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CHINA LIFE
RRXREBFER

BRERE -
https://cs.chinalife.com.hk

S SNEE{E A5 3R ACCIDENT CLAIM FORM

{REEFFA A& Name of Policyholder Z{RA L E Name of Insured {REEHR SR Policy No.

SZRAB RS/ B3RS 1.D. / Passport of Insured

R 77 AE i INSURANCE INTERMEDIARY INFORMATION

{RB2 T A% Name of Insurance Intermediary

R ALLHES Insurance Intermediary Code Bt 4% B 5E Contact No.

EE/E #1 IMPORTANT NOTE

BUERESARFER FTUERNUEEN  RAGREFENREADBEEXNAEZEZIEER - Please complete this formin BLOCK
LETTERS All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.
KBEFRFFAAZ "AAE L & "ERE, 2FRMEFBEASRECEINRHBRZAE - The expressions "the Company" or "our Company"
used in this form refers to China Life Insurance (Overseas) Company Limited.
KEBFRESDVUWERZHRAREFBEANREANES - UEREINEBHE_+XNERBREZ X IEAZRAAT - Part | of this
form must be completed by Insured/Policyholder/Claimant and returned to the Company within 20 days from date of accident together with all original
documents.
MZERABTN\RETU L - SRAVDERBEEREZSARFR  ORGRART/\EUN  ABEFREARRAZRENE EEE
ANEEAEZ - NMZRAREFEAREGEAESE  HEZHBUKRBESARBEERRET - WIRHELEER - 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.
EXRAREFBEANREALUEBEZNEEZ  WER—URIATURE - RRAZEAERRERANREERRERE KZENE
w¢$ Bicaa ABBEMZA - Ifthe 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.
SEANGEFBANREAZEZENEBRKRNT Z4548E - The signature of the Insured / Policyholder / Claimant must be the same as the
Company's record.
RPN ASIRTELBWRIRPFERITARERAR AT ESULE - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.
MEFMER - EEE FTHRED T ABESNRE A QS FIRIEE4R(852) 39995519 &R - HMZMFRE KR HAFETEE LT
EFE 313 5% EP B A S KE 22 F12 - 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.
KATIBEBSENILRFR  WEISNEBRTES AR ERNBHEE - F5E ARSI AL www.chinalife.com.hk 21 EE K N E&FTHR
7K - 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.
WP ERABE ARSI AT ZE - AP XAREEE - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

—8n - REENEZRA/REFEA/REAER)
PART | - PARTICULARS OF CLAIM(To be completed by Insured/Policyholder/Claimant)

A. —RR &l GENERAL INFORMATION

1 R{EMRELHER Benefit(s) to claim

[ =412 %2 A Accidental medical expenses reimbursement [ &4 S &4k {8 Accidental weekly income
[ =9MERR A B Accidental hospital income [ =4he=5k A5 Accidental dismemberment
2 R{EBFFLHER Type of claims
[J &% =& New Claim ] == Further Claim [ %3282 22 Pending Claim [ =4t/ % Review / Appeal
SR (5 ROARAD (A RS RO ARAT) T
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012000602
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{REE4RIRK Policy No.

A. —A%E Y (48)GENERAL INFORMATION(Continued)
3 BATAGEERE—SHEREaHEHMFEASIRE ? NS  BiRHZFREATZERIRERSE-
Did/Will you make a claim against any other insurance company for the same incident? If yes, please O 2ves O &No
indicate the name of insurance company and policy no..
REE/AS]BTE Name of Insurance Company {REESRAS Policy No.
4 ZREPFEBOUIERZEEIZE Request return of certified true copy receipt(s) [ 2 vYes = No
B. E4%M:¥15 ACCIDENT PARTICULARS
= -+ n
1 ng‘ﬁfﬂiﬁgﬂﬂﬂqfﬁ Date and time of .\ £ Month 5 Day B Hour 4 Minute EFITF
the accident AM/PM
L | | | | L |
2 BSR4 AR 4238 Location and details of the accident
3 FEHLBIZEIBMURISEIER Please describe the part(s) of body injured and the type of injury
4 RBTAETRE?UE - FIRHELITER Did you report to the police? If yes, please provide the following information
& Z 124 Police Station T& 2R 4R 5% Case Reference No.
O 2vYes O &no
5 A CEREE/RBERIMNRE/OHA/ BB EERHR -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
5 BETAERREINIULESENEZ/EITEPEIEE ? Did you apply for compensation from Social Welfare Department / Labour Department for the
same accident?
O BN [0 #F BEHHELH/15525508 Yes - please provide Social Welfare Allowance / Labour Assessment Certificate
C. jA%E5¥15 TREATMENT DETAILS
1 RBAURBINZEMRZZEENEERT (BB - #hilk & 5238 H Ef)Details of hospitals confined or physicians consulted for the injury(Name,
address and consultation date)
F Year A Month H Day B2 4 /B2 P2 78 Name of physician/hospital
| | | | | L | | | | |
Ba4- /&Pt Address of physician/hospital
2 BREAFERERIBERING ? 415 - A5IESMNE KRB 22 B 8 KI5 - Has the Insured taken any 1 BvYes [] 85N
home leave during the hospital confinement? If yes, please state the starting and ending date and time. >
. EFITF
Y, Month D i H 3 Minut
F Year B Mon H Day 5 Hour 43 Minute .
ShtH B H#A K 58 Starting date and time
| | L |
iR [0 5 #A K i & Starting date and time
L | | | | L | | L | | L | | L | | L | |
3 EMZZiMBLEEERFREEZHASFBAGRERAEANREANREBEIRN ABEDEE - 5550882 - 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.
| |
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{REE4RIRK Policy No.

D. Z{8& 1 EMPLOYMENT PARTICULARS

1 AS)/18 =% Company/Employer Name E TSRS Telephone No.
it Address
2 IR RIS SR —iE N2, 5551 RR A A B (i & B8 &) Position and duties of present occupation (if more than one, please state all).
3 B TEAE{EEPIEMRER Didyou file your sick leave application to employer? F Year A Month H Day
[ 2E No O A& Yes 4 From
2To
1818 5 #A Resumed duty on
4  WMBERBD - FIZETESHERBHE - If you are still on sick leave, please provide the expected

date to resume duty.

E. fERA N (FEEE BT (7750)PAYMENT METHOD (Please select only one of the settlement options)

1 B#ARGREHESERXY  MEARERFAEANR/ZEREFRIBMWIRT R/ ALE/F)
DIRECT CREDIT(Please provide bank account document(s), such as bank card/monthly statement/ passbook with account holder name and account no.)
O zRESEARSEZTHESIRSO To a HK account registered as the FPS account in Hong Kong held by the Policyholder
#R 17278 Name of bank #RITHRSE Bank No. 31T #m5% Branch No. #R1TER /SRS Account No.
| | | | L 1 1 | L 1 1 1 1 1 | | |
REFBAGR(PX) (WERREFAAN) IREFBABREX) (WEARRERFBAN)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

TR (FPRBARBNBEER BT ARBNERF 82X FIR/EBTIARE—BB T - FIEAREEEEBRR AREIRE - "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.

O =RssEARSEEIIHE TS O To a HKD account set up in Hong Kong held by the Policyholder
#R1772 78 Name of bank #R1T4R 5% Bank No. 31T #m5k Branch No. #RTTER S SRAE Account No.
L 1 | | L 1 1 | L 1 | 1 | 1 | | |
RPFAALR(PY) WEABREFBEA) BRPFHAAUREEY) WABREFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)
O =EEEEREEBE AR5 Telegraphic Transaction (Please submit Claim Direct Payment Application Form)

A ERITEIZ4RZ= HK LOCAL CROSSED CHEQUE

2
BEFREHEEEIZ Preferred Settlement Currency

BREPEASRR(EINKRHBRATEAZEERRETE)

[0 R Pl Gz O Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

O ®HBE2ZEFRHBEPLIRE Collect Cheque at Customer Service Centre in person(¥1{RE R BB L NBEHEHSNBE - MREFHHAGK
TREMNFRE  AIRERANSIER XN UEREFAATESDRANERERATNEES F IR P/OUWETZ E <) (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.)

[ ss#eEs =2 (1458 A)5EEX Pick up cheque in person by authorized person
HEALH REAMAEES REAS R FBIASCHESRS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

| |
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{REE4RIRK Policy No.

2 AER{TEIARZF(48) HK LOCAL CROSSED CHEQUE(Continued)

[ % wan Chai [ *= 4th 3t 25+ Other Location:

*35 7 www.chinalife.com.hk A9 " B#ZE I L > TEE4E R0, BEREEREREMMMEENE ED/0(217) - *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).

BE F{REE B RCAVEANH A Mail to correspondence address registered in our Company
KRR AEBIE Deliver via Insurance Intermediary
KIRITEXEEEE (FBIETRIT DT AN A ) Deliver by bank officer (Please state the branch and bank officer)

OO0

$#847417 Branch #23 A 8 Bank Officer

3  Hfth4z5 =X OTHER PAYMENT METHODS

O #BARERBEEEARE—REFEAZNERZRE  FEERERS - BYRERSEEFRERE - ) 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.)
fREESRAES Policy No.

[0 =1t . 55568 Others, please specify

F. RI&FRFEX4EE CLAIM DOCUMENT CHECKLIST

- vEZRIH Basic Documents ; ®FIANSC# Additional Documents ; xA#E M Not Applicable

= EgY
RERMEXH (XHEMNZBERIATTRAATNEBIRIE DO HHE) A '“".%Eggﬁ.ﬁ BNREARER BEMERRER BAMRRAREE
. o , ccidental medical : . . .
Claim Document (Documents can be certified at our Company’s Customer expenses Accidental weekly |Accidental hospital Accidental
Service Centres) . income income dismemberment
reimbursement

| HE MEZWHZE ZABFRE D Part | of this form completed v v v v
and signed by your good self

[ EECBEARIEREREL 2 AGBRss_i7 Patll of tis P \, ‘, \,
form completed and signed by attending physician with chop
HAEREZE 2 LR AARRA/ BEEREERANEEBRER

[ BT BBz 2 &%) Discharge slip/sick leave certificate/medical certificate v v v v
with clear exact diagnosis (applicable to treatment received in hospitals of the
Hospital Authority of Hong Kong)

[ i B /)N A& (38 FE 7S o B 4R /A 2 S8 &) Discharge summary (applicable to v v v v
treatment received in Mainland China)

| B BB IE AR EIREEBBAIER Original medical receipt and statement of v /D\—%E.EUZK ,D\E';ﬁ%\/EUZK /D\—%E.EUZK
account ) . .

Copy required only Copy required only Copy required only

[ Hi R A SIS EBRET Z /5= R4 Settlement advice from other ° ° < °
insurer/ party
ZEARS (10 RIERE - RMES - EEFiRH/EEHN

| HWAERBE D EERES BBEIRIRS X I S25)Diagnosis report ° ° ° °
and laboratory test report (such as pathological report, blood test report, PET
Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)

[ B THEM/EEREE ZmERER Labour Assessment Certificate / ° v ° v
Employer confirmation letter for sick leave record

|:| LERE R/FZBEERINER Police report and/or traffic accident report (] (] (] °

[0 weammsamBeE Physiotherapy / occupational therapy report (] ° (] ®

[0 #RE=314R Newspaper clipping [ ) [ ) o ()

[ AAMEL Bl HrE T SEIZA Copy of referral letter issued by ° ° ° °
registered medical practitioner / Hospital

G. B AEi}ULEEZ2HR PERSONAL INFORMATION COLLECTION STATEMENT

ANEMEFEEERBEES "PEASRE (585 ) ROBRAS ) WINERABERZR - BREENTRANNERAERZR - IR
www.chinalife.com.hk &z @ P EASHRE (59 ) BRHBIEASZEE - I/We confirm that |/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.
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{REE4RIRK Policy No.

H. UWEUE A SME{REZ EZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANHMESWE  ELATMRBEEERERIEEOBURERHAAMBTENBAURERHK "REHRE, (I "HE, ) AHW
HHNHERETHEBRITZE - RREEERNILIRBERKS - AN MREAESERROABNREFBEABRXRLE
HERHWER - BEWEEENFE - FABPRBEIAS(BINKROBIRASIHAE 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/.

|. E2HA A 54 DECLARATION AND AUTHORIZATION

5 ¥ Authorization

KNHM  SRAGREFEANZREAN ARANBARESRREZZRAMB)ZUIFEE (1) £OEE - ZMEE - Bk 207 /iR
A8 R1T7 - BUSTHE - BUFERRT - SUEMEE - A8 A L - NAEXEBEAAERARNHMERBMEZZRAZLCHE - RENER
Z  PuRREERHES - BNREBERGEPEASRER(EINKRODBRATUTIEE "EAT,); (2 EATREUEIEE 2B F/HEN
BEBRES WL URAREPFERNHFIBRREZZRAETRFZEEIGEAE - FREZRNEMERREZZR
AZREIR - WIREH RN M ZEEAREBZARBORA ; BIEANRMATHETRENR - ILRESDHEYT - IEEEN
SENAREIEARIIERERLT ¢ | /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.

5 BA Declaration

ANEM  JRANGRBEFANREA BHBRRER() ARG EEENAEEE  THeSANEMARFAE - AN
FRENPRE - IRFEZEHUEERN ; AANRMBPREARNTT-EEEEE  ANRMOERESEELRRERLRAE ; QFA
IH A ERMAPMELE 2 EMER - REASRFR OERSMNERE SATIEKRMEN  EATAEZELIR - BHEBEA T AERM
FORPBRAFBNER - EATUBERILAREEZ R EERRERE -

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. BERREZBRIE L% Z)SIGNATURE(Please DO NOT sign on BLANK form)

SR (FH# 18 BEILLL) REFBA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

P2 Name

BB/ REEHS 1.D. Card / Passport
No.

£ Year A Month H Day £ Year A Month H Day £ Year A Month H Day

H#A Date

REANEZRAIREFAARG

*Relationship with Insured/Policyholder
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{REE4RIRK Policy No.

F_EM-EZBERS

EHIVBLEEE  AAERHSRARBEAEANREAST
PART Il - ATTENDING PHYSICIAN’S STATEMENT To be completed by attending physician at the Insured / Policyholder / Claimant’s own expenses.)

EIE)

A. A AER} PARTICULARS OF PATIENT

AAKR R A2/ Rl / WA B DE/ERIRE
Name of patient Agelsex of patient 1.D / Passport No. of patient
B. #2451l CONSULTATION DETAILS
1 ESMEE4 HHJ Date of Accident £ Year S Month A Day B Hour 23 Minute EFITF
AM/PM
2Q)  m7eERz - FEIRMEEERTESER Period of hospital
confinement if hospitalized
L 1 1 1 L 1 ] L | | L 1 | L 1 | L | |
2(b) ESPR 78 Name of hospital
3 REBERIEZHEZ HHES Date of first £ Year A Month H Day
consultation for this injury O £ am 0 T prm

4(a) FEHMEELELZIA Circumstances of accident

4(b) BBE{5ZERMI Part of body injured

4c) SSEBIFE Type and extent of injury

4d) BETRERGZZWEAE  HERERURZFREISE ? M5 - B - Is there any visible contusion, cut or wound on the exterior

body part at your first consultation? If yes, please describe in details.

2 Yes

O = No

5 HREBEELHERRAZEEIENR Date of last F Year
consultation and status of recovery

EE{E1E Status of recovery

IS S E— E—|

A Month
1 1

H Day

6 FAIRMAAAREFBGIWERR - Fi7 - ¥IEam - Xk -

45 RIR2 T 2 FF 12 &) Please provide all treatments details (such as

hospitalization, surgery, physiotherapy, X-ray, special diagnostic procedures and investigation etc.)

£F Year | B Month | H Day JAfERE 1B Treatment details

GBS 4% R /AR5 HA Result/ Treatment duration
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{REE4RIRK Policy No.

B. 2)&& Y (#8)CONSULTATION DETAILS(Continued)

Insured for the same injury? If yes, please give details

7 ZREABRUBREIINZE  ERESHMELEIGE ? M7 - 555E08 Any other physicians who treated

O 2 ves

O =No

F Year | B Month | H Day B&E 12 Name of physician(s)

B 55 A3t Telephone No. & Address(es)

(@) Zge5rpE / SE KR % Physical defects / congenital anomaly  [] 2 Yes

8 HZRZEEEHRTIEM—EMEBMREERE? MTAER—IER"Z” - FBERAFE Was such injury induced from or affected by any of
the following which may contribute to and/or lengthen the period of disability? If any of the below is “yes”, please give details.

O =N

(b) BRI TEE Unfavourable past medical history O 2 Yes

O &nNo

O &= no

(€) 3B{b 14882 Degenerative changes ] 2 Yes
(d) 224758 545 By drugs or alcohol [ 2 Yes

O =N

treatment given.
[ 2 Yes

9 FEREHEHMARHZERREERE ? MNA - FHEAFBRIRAE ZEO45 54 % Was healing complicated? If yes, please state details & any special

= No

from performing all the duties of his/her job?

10 RIBEZRAZEE  HRZJEMARERETERZE 2 H %7 Bearing in mind patient’s occupation, how would the injury prevent the patient

describe in details why you think the patient could not return to work earlier.

11 BREIEMEHAUE - FHEBTRABARERFEEI ZRR - If an absence from work for more than two weeks is necessary, please

[0 “RiF3 Not Applicable

12 WMRREBINEBZBAKABLE - B G ERESIETEEFTIE R K X R RE E (LL%FRR)If the accident caused any permanent disability to
the patient, please assess the loss of body function permanently caused by the injury, expressed in percentage.

[0 “RiF3 Not Applicable

iliness, disease or infirmity?
[0 gBNe [0 A& $Bi2HEE15 Yes - Please provide details.

13 WAERERINER - 2ECS B LEMIERUTRE ? 1s the patient now/ Was the patient at the time of this accident suffering/suffered from any

C. 2B L E PARTICULARS OF ATTENDING PHYSICIAN

FoBENR BB

Name of Attending physician Qualification

ik BRERE

Address Contact No.

ITLBEHEE BREE F Year A Month H Day
. . HEHA

Signature & Stamp of Attending Dat

Physician/ Hospital ate

| |
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