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EFER - Bk
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ERERE -
https://cs.chinalife.com.hk

R HNE R ARERESRFETE WAIVER OF PREMIUM / PAYOR BENEFIT CLAIM FORM

fREFR A AL Name of Policyholder SRANMEFE M Z Name of Insured / Payor  {REE#R SR Policy No.

SRAN/MEFE BHE/ZRSERS 1.D. / Passport No. of Insured / Payor

R T AE R INSURANCE INTERMEDIARY INFORMATION
RERE T AL Name of Insurance Intermediary

fRB2 T ALES Insurance Intermediary Code i # ZE 5 Contact No.

EE/AX] IMPORTANT NOTE

AUERERARFR - HUENIEEYR  SRAREFBANREANBEELNUEZZIFE - Please complete this form in BLOCK LETTERS.
Allamendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

KEBEFRPMAZ "TAAE L & "TEAT ) 2FRMIEFEIASRECEINKRMIBIRAE - The expressions ‘the Company” or “our Company” used in this
form refers to China Life Insurance (Overseas) Company Limited.

KBEFERFE—HDNERZRARERFBANZREAIER - Thisform must be completed by Insured/Policyholder/Claimant.

MBHRARTN\FEHLUL - SRADERBEERZZEAPFR  URRAST/\BUT  FAEBFREAIRAZXERASEEENER R
#2E - WRFRANRERFBEARGEAEES  HELANBUNSEEAPERAET - WRMHEBLEFER - 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.

EXRARBEAANREADBESRNRE - VAR NRBEATURSE - REAZBEABERRSAREERNREDHERIZEMER AP
Enama ANBHZA - 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.

RPN A IRTE XS NEIRPBERLARFTRALSEUE - Receipt of this form by your Insurance Intermediary or bank officer does not constitute
receipt by the Company.

MAEHTER - B B RPN ARSI RERATZ PRI E4R(852) 39995519 B3 - IHZMNREEMBXHFESFEE B EHHERS
B 313 SRPBIA S AE 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.

KRCEEBIEMIERER - WESNIBBARTEAR T EKRNBFER © FEARATHIIE www.chinalife.com.hk BT 5 T SiE=HT RS - 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 R RABEAIEEH AT ZE - RIPXAR % - fthereis any discrepancy or inconsistency between the English version and the Chinese version of
this form, the Chinese version shall prevail.

F—8MY - REER @HSRA/GRESEAA/RENER)
PART | — PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. EEEE R Claims Details
1 R{EREER Benefit(s) of claims [] 235122 Waiver of Premium [] 1732 A 24 % /%2 Payor Premium Waiver

2 FE(EHETESE Type of claims [ &= =& New Claim [ #3282 2 Pending Claim [0 ===/ Further Claim
[ =3th/Z# Review / Appeal
3 BTEAGAR—SENEBEaEMRKRATVRE ? NE - FRUHZFBKRASTIBERIRE RS -

Did/Will you make a claim against any other insurance company for the same incident? If yes, please indicate 2 ves O =no
the name of insurance company and policy no..
R /AS) B/ Name of Insurance Company {REESRES Policy No.
| |

FEASRE (85 RIBBRLAF (RWhEARRNEEMAEIZRHGERLAE)
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability)
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fREEHRI% Policy No.

B. RRA/EMBIL{E¥1E WORKING DETAILS OF INSURED / PAYOR

1 A8)/1BE &8 Company/Employer Name EFESRAS Telephone No.
it Address
2 WREBBOREEGES R —1Em%, A5 0BFT A B A1 & 8 3)Position and duties of present occupation (if more than one, please state all).
3 BT AB[IEEEBERER Did you file your sick leave application to employer? £ Year A Month H Day
O 25N O & ves A From
2To
1814 H #8 Resumed duty on
4  WMBEREBD - FIRMTEFHER B 8 - Ifyou are still on sick leave, please provide the expected date

to resume duty.

C. MSEEEINER - F3EHUT : IF DISABILITY WAS DUE TO ACCIDENT, PLEASE STATE:

1 EIEEBEIRIEE Date and time of th

E&I‘Eé Elakid ol PAREREIIIB IS F Year A Month H Day fEF Hour 43 Minute EFRE

accident AM/PM

L | | | | | | |
2 BAMEEMELKRAIB Location and details of the accident
3 BHIABIINZSIMRISELER Please describe the part(s) of body injured and the type of injury.
4 BTASRE?UE - FIRHEITER Didyou report to the police? If yes, please provide the following information
EZ 24 Police Station & Z4R5% Case Reference No.
O eBN0 O 5 ves

5 M EEREE/RBEIMNRE/OHRASEEARE SR -

Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.
5 BTAERREIINCLSENE/EITEPBBIER ? Did you apply for compensation from Social Welfare Department / Labour Department for the

same accident?
O zaNn O & #FREHEHR/E525508 Yes, please provide Social Welfare Allowance / Labour Assessment Certificate

D. MIEREAERER - AFMMT : IFDISABILITY WAS DUE TO ILLNESS, PLEASE STATE:

1 EHABREREEMERE Indicate the illness and give a brief description of symptoms
2 a)REA/HEFRE R OIRSEAR IR/ S @B 43K 52 When did the Insured/Payor first consult a physician for this iliness/ injury?

F Year A Month

H Day

b)FB I R R T K52 2 B8 A itk 2 R BB A3t 31k Name and address of all physicians/hospital treated  for this illness/ injury?

Bins / Blh2E b 1S mE

- ) #2734 B HH Date of attendance ) .
Physician / Hospital Address AR Disease or condition

£ Year | B Month| H Day
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fREHRIE Policy No.

E. REABRNMNIEZRA/IRER A A)INFORMAITON OF CLAIMANT (Other than Insured / Policyholder)

1 ZE{EAHERE Name of Applicant FHRMBI Age and Sex
2 B{3:E5%E% H.K1D. Card No. E#48E5E Contact phone no

3 HEIRRA/EFEEI% Relationship with Insured / Payor

4 @B Mailing Address

F. 4BF AT, PAYMENT METHODS

1 BEAIRPE BRURPHEPEXY  WHARPHEAEAGR/ZEEEPHRBWIRT R/IAAEZE
Direct Payment Application (Please provide bank account document(s), such as bank card/monthly statement/ passhook with account holder name and
account no.)

[0 zREsEAREEZETHESIRS 0 To a HK account registered as the FPS account in Hong Kong held by the Policyholder

#R17278 Name of bank FRIT4RSE Bank No. 73 1T #m5% Branch No. #R1TER S 5RAS Account No.

L | | | 1 | | L 1 | 1 1 1 I
REFBAGR(PX) (WARFRERFBA) REFBABREX) ( WARKFRERFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

TERR, FPORBANRENBERELNARBNSE BEXFLRB/BTNARE—BET - S IEAREEEEERRAREBR

& - "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.

[0 =2 @eEsE AREEMIIAE TS O Toa HKD account set up in Hong Kong held by the Policyholder

#R17278 Name of bank FRIT4RSE Bank No. 31T #m5% Branch No. #R1TER S 5RAS Account No.

L | | | | | | L | | | | | I
RERBAAGR(PY) DEABREFBA) RERBAGREN) WARREFBA
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

[0 =& BiEcE:E a5 AR5 %) Telegraphic Transaction (Please submit Claim Direct Payment Application Form)
2 ZRIMEL2TRBAMURERBEARBZEREZR)

Cheque Payment (The Company will issue a crossed cheque payable to the Policyholder)
. , BEARPBEASREBE(BINROBRATEBRZEERBREKETE)
&
[ rRess Py s O Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

[0 ®s=@Ezr@:Athit Mail to corespondence address registered in our Company
[0 &Rcp s AEE Deliver via Insurance Intermediary
[ 53157480 Pick up cheque at Branchin person 7347 % 7/ S Branch Name/Code:

[0 #531= SR D0 48EU2 = Pick up cheque at Customer Service Centre in person
[ 1Re457 A4EEX Pick up cheque in person by Policyholder
[0 s#es=2(1t4%8 A\)58E Pick up cheque in person by authorized person

RBEAER RBABARER REAS B IR SR S
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
{¥ Wan Chai [ = fthith2k+Other Location:

*B 5 www.chinalife.comhk B9 "B, > THE DL EREBEAEMMIENEE DO (MNFA) - *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).

3 HfthA = Other Methods
1 =1t(355188) Others (Please specify)

AR RO ER - IR TRAIERS A RER, -
* Please complete the SPECIAL PAYMENT ARRANGEMENT REQUEST FORM if apply Uncrossed Cheque or Demand Draft.
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fREHRIE Policy No.

G. ZR{EPRE 45 EE CLAIM DOCUMENT CHECKLIST

v’ EZRC#E Basic Documents ; @ FIANS 4 Additional Documents

RIEFFBXMH (X HZER ATR A ATNEF RIS PO IE) BB/ HRERHRERRE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Waiver of premium / payor benefit claim
HE MERIFHE Z ABHERSE—E05 Part | of this form completed and signed by your good self v

HAEZEHES VEERERE_HBHEZEBEHRSE Claim Form Part |l - Attending Physician’s Statement to be
completed by the attending physician

B8R X St BESHER WO HIR O ER 1B RIERRIR S (N7 A &) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. /
other Pathological Reports (if applicable)

HFE 2 e L AYRRREE BB Sick Leave Certificate issued by your attending physician.

&£ 8% 1 7 i B 75 BB 15 (X0 & ) Employer confirmation letter for sick leave period, if any.

HEHRBZHATRIEAT SZEZRIAR(RBRAREFE %) Original Death Certificate or certified true copy for the
Payor. (for Payor Benefit only)

BEERUHERE ZRIAN(RBAR HFE %) Letter of Administration / Grant of Probate (Certified True Copy)
(for Payor Benefit only)

HEERI{AER 2 BFEBAPFRE Self-Certification Form for Common Reporting Standard (CRS)

LR RBREINRE | OHA Police Report / Traffic Accident Report / Statement

o 0 06 6 o6 o o <

O000o0o0oaonono

SRAERANREBANBH P HAZERIZA D of Insured/ Payor/ Claimant (Certified True Copy)

H. EAZERUZEESAR PERSONAL INFORMATION COLLECTION STATEMENT

ANBRMEICEELRFD "PEIASRE (8% ) BROBIRAS , WRERAERNER - BEASMTRANRERAZRER - o)
www.chinalife.comhk FEisk @A SRR (89 ) RHBRATIZEEN - 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.

. USER{EI A SR EZEE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

AANEZMEEWE  ERENRRESEERERIEROBURERAAMGENENRERZN "REHE , (M "BFE, ) MBI
HMHNEHERSEHERITZE - RBEEE BN URBHEBGS - $ERNINRIEARESERROERNGREFAABINRLE
HEHWER - BEWEEENFE - FABPRBEIAS(BINROBIRATIAAE 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/.

J. BRI DECLARATION AND AUTHORIZATION

=# Authorization

AN > ZORNIREFFA NREA » RER AR REEZ Z R NITRERFA IR EAA)EIL A (1) E e T - sEMeess - Bk - 2207~ trig
NE] -~ ST - BUFERE - BUTERPY - BCHATRERS ~ 4HEREA L - NAIE SR A ERIA R A NERAT R e AR R 2 2 IR AREERTA N IZREA ()~ 488%
TR ERE (M RRRLEERHR AL © SRS AE TR A B RBOFINE AR A E(CL R TEATE L) 0 () BAFEEYEM HAEE 2 B E R
T S EABERFT AR (E R SR AN A TRAM Bt SRR 2 52 R NIPR SR AR (AR AT P 75 2 Bl BOIER » 1R R B A NI B I Rk
2 ZIRNIRERTA N RENE) Z RFHRI o AR BT 2 4R N FAEN BFLHTT 5 RIS NP IIE T it T R hE 0 - b A
T o HFFHEEATEEIAR B IE AR F G50  IWe, the Insured/Policyholder/Claimant, represent me/the Insured/Policyholder/Claimant under 18 years old (if any) 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/Policyholder/Claimant under 18 years old (if any) 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/Policyholder/Claimant under 18 years old (if any) 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.

0 Declaration

ANEM - SEANREFANZREA - ZHEREEE() L —RAREBHAEER - CHEERNNKMRFAE - SANRMPAEIARE - 95
EEZEMWEERN, AARMBEERANEV—EZEER AANKMIBRESEERPHFRLRE  QFNRFHEQIARMFL ZEDER -
E$E$$“E?§$EEEEED HRE EATHRMAESN  ERTRERELAR - EHBAALFERBEAAPBEERAFTHNER - SQA S 0IERE L FEEEZ
REBARERE -

I/IWe, 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; /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/lwe 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.

K. 3B (EZEZEZBRIE L E) SIGNATURE (Please DO NOT sign on BLANK form)

SERANHEZE REFAA | REAN* REA
Insured / Payor Policyholder / Claimant* Witness

%= Signature

& Name

B8 /-€8R5%5% |.D. Card/
Passport No.

F Year | A Month H Day I Year | H Month H Day F Year | B Month H Day

B #A Date

*REANEZFEANERERR

*Relationship with Insured/Payor
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fREEHRI% Policy No.

EEM - TZLBERSE (REZBLEEE  FMAERRZRA/GREREA/REABITEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. I8 AET} PARTICULARS OF PATIENT

1 5/A#ES Name of Patient

2 F#E KRR Age and Sex

3  B{p8/ RIS 1.D. Card / Passport No.

B.JREE K 2T HISTORY & DIAGNOSIS

%F Year A Month  H Day

1 WAZEECIROEHZE We can trace the medical record of patient back to / /
2 BHRUEIRFE B = ESMEE 4 B EB Date of the accident occurred or symptoms first appeared / /
3 WABRARULRAEE 2K HEA Date of first consultation for this condition or related illness / /

4  EFRIAERERZ R ZEHRFIRIE Please describe the symptoms and complaints at first consultation.

5 WMASTGHEMBEEN NI FAREZBEZESB KM - Is the patient referred by other [ 2 ves [ = No
physician? If yes, please give the name and address of the referring doctor.

6 EXREZETHER The date when the diagnosis was given £ Year B Month H Day
L | | | | L | |

7 REBPEER REGEEIE The final diagnosis of the condition and its complications

8 a) BRI ABRKEEILEBHA Please give the date the patient first £E Year A Month H Day

absent from work | | | | | | | |

I
b) MEWIEIIEEEN - FBIRHM AT RIE L ERIB EA Please give the F Year B Month H Day
expected date the patient to resume work L] | ]

9 a) mHlmAMOERRZEEZEMERTE FRELOIEARNR ZTEREI Please state in details on how the diagnosis prevents the
patient from resuming work

b) MATIEHEEE{MAIEE Could he/she engage in any other occupation?
[0 AT No [0 T & Yes,from EYearI Iﬁ Month IEI Day

| S

c) HZEEEN EAYPREI Limitation to occupation activities.

10 RSS2 EKTIERENREE Please state the cause of total disability

11 BRABRMEBERIEREND BTRAEZIBERIGERERSKX? I the patient is still totally disabled, how long will such disability be expected
to continue ?

12 FRARRIREZE ZEE - BEREER - AEEMHEBERLRE ZEZNIREST S Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis
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fREHRIE Policy No.

C. ARG 22N CURRENT HEALTH CONDITIONS OF THE PATIENT

1  ER{8¥RE Progress of recovery
D E52 2 E1E Recovered E] EE1E 9 Improving E] 1ESIBRE Static E] &1L Retrogressed

=¥ Remarks :

2 BHEEENT Current state of mobility
[ 7@sawm Ambulatory [[] 87X+ Home confined [] #EAG Ben confined [] BR=EAE Retrogressed
&F Remarks :

3 BREEEEEHIM  RAEARLZEHBET - &5 THIEIE? Can the Patient perform below listed “Activities of Daily Living” without
the use mechanical equipment, special devices or other aids and adaptation?

LIRS FAEE Transfer to get in bed and out of bed or chair O gLl Can O AT Cannot
1T8) Mobility D g Pl Can D ATl Cannot
ZFAX Dressing O gl Can O AT Cannot
53R R AL Bathing & Washing O T Can O =31 cannot
#ER Eating D gl Can D ATl Cannot
20HY Toileting [ @8t can [ @Ikt cannot
=F Remarks :

D. EfthE&Ef/S OTHER MEDICAL HISTORY

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

O e asthma O s cardiac problem O ser piavetes Meliius
D O BURT 3 Hepatitis B D 1= [M/E Hypertension D 52 F1l7 Previous operation
D B2 Drug abuse D BB ZE1E Drinking D TRYEZME Smoking
[0 =t Family history of cancer [ =5 unfavoravle family history
[ Bl EE%% None Hith= - 35 AR Other disease, please
specify

2 ZRACHEREELAERFIEMBRSEERESBLEHERAE ? MEF - FFisF1E - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H 8 Dates e AE/M(ERFHE BEUR/BRaE
%% Disease . o - .
F Year | B Month| H Day Details or treatment/hospitalization Name of Physician/Hospital

3 FERMEEUE/RIZEBEEEE Please provide details of Drinking & Smoking habit.
H18% 8 Drinking/ Smoking start date since F Year H Month
| L

H Day
|

| S E—

£ H = Daily consumption (Sz/E3/18 /¥ piecel pack/ bottle/ can)

E. EF2EB4EER ATTENDING PHYSICIAN'S INFORMATION

ToEERR BE
Name of Attending Physician Qualification
ik B4 ER
Address Contact No.
% Year | B Month | H Day
FTEBERZE/BREES o
Signature & Stamp of Attending -
Physician/ Hospital Date
| |
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