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https://cs.chinalife.com.hk

FF XL M RIEES{E 53R TIME LADY INSURANCE CLAIM FORM

{REEFFH AR Name of Policyholder Z{RA LR Name of Insured fREE#RSR Policy No.

SRIRABDE/ #EHIEES 1.D. / Passport No. of Insured

fREEDP 7+ AZE ) INSURANCE INTERMEDIARY INFORMATION

R A2 Name of Insurance Intermediary

REED T A4RSE Insurance Intermediary Code Ht 4% & 5E Contact No.

EZ’AX1 IMPORTANT NOTE

- BRTUREREPFERRBBRELERRERFTEERZEE TIME LADY INSURANCE CLAIM FORM is applicable for lady’s benefit and New
Born Baby Bonus ONLY

- MEBFEHEMAR ZEESR NSRS - BReRE BEREREM . BHNUWRERER AR ZEERFRERX TR AT Forother
claims, please complete the relevant Claim Forms for claims related to Death, Waiver of Premium, Dread Diseases and all other supplements.

- WRFEMERRRENETERUER  FRABEIMERT ZHEFZBEEEIZA For application of New Born Baby Bonus or claims for
Congenital Anomaly Benefits, a copy of the new born baby’s Birth Certificate is required.

- BAMNEREHEBREZRETR - SRERME R EERREESEER T A AT) References such as the Patient's Card, diagnostic or laboratory
reports should be submitted.

- BMIERESARFER - TAERNNBENR  RRAMREBFIBAZEANREEXNNUEZRZIFE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- RBEBRPAZ "ARQF L S "TEAT . 2FRMIETPEIASRBCEINKRDBBRZATE] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- MRHEASTN\EZU L SRARREFBALEHRBEBAZEAPER  URRAST/\EUTN  XHFREBEREFBA
ERZRAZERAESEZHEANERAEE - IRRARELEBAARGEARERS HERARBUALSERARERKAET - TR
B4R M BEAERERA - 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.

- ERGRAGREBFEAENREALBESEENZRE  WER—URBATURE - REAZBEABNRIGHARERERAREPHRZENE
WKEE EREEANBE M ZA - 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.

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

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

- MEBERTER - FE B NIRRT ABESSRE R AT R FIREEL4R(852) 39995519 B3R - HEMN RIS KB X HBESFETEBET
EFE 313 s)‘%qﬂ B A KJE 22 12 - 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.

- RATEHBISENILRFER - UEIHEERTERLNTEKNPHER - BEAKRLQT4IE www.chinalife.com.hk 21 EE K N & &FT AR
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.

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

| |
v ——. T

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

F—8Mn - REEN @REAER - MBHEAKHE 185 - UHREFAAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. —#2E 1 GENERAL INFORMATION

1 RE{RIEEERI Nature of Claimed Benefit(s)
[ 745252 %55 New Bom Baby Bonus

[0 s=—+225 15tBom Baby [0 =55 29Bom Baby
HHEER 5 ¥ & Name of infant $i4 HEA(%E/8/8) Date of Birth(YYYY/MM/DD) 145l Sex 478 RAEZ 9545 Birth Certificate No.

[ 2254262 Fetus & Infant Protection

O =R« - %2 RAE Carcinoma in-situ of Breast and Female Genital System

O s 4 BERE R 3% Systemic Lupus Erythematosus with Lupus Nephritis

[ =288t 255 Complications of Pregnancy
[0 =4+ Ectopic Pregnancy [0 %4 Hydatidiform Mole
[0 me P32 5 M Disseminated Intravasular Coagulation [] EE#BRZE #1% Postpartum Psychosis

[0 s2525: X 2% Congenital Anomalies
O =K4%4 % Down's Syndrome O #s&mEz=E Spina Bifida
[0 %% M ESE Tetralogy of Fallot [ #&#&7K Hydrocephalus
[0 as&misRaERE R Ossophageal Atresia & Oesophago Tracheal Fistula

2 [EsE/{TEE(WMZEIEE) Occupation/Business (Compulsory)

B. JA%Es¥ 15 TREATMENT DETAILS

1 BREIRFER B (AR 24 4 A IR E S R iI#E) Date when symptoms first appeared (For Systemic Lupus Erythematosus with Lupus
Nephritis & Carcinoma in-situ)

F Year B Month H Day

| I —

2 GEHEIARIfRE Please give details of symptoms.

3 WARMLEIER/ME R K2R/ 58 £ /52 B/ B B8 The Hospital/Doctor/Clinic/Institution that has attended to the above condition

Eﬁ%@/&lﬁﬁ,ﬁﬂ BAERaE HREERE G TRV
Date of Consultation/ Confinement Physician/ Hospital Contact Tel. No. Hospital No/ Patient No.

F Year| A Month | H Day

C. Efth¥# OTHER DETAILS

1 BETHERBBTEERAHRNELNER? N8  BHIHEZRENREG - WR5IA
BRZERNBBERERWZE BAZERAVTEZ BEA - Have any of your immediate family 0=y =N
members suffered from a similar or related illness ? If yes, please state relationship to the relative, = Yes ©
name of illness and the date when the iliness was first diagnosed.

FE=ERR Please Specify

2 RBETIREAREZBIE?UA - FIRHE - HERIRFHFERESZ X - Doyousmoke ? Ifyes, 0 =v 0=
state quantity, type and duration of smoking. = Yes °
#8751 Type F4EIRNE 22 A Duration of smoking
X A £ Daily consumption (3Z/ 83 piecel pack)

3 RBETAREEMRBRASESEUMNIRE? MNE - FILZRBEATNEHE - REEHE - RE
S%E © Are you insured for similar benefits with any other Insurance Company ? Please state the name O 2 Yes O &nNo
of Insurance Company, policy no. and sum insured.
fRIB/AS)IEME Name of Insurance Company #AREEE Suminsured REESRAS Policy No.

[ |
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fREE#RIE Policy No.

D. EMA N (GREE—TFEIESZ {775 3) PAYMENT METHOD (Please select only one of the settlement options)

1

BHEARR (FBRHURPRERIANXS - MENARPIHAE AL R/ZHEARPRIBAIRT F/BEE/F1E)

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

O

O

EREFAARBESRLHEENRE O To a registered Faster Payment System (FPS) account set up in Hong Kong held by the Policyholder

$R 17278 Name of bank #R1T4mE Bank No 3174w 5% Branch No. #R7TRR B3RS Account No.

L | | L | | | L | | | | |
RERBASR(FX) WBERREFBA) IRERBALREN) (MWEARREFTAAN)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

TEZR, FPORBANRBNBIERBITHARBNGER  BERXH LRABTIARE—BET - FIEARBEERBEEANARER
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.

EREFAAREERILMEITTE O To a HKD account set up in Hong Kong held by the Policyholder

#R17% 78 Name of bank #R1TAm5% Bank No 24T#R3% Branch No. #RITRR S SRAS Account No.

L | | L | | | L | | | | |
IRERFBASER(PX) (WEARREFBAN) IRERBASEREEN) (W EARRERFAEAN)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

ZEE (T} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T~ A RHEEFE =)
Telegraphic Transaction (Please download related application form from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim)

A ERITENZRZE HK LOCAL CROSSED CHEQUE

2
R

=

EHOEIE Preferred Settlement Currency
] BEERPEASRBBINROBRATEAZEERIREKEE)

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

O
O

O

OO0

RBEZEFERE D /0IEE Collect Cheque at Customer Service Centre in person (MR E2EBE LRBREHEARNEES - MREFBEAY
AERENRE - ARRAUZERAXN  UFHEREFBATESNEBXHRERAITNEEEZPRBE P OWEZE - ) (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.)

IRAESE =& (B A)EEY Pick up cheque in person by authorized person

RAEAGE AN ER S EUN= 87 E - SR
Name of authorized person Contact no. of authorized person .D. no. of authorized person
& 1¥ Wan Chai [ & i 3th 25+Other Location:

*2B 1 www.chinalife.com.hk B9 " BEAEFAFT L > T AR 0y ER B EBERNEMINBERE B U0\(J075) - *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).
RS E (R BB FCHYEAN i 1E Mail to correspondence address registered in our Company

#ARPR P T ABEIE Deliver via Insurance Intermediary
KERFTEXEERE BIETERITHT AL A ) Deliver by bank officer (Please state the branch and bank officer)

#R474317 Branch # A 8 Bank Officer

H{th 885/ OTHER PAYMENT METHODS

O

BENREREHE (BEEARE—REFSBEARNENZRE  BREERERS - U RERCSEERERZE - ) 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.)

{REESRHES Policy No.

Hth - 57708 Others, please specify

FEREFFEIR RNESR - FIES "TRBIEI N EER

* Please complete the SPECIAL PAYMENT ARRANGEMENT REQUEST FORM if apply Uncrossed Cheque or Demand Draft.
||
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fREE#RIE Policy No.

E. R{EPTFEX B E CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® FfifIISZ# Additional Documents ; * A3EF3 Not Applicable

REFAFR X CUFIZ BRI A TR A A TNE 5 IR th 0 3E) B R IRRS(E
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Time Lady Insurance Claim
HE MEZHE 7 ARBERE—EBD Partl of this form completed and signed by your good self v
HEZEHIER Y EEBRERE _MMHEZEBEIRSE Claim Form Part || - Attending Physician’s Statement to be v
completed by the attending physician
MEBEMERTRENBRAERMER  FRAFERIMEER 2 HEEBEEIZ For application of New Born v

Baby Bonus or claims for Congenital Anomaly Benefits, a copy of the new born baby’s Birth Certificate is required.

BTNREHERZFRESR SECRGERZEHERBESSZERTALT
References such as the Patient’s Card, diagnostic or laboratory reports should be submitted.

O0 0 0.

H[E R #ER 2 B F B R RS (RS 8 ) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) L]

F. B AERUIEZAR PERSONAL INFORMATION COLLECTION STATEMENT

AANEMEICHBRIFE "HPREASRE (8% ) ROBRLAS . WREBAERER - AEEMRANKEBAZERER - oR
https://www.chinalife.com.hk/zh-hk/privacy-policy F &3 E P EI AFRMER (8 ) BRHBIRASTIZEE - /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.

G. UeEME A FFEfRE & E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

KNEMECWE  EQATEMRBEEERERTRENSUREFEAMFENANRERK "REHE ., (VE T&8E . ) REWHNRERER
ERHERXTZE - RREEERTULIREBARBGRS - KEFNIXIRESRESEEARGDRABNRESBAEIARLAHERKE R - BREWEE
B - FHBPREASCEINROBERATHIAE 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/.

H. ERAK#Z# DECLARATION AND AUTHORIZATION

21 Authorization

ANHEHM - 2RANREFBNREAN ARFANHFRERKFEZZHRANB)ZIEE (1) EEEET - EMEE Bk 20 R/RRAS - ]R17 - |
FIHTE - BURERPS - SUEMEE - BB A L - NAMEFHEERTEBANEMBRMEZRRAZLHE - REHERE - OB SEREMR - B
REXGEERTTEASRE (585 ) ROBRAS (UTEE "8R3, ) ; 2 E/ATNEUEEEZEBRHEERSERNLEMN - IMARE
BREBERANRMEARREZZRAETHE ZEEIE AR - (FAERARNHMERNEZZRAZEEARL - IHEREHRANRMZERARZE
ABBHRT ; MERNFHMETEHETRENR - WEESNENN - WEEENT AR IEARITEREWN - | 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.

A Declaration

ANEM - SRAREFANREA - ZEBRARES()LE—VBREREENFAEEE - FREEaANHMBRFRAE - BANRMPAFFAE - 95
FEZEHURERN,; AARMPEMARNTE-EEEEE  ANRMIEFESEEABRFRLINRA ; QFNFHFAETAAREL ZEEER -
MREARPFR DERRNERE EATBERMAES  ERTARIEAOR - HHREAA L A BERBEARPFERABNER - EAT IRERIFREEZ
REBARESBE -

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.

l. MEGEEZ BRI LEE) SIGNATURE (Please DO NOT sign on BLANK form)

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

% ZE Signature

%2 Name
SE/ZBIKE LD Card /
Passport No.
F Year | H Month H Day F Year | A Month H Day I Year | A Month H Day
H #A Date

*RIEANEZRARESE ARG
*Relationship with Insured/Policyholde
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{REE4RIRK Policy No.

F_EiMn - E0BEREE (HEZBLEER  FIEEABERRA/REFEA/REABITEE)
PART Il - ATTENDING PHYSICIAN S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 7% AEY PARTICULARS OF PATIENT

1 5% A Name of Patient

2 FH KR Age and Sex

3 51pi8/ #EHRSRES 1.D. Card / Passport No.

B. AR M ERK T IREAR H3$AE Z2/W5E CLINICAL HISTORY OF FEMALE DECEASES AND PREGNANCY COMPLICATIONS

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

S [ S E—

2  BRUYIRMWEHHEASE = 9MEE B EA Date of the accident occurred or symptoms first appeared
F Year A Month H Day

S S S e S A ) A E— |

3 RABRBERILFAE 2K 2 B EH Date of first consultation for this condition or related illness

F Year A Month H Day
| IS I I E— | | I | L1 |
4 FERFRIPEREZE 2 EARFNRIE Please describe the symptoms and complaints at first consultation

5 WMASEHEMBEEN?NE @ FiRMZEBEZU R KM - Is the patient referred by other [1= ves [ % No

physician? If yes, please give the name and address of the referring doctor.

6 2R Diagnosis

7 {EBRER Hospitalization Details
E2PT & 18 Name of Hospital

AB% H 88 Date of Admission F Year A Month H Day

L 1 | L 1

i f5% B 48 Date of Discharge £F Year A Month H Day

L 1 | L |

8  F{l§E Y Surgical Procedure Details
1l B & Date of Surgical Procedure F Year A Month H Day

L 1 | L 1

F 1% %8 Name of the Surgical Procedure

ZF1ili 1% 2 Nature of the Surgical Procedure

9 UREE . FRBEZEE HERHGER BAEEAHBERLRE ZEZNIRESTE] Brief Discharge Summary (including

treatments, investigation procedures, results, and/or any complications and follow up plan)
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{REE4RIRK Policy No.

C. AR TR EE INFANT CONGENITALANOMALY
1 RIEAXMEE ZHEEL2E Exact clinical diagnosis for infant congenital anomaly

2 FEREFMBEKRFRHEEEIR Please give details of the clinical manifestations.

3 AEIRE  ARMLHEPEZEAE MERELER - AR EOHBERBDIREETE] Brief treatment summary (including treatments,
investigation procedures, results, and/or any complications and follow up plan)

D. E{thE8JE % OTHER MEDICAL HISTORY
1 RABEFAEBLUTHIE/BE - Does the patient have any medical history or habit as indicated below?

[ = Asthma [J ks Cardiac problem [] #& 5= %% Diabetes Mellitus

[0 ZEFF 3 Hepatitis B [] =mPE Hypertension [] &5 =1 Previous operation
[ %2 Drugabuse [0 =ittsmaE Family history of cancer [J 5% Unfavorable family history
[0 &uE218 Ddrinking O =218 Smoking

[ WMEESR% None [ EftEss - 3R Other disease, please specify

2 ZRASEEBLAEFRIHMREERESBENEBRAE ? MEE - FBEFE - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H 48 Dates 7% Disease AE/MERFE Ban/EREE
F Year | B Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 HEREmASE/RIELE B 1S Please provide details of Drinking & Smoking habit of patient.

1844 8 Drinking/ Smoking start date since F Year B Month
L

H Day
| IS I I I |

£ H F3 £ Daily consumption (3z/81/18 /% piecel pack/ bottle/ can)

E. 2B 4E R ATTENDING PHYSICIAN’S INFORMATION

TEERR BE

Name of Attending physician Qualification
ik BABEERE
Address Contact No.

£ Year | B Month | H Day

FTRBERE/BERERE

. . HEA
Signature & Stamp of Attending Dat
Physician/ Hospital ate

[ [
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