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itk A %= 7% B {5 89 55 3 TERMINAL ILLNESS CLAIM FORM

{REEFFA AR Name of Policyholder Z{RA S Name of Insured {REE4RSR Policy No.

SIRABDE/ #EH8SRE5 1.D./ Passport No. of Insured

fRBEcP 7T AE 1 INSURANCE INTERMEDIARY INFORMATION

{RB& T A% Name of Insurance Intermediary

R/ ACHS Insurance Intermediary Code Rt 4% B8 55 Contact No.

EZ/AH IMPORTANT NOTE

- BUMIEBESARFERE - TAERNNEENR  SRAREBEFBEARBEANBEETRWAUEZZ(EE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KRBBERFEFIAZ "ARAT, 5 "TEAE . 2RMIBPEAFRBCEINRHBRAT] - The expressions “the Company” or “our Company”

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

- KABFEREHAOLAAZRGAGERFAANREAER  ITRERERB-TANERBR ZEBAHREREZ EAZERARAT -
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.

- WRRARTNARESM L  SEANERBESRBEZELAPER  NRERABTN\EMUT - APBFREHAZRAZREN G AEE
ANEBREE - IRRAREFEARNGSEALEZE HEARBUKRESAPRERART - WIRMHELEER - Ifthelnsured isator
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.

- BRRAGEFABNREAUBEENZEE  WAR—URBATLURSE - REAZEBABSNRIERAREREARESRBZRZENE
w$EE Bama ARE% 2 - 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.

- FRANREFSBEANREAZEZENEBRKRNNT Z4#EAEE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company’s record.

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

- MBEETER FE B ITHRBP T ABEERER AT R RIEEAR(852) 39995519 B « MZHWRIE KB HHASETEEET
B ERE 313 EJ?LEP B AEKIE 22 312 - 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.

- RPEAEERSENILRFER  UESHEBRTEARANTEKRWPHER - 55 AKRLQ T I www.chinalife.com.hk 21 EE & ™ & & F#T R
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.

- WPERABTAIREH AT ZE - P XARREE - [fthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

| |
smammn oo momman epamsnmemanznpenas | ANIERILIERATH
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)

HK-CL-ICLA11/202003-01 P.10f6



{REE4RIRK Policy No.

F—EMn - REEN @HSEAES  NSFEAKRT 18 % - WHEEFAANES)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. —fig & GENERAL INFORMATION

1 FH KBl Age and Sex of

Insured

2 W48EEEE Contact phone no:

3 E({EHEER Type of claim [ ===1& New Claim [0 === Further Claim
[0 & 3#822 Pending Claim [0 =t/ % Review / Appeal
4 i@ AL Mailing Address
T City B Country

B. /RAEEE R AFAE R NATURE OF ILLNESS AND RELATED INFORMATION

1 JRIERTE Name of illness

2 FRIEIREEAR Please describe symptoms

3 EAR{EIEFRASA L ER? When did these symptoms

X F Year B Month H Day
first appear? ] |
| I S A —
4 Y24 /BRRAYE R The physician/hospital first consulted for this injury or illness.
K72 HHA Date of consultation: E Year A Month H Day
L | L |

B2 4 /B8P 2 T8 K HE Name & Address of Physician/Hospital

5 HtEZ2AIENBEHEMNRRANEL/ERER Other physicians/hospital consulted for this or similar conditions
K72 HHA Date of consultation: F Year A Month H Day

L | | L | |
B2 4 /BB 2 T8 K HE Name & Address of Physician/Hospital

6 RBTEREEEMFRATRFEUNFRE? 5 - BRHFMAEZEN - Are you insured with ]

=
other insurance company for similar benefits? If yes, please give details. Az e LI & o
R AS]ZHE Name of Insurance Company {REESRHES Policy No. RIEEERIRRIEEEE Type & Amount of benefit

$E5 73 T0 PAYMENT METHODS

1 BEAKR (FRHKREEBRXH - NEAREHAAUR/BBRIRERBNRIT RAEEGFR)

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

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

#R17 78 Name of bank #R1T 4Rk Bank No. 73 1T#R5% Branch No.  #RTTER B854 Account No.

L | | L | | | L | | | | | |
REFAAER(PX) WEASREFAA) REFAAGRENY) WASREFBEA
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

THEEER, (FPREANRBNEEBAEBELIARBNSE  BERXS LIR/ETIARE —BEET  FIBEARBEBEEEERARAREBRK
B8 - "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. 4B2k77=\(48)PAYMENT METHODS(Continued)
O zREHEAREERIIIHEITED To a HKD account set up in Hong Kong held by the Policyholder

#8472 Name of bank #R1T4m3E Bank No. 34T #m5% Branch No.  #R1TER E5=A5 Account No.

L | | L | | | L | | | | | |
RERFAASR(PXY) WERREFEA) IRPRHAALREXY) WERREFBEA
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

O =& @EEREEBE AR 5% Telegraphic Transaction (Please submit Claim Direct Payment Application Form)
2 KiER{TEIZRTZE HK LOCAL CROSSED CHEQUE

IS BEEIE Preferred Settlement Currency
R BEERPEASRREINRNERATERZEEZRREH)

[ (REH" Polcy Curency O Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

O MBEzZEFRHB PO Collect Cheque at Customer Service Centre in person (MIREZZERA LA BEHESNEE - MREFAAN
REMBORE  ABTENXERAXRNY  UTBEREFAATRSNEBXGHHREARLATNEEZPRBE P OWEIZE <) (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.)

O s =21 % A\)%&H Pick up cheque in person by authorized person

HEALE REAMAEES HKEANB B 575
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
O 27 wan chai [ =ttt B8*Other Location:

*sB B8 www.chinalife.com.hk B9 " BZ&8 M L > TEEE TR0 L BREEBIEAEMIMMEFE B D/0(WA) - *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).

TR E (RE B FCAYERN T LE Mail to correspondence address registered in our Company
KRB 7T A BHIE Deliver via Insurance Intermediary
KIRTTEEBEYE BIEERRTH T ALY A S) Deliver by bank officer (Please state the branch and bank officer)

000

#8474347 Branch #eum A\ B Bank Officer

3  E {87530 OTHER PAYMENT METHODS

O ENREREHE EBEARR—REFBEAZBTENZRE  FHEERERS - BNRERKCSEERERE - ) 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.)
{RESSRAS Policy No.

[0 Efth . 557%ER Others, please specify

D. A AE R EEHA PERSONAL INFORMATION COLLECTION STATEMENT

ANEPEICEBRBE "FREASZSRE ()8 ) ROHBRASE ., WIREBAERNER - AARMRANIEBAZERER o)
www.chinalife.com.hk &5k B AZRER (785 ) BRMDBRATIZREL - 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. UYeENE A& {RE & ZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANERMECSUE  EREMRBREREERERTIBEQBUREFEAMSTENAYNREHK "REHE, (I1H "&A&. ) AWK
HMHNEHEREEHERXTZE - RIEEEERIMODUIRBRERKRA - SARNIXIRIEARSER KAEENGRERFSAAEBN XRILA
HEEHWIN - BRWHEENFE - FEHBPBAS(BINRHBRASIFAE 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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{REEZRIE Policy No.

F. RIEPATFEX4BE CLAIM DOCUMENT CHECKLIST

- v EARXXH Basic Documents ; ® FfifIISZfF Additional Documents ; * AiEF NotApplicable

RIEFMEXH(XHHZBRIATTRAASNEF IR 0 HHE) i HR P R RS
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Terminal iliness claim

O e TEZUEE Y ABFEERE LS Partl of this form completed and signed by your good self v

| HEZBLEREVBERFERE_SMHD B2BLEHESE Claim Form Part Il Attending Physician's v
Statement to be completed by the attending physician

| B8R/ X 2% | BRI #AOHIR MR RIEM RIS (NEAZE) Laboratory/ X-ray / CT Scan/ MRI/ °
Pathological Reports (if applicable)

| REIE A REIBREBIIE (WNRBEIR IR EE IEK) Original Policy or Policy Lost Declaration (if unable to °
provide original Policy)

[ HEBRHFELNZBRFBAREIEREER) Self-Certification Form (For Claims) for Common Reporting °
Standard (CRS)

0 SRARREZSEAZSHBEIZE The Insured's and the Policyholder’s ID copies °

G. EEEH K51 DECLARATION AND AUTHORIZATION

5% Authorization

RNFHM  SRANREFBEANREA - KRFANHFREREEZZHRANBE)ZIZE (1) £OUEE - EMEE - 8k - 2 K
fRAT) ~ $R1T - BUTHEAE - TUATE0PT - SUEMthiSE - At A+ - NAESBRERUBBEAANFFIERBEZZERAZLCH « B8
ERE  9UEZEERREM BNAEBERAPEASRRCEINKODBRASICUTEE "E23.); (2 EATSEUEEE ZBE
BB EREE NIRRT - IMARERFERNRMERREZZRANETIR ZEEME A - FRERARANFM EREE
ZRRAZREEARDT o IR ARNEMAZEXAREBARBNORT) ; BERANEMATTHETRENS - ILEESTDEXRS - IE
BEENZEABIEARISBREZEYA ¢ | /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.

ZHR Declaration

ANEM RRANGRERFBANREA  ZHBRRER() LM—TIRAREBNAEER  FTHeaANRMARFRS - AR M
FRHIFRTE - 9RBEZ2HMURERM ; AARMAPBHERNEA-—IEESEEE  ANRMOEBESETARER LHRAE; QFA
AR APREL 24 ERAR - BREABFR HESHIERE SQTBKRMAEN - ERSAEZHLIR - EHEA LIRS
FORPBERFABIER - EATOBER LA EEZREIRARERE -

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 ZZE(FRZEZEZHFR1E L% E) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FEL 18 BRI LE) REFBAA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

B {3 :8/7€8855%E5 1.D. Card / Passport No.

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

H #A Date

*REANEZFARESBARG

*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. & AEiY PARTIULARS 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 BEEMARIPEREZE 2 EHRFIFRAE Please describe the symptoms and complaints at first consultation

5 WASEHHEMBEEN?NR  FHIRHZBEZEZ R - 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
| IS I I E— L

H Day
|

8 IRELMZZE - RASEARATERELFME 6 {88 AEEFET ? According to the diagnosis above, Is it highly probable that the
iliness will lead to the patient’s death within six (6) months?

9 FAMARREZEZEE BERHER AEEROHRERLREZEZHIRESTE] 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 ERLEHEEERERE  EBEHEMKIEAR ? N2 - FiRHAE2ABEARIAEE1E - Is the Cancera [12ves [1=nNo
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. =
#2448 Date of diagnosis/treatments £ Year B Month H Day

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 ZEREARRERIERSBARM? IsitHV related?

D. EfthE&% %~ 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 AIRHEUE/RIELE5F 15 Please provide details of Drinking & Smoking habit.

1B 8 Drinking/ Smoking start date since £ Year A Month H Day
L | | L | |
EHFRE Daily consumption (2/€1/18 /5 piecel pack/ bottle/ can)
E. E52EB4E R ATTENDING PHYSICIAN’S INFORMATION
TBEENR B
Name of Attending physician Qualification
b AR ERR
Address Contact No.
. " F Year | B Month | H Day
TLEBLEEE/BERESE o
Signature & Stamp of Attending . ~
Physician/ Hospital ge
[ | [ |
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