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e EBERHFER-ORA
CRITICAL ILLNESS CLAIM FORM - HEART ATTACK

{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/AA IMPORTANT NOTE

- WERBERR "TEEL 3 T RERE . MINREREEREEEE - This form is applicable for Dread Disease or Major Diseases benefit riders.

- BUIERESARRER - HOERNNEENR SRAREFBANREANBREEXNAIEZEZIFE - Please complete this form in
BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- REBRFAAZ AAT EH EAE ZFRMIETEASRECEIN R HBPRAE - The expressions “the Company” or “our Company”

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

- RBEFREFAMOLRAZRANREFBANRENER  URERERE=-TRAANEDERZEBARLREHAEZERZERR
Nl © 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.

- IREARBT\RIU L SRARREFBAVDRRBEREARZERABFE  UREABT/\ELT - ABFEREBHRE
FEARRBAZRRAGZEZEANERRRE - IRRAREFEARGEAEER  HERARBURASERAPBERR
BT WIRHBAGEIAKESFER - If the 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.

- BRRAREFBENREALUBEENRE  VEH—UREATURE - REAZBABRRAEAREERRESRFERZ
BEMERABEBREZEANS 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.

- RERANREFBANZREBEAZZZNRBEAR NS 24 ER4E[E - The signature of the Insured / Policyholder / Claimant must be the same as
the Company’s record.

- REBENATFBTELBWRAFFRIARTKAATEUWE! - Receipt of this form by your Insurance Intermediary or bank officer does
not constitute receipt by the Company.

- WARTER FE B MNRRPT ABSBEARL TR PR EAR(852) 39995519 B - MEXNRBKABEXMGFTESE
BELEERE 313 SRR A ERE 22 F42 - 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.

- AREEEBREMRER  UWESSIEBRTEARAATERNBHERE - #EAXLTHIE www.chinalife.com.hk 2| E & &
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.

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

| |
ML

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REE4RIRK Policy No.

F—EMn - REEN @HSEAES  NSEART 185 - HFRERAAES)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. Z{r AE PARTICULARS OF INSURED

1 F#RM4Rl Age and Sex of Insured

2 [448EEEE Contact phone no.

3 RIEEHFELERI Type of claim O =%x=1E New Claim [0 ===/ Further Claim
[0 #2852 Pending Claim [0 =#t/E#% Review / Appeal

4 Bk Mailing Address

T City EAZ Country

B. /RAEEE KA FIE 1 NATURE OF ILLNESS AND RELATED INFORMATION

1 JRAEZFE Name of ilness

2 EHIEEEAR Please describe symptoms

w

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

1 1 1 L1 1

4 W2 BHE/BREAIER The physician/hospital first consulted for this injury or illness
sKk52 B #A Date of consultation: F Year A Month H Day

- IS I I S| L1 1 L1 |
B2+ /BB 278 K HE Name & Address of Physician/Hospital

(3,

Hith & 28 b ES BT ELRREE/BFRER Other physicians/hospital consulted for this or similar conditions
sKk52 B #A Date of consultation: F Year A Month H Day

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

6 BTEEaEMERASREELNERE? B8 - AIZEEMAR - Are you insured with [0 2 Yes O &nNo

other insurance company for similar benefits? If yes, please give details.
{RBR/AS)ZH Name of Insurance Company ~ {REESEAS Policy No. RIELERI R ARPE SRR Type & Amount of benefit

C. Y73 T0 PAYMENT METHODS

1 BBAR FRHEKSEEXH  WNERFFAASZ/ZERIRFRBNRIT R BAEEFR)

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

O =REHEA/SEAREEERMEERS O To a HK account registered as the FPS account in Hong Kong held by the Policyholder/Insured

$R 172 Name of bank #R1T4m 5% Bank No. 31T #m5E Branch No. #R1T8RFE R4S Account No.
| | | | L | 1 | L 1 | | | | |
REFBAGR(PXY) WERREFBA/ZRA) IRPFAAGREXY) WERREFEAN/ZRAN)

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

TEMR, FPRBANRBNERESETHIARBHNSEE  BERXSH LIRA/ETIARE—BET - FIBARBEEEEARARER
B8 - “Faster Payment System” (FPS) is only applicable to the payment in HKD or CNY. The maximum amount of each transactlon 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. 4375 =((4%)PAYMENT METHODS(Continued)
O zRsEssA/SEAREEBETINETTE D Toa HKD account set up in Hong Kong held by the Policyholder/Insured

#8172 % Name of bank #R1T4R 3% Bank No. 1T#m5R Branch No. #R4TERFSRAS Account No.
L | | | L | | | L | | | | | | |
IREFAAER(PX) (MWBRREFTBEAN/ZRAN) IRERBAGREX) (MWBRREFIBEAN/ZRAN)

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

O =sE EEXREEEEABRSES) Telegraphic Transaction (Please submit Claim Direct Payment Application Form)
2 AinIR{TEIRZE HK LOCAL CROSSED CHEQUE
kv3

FEFUE HEEEIZ Preferred Settlement Currency

[0 == po n BERPEASREBE(BINRDBRATEEZEERIREKEE)

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

O ®MBEz=FRHBEF/OIEI Collect Cheque at Customer Service Centre in person (MIIREREBA LN BREHESLEE - MREFBAN
AEAENRE  ARFFLEERAXN  UEREFAATRENERXHRERASTINEEEFRBE P OUEEE - ) (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.)

EHRESE =& (058 A)ZBEY Pick up cheque in person by authorized person

O

HREALH REANMAEER HEAS D ERASHRES
Name of authorized person Contact no. of authorized person .D. no. of authorized person
[ 7 Wan Chai [ EfthithFs*Other Location:

*5A 1 www.chinalife.com.hk BY T B8 F M L > T AR D0 EREEBEARNE MR E FD/0\(N7A) - *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).

25 2R E B ECHI@RN 3L Mail to correspondence address registered in our Company

IR T A EIE Deliver via Insurance Intermediary

KIRTTEEBEE BIETRTOITRENAB) Deliver by bank officer (Please state the branch and bank officer)

OO0

#R17347 Branch # A 8 Bank Officer

3 EfthfEF753{ OTHER PAYMENT METHODS
[0 #BUREREE EERARE—REFBEARNENZRFRE - FHREERERS - BURERCSEREMRERE - ) 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.)
{REESRES Policy No.

L 1 1 1 1 1 1 1 1 1 |

[0 =fth - 553368 Others, please specify
FEREFFEIRS RER  FEE TR BEE, -

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

D. {EAZERIUTEEEERH PERSONAL INFORMATION COLLECTION STATEMENT

ANEMEICHERFE "PREASRE ()85 ) ROBRAS ) WIRERAERER - BRSMARANINER[AZRNER - o)
https://www.chinalife.com.hk/zh-hk/privacy-policy &t 3% a5 B A S RME ( 7590 ) REDBRASIZEEY - I/We 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 https://www.chinalife.com.hk/zh-hk/privacy-policy or is made available upon request.

E. WEUE A IE{REEIE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RNEMBEEWE : ERTEMRREEERERLEEQSURESBAMBENAYNRERW "RERHE, (T8 "&&, ) RBK
MHER ST HERITZE - RREEEFMoLARBARGS - RBFNIXNRIERRESEEROEENREFEABNXARLE
HERWER - BEWEEENES - FABEPREIAZ(EINRNHBIRASIRIAIE 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

H 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. R{EFRE XIS E CLAIM DOCUMENT CHECKLIST

v B Basic Documents ; ® BfifIISZ# Additional Documents ; * A3#F Not Applicable

REFABXH BRI A TR A A BINE F RS 0 3E) BEEE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Critical iliness claim

OO0 e TEZUEE s AsERSE L4 Part of this form completed and signed by your good self v

n HAFEr2BLEE VRERFERE _MBNHEZEEHRESE Claim Form Part Il - Attending Physician’s v
Statement to be completed by the attending physician

n B8/ X S/ SRR WOER OEE BRBERIERRIRS (N A E) Laboratory/ X-ray / CT Scan / v
MRI/ E.C.G. / Pathological Reports (if applicable)

n REIEASREEXREIPE (W ARBEIRHIRE IEZA) Original Policy or Policy Lost Declaration (if unable to .
provide original Policy)

u HEPREN ZEHKFPREFEREER) Sel-Certification Form(For Claims) for Common Reporting A
Standard (CRS)

O SRARRSEHBEAZSHERIZE The Insured's and the Policyholder’s ID copies v

G. AN EH# DECLARATION AND AUTHORIZATION

1E#E Authorization

ANEHM  2RAMREFBEANREAN - KRANEMBRERREZZRAMB)ZULERE (1) TEEE - ZMEE - Bk - 20 R
BAE] ~ IR1T - BURHEAE - BUGSERPT - StEME - ABSiA LT - NHESIEARAARARANRMERREZZRAZLHE - 2050
BERE oz EERNRESR BSRNAERAELNT; 2 ELAENHTEEEZBEHWIEEMESNERAT - dMARESRBES
NEMIEARBREZZRAETIE 2 BB LA - FRBEZANRMERREZZRAZRZEAMNRD - IREH RN 24X
ABREZBARBNRS ; IERANRMETHBETR/ENS - WERESDNEN - KEESENEEARE ERITERENN - | /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.

%2 BA Declaration

ANEM SRANREFBENREA  EUEBRAEER() m—UEAEEENAEER  FAHeaANEMRFME - A AFEM
FRHEFR1S - 9RBBEZ2EURERN ; AA/RMPBEANTA—IEESEEE  ANHKMOEBEEEEABRBEER LRI ; QFA
IR AP 2R - BREAPFR LERHHERE SEABIEKRMAEN - ERSIAEZHAIR - EHEA L AEERM
TORPFERFABNER - SRR AREEZREIRARIERE -

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 BEGEZEZ ARG L E) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FE 18 BEILLL) REFAAN | REA* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

B 15338/ R 5%S 1.D. Card /
Passport No.

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

H &f Date

*REAERFANRESAARG

*Relationship with Insured/Policyholde
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{REE4RIRK Policy No.

E_EiMp - TRBEREE HEIZEBLER  MAEABRZRA/REFEA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 7% AE#Y PARTICULARS OF PATIENT

1 &AL Name of Patient

2 FH; BRI Age and Sex

3 B1{p:&/ #HRIEEE 1.D. Card / Passport No.

B. E®RE I CLINICAL DETAILS

1 WAZEBERCERT]EHZE We can trace the medical record of patient back to
F Year A Month H Day

L+ 1+ L1 1

2  BRUEIAREHEAEE S HH Date of the symptoms first appeared
£ Year B Month H Day

S e S A ) A E— |

3 HWABRBREIILRAE 2 K2 HEA Date of first consultation for this condition or related illness
F Year A Month H Day

I E—|

4  FEEMRIAEREZE ZEARFIFRIE Please describe the symptoms and complaints at first consultation.

5 RASETHHEMBLEEN?MZ @ FBIREHZBE 2B KL - 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 fAIBSHEE2 When was the diagnosis made £F Year A Month H Day
| IS I I E— L | | L 1 |
8 MAROEEEIRE? A - FF i E 45 - Did the patient complain of chest pain recently? If so, please [ ves [ = No

describe the characteristics of the onset of the chest pain.

10 FFARAREEEANEELIE Please describe any change in ECG

11 EBMERALORERZAE BEREER  AGTOHSBERLIRE 2EZHIRESTE - Other treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the heart attack
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{REE4RIRK Policy No.

C. BT~ Z2E%E R (4) PROFESSIONAL COMMENT(Continued)

1 RRLRRSEERER  EBEEMKAAR ? N2 - FIRHUARZABRIAEEE - Is the heart 0 2ves [ No

attack 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 A Month H Day
L1 | L1 1

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

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

3 &1ETEHI The prognosis of the condition

4 RZREBEANRGRERBRSBHER IsitHIVrelated?

D. EfthE&% %~ OTHER MEDICAL HISTORY

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

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

[0 ZEU8F % Hepatitis B [] =m/E Hypertension 2452 F1l7 Previous operation
[] &%z Drug abuse [] &&&48 Drinking [] ®y=2218 Smoking

[0 =zw&t4RRE Family history of cancer ] 5% Unfavorable family history

[0 BLEEE% None [J Efth#dx - #7288 Other disease, please specify

-

2 BRRACSEEBRLAERIHMBREERESEENERAE ? MEF - FHizF1E - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H 8 Dates 7% Disease AE/ERERE BryE/BREE
F Year | B Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 AIRHEUE/RIEZEEF15 Please provide details of Drinking & Smoking habit.
Z 1B %4 B Drinking/ Smoking start date since F Year A Month H Day
L |

2 H F3 = Daily consumption (2/B1/18 /%€ piecel pack/ bottle/ can)

E. =24 E R ATTENDING PHYSICIAN’S INFORMATION

FEBEYR BE
Name of Attending physician Qualification
iiih o B8R
Address Contact No.
ITUBLEE / BEES % Year | A Month | H Day
Signature & Stamp of Attending EH‘H
Physician/ Hospital g
| ||
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