	toggle_26: Off
	fill_disease: 
	toggle_27: Off


