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EEBERFER-PE
CRITICAL ILLNESS CLAIM FORM - STROKE

{REFFA AL Name of Policyholder Z{RA S Name of Insured {REE#R SR Policy No.

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

L | 1 | | | | | | | | | | | | | 1 1 | | | | | | | | | | | | | |

{RBEDP 7T AE Rl INSURANCE INTERMEDIARY INFORMATION

IRBREP T AL Name of Insurance Intermediary

REED T A4RSE Insurance Intermediary Code Mt 4% E85E Contact No.

L | 1 1 1 1 1 1 1 1 1 1 1 | L 1 1 1 1 1 1 1 1 1 1 1 1 | | | 1 |

EZ’AX1 IMPORTANT NOTE

- IERBERR "EEL 3 T RERE L MIIRERESEEES © This form is applicable for Dread Disease or Major Diseases benefit riders.

- AUERERASRFEE - HOERNAEN - RRAREFBNREANREELNWAIEZZIFE - Please complete this formin
BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KEBEBFERVAAZ AAT L5 EAE jZ2FRAIET B A SRE(BIN KBRS - The expressions “the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- KBEFRE-MOVLAAZRANREFBANREANER  TRRERE-TRRNEEEEZEBRREREBHEZ EAERAR
AE] ° 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.

- MEHRAB TN \RIUL - SRARREFEANERBERBRRZEALAPBER  URRABT/\ELUT - APBEREHRE
FAARRBRAZRRAGZEZBANERAEE - IRRANREFAEAREGEAEER  HERARBUASERAPBEERR
BT - WIRHEREGEEMELERERR - Ifthe insured is at or above age 18, the Insured and policyholder 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 policyholder and 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 relationship proof and physician's statement provided.

- ARREAREHFBEANREAUBEZEEZENRE  WREA—UREATURRE - REAZEASRNREHREBEAREDFERZ
BENMBERABEBEREZEANGH 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.

- PRANREFBANRBAZEZENERAKRNT Z4HE4EE - The signature of the Insured / Policyholder / Claimant must be the same as
the Company'’s record.

- RERP T ASIRITEZESWNEIARRBFRILARFTARAS2UE - Receipt of this form by your Insurance Intermediary or bank officer does
not constitute receipt by the Company.

- MERUERN  FE BTHRRP T ABGRERA S E PR AR (852) 39995519 B - HEMERBAFIEXHFFTEE
5%5'%1?@?)%%5_ 313 SR B A S KE 22 F1E - 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.

- APEEEBREMIESRGFER  TESUIEBRT SRR KNBFER - 58 ARASIAL www.chinalife.com.hk 2 & T &
EFTRRZS - 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.

- WMPAENIRABTAIEEI AT ZE - BLLPSXKRE - Ifthere is any discrepancy or inconsistency between the English version and the
Chinese version of this form, the Chinese version shall prevail.

| |
T
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REE4RIRK Policy No.

—Ein - RIEEWN HSEAESR  MSEAKXF 185 - AHREFEANER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. Z{R AE 1 PARTICULARS OF INSURED

1 R MR Age and Sex of Insured

2 I48EEEE Contact phone no:

3 EEBFEER Type of claim [0 &%xZ1E New Claim [0 ==& Further Claim
[0 #2852 Pending Claim [0 =#t/%# Review / Appeal

4 @A Mailing Address

T City B2 Country

B. JfRIEEE K AFAE NATURE OF ILLNESS AND RELATED INFORMATION

1 JREERTE Name of illness

2 FRIEIREEAR Please describe symptoms

w

AE AR (o] A5 B 4R 3R ? When did these symptoms first appear? £E Year A Month H Day

1 ! 11 L1 1

E -8

2B /BIRAIER The physician/hospital first consulted for this injury or illness
K72 H A Date of consultation: F Year A Month H Day

- IS I I S| L1 | | I |
B2 /BB 2 T8 K HE Name & Address of Physician/Hospital

5 HttEZ2AIENBEHEMNRRANEL/ERER Other physicians/hospital consulted for this or similar conditions
K72 HHA Date of consultation: F Year A Month H Day

B2 4F /BEB 2 8 K 3 HE Name & Address of Physician/Hospital

¢ RBTERAEEMFERASIRFEMUMNGRE? &5 - FIRMHEFMEY - Are you insured with [1 = ves [0 = No

other insurance company for similar benefits? If yes, please give details.
R /AS]ZE Name of Insurance Company {REESRES Policy No. RIEFERIRIRIEEEE Type & Amount of benefit

C. JEFX73T0 PAYMENT METHODS

1 BEAR FRHUESERXH  MOBRFHAASRZ/BERKRPRBNRT R EGEEFR)

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

O ZRsEsEA/SRAREESEMWEERS D To a HK account registered as the FPS account in Hong Kong held by the Policyholder/insured

#8472 % Name of bank #R1T 4% 5% Bank No. 31T #m5% Branch No. £R4T78R/FE RS Account No.
L | 1 1 L | | | L | 1 1 | | | 1 ]
IRPFAAGR(FPXY) WERREFTEAN/ZRAN) REFBEARRBEX) ( WERREFSEA/ZRA)

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

TR, FPORBARENBERETAARBNES  BERZ LRBETAARB—BET - HIRARBEREERRARER

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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fREE#RIE Policy No.

C. $82k75 2(4H)PAYMENT METHODS(Continued)
O z=RsEsEA/SRAREERIIAETTSD ToaHKD account set up in Hong Kong held by the Policyholder/insured

#8172 %8 Name of bank #R1T4R 3% Bank No. 4T #m5% Branch No.  #R4THRF3%AS Account No.

L | | | L | | | L | | | | | | |
REFBASR(FXY) WEBERREFBA/ZREAN) IRPRBAREX) WBARREFBA/RREAN)
Name of bank account holder (Chinese) (Policyholder/Insured Only Name of bank account holder (English) (Policyholder/Insured Only)

O =& &ExEEES) ABES32) Telegraphic Transaction (Please submit Claim Direct Payment Application Form)
A ERITEIA4RSZZE HK LOCAL CROSSED CHEQUE

2
BETAE B EEIZ Preferred Settlement Currency
B EPEASRBEINRNARATEAZEERRELE)

1 iy

L1 RESE Polcy Currency O Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

O #MEIEFPREPLIREL Collect Cheque at Customer Service Centre in person (MI{REEZE B EHBFEHEANBE - MRBFAAM
RERBEMRE  ABFANER AN  UHEREFAATEASNEBXHERERLATNEEEZFRBE P OWEGZE - ) (f 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
Palicyholder should collect the cheque at our Hong Kong Customer Service Centre by presenting the identity document.)

RS =F (1L B A)%BE Pick up cheque in person by authorized person

O

REALR REABAEES HEAG D FERASH RS
Name of authorized person Contact no. of authorized person .D. no. of authorized person
[ % Wan Chai O ~=fthithE*Other Location:

*2B 1 www.chinalife.com.hk B9 " B8 F P 4 > T BRI L EREEIREAEMMEIAIE B D/0\(J01A) - *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).

B2 2 {RE B RCAYEAN L Mail to correspondence address registered in our Company

#ARPR P T AEEIE Deliver via Insurance Intermediary

LIRTTEEBEX BIETIRITOTRLHAE) Deliver by bank officer (Please state the branch and bank officer)

OO0

#R17277 Branch #23 A 8 Bank Officer

3 Efh#EzA = OTHER PAYMENT METHODS
0 #AANREREHEE EERARE—REFBABNENZRE  BREERERE - BUREBCEEFRERE - ) 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.)
{REESRHS Policy No.

L 1 1 | | | | | 1 | |
[0 =it - 553788 Others, please specify

FEREFFEIR S R ER  FER TR ASXERER, -

* Please complete the SPECIAL PAYMENT ARRANGEMENT REQUEST FORM if apply Uncrossed Cheque or Demand Draft.

D. fAAERIULEESRH PERSONAL INFORMATION COLLECTION STATEMENT

ANHMEDCSHERRAE "PEASRE (B ) ROBRASE ) NRERABSRNER - BASMRANIRERAZERERR - o)
https://www.chinalife.com.hk/zh-hk/privacy-policy ™ &5k a B ASZ R (589 ) BRDBBR/ASTIZEY  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 https://www.chinalife.com.hk/zh-hk/privacy-policy or is made available upon request.

E. UZBEUE A& {REEZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RANHMEEWE  ERATMRBRELRERERIEEOBURERBEAMBENAURERHK "REHE, (M "HE, ) MW
HHNEHERETHERTZE - REEEER[RNILIRBERKE - SEFNXMREARESEREROABNRERFBABNXRILE
HERHWER - BEWEEENFE - FABPRIAS(BINKROBIRASIAAE 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/.
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fREE#RIE Policy No.

F. RI&PAEX4HIEE CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® FfifIISZ#F Additional Documents ; * A3EF3 NotApplicable

REMBEXH(XHHZBRIATRAATNE F RS 0 HHE) fEERR{E
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Critical illness claim
[0 BB TEZUHES I AHFERSE B Partl of this form completed and signed by your good self v
n AEZBAER VEERFERE _HMHEZEEIRSE Claim Form Part Il - Attending Physician's v
Statement to be completed by the attending physician
| 1EB8/ X S EiRR #oOHix O EE 18RRI ERR S (W& A &) Laboratory/ X-ray / CT Scan A
/ MR/ E.C.G. / Pathological Reports (if applicable)
| REEARFIREIBERBINE (MNKREER HIRE IEZ) Original Policy or Indemnity of Loss of Policy (if A
unable to provide original Policy)
| HEPFHER 2 BHEBRRECEEEEA) Self-Certification Form (For Claims) for Common Reporting
Standard (CRS)
O SRARREZFEAZSHBEIZE The Insured's and the Policyholder’s ID copies v

G. EHARIZHE DECLARATION AND AUTHORIZATION

2 Authorization

RNHM  2HRAMREFEBEANREAN  ARBFANBRMARERREZZRAMB)ZLZE (1) £OUREE - EMEE - Bk - 27 - R
AT) ~ IR1T - BURHETE « BUFERPT - sUEhiES - AL - NHEXEBEAERARNFH I RREZZMRAZCHE - RSB R
Z U RZEERRM  BRURERKENRT; (2 E/ATNHUEREZBREMHEBEERES LN  dMARERBFERANH
FE AR E 2 RRA TR 2 BB G SO - (FREZARNFFIERMEZZRAZEENT - IDRER AN 2 ERN KR
ZABBHNR ; IERA/FHMETHETRENE - WEESDEN) - KEEENFHNREERTERFUN ° | We, the
Insured/Policyholder/Claimant, represent me/ us/ the Insured 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 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

BNEM 2RAGREFSANREA - BBRAREE(N) LA —VRAKREENMEESRE  AmEaRANHMRFME - BAA/FEM
FREIFRIE - BASEZZHWREEEN ; AA/RMBANARNET-EEEEE  AANRMAYERESEELRDFRLRE ; QXA
IHFIHEDTAPMELE ZEMUER  BREASPFRLESREVERE EATRRMAEN  ERATLERENR - HHEA LT ABERM
FORBPBRAFBNER - EATUBERILAREEZREIERRESE -

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. #E(FEZEZEZBXRE L E) SIGNATURE (Please DO NOT sign on BLANK form)

SR (FEH 18 L) REFAA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

B35 /FER5% 1.D. Card /
Passport No.

F Year | H Month H Day F Year | H Month H Day F Year | A Month H Day

B #A Date

*REANESFEANRERB ARG

*Relationship with Insured/Policyholde

HK-CL-ICLA06/202006-01 P. 4 of 6



{REE4RIRK Policy No.

E_BMn - EZLBERSE (HEZBLER  FIAEARZSRA/REFSBAA/REABTEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)
A. 7B AE 1 PARTICULARS OF PATIENT
1 AL Name of Patient
2 FE R MR Age and Sex
3 B{psE/ FEMEBEEE 1.D. Card/ Passport No.
B. f&AE#} CLINICAL DETAILS
1 RWAZEBERCEROIENZE We can trace the medical record of patient back to
F Year A Month H Day
L 1 ] L | |
2 BRLIRAE R A E 4 BHHA Date of the symptoms first appeared
£F Year B Month H Day
L | ] L | |
3  WABRARILFIE 2 K32 BEA Date of first consultation for this condition or related illness
£F Year B Month H Day
L 1 ] L | |
4 FEFEMFRIEEREZIEZENRTISRI Please describe the symptoms and complaints at first consultation.
5 MAREHEMBEEN?NR @ FIREZEBEZHZ KM - Is the patient referred by other =
L : : [ 2 Yes O &nNo
physician? If yes, please give the name and address of the referring doctor.
6 2[R Diagnosis
7 {aB5H#E2 When was the diagnosis made F Year B Month H Day
| IS S N — | IS E— L1 1
§ EEAEMKAMMEKERR? NI - BFIRMFMEN - Was there any permanent o
neurological deficit? Is so, please provide details. I:I A= e I:I 1
9 WARTEABEZAER - SEMEBLIT WEHAEEFEEE? Did any of the below neurological deficits remain after six months of stroke
occurrence?
(1) ¥ AHREE Persistent vegetative state O 2Yes O &nNo
(2) —BZ L - EEST 2 EE5K Total loss of function of more than one limb O 2Yes O &nNo
(3) MBI L Eh {E S EK 8 P 1R i £ 55 B 38 H & &5 5F Partial loss of function of more than two limbs ] S ves [0 =no
that inhibit own daily activities =
R S EPESREHNBEMERE i i
(4) H B nB. n.':Pﬂ:?ﬁi RRYIB IS T B/ KFBAE Aphasia due to damage of relevant neurological [0 = ves 0 =no
system in brain
(5) AR FESMNEE FRS AV BE R BE - DIBNABEHIEIREE) - FROREBYSNABERE
Z#K&E Unable to chew, being solely dependent on fluid diet. And this must not due to functional |:| = Yes |:| % No
disorders of teeth.
ME FREEATE ZEE MEREER AR AHBERLRRE ZBZNIREST 2 If so, please provide treatments, investigation
procedures, results, and/or any complications and follow up plan regarding the stroke)
[ | [ |

HK-CL-ICLA06/202006-01 P.50f6




{REE4RIRK Policy No.

C. B TFZEH%EER PROFESSIONAL COMMENT

1 SERPEAREERER  FHEBEFHMRAEM ? NS - FIRHARM2ABERARKE - Is the stroke ]
a recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.
i27AHHA Date of diagnosis/treatments F Year B Month H Day

B (BB AE /R E R4 R) Details(including diagnosis/ treatments/ investigations and results)

ZYes &ENo

2 WAZRESATIEMREA R _ELCAEREBSE? Is there any patient’s family history which would increase the risk of this illness?

3 & 15TEH The prognosis of the condition.

4 BEEANRREHRIBRBAER IsitHIV related?

D. EfthB&% %L OTHER MEDICAL HISTORY

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

[ =0 Astima [ k&5 Cardiac problem [ #% R %% Diabetes Meliitus
[ Z BUAF 3% Hepatitis B ] =mE Hypertension 82 5252 F1fT Previous operation
B ZZ Drug abuse [] &&&B18 Drinking ] ®yZ2318 Smoking
[] =& EE Family history of cancer [ %% Unfavorable family history
[J M EE38% None [] Hft#=im - 757588 Other disease, please specify
2 ZWASHERBLAERIEMBREERESBENERAE ? & - BFFE - Had the patient previously been treated or
hospitalized for the above disease or other major di ? If so, pl give details.
H #A Dates . . BEuR/ElRaE

=% 22z )
£ 9% Disease AE /PR

Name of Physician/Hospital

Details oft italizati
% Year | A Month| B Day etails oftreatment/hospitalization

3 BIRHEE/RIEZEB5F 15 Please provide details of Drinking & Smoking habit.

H 8% 8 Drinking/ Smoking start date since F Year A Month H Day
L | | L 1
£ H FA £ Daily consumption (2/B1/18 /%€ piecel pack/ bottle/ can)
E. E2EB4EE R ATTENDING PHYSICIAN'S INFORMATION
FBENE B
Name of Attending physician Qualification
ik W48 EER
Address Contact No.
THLEBEEEE/BEREE F Year | H Month | H Day
H
Signature & Stamp of Attending E"H
Physician/ Hospital ate
[ | [ |
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