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{* B 5 (& 68 55 % HOSPITALIZATION CLAIM FORM

{REEFF A AL H Name of Policyholder Z{RA LR Name of Insured {REE4RSR Policy No.

SRAB1DRE/ EBSRAS 1.D. / Passport No. of Insured

fRbE$ 7T AE 1 INSURANCE INTERMEDIARY INFORMATION

{RIESP 7T A% Name of Insurance Intermediary

REE D AL Insurance Intermediary Code Hét 48 €87% Contact No.

EE/AX] IMPORTANT NOTE

- EMIERIESABRER - HAENNBEEN SRANFREFBEANREANDBEERINNUEZRZIEE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- RBBERPFAAZ "ARE, & "ERE ) 2RIMEFEASERE(BINKINDAEIRAE - The expressions ‘the Company” or
“‘our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABFERFBOVERAZRAREFAANREANER  UTERERE-TRAANERARZEBRHGREREZIER
ERAKRNT - 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.

- tﬂ];ﬁ/\ﬁﬁﬂ\ﬁ‘zut RRAVERBBEREAREABER  URRAST/N\RUT  TXBBREARRAZRE
FEEEZEAERARE NRRAREFAARNSEAEER HEARBUNBERAIRFTRART WRHEE
aah H 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.

- ERAENREFSENREADBSENEE - KAR—URBATURE - REAZBABNRISAREERRES
BRZENERABBREZZEANSH ZF - 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.

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

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

- MERUEN - FE B MR T ARSI RNER LT E PR E14R(852) 39995519 B - IBXRIRB RFAE 4B
SEEEE 1?%):' F18 313 SRR B ASEAE 22 12 - Ifyou 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.

- RACIEEBIFEMIPFER  TESIEBRGTERN AT EKRNBHER - R ARAT4IE www.chinalife.com.hk %1 25
KN E&FThARZS - 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.

- WMPERNRABEAEES AT ZE - BIAPXXABEE - If there is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

| |
PEABRE (85 ROERAE (RhEARJKMEEMALZ RHERAF) [N ||4|0|1|2|0|c!0|7|(!2"“| li

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REE4RIRK Policy No.

F—Hb - REER @REA/REFEA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. —RZ & GENERAL INFORMATION

1 RELREEER! Benefit(s) to claim [0 {EBz%8%= Hospital Benefit [0 Bz A& Hospital Income
2 RIEHELEER Type of claim O &%= New Claim O ==/ Further Claim
O #&3#852 Pending Claim [0 =#h/E % Review / Appeal

3 BTAEAR—SHEMEaEMREATRE ? MR  FRHUZFBATRERARER
5 - Did/Will you make a claim against any other insurance company for the same incident? If yes, 0 2ves O &no
please indicate the name of insurance company and policy no..

{RBR/AS]Z%E Name of Insurance Company fREESRAS Policy No.
4 ZEERPHFEEWIEAIZEEIZE Request return of certified true copy receipt(s) O =2ves O &no
B. AE4%MEBE FOR HOSPITALIZATION DUE TO ACCIDENT
== 3 H] 4 e o
1 E?F?;EE,ﬂEHqFﬁ Date and time of the # Year H Month H Day B Hour 43 Minute EFTF
accident AM/PM

2  ESMEELEMELR4RIB Location and details of the accident

w
e

Bl RINZEFMI R ZIS1EN Please describe the part(s) of body injured and the extent of injury in details

4 BBBURBEGESR—ERZE B5AFRARIIKEE) Position and duties of present occupation (if more than one, please state all)

5 AEE{EE B TE K it Name and address of business or employer

6 BTATZREZ?ME @ BREGEFFEHZER Didyou report to the police? If yes, please provide information on the right

£ Z 2 Police Station & 22 4R 9% Case Reference No.

O =2 ves O &nNo

it B CERRE/RBENRE/OHAEEE RS A -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

C. A% Xt FOR HOSPITALIZATION DUE TO ILLNESS

1 EHmE / Wi Please describe the symptoms
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{REE4RIRK Policy No.

D. J&%:¥15 TREATMENT DETAILS

1 ¥IR2B4/EBREYE R The physician/hospital first consulted for this injury or illness.
F Year A Month H Day B2 4 /B2 P2 8 Name of physician/hospital
L 1 1 1 | L 1 | L 1
B4-/E8Brithilt Address of physician/hospital
2 EBREARMEBEEN / HthE2AaRaBERERRAIEEZ R The doctor who referred the insured to hospital / other doctors seen
for this or similar past condition
F Year A Month H Day B4 /B2 P2 T8 Name of physician/hospital
L 1 1 | | L 1 | L |
B4-/EaBrithit Address of physician/hospital
3(a) APz HHA Date of admission B2 B #A Date of discharge
F Year B Month H Day £F Year B Month H Day
L | | | | L | | L | | L | | | | L | | L | |
3b) ZFHRABEREREEFERING ? A - BHIASNE RIRE 2 BEA R I5ME - Has the Insured taken [ % Yes [ 325 No
any home leave during the hospital confinement? If yes, please state the starting and ending date and time. >
F Year A Month H Day A& Hour 7> Minute EFREF
AM/PM
S B 85 K BF ] Starting date and time
1 1 | | L | | L | | L | | L | | L | |
4R [0] 5 #A K F§ & Ending Date and Time
Il Il | | L | | L | | L | | L | | L | I
4 BEURZAMBLEBERFIREEFAIFARESAANREANREDR N ABEOE% 5551882 - Is there any relationship between

the Registered Medical Practitioner / Medical Services Provider and the Insured /Policyholder /Claimant / Insurance Intermediary? If so, please
state the relationship.

E. ERMAN(GEEE—TEIEESZ(Y753() PAYMENT METHOD (Please select only one of the settlement options)

1 BEIAR (FRUHRSRAXMG  NEBERFHAEAEZ/EEARERBVIRT RIBEE/ERE)
DIRECT CREDIT (Please provide bank account document(s), such as bank card/monthly statement/ passbook with account holder name and account no.)
O =Rssa AREE50mEERE O To a HK account registered as the FPS account in Hong Kong held by the Policyholder
#R172 78 Name of bank #R17 4R 5% Bank No. 3 17 #w 5% Branch No. ER1TRR B SRA% Account No.
L 1 | L 1 1 1 L | 1 | 1 | | | | |
IRPHBARR(PX) WEBREFBEAN) REPFAARR(EX) WEABRRERFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

TEWR, (FPORBANRENEEBLSETIARENSFE  SEXSLRSETHIARE—BET - FIRARBEEEERARARER
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.

OO0 =ResaAREEMIIHETSO To a HKD account set up in Hong Kong held by the Policyholder
#R1772 78 Name of bank #RIT4mSE Bank No. 4317 4w 5% Branch No. SR1TER B 5RAS Account No.
L | | L 1 | | L | 1 | 1 | | | |
RPFAALR(PY) WEABREFBAN) BRPFAALR(EEN) WABREFBA
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)
[ -

HK-CL-ICLA02/202003-01 P.30of7




{REE4RIRK Policy No.

E. $83¢75 = (48)PAYMENT METHODS(Continued)

O =E #ExhEEaE ABES35%) Telegraphic Transaction (Please submit Claim Direct Payment Application Form)

2 KHh$R{TEI4ZZ= HK LOCAL CROSSED CHEQUE

IS FRE BEEIE Preferred Settlement Currency

[REEE Policy C ] BEEEPBEASRE(BINROHBIRASBAZEEZRELE)

Al ls AlEy () Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

HBEEIEFRE D /OIEEL Collect Cheque at Customer Service Centre in person (MIRE2EBM LN BREHEANEE - MRBIFBEAMEK
TRENFE  AERENSZEE XN UFEREFBAATRSMHHEIAXGRERNATNEBE PR PO UEISZEE - ) (Ifthe 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.)

HESE =& (098 A) BB Pick up cheque in person by authorized person

O
O

O

REBEANGZ RBANBEER REABDFEEXX GRS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
O 527 wan Chai [ = it 25*Other Location:

*5B % www.chinalife.com.hk B9 " BEAR AP L > THEAR OO EREEBREAEMIMEEAIE S O\(IFA) - *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 FCAYBRNHLE Mail to correspondence address registered in our Company
AR T A EHIE Deliver via Insurance Intermediary

KIRTEXEBEE FBIRETERTOITRENAB) Deliver by bank officer (Please state the branch and bank officer)

o000

#R474347 Branch #eum A\ B Bank Officer

3 Efth$EF75 3L OTHER PAYMENT METHODS

[0 BENREREE EEARE—REFBAZRTENZRE  FRERERE - BUNRERSEERERE - ) 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.)
{REESRAS Policy No.

[0 =4t 555388 Others, please specify

F. RIEFTFRX B E CLAIM DOCUMENT CHECKLIST

v BRI Basic Documents ; ® B4 Additional Documents ; * A& Not Applicable

REMBXE (X ENZERATRAATINE FIRTE B0 3E) R ERAR
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Hospital Benefit |Hospital Income
O meTERsEE s ReaERSE 4 Part of this form completed and signed by your good self v v
HEZBHERSTHEZEREZN ZABFRE 8D Part Il of this form completed and signed by attending
O v v
physician with chop
HEPEZE 2 LRARBREBEEPECERREEEREEFE T B 2 EF) Discharge slip/sick
|:| leave certificate/medical certificate with clear exact diagnosis (applicable to hospitalization in hospitals of the Hospital v v
Authority of Hong Kong)
O @R B ESR 2 £E5) Discharge summary (applicable to hospitalization in Mainland China) v v
v
[0 ahxEemui®EA R EE AR AR Original hospital receipt and statement of account v (RFEF)
(Copy required
only)
ARREE 22 ETRIE RS (0 R EE  BIEES  FEFRMERERMENARERES VERES -
O BEmmes R X #8524 5%)Diagnosis report and test report during hospitalization (such as pathological report, blood test ® ®
report, PET Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)
O =2tiRmASIgigE 2R ERM= Setlement advice from other insurer/ party ° x
[ [

HK-CL-ICLA02/202003-01 P.40of7



{REE4RIRK Policy No.

G. B AEiUTEEZRA PERSONAL INFORMATION COLLECTION STATEMENT

RNEMERSHELRBL "PEASRR (8% ) ROBRAST . WKRERABRER - BREENTRANKWERAZEREZR - o)
www.chinalife.com.hk F&isk[a B ASZREE (589 ) RHEBRASIZEEY - 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.

H. UZE{E A bR EZ/E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RANHMEEWE : ERATMRREEEREXRTBEOSUREFAAMBTENARRERN "REHE , (M "&HE, ) AEW
HMNHER S EHERITZE - REEEERTYLUREARERA - KERNIXNRIESESERXROBBENREFAAEN XARLE
HEEWER - BRAWEVEERNFE - FABFBEAS(BINRNOBIRATIAE 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. A 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/.

|. E2RAK = 1# DECLARATION AND AUTHORIZATION

$Z# Authorization

BNEM SRAREFBEANREAN  ARFRANERMARERKEZZRAMB)ELIRE (1) EOEE - ZMrmEE - Bk 207 R
AT~ RIT - BUSHAE - BUSERFT - SlE %S - ABEA L - NFBSEBEABREARNFHMIEARNEZRERAZLHE - BB E R
EF U BZEERREM BNAERATBEIASREBINKROBRASUTEE "EAT,); (2 EATHEUERE ZBE/EH
BEREEEET - UMARERBEARANKFIERAEZZRAETHRF ZEBERN G AN - FREZRNEMAERBEEZZ R
AZRFEM - IWREHARANHMZEEAREZBABRBNRT ;| ERNEMETRETRENR - WEESDEND - ERES
HISZENAR B IEARIGBEERA - IWe, 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.

25 RH Declaration

ANEM SERANREFBEANREAN  ZUEBRRER() LA—TFRAREBNAAEER  AHMeaAsNEARFAE AR
FRHEFRE - I RBEZ2MBURERN ; AAREMBPBMERNET-IEEREEE  ANRKMYEBESETEARFEER LHRBP ; QXA
IBEEEATARMELE ZETER  RERPFRLIERFNERE EATRRMAES  SEATALEREAR - HHEA T ARERME
FAIABBEERABNER - SRR ABEEZNEIRARES -

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.

J. BE(FBZEZEBFRIE L5 Z) 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

%5 E Signature

12 Name

B3 :8/7€R5%HS 1.D. Card /
Passport No.

F Year | B Month H Day fF Year | H Month H Day fF Year | H Month H Day

B #A Date

REANEZRANRERAARMEG

*Relationship with Insured/Policyholder
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{REE4RIRK Policy No.

F_EMp - EZLBERSE BmILBLES  FAERESEARESENRBABTER)
PART Il - ATTENDING PHYSICIAN’S STATEMENT To be completed by attending physician at the Insured / Policyholder / Claimant’s own

expenses.)

A. A E# PARTICULARS OF PATIENT

RALER JRAE /B / JRA B 1758/ IR
Name of patient Agelsex of patient 1.D / Passport No. of patient

B. i2)a& 1 CONSULTATION DETAILS

% Year A Month H Day

1 HWAZEREERTEZE We can trace the medical record of patient back to / /
2 BRUHIRME B E 5S4 HEB Date of the accident occurred or symptoms first appeared / /
3 WABERBRLLAEZKEZ2 B HA Date of first consultation for this condition or related illness / /

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

5 WMAREHEMEEEN ? NI - FHiRHHEE 2R Rtk 1s the patient referred by other [T 2 ves 1 =no

physician? If yes, please give the name and address of the referring doctor.
ENEBEME Name of the referring doctor B Address of the referring doctor

6  :2If Diagnosis B PR 7R 5 $E 4% S ICD 10 Code

C. fEFR&EH HOSPITALIZATION DETAILS

1 EPRRZ#E Name of hospital % Year A Month H Day
APz H#A Date of admission / /
tif5t B 7 Date of discharge / /
2 FlfE M Surgical Procedure Details =iy H 8 Date of surgery / /
ZF1il5 278 Name of the Surgical Procedure B PR =R D $84RIS CPT Code

3 ERBE-ARAERAMWA)REMLIEZEHAEEEZERGMESERAMERBBELERR ? 55 - FHFFiliZ - Were the treatment(s),
the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, and were medically necessary and
recommended by you? If no, please specify details.

O 2 Yes O &nNo

4 WABESZARERBERIMNG 2 MNAE - ESIEIMNEZBE - BB KREE - Had the patient taken any home leave during the hospital

confinement? If Yes, please state date, time and reason of the patient's home leave.

O sYes [OzsN

D. tifximZE BRIEF DISCHARGE SUMMARY

1 FREIEZEE - BERHER - AEEOHBERLRE ZEBZ I IRER 2 Treatments, investigation procedures, results, and/or

any complications during hospitalization and post-hospitalization follow up plan.
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fREE4RIR Policy No.

E. B FZE% =R PROFESSIONAL COMMENT

conditions? If yes, please provide date of diagnosis and treatments details.

1 ERFEXAREEE(N)ERERE  FQEMEMER REERZHRE Q) EBEEMBRAEE? M2 -
RAEERES - Is the condition (1) a recurrent episode or (2) a complication of any chronic illness/ major disease or (3) related to any previous

AREAR

28R4

O 2 vYes O =No 52 A HH Date of diagnosis/treatments £ Year A Month H Day
B (BIEZE S AE /BB R4 R) Details (including diagnosis/ treatments/ investigations and results)
2 RIEERZIRAERE What is the underlying cause of such illness?
3 RIBTEHAIREEE 2 Ol A The prognosis of the condition and any possibility of having a relapse?
4 FELEEEERRARZIKR - Is the illness associated with the following?

[] sX %% Congenital condion ~ [] B35 Self-inflicted injury [] R&=i4B5 Infertility or sterilization [] #&#% 35 &L, Mental disorder
ERZESLANSE Abuse of drugs or [] 147 Venereal disease [[] ®RAIBIE Corrective aids or [[] %8/ % Rehabilitation/
alcohol treatment of refractive errors convalescence

[] z=&su%H/ 67 Cosmetic or [] 5B 2% Develop-mental [] 2414 E8)/558) Hazardous  [] 3E/E 14575 Hereditary condition
plastic surgery abnormality sport / activity

[] —#asretas/m%E5 Body [ Bums A eeatriEmsn [ 122 3555 EM Pregnancy, please provide expected date of delivery
pheck vaccination & immunization 7v AIDS or HIV related illness
injections

[] Efthsm - 5378 Other disease, please specify

[] BL_EE5Z None of the above

F. HfthE&% ™S OTHER MEDICAL HISTORY

1 BEURABEATLUTHRIE/ZIE - Does the patient have any medical history or habit as indicated below?

[ #&FR% Diabetes Mellitus
[ &#==1f Previous operation

[ =& Unfavorable family history

[ =% Asthma [] k&5 Cardiac problem
[ ZZUAT 3% Hepatitis B [] =mE Hypertension
& 2% Drug abuse [0 =i&tsmaE Family history of cancer
[ WEES8% None [ &ftss - #3558 Other disease, please specify

hospitalized due to the above disease or other major disease? If so, please specify details.

2 ZRASERBRLAERFIEMBEERESBENBRAGE ? M7 - ERAEEE - Had the patient previously been treated or

O %vYes O #BNe 25285 Date of diagnosis/treatments ¥ Year H Month H Day
=% Disease
AR /1EPEsE 15 Details of Treatment / Hospitalization
B4 947 /B8 B % T8 Name of Physician/Hospital
3 AIRHEE/RIEZEFF1E Please provide details of drinking & smoking habit
HFE= (Z/81/1/f) Daily consumption (piece/ pack/ bottle/ can)
Z1E %A B Drinking/ Smoking start date since £F Year H Month H Day
G. F2B4E R PARTICULARS OF ATTENDING PHYSICIAN
TBENSR BE
Name of Attending physician Qualification
LUkl B4R EERE
Address Contact No.
TUBLEE / BREE - fF Year | B Month | H Day
Signature & Stamp of Attending !
Physician/ Hospital A
[ | [ |
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