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EEBEERER-OIRE R
CRITICAL ILLNESS CLAIM FORM - HEART VALVE REPLACEMENT

{REFFA AR Name of Policyholder Z{RAEZ Name of Insured {REEHRSR Policy No.

SRABDRE/ FEBSRAS 1.D./ Passport No. of Insured

fREED 7T AE 1 INSURANCE INTERMEDIARY INFORMATION

R T A% Name of Insurance Intermediary

R ALES Insurance Intermediary Code Bt #% E85& Contact No.

EEEH IMPORTANT NOTE

- IERBRERAR "EEL T RERE L MIREREEEEES - This form is applicable for Dread Disease or Major Diseases benefit riders.

- EMUEREREARER - HIENNEER  SRAREFEANREAVRTEELNMUEZZZIEE - Please complete this form in
BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- AHEBERTAZ "ARE ., F TEAT L ZRMBETEASRERECEINKHBIRAE - The expressions ‘the Company” or “our
Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- RBEFERF-MOVEEZENREFBAREANER  TRERERE-TRARNERARZEBREHRERAEZERER
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.

- MBRABTN\EIUL - SRAVERBEBABZEAREER  IRRABT/\EUT - APBFREEZRAZRESS
FEEANEBRRE NRRANRBHAEARGEAKRER HEARBURBERAPBERART  WIRHELER - fthe
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.

- BRRANREFBENREADESZEENHEZ  WEH—URBATURRE - REAZEAABRNRERAREEARESRERZ
EMNERAEBREZEANS D 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.

- BRANREFBEANRBAZEZENEBEARNT Z4EEAEE - The signature of the Insured / Policyholder / Claimant must be the same as
the Company’s record.

- REBEENAFRITEXZBWIARPBRLAREARAT2ULE - Receipt of this form by your Insurance Intermediary or bank officer does
not constitute recelpt by the Company.

- MERAER FE B INRBRPNTABEANEARAEIE FRIEENAR(852) 3999 5519 B - HZHNRBEMBENHESTEE
BETEERE 313 SR A S KE 22 12 - 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.

- APEEEEREMLSRFER  TEIFEBRTER R EKRNBFER - A EAKRLT AL www.chinalife.com.hk ;8158 K &
EHTARZ - 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.

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

[ | [ |
RELABRE C85) REERAT (RPEARENEEM R RAERLR) [N ||!0|1|2!(!(!0|2|(!! [HIH
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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fREHRSE 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. Z{R AE PARTICULARS OF INSURED

T Fgpu Age and Sex of Insured
2 pgE:E Contact phone no:
3 mEepEmERl Type of claim [0 &%x%/E New Claim 0 ®==E=E Further Claim
[ & 3:8=2 Pending Claim [0 =itt/Z# Review / Appeal
4 @t Mailing Address
T City B2 Country

B. WRIE M E K ARFIE Rl NATURE OF ILLNESS AND RELATED INFORMATION

T SESH Name of illness
2 FEMMRAEHR Please describe symptoms
3 EAREIEFRAEA LR ? When did these symptoms first appear? £ Year A Month H Day
4 WIEEL/BERRAYER The physician/hospital first consulted for this injury or illness
sKk52 B #A Date of consultation: F Year A Month H Day
B2 /B2PR 278 K HE Name & Address of Physician/Hospital
5

Hith & 28It ES BT ELRRINEE/BFRER Other physicians/hospital consulted for this or similar conditions
K72 B A Date of consultation: % Year A Month H Day

S S e Sy S —

B2+ /B2PR 278 K HE Name & Address of Physician/Hospital

C. @7 T PAYMENT METHODS

T B#AR BREHERSEBEXH  NONARSRAARSSBERESKENRT HASERER)
DIRECT CREDIT (Please provide bank account document(s), such as bank card/monthly statement/ passbook with account holder name and account
no.)
OO0 ZREFBEA/SEAREEZRHEEIRS To a HK account registered as the FPS account in Hong Kong held by the Policyholder/Insured

#8172 Name of bank #R1T4m5% Bank No. 24T #m5% Branch No. #R1TER FSRAS Account No.
| | | | L | | | L | | | | | | |
IREFBEASR(PXY) MWBRREFBEA/ZRA) IREFBEABREXY) (WBRREFBEA/ZRA)

Name of bank account holder (Chinese) (Policyholder/Insured Only) Name of bank account holder (English) (Policyholder/Insured Only)

TEHR, FPORERARENBERBIIARBNPE SEXFLR/ETIARBE—EET - FEIEARBBEEEANRARER

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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fREHRSE Policy No.

C. @73 (48)PAYMENT METHODS(Continued)
O =RsaA/SEAREERIIANETSO Toa HKD account set up in Hong Kong held by the Policyholder/Insured

R 17278 Name of bank R 1T 4% 5% Bank No. 4T #m5% Branch No. #R1TERFESRAS Account No.
L | | | L | | | L | | | | | | |
IRERFBEAGR(TX) (WERBREFBEA/RERAN) IRERBALREY) WERREFBEA/ZRA)

Name of bank account holder (Chinese) (Policyholder/Insured Only) Name of bank account holder (English) (Policyholder/Insured Only)

OO0 =& EEREEEBE) AR E%) Telegraphic Transaction (Please submit Claim Direct Payment Application Form)
KiERITEIZRSZZ HK LOCAL CROSSED CHEQUE

2
BEFEHEEEIE Preferred Settlement Currency
e o BERPEASRE(BINRNDBRASERE ZEE RIREKEEH)
REEE®E Policy Currency ] : o

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

REZZEERFE S /0ZET Collect Cheque at Customer Service Centre in person (MMREZ2EBE LNBREBESLREE - MEEFBEAY
AEREHRE - RIBFEUEEEARN  UERESFAATRBNEBANERERATINEEEZEPRB P OUWEZE <) (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.)

IRAESS =& (N8 A)SEEY Pick up cheque in person by authorized person

O
O

O

REALEE BN ESR KBABD B HERS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
[J %% wan Chai [ *Efth3th 25*Other Location:

*58 5% www.chinalife.com.hk B " B8 3K 1F9 L > T B A& PO L BRI EEBIREARMMENE Fo/0\(W7A) - *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).

TEF 2 (RE S A ARN T HE Mail to correspondence address registered in our Company
#£ARBRP /T A EZIE Deliver via Insurance Intermediary
KERFTEESER BIETERITH T RN A ) Deliver by bank officer (Please state the branch and bank officer)

000

#R474317 Branch #i A\ 8 Bank Officer

w

H{th #8575 = OTHER PAYMENT METHODS

O #BAFREAEE EERARE—REFSBEAZTNENZRE FEERERS - ENRERKSEEMRERZE ) 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 =t - 555R68 Others, please specify

D. {8 AE I UIEE2HA PERSONAL INFORMATION COLLECTION STATEMENT

RNFEMEISHERBA "PBEAZRR (8% ) ROABRAS , NIREBABRZR - BEEFRANOWERABERZR - ok
www.chinalife.com.nk N &g B ASREE (5850 ) ROHBERASTIZEREL - 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. UHX{E A& {REEE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANEMECUE  ELEMRBEEERERUBREQBUREFEAMFENAYNRERW "REFE . (MHE "&#E., ) KBW
M EHEZSEEHERTZE - RBEEE RN LARBAERES - #ERNIXMRIEARSERKAEANGREREABNIRILE
WEEWEN - BRABEEENE @ FHEPEAS(ENKRNBRASIFAE 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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fREEHRIE Policy No.

F. 3R{EFR® X455 CLAIM DOCUMENT CHECKLIST

v B Basic Documents ; ® FfifIISZ44 Additional Documents ; * “A#EF Not Applicable

FIEFTR S P (X A RO BB A Sl A A SIE o ARTS P 0 ) REREE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Critical iliness claim
B NMERWEHE BIRE art | of this form completed and signed by your good se
O B TEZUHEE 2 ABERE L5 Part| of this f leted and signed b d seff v
| HFZEBFER /IEERERE_BDEZLELHEE Claim Form Part |l - Attending Physician’s v
Statement to be completed by the attending physician
O B8/ X Y6/ SRR WOHR O ER MHEEEIERERE S ((NE A E) Laboratory/ X-ray / CT Scan / A
MRI/ E.C.G. / Pathological Reports (if applicable)
| REIEAFREBREPEWNREERHELREIEAK) Original Policy or Policy Lost Declaration (if unable to A
provide original Policy)
O HEPHAEN B RBPREIRREEA) Self-Certification Form(For Claims) for Common Reporting
Standard (CRS)
O SRARREHEAZSHEEIZA The Insured's and the Policyholder's ID copies 4
G. B K %1 DECLARATION AND AUTHORIZATION
¥ Authorization

AANEM - SRAREFBAREAN - KRANEFARERREZZEAWB)ZELIRE (1) EoEE - EMmEE - Bk - 25 R
BRAE] ~ $R1T - BUATHEAE - BUGERPT - StELMA%AE - AABISA L - NHESEBAEEBARARNEMEARKRE ZZHRAZLCEE - 0#
BRE - HORZEEREMR SNRERLPEASRE(BIINROBRATI(U NEE "E828 . ); (2 ELAESEUEREEZE
EHEEENE ST - UMAREPBERNRMERMEZRERANETAIR 28BN G - FREZANZKMIERAK
FI7RRAZREMNRD - WREHANEMPZEEAREZARBORS ; AIEAANRMETHETRENR - IWREEDEXS -
IEIEEMNEENAEEARIIBREENA - | 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.

Z2 0B Declaration

ANEM  SEAGREFEANREAN - ZBHBEEER() LM —TBAEEENAEEE  FTHeaAfNEMARFAS  EANE
MERFIFRME - 9IRS EZZEUWREREM ; AARMAPREARMNETCU-IEEEER  AA/RMOIARESEELRDBFR LKA ; (2
ARNFEMEERAFREL 2B - [REARSBFR DERHHNE RS SEQTRENAES EATARRELNR - HHEBEA L AR
RBAMARRBERFAFNER - SRS IR AREEZREEAREBS -

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 |/ 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(FEZEZEZBRE LEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA(FH 18 mEILLL) REFKBA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

%2 Name
B {53 38/7€885%55 1.D. Card /
Passport No.
£F Year | H Month H Day F Year | H Month H Day £ Year | H Month H Day
H &8 Date
*REAEZFEAGRERE ARG
*Relationship with

Insured/Policyholder
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fREHRSE Policy No.

E_EiMn - ERBEREE HEZBLER  FIEEABERRA/REFBEA/REABITEE)
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 /AR Name of Patient

2 FHE KRR Age and Sex

3 B{9:8/ #EMBEES 1.D. Card / Passport No.

B. ERFRERl CLINICAL DETAILS

1 WAZEERC T BHZE We can trace the medical record of patient back to
F Year A Month H Day

: 1 1 L1 1

2  BHRUYIRMEEHE 54 B EA Date of the symptoms first appeared
F Year A Month H Day

S S e S E—

3 TWABRARILFEAE 25K 52 B BA Date of first consultation for this condition or related illness
£ Year A Month H Day

1+ 1+ 1 L1 1

4 FFEHERMAFRIPAEREZE ZEHRFIRI Please describe the symptoms and complaints at first consultation.

5 WASEGHEMEBEEN?UMZE @ RIEEHZBE 2B - Is the patient referred by other [12 Yes [ No
physician? If yes, please give the name and address of the referring doctor.

6  3ZEf Diagnosis

7 {aIB5HEE2 When was the diagnosis made F Year A Month
I S I E— L

H Day
|

8 WMAREBANMERENRAEALZHER? A - F5FRAFZ - Did the patient suffer from heart valves stenosis or defects? Please give
details.

9 FEIRRHEAR IS EAEAZ A0 IBIE Which heart valve(s) involved?

10 FERERIREZEZAE  WBBERHER EREOHBER LB ZEZHIRETTE] Any treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the subject diagnosis.
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fREHRSE Policy No.

C. B TFZEH%ER PROFESSIONAL COMMENT

1 RRREREEREZR RBETEHEMRLAR ? ME - FIRHUARMZABEIRAREE - Is the sickness a ]
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.
#2iaHHA Date of diagnosis/treatments F Year B Month H Day

B (BIERZHSA%E /M8 E REER) Details(including diagnosis/ treatments/ investigations and results)

2Yes [&ENo

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

3 J®1ETEHI The prognosis of the condition

4 RBEANERRERIBRBEE? IsitHIV related?

D. EfthE&% %~ OTHER MEDICAL HISTORY

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

[ i Asthma [] /05 Cardiac problem ] #& PR Diabetes Mellitus

[0 ZE8F % Hepatitis B [] =m/E Hypertension 2452 F1l7 Previous operation
[] &%z Drug abuse [] & &&48 Drinking [] ®y=2218 Smoking

[0 =& Family history of cancer ] 5% Unfavorable family history

[0 B{EEE% None [] Etthes - AR Other disease, please specify

2 BRARASHEBLAERIEMBREERIESBEFERIAE ? MNEE - FBIMEES - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H #f Dates % Disease BB/ RS BEUR/BRaE
F Year | B Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 BIREEUE/RIEBIE5F1E Please provide details of Drinking & Smoking habit.

{84 8 Drinking/ Smoking start date since F Year A Month
1 11 ] L

H Day
|

£ H F3 £ Daily consumption (2/61/18 /i piecel pack/ bottle/ can)

E. EZZEB4 & ATTENDING PHYSICIAN’S INFORMATION

TBEENR BE

Name of Attending physician Qualification
ik B4R EER
Address Contact No.

. - S £ Year | B Month H Da
IpEEEE/ERES - Y
Signature & Stamp of Attending B ’

Physician/ Hospital g
[ | [ |
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