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

Critical lllness Clairfn Forﬁm-Heart Valve Replacement CS-CLAO8
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This form is appllcable for Dread Disease or Major Dlseases benefit riders.
ELIE) FEE'?HE‘ FhsEr = %% MRS R E] S R A

In order to process your claim promptly, this form must be completed and signed by Insured/Policyholder.

F1) 22l ~ ¥R A) Particulars of Insured

ol B HERS TR (R A ) G
Policy No. Title (Mr/ Mrs/ Ms/ Miss) Name of Insured
Age Ty Sex TEH] SYPiR AR

I.D. Card / Passport No.

Tffﬁ; '?“_T;ﬁf(' Contact phone no: O fi-v% ¥ New Claim O Epgs¥ Further Claim

3] PosE Mailing Address

Bl City % Country

6) vﬁﬁg[ﬁﬁ@ﬁ&‘q%{?ﬁe[ B) Nature of illness and related information

1. e
Name of iliness

AHFE

Please describe symptoms

3. NI R B R

When did these symptoms first appear?

F[E][ P YY/MM/DD

4. FIZRL IRRRVEYR:

The physician/hospital first consulted for this injury or illness:

Z [ '#] Date of consultation [ 2 [ £ [ R By
Name of Physician/Hospital Address of Physician/Hospital

F[E][ FT YY/MM/DD

5. E [ ETR MR EY 3 R R PO 2 AR R
Other physicians/hospital consulted for this or similar conditions:

Z [ 8] Date of consultation [ R £ 7
Name of Physician/Hospital Address of Physician/Hospital

FIE[]FTYY/IMM/DD

6. [EI™ LA TR P b 2 S ROE LI RE? ) FIRMRSTY - O L Yes O % No
Are you insured with other insurance company for similar benefits? If yes, please give details.
(& > 7l Name of Insurance Company Wﬂ{%ﬁ}% Policy No. PR 2 - 2 & &5 Type & Amount of benefit

[) A U ($ C) Claims documents to be submitted

1 = R IEEY L FAT L EERS B
Claim Form Part Il Attending Physician’s Statement to be completed by the attending physician
2. [TREIXK T TR R R MR R AR e A R T4
Certified True Copy of Laboratory/ X’ray / CT Scan/ MRI/ Pathological Reports
30 [T IR R (U R (R )
Original Policy or Indemnlty of Loss of Policy (if unable to provide original Policy)
4. FiEL TCRS - [IZSEEM | A4F
Please submit “CRS — Self Certification”
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7 ) fiFE =" D) Cheque Collection Method

CJ=f% By Mail [/ FHHESV In person [IRSEAL= 30 FIER (i 8L 55 5 W ATk~ [1)  Bank(Please state the branch and bank officer)
Clg g ~ s Agent  [JH 19(5iF¥) Others (please specify)

@7 $2fs Declaration and Authorizaton ]

:
ORI (1) P ERITIE  PE RFL SU poie ﬂ%w*4~ﬂ%ﬁwﬁﬂﬁﬁﬂ%¢kww
‘?ﬁ%ﬂ’%ﬁﬁﬁg?ﬁﬁ&ﬂ~&WNE*WH@“;mwMuﬂﬁﬁuwH,nU AP CELATL ) (@) BRI P

I [ARSITITTE (O SRR VI (SIS OB VAR S I Lt R
B SR S PR A TR PR (55 ) o PR YA A S ) -

AUTHORIZATION

| HEREBY AUTHORIZE (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 to disclose, release and transfer such information
to China 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 claim. 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.

W

S BB FIT) R R AR R P REL A+ ;ggrrrm fih ~ EEIETE > SERE L 2 ﬂgrr\‘\ ; B
(1 AL B B ol VR S AR S (2)% ‘iﬁ fF* FJ?I'PL" V(R o e T e ‘ryF&ﬂKfH It gl 2 AU o F
FEIRH ~ 2 P RoH lflf?ﬁ?‘%@f =Ny S I A Tl Fl FE PRI o 1 I a2 P48 T

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 claim form, it may result in the Company’s inability to process and deal with

this claim.

T IR S TR Y YRS P E]EY)

Signature of Insured/Policyholder Name of Insured/Policyholder I.D. Card / Passport No. Date (YY/MM/DD)
ity v R R A S I IRV E ST Rt

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.

Yras il ~ “IE/F«T H“:UF@ s H %\'ET‘\”J\’EJ IS i et L;JF@”—H[%# T s
In the event of the Insured is physically incapacitated and prevent from S|gning, PART | may be signed by a close relative or other representative authorized by the Insured.

FEEHHIEOR F‘Tﬁﬁ’aﬁl%h“ﬁ Please complete if the signature is not given by the Insured.

O ML (TR ) IR T C R
(

Name of insured (in block letter) Relationship W|th Insured/ Policyholder .

v& ]’[E‘ * ?}’ I@‘FV—J Personal Information Collection Statement

HIES«’ k;.« (u%‘) ‘i&“mE Ut ?P Ve
| 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.

R FICEIED

Wl /7~ | J;]I 'l For Insurance Intermediary use only

- PN E § A’E’J’r e,
I believe that the answers glven above are true and to the best of my knowledge.

fbapl - ae (RN o S Wi 209 AN e (= R ) VL (= 7RI

Signature of Insurance Intermediary Name of Insurance Intermediary (in block letter) Insurance Intermediary Code (if any) Date (YY/MM/DD)
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EZ Rt %fl ATTENDING PHYSICIAN STATEMENT

37 iy PART I
'ﬂ#?&@fﬂ@ FEE R Ik L

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

s #, Name of Patient Fagre 1t Age and Sex Syl YRR 1.D.Card / Passport No.

A. [ 7R CLINICAL DETAILS

1F) - VPRSI EIFE We can trace the medical record of patient back to
(F/E/ET YY/MM/DD)

2 E]#H'Jﬂvﬁf%ﬁ I3 4 [ 1H#] Date of the symptoms first appeared
(#/7]/F1 YY/MM/DD)

w

fo Fﬁhf F;T,JIF‘ﬁFt V2 [ 18] Date of first consultation for this condition or related illness
(= /#]/F" YY/MM/DD)

4 ﬁ%?ﬁ[f'%ﬂﬂfl ﬁ‘%ﬁl?@Eﬂj‘j/ f,%’e}{{ﬂwﬁﬂ? Please describe the symptoms and complaints at first consultation.

5 1 ALAIE PR D7 2 UL - A A £l

Is the patient referred by other physician? If yes, please give the name and address of the referring doctor.

6 #Z'%r Diagnosis

7 I'FEJJI?FZ When was the diagnosis made

(F/E/E YY/MM/DD)

8. Jkifl J /Jaﬁ&rlféét \* IJ[‘FWJ’? i/ps %

Did the patlent suffer from heart valves sten03|s or defects’7 Please give details:

9. %;@ﬂ t FT,,; M%/L%&ﬁf 6T = g e et F,‘Which heart valve(s) involved?

10. EPE ISP 2 Vapil s Bl EURRR O I R TR e R B LT

Other tre tments, investigation procedures, results, and/or any compllcatlons and follow up plan regarding the heart valve defects
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B. ™ VEI¥ #fl PROFESSIONAL COMMENT

1. RLSEEERL S G R  E EE PORIER 7 JRL SRR R N R
Is the diagnosis a recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and
treatments.

O flYes O ANo
4, '#] Date of diagnosis/treatments (= /£]/f! YY/MM/DD)
%‘I‘ﬁ(ﬁ@p%%ﬂiﬁ@?/ﬁg} K ) Details(including diagnosis/ treatments/ investigations and results)

2.y MV FIRIE RIS U987 Is there any patient's family history which would increase the risk of this illness?

3. Jﬁ'[‘?j?ﬁiﬁ[ﬁhe prognosis of the condition.

4. ,EL_F\,E? . ﬁ%ﬁj@%&ﬁj’ﬁ%ﬂ%& Is it HIV related?

C. # f*’j@fﬂﬁtvﬁal OTHER MEDICAL HISTORY
1. J[&mwﬁ K ;@f\:?p\ [N ﬂvyy[@ - Does the patient have any medical history or habit as indicated below? Please circle the

appropriate.

pfpﬁ.j Asthma /M%ﬂﬁ Cardiac problem /#%Fﬁuﬁ Diabetes Mellitus / "¢ Z['}- % Hepatitis B / ﬁgjj"'éﬁ Hypertension /
%ﬁ‘}f;:‘ " Previous operation /i3 Drug abuse /ﬁip‘l?’?‘[\% Drinking /PB@’??']E? Smoking /

H H:Jﬂi}ﬁ ) ﬁ%%&% Other disease, please specify / J‘J_F’g‘,i;é‘sj None

2. I?)ZJF?J *ﬁ?}WFLlfiiﬁﬂﬁﬁ\)iﬂ.f*‘ﬂ@%jﬁﬂﬁ?}f JF%;E ﬁ?%ﬁ[ﬁ%iﬁ@ ? YhLE ﬁ%;ir?f[ﬁ Had the patient previously been treated
or hospitalized for the above disease or other major disease? If so, please give details.
[ TR TP/ IR AT Rl
Dates Disease Details or treatment/hospitalization Name of Physician/Hospital

3. ﬁ%fﬂq’ﬂi ﬁ’m@llpk'r{?;?","[‘%ﬁéf‘[ﬁ Please provide details of Drinking & Smoking habit.

??"I‘?’*ﬁﬁ E'1 Drinking/ Smoking start date since (#/F]/F1 YY/IMM/DD)
£5FIE]EL Daily consumption (3 /eu/HE5/RE piece/ pack/ bottle/ can)
= 2R it £, Name of Attending physician Vi Qualification
Hyi- Address Ta?%r}qﬁ;ﬁ Contact Phone No.
= PR W B FIRT (FRLIET)
Signature & Stamp of Attending Physician/ Hospital Date (YY/MM/DD)
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