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EEEEI!?EE{THE?H:#%EFE%%E( RIBERARBRERZES )
GROUP HOSPITALIZATION DIRECT BILLING PRE-APPROVAL FORM
(Applicable for hospitalization in China)

{E = & 18 Name of Employer EBE{REELRIE Group Policy No.

REEd 7 AZ R INSURANCE INTERMEDIARY INFORMATION

R AL Name of Insurance Intermediary

R ALLES Insurance Intermediary Code Mt 4 ZE 5 Contact No.

EE/E4] IMPORTANT NOTE

FREREBIRBNEZIEREE M) - REZBEEREEM) - WRABRRIRD3ELERUES gop@chinalife.comhk HTERE "EHFEIH 3B
IEEIREl - BESHEABBEEATRE LIRS AR 85,000 - ﬂEE/F ZBIRBEARR - BE/RE/REABHBLEEMRE LIRZFRFREAEL -
EEZEEIREREARESRFAEMZPENBERT - ATHEEERERERATLHES/FE/REAFER "ERNIRERS. - HERQ)ARFELH
BB Z AR A B A ERE B B IENRIEPFE 2 i R (2 HERE BB 2 M R O RIE S AR R ERALPTIE3 \Z?%EY#EH&@%I%%?E Please
complete Part 1 of this form by the Employee /Patient /Claimant and Part 2 by the Attending Physician and send to Claims Department by email to gop@chinalife.com.hk at least
3 working days prior to admission to hospital. The limit of Guarantee of Payment is up to RMB 85,000 only. Employee/ Patient/ Claimant agrees that Employee/ Patient/ Claimant
shall be personally liable for any outstanding amount which exceeds the limit of Guarantee of Payment. Subject to the approval of this pre-approval application, the Company shall
appoint HealthMutual Group Limited to issue a “Letter of Guarantee” to the Employee /Patient /Claimant.  Please note that (1) the result of this pre-approval application does
not constitute or guarantee an approval of the subsequent claims application and (2) approval of the subsequent claims application and the reimbursable amount shall be
subject to the provision of claims documents and according to the policy provisions.

BUERERARER - TOERNNBEN - EEREBREANBEENNMUEZEZIEE - Please complete this formin BLOCK LETTERS. Allamendments should
be endorsed by the Employee /Patient /Claimant in full signature.
KEBEFERTEAAZ "AAE, 5 "TEAE . Z2FRMETEASRE (/890 ) BRHBBRAE - The expressions "the Company" or "our Company” used in this form
refers to China Life Insurance (Overseas) Company Limited.
BRFAERR—ALEEEEF - One form for one patient only.
tIMEEJF%/;ﬁ BART\FEHUL - BERFEIREAVDERBERREZAREE  MBRE/REABT/\EUT - KBFEREHREERFE/REA
ZERADEEENEBREZZ NEEREBIREARGEAEER HEARBURANEBAPERNET WIRHBEGHERRELEFER- If the Employee /
Patient /Claimant is at or above age 18, the Employee and Patient /Claimant must complete and sign this form by his or her good self. If the Patient /Claimant is under age 18, this
form should be completed and signed by the Employee and Patient’s /Claimant's parent/ legal guardian. In the event that the Employee /Patient /Claimant 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.
HREREBREALESZENEE  WAR—URBEATURRE - REAZBEABERNRSAREEAREPFAZEMEILETERZZEANSNHZA -
If the Employee/Patient /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.
BEZEHZENEDKRAT 24 AR - The signature of the Employer must be the same as the Company's record.
RSP AHQ§U$EE BRI CFRAATEULE - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.
MAEMIER - FE B THRRD T ABBSERERN AT FRAEEAR(B52) 39995500 B - EZWRIBRAIBNHBESEEEEFHIERE 313 R
AN E K JE 24 F 18 - Ifyouhave any queries, please feel free to contact your insurance intermediary or our Customer Service Hotline at (852) 3999 5500 for details.
Completed form(s) and required document(s) should be sent to China Life Insurance (Overseas) Co. Ltd., 24/F, CLI Building, 313 Hennessy Road, Wan Chai, Hong Kong.
KNTEEBIFENILRFER - TESFEBRTEARANTEKRNBER - BEARATAIE www.chinalife.com.hk BB K NEE#HTARZ - 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 RABECHEBS AT ZE - ST REE - Ifthere is any discrepancy or inconsistency between the English version and the Chinese version of this form, the
Chinese version shall prevail.

—8Mp - REER @RE/FE/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Employee /Patient /Claimant)
A fBE/fREE R INFORMATION OF EMPLOYEE / PATIENT
1 {EE & Name of Employee % & 2 (AN FEfE B) Name of Patient (if other than employee)
tH3Z Chinese HH3Z Chinese
2L English A English
2 [EEBD:8/ MRS 1.D. Card / Passport No. of Employee B % /B3RS 1.D. Card / Passport No. of Patient
L 1 1 1 | | | 1 | 1 | 1 1 | 1L | | 1 | | 1 1
[ 5 -
FEABRE (55 ROERAE (RhBEARRNESMRLZRHOERAT) T
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) 5012101201
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EBSREE4RIE Group Policy No.

A. {ES/%& & (48)INFORMATION OF EMPLOYEE / PATIENT(Continued)

B2 4 /B2 P 2 F A 33k Name & Address of Physician/Hospital

3 AEBZ{R{ES % Relationship with Employee
4 HE#% Member/Employee No. | L | L L
5 K48 ERE Contact phone no.
6  EFPHL Email Address
7 BTARER—SHEMESaEHMFREATIRE ? 2 - BiRHZREATIZERFER
& - Did/Will you make a claim against any other insurance company for the same incident? If yes, O 2ves O =no
please indicate the name of insurance company and policy no..
REZ/AS]BTE Name of Insurance Company {REESREE Policy No.
B. EE4SMEBT FOR HOSPITALIZATION DUE TO ACCIDENT
== 3 =+
L 59}~§;$_EI§H&HT;FE‘1 i F Year A Month H Day i Hour 73 Minute i
Date and time of the accident AM/PM
L | | | | L | | | |
2 EYMEEH MBS Place of accident occurred
3 BINBREZEERZEFHE Please describe the cause of accident and details of injury
C. AR BT FOR HOSPITALIZATION DUE TO ILLNESS
1 JREERTE Name of illness
2  FEMMEARR Please describe symptoms
3 EAR{OIREREYA L IR? When did these symptoms first appear? 4 Year A Month H Day
D. ;AEEE¥15 TREATMENT DETAILS
1 YIE2BE/BRRAIER The physician/hospital first consulted for this injury or illness
sK2 H#A Date of consultation: F Year A Month H Day
_ I I I | I | | I |
B4 /B2PT 278 K Name & Address of Physician/Hospital
2 HtZ2AUtESBEELRRMNELE/BREM Other physicians/hospital consulted for this or similar conditions
k72 H 81 Date of consultation: F Year B Month H Day
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EBSREE4RIE Group Policy No.

E. WINERERZERFRES (UWRHOLEER)
CREDIT CARD AUTHORIZATION FORM FOR SHORTFALL COLLECTION (THIS SECTION IS MANDATORY)

WMhBAR (85 ) ROBIRAS ( UTFEE "ART)" ) EEOBRIUINERBLEERREBNEIIEELE EFERNERLABRRIESHEE -
IR EEFEEAATUUTERRFOUNEBEERNER - GRFEFAVABHBEESFRE/REAN - NELBBELIRBEER - KA
H TEARBMBEE NTIUXEEB R ERRPHIINE@AELRER - If the expenses which China Life Insurance (Overseas) Company Limited (hereinafter called ‘the
Company”) paid directly to the hospital exceeds the eligible amount of qualified claim or the relevant shortfall or expenses is not included in the benefit coverage, this authorization form
will authorize the Company to debit the relevant shortfall or expenses from the below credit card account. The credit card holder must be the Employee /Patient /Claimant. If there is
shortfall after claim adjudication, the Company will debit the shortfall amount from the credit card account 14 days after the issuance of "Personal Payment Breakdown".

BFRASS : RBRASEERRE: BRARZE:

Cardholder's Name: Cardholder I.D. Card/Passport No.: Cardholder's Signature:
EREEORE: ERFZIHA:

Credit Card Account No.: Credit Card Expiry Date:

SRR 1 via [ veser RRABGSER:

Credit Card Type: Cardholder's Contact Phone No.:

KANEBERERPEAS (B ) ROBRASIRAAULERRFOMKRREEEE - AEERNER (NEH ) - %FYear | AMonth| HDay
| hereby authorise and instruct China Life Insurance (Overseas) Company Limited to debit the Deposit Amount, the outstanding shortfall or

expenses (if applicable) from my above credit card account.

F. BAERUZEZERR PERSONAL INFORMATION COLLECTION STATEMENT

PEASRE (B ) ROBRAT (RPEARHMBEEMRIZEROABIRAT ) ( FEARRE)") BEEE (BAER (TR ) K6 THEAER

WWE - FA  BEAEAMAANER - ARTIERRSZNABENENRERAER - WHRR—IVECUTHSR - BRAASMFEABRRNE

W - ARTHHRNIEI TSR - BREABRNZZYE - RERBEERACEENERSIIMEFNS - MRS TERBEABERBEDR -

BTHEABERSERER - WHEER ﬁﬂ%ﬁé"lcﬁﬂﬁ’&jﬁ HATRNEAERR - ARSI URERARER T ERNER - EMRE -

EARRERABRZER (“KEBR"): "FﬁUaﬂEnH%EﬁL,("FE’J

"AATREE T RAATEAMB AT ZIS’AEEHH‘J%“’AT URARRBNERT) - BATHAMBAT - BASMEMUMELT - KRB RS - PEH

ASRRR (£H ) AREERZAT ( "AASEEREES" BIFHRERE)-

B : AR TR BAVEERE TNEABREFIIRE

1. BEETFEN  RENEEART  ARTEBLAARTMERESERHNER / KRB ( 2R T X SERRHEENMERBAER" 55 ) DUKE
45  BEENRFRSER /R

2. BRIENFEE TMARIRALATEMSNER / RIBRERLOETRFEREK ;

3. BFEMEHEERBE/REARREERAN / NRESERE)AATEECRENRE - SFEARKEN - Eol - 8T - {5 - EHNKE ;

4. MARTM / RALSREBLGRENETER / RFMEER PR EMRESREN - StHEFREMRBSRLN - NEEMP RE N EMERRE

ANETREARNETEN - SEHRBETRES ;| MREANBLRFETR (EmEERMIILPAMBLNRESRR ) FIENEN ;

AEETHMBEKR

BARTM | AARTEESRANER / RENERENER | R ;

RARTM | AAATREETT - TRIRBTENBRNEERBAT HEMENETHSNEEMSE ;

BERABIRMIINETEN - SARTARFELLAE FARNEOTERETHE ;

mETMERAEEFE - RAEWRICERE - RA - BA - EFFRIIESIEK - HHEFERE BN TN ELNEtMBUTSR BEEHBRER

ETHE

10. ETBNA / HERREN / SHEHEBU ;

11. FRBERQSEBEEAMNVEMART ;

12. ME N ERRBFANEARPRABRARKAEE R LTEMEN ;

1B RBFIE (RHHEA) PEFBHUBIRFENNRE  ETHENEREERER ; X

14, 8 P BN EZERINEM B/ -

BEAERNEE . EABRBEFURE  BEBTEQERZREXNARET @ UBET

1. EAARRTEES ;

2. BARSN/ AR STEBESRENETER / REMBE T SHHEMREN - AEMPRE THEURBAENETAL ( BFMAARESNER
BREAT );

3. MARTM / RALSREBLGREER / RENECTRE  AGBNE= - SREUBREBASE - RKERHH - BE2EEQT - RETEKEIE
RIS

4. BFEBKERGOEATN / NAAS @ RETE - Bl - BBEE - S - B - X - EHBIK - BEPORYE - EREHRBNEMRS
HE@RIE - EEEE=7 ;

5 BBIWER T ERSER TEENEtAT - FIMEAT - EEEREEN (EHREXERWERT ) BRRRAT ;

6. ARTEMNFEBNEMUERIZRNFGEAN - 2585 - SHEERRSEE ;

7. HUEREEFE RAWFKKEE - RA - BH - ERTFRIESIERARERRTN / HAASERS EEFLIRENEABFEFIsEEER
BAREEKER (B ENENNSE—SEITHM S ZAEERNENEFISEEN BT EEKE ), X

8. EUERBBEHEENTEREUHE

[ [ ]

© © N o »
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ERSREE4RIE Group Policy No.

F. B A U E£ AR (48) PERSONAL INFORMATION COLLECTION STATEMENT(Continued)

9. FRHREFEREANNAL  MtMREEASERERTRIFREFREN ZBER T JREMERBEAER  REEEA - BNEL ; BX;
BEER AL ; Bln ; ZETET ; SRR ; 280 ; EEFES ; EtRIGAS ( BmEEEN  A2RBHIFFASEARPERNEMAL); M
RIGEMIBAERMBFHRENERMFE AN NREN BB ERE LM ( REEZE ) -

BTIWEAENTESRMS LAET—7 (ZHUBEURESERTIRI ) MAMS - B TEERE FTHENBEBEEERS -

B THEAERRER EXPREN—ENZEREENMEBE - MREZRAASSEENERFHEENMERABE THEABERNEER - F2R T RE

BE(esH Bm ERE A B RS D
AHERHBENMERBAZR : XATHE .
1. FERRASAREFAENENNYS  BEER  ERNRBRNASER - KERANTH - MERESNRBRELIETEEERH ;
2. BMART  KAATEBAMNARTHEmESEBH IR NIERNERMRBETERES ( BERHEE  ZERNEEREE):
() R F= - R17 - MESHE - BINGE - RE - SRR - BAF  8B5UREBEERNRE ; &
(b) BRI REREE B0 BEEY  ZEREBEERMRE ;
3. LHiERMRHEREIRERARASN / 5 FIIEERM
(a) EAEASIREET ;
(b) BE=TTERIEE ;
) REAHNE 2 REFVIINERKBRBENART  RATRB SRR M S BESIESH
) F=FEE EFATEEFEIANREE ; R
(e) SXEAATAATL EPRSIHEIRHAEME 2 RPN E @R RIS IMNIRERMEE ;
4. FREARATHEH LEERMRIES - ARTNERRAEDE 1| RPTENWERRHTAREDE 3 RN EEREDAL - DUEZSEA LIFRHEZ
SEmRRBZA ;
5 APSIFNGEETHERRE (EEERARE ) H o aE kRSB NmERILE S =R HE -
BT UBERHRSETAATEEERE THEAERNRRRTE-FFEEREAENEE - MAQASFEARBUEEAERNIERL M LLERZEER
FEZRERR - B TNRBEE T A TALTINERE - FHEALTINEAERHRELE (FBEZ2ETX)-
AREERMEEETUEREAESRNERWNSEER - EABRNESRMELL : R (BAER (TR ) KE) B IARESRALTZEFERE
THEAZER - BEEMUAEBRNER - URERAEALTEEBAERNBRRER - %ﬁ?tﬂu;&k$’&ﬂ%%ﬂ%ﬁ?$’&ﬂﬁﬁh@/\ﬁﬂﬂ%§¢% 0
BRIMEIENER - HAEBREINEER - ERAFFHNERNEENER - 9RMEET R
BAZBREEE
PEASRE (B ) BROBIRAF
EBEFEHEFRE B RIEBASZKE 24 12
B57% : (+852) 39995519 {HE : (+852) 2892 0520
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) (the “Company”) recognizes its responsibilities in relation to the
collection, holding, processing or use of personal data under the Personal Data (Privacy) Ordinance. Personal data will be collected only for lawful and relevant purposes and all
practicable steps will be taken to ensure that personal data held by the Company is accurate. The Company will take all practicable steps to ensure security of the personal data and to
avoid unauthorized or accidental access, erasure or other use.
The provision of your personal data is voluntary. Please note that if you do not provide us with the required personal information, the Company may not be able to provide your requested
information, products or services.

In this Personal Information Collection Statement (“PICS”), the following terms shall have these following meanings:-

“Our affiliates” means any subsidiary undertaking of the Company, any associated company of the Company, and parent undertaking of the Company, any subsidiary undertaking of

parent undertaking, any associated companies undertaking of parent undertaking, for the avoidance doubt, undertaking within the group of China Life Insurance (Group) Company (“Our

affiliates” shall be construed accordingly).

Purpose: From time to time it is necessary for us to use your personal data for the following purposes:

1. offering, providing and marketing to you the products/services of the Company, our affiliates or our co-branding partners (see “Use of Personal Data for Direct Marketing Purposes”
below), and administering, maintaining, managing and operating such products/services;

2. processing and evaluating any applications or requests made by you for products/services offered by the Company and our affiliates;

3. providing subsequent services (including but not limited to health inspection / management) to you and administering the policies issued including but not limited to additions,
alterations, variations, cancellation, renewal or reinstatement;

4. any purposes in connection with any claims made by or against or otherwise involving you or other claimants in respect of any products/services provided by the Company and/or
our affiliates, including investigation of claims; detect and prevent fraud (whether or not relating to the policy issued in respect of this application);

5. evaluating your financial needs;

6. designing new or enhancing existing products/services of the Company and/or our affiliates;

7. conducting market or actuarial research for statistical or similar purposes undertaken by the Company and/or our affiliates, the financial services industry or our respective regulators;

8. investigating any data held which relates to you from time to time for any of the purposes listed herein;

9. meeting requirements imposed by any applicable, present, existing or future law, rules, regulations, codes of practice or guidelines or assisting with law enforcement purposes,
investigations by police or other government or regulatory authorities in Hong Kong or elsewhere;

10. conducting identity and/or credit checks and/for debt collection;

11. carrying out other services in connection with the operation of the Company's business;

12. sending out administrative communications about any account you may have with the Company or about future changes to this PICS;

13. performing relevant due diligence procedures in accordance with the Common Reporting Standard (or Automatic Exchange of Financial Account Information) as set out in the Inland

Revenue Ordinance (Cap. 112); and
14. Other purposes directly relating to any of the above.
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ERSREE4RIE Group Policy No.

F. B A} Y S22 AR (48)PERSONAL INFORMATION COLLECTION STATEMENT(Continued)

Transfer of personal data: Personal data will be kept confidential but, subject to the provisions of any applicable law, may be transferred to:

1. any of our affiliates;

2. any person (including private investigators and claims investigation companies) in connection with any claims made by or against or otherwise involving you in respect of any
products/services provided by the Company and/or our affiliates;

3. anyagent, contractor or third party who provide services in connection with the product/services provided by the Company and/or our affiliates, including any reinsurance company,
insurance intermediary, fund management company , health management institution or financial institution;

4. any agent, contractor or third party who provides administrative, technology, data processing, telecommunications, computer, payment, debt collection, call centre services, direct
marketing services or other services to the Company and/or our affiliates in connection with the operation of its business;

5. other companies who help gather your information or communicate with you, such as research companies and credit reference agencies or, in the event of default, debt collection
agencies;

6. any actual or proposed assignee, transferee, participant or sub-participant of our rights or business;

7. any government department or other appropriate governmental or regulatory authority (which may be further transferred to governmental or regulatory authority of certain other
jurisdiction(s)) to whom the Company and/or our affiliates are requested or required by any applicable, present, existing or future law, rules, regulations, codes of practice or
guidelines to make disclosures;

8. any financial services provider industry association or federation;

9. any person preventing and detecting insurance fraud, who may collect and use the personal data only as reasonably necessary to carry out the purposes of preventing and
detecting insurance fraud: insurance adjusters, agents and brokers; employers; health care professionals; hospitals; accountants; financial advisors; solicitors; fraud prevention
organisations; other insurance companies (whether directly or through fraud prevention organisation or other persons named in this paragraph), and databases or registers (and
their operators) used by the insurance industry to analyse and check information provided against existing information.

Your personal data may be provided to any of the above parties who may be located in Hong Kong or outside of Hong Kong, and in this regard you consent to the transfer of your data
outside of Hong Kong.

Transfer of your personal data will only be made for one or more of the purposes specified above. For our policy on using your personal data for promotional or marketing purposes,
please see the section entitied “Use of Personal Data for Direct Marketing Purposes”.

Use of Personal Data for Direct Marketing Purposes: The Company intends to:
1. Use your name, contact details, products and services portfolio information, transaction pattern and behaviour , financial background and demographic data held by the Company
from time to time for direct marketing;
2. Conduct direct marketing (including providing reward, loyalty or privileges programmes) in relation to the following classes of products and services that the Company, our affiliates
and our co-branding partners may offer:
(@) insurance, annuities, banking, wealth management, retirement plans, investment, financial services, credit cards, securities and related products and services; and
(b) health, wellness and medical, food and beverage, sporting activities, memberships and related products and services;
3. The above products and services may be provided by the Company and/or:
(@) any of our affiliates;
b) third party financial institutions;
c) the Company, our affiliates and our co-branding partners providing the products and services set out in 2;
d) third party reward, loyalty or privileges programme providers; and
e) external service providers supporting the Company or any of the above listed entities in providing the products and services set out in 2.
4. In addition to marketing the above products and services, the Company also intends to provide the data described in 1 above to all or any of the persons described in 3 above for
use by them in marketing those products and services;
5. The Company requires your written consent (which includes an indication of no objection) to use and provide the data to the third parties as set out above for any promotional or
marketing purpose.
You may withdraw your consent to the use and provision to a third party of your personal data for direct marketing purposes at any time, and thereafter the Company shall, without
charge to you, cease to use such data for direct marketing purposes. If you wish to withdraw your consent, please contact the Company’s Personal Data Protection Officer (details
below).

The Company have the right to charge a reasonable fee for the processing of any data request. Access and correction of personal data: Under the Personal Data (Privacy) Ordinance,
you have the right to ascertain whether the Company holds your personal data, to correct any data that is inaccurate, and to ascertain the Company's policies and practices in relation
to personal data. You may also request the Company to inform you of the type of personal data held by it.

Requests for access and correction or for information regarding policies and practices and types of data held should be addressed in writing to:

The Personal Data Protection Officer

China Life Insurance (Overseas) Company Limited

24/F, CLI Building, 313 Hennessy Road,

Wan Chai, Hong Kong

Telephone: (+852) 3999 5519  Fax: (+852) 2892 0520

e e =

BRTIEE : KA / ROEIEIANRMACHELPSWERAERZR (KRB ) KA / REFILERLEEASRIBARZPERNBEARA/FZEM
BAER - SEHEREHEZBNERMREEERA / HANEAER - ANHMASEEELRBERES=FER (15 ) MBENER - KA / HMER
WEBR/ARBRPAEZ BRREAAN / HANWEABERZEETEIRIMABPPTIREE AR -

BERK  FRUTNEZEROHESR - LB NER - SR T AEERBSEEREENMEREBAER OIS EEEHE 2 BmERAMRE#ET
HEAER - FEUTAEE L "V, 5% -

Declaration and authorization: I/We acknowledge and confirm that I/we have read and understood the Personal Information Collection Statement (“PICS”).  I/We hereby give my/our
acknowledgement and agree to the use and transfer of my/our personal data by the Company in accordance with the PICS, including the use and provision of my/our personal data for
the purpose of direct marketing. I/We have obtained the consent to provide the third party information (if any) in this application. I/We acknowledge and consent to the transfer of my/our
personal data outside of Hong Kong for the purposes and to the types of transferee as set out in the PICS.

Important: Please indicate your agreement by signing on the space provided below. If you do not agree to the use and provision of your personal data for direct marketing as set out in
the section “Use of personal data in direct marketing”, please tick the box below.

O #=A/ZMATERREN FWEBABTHER (268 "AEERHENTERBAZR" 305 ) REERHE Y BOMERMEEAA / BFAKEA

B AR W EEREERER -
|/ We do not agree with the use and provision of my / our personal data for direct marketing purposes as set out above in the Personal Information Collection Statement (see
“Use of Personal Data for Direct Marketing Purposes”) and do not wish to receive any promotional and direct marketing materials
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EBSREE4RIE Group Policy No.

G. BMAKE1E DECLARATION AND AUTHORIZATION

1% #& Authorization

ANEM - BEMREBREAN  KRFANHFARGRREZZRAMB)ZUIEE (1) £EEE - ZMEE - Bk - 207 ®RIBEAS -~ R17 - |
FIttE - BUSERPS - sUE &S - AESIAL - NHAENEETAERERANRMERREZZRAZLCE - REHERE - 9uBZEERHE
it - BURERAPBIASRBR(BINROBRAS(UNERE TERF),); (2 EQTSEUEEE ZER/EZERESHERAT - A
REBFERNEMERME ZZRAETR 2 BET GG - (FERERZARANRMERNEZZHRAZREARTR - ILEEHARANRMZ
HEARFEBABRBHNRY ; BMERANFPFETRETHENE - IWEESNERS - WEESENTHNARE EAIGERSHUS -

I/We, the Employee/Patient/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.

EBA Declaration

KNEM - BEREZREA  ZELBRAREEQ) LE—TRGEREENMEEE  CTHRESARABRFAE - AAFRMAE  985EZE
BRI EEE ; AARBEAMNEU-IREEER  FANERESEERPBER LSRR ; QR AEETAARIFL ZEAZER - RRERBFER
HERFHERE SATBRRMIAS  EATAARENR - EHBEA L AEERHIOURPERAENER  SATIEREABEEZKE
BRI ERGE -

I/We, the Employee/Patient/Claimant, HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all questions whether or not written by my own
hand are to the best of my knowledge and belief complete and true; | 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 | 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 #|EGFBEZEZBRIE _EFEE) SIGNATURE (Please DO NOT sign on BLANK form)
REWMIEZRESR 18 e

{=1=1 LA _E) Patient (if other than *REAN REA
Employee employee and aged 18 years old *Claimant Witness
or above)

#Z Signature

2 Name

B 178 /EIR5RHS ..
Card / Passport No.

F Year | B Month | HDay | #F Year | B Month | HDay | £ Year | B Month | HDay | £ Year | B Month | H Day

H#A Date

*RIEANBRER%
*Relationship between
Claimant and patient
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ERSREE4RIE Group Policy No.

FEMy - TZBERSE HELBELER  FAERHRRES/FE/REASTRRE)
PART Il — ATTENDING PHYSICIAN'S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant’s own

expenses.)

A. R AE R PARTICULARS OF PATIENT

1 f®AER Name of Patient 2 FHE R MBI Age and Sex

3  Bfpi&/ #WRIRES 1.D. Card/ Passport No.

4 FWABERKEZH Patient first Consultation Date £ Year L Iﬁ Month - IEI Day ]
5 E&PRZ# Name of Hospital
6 FEEt ABTHEHA Expected Date of Admission F Year L I)ﬂ Month - IEi Day L
7 RAREBLEMSZ Patient’s Family Doctor Name
8 FARTERTHE Estimated length of stay  EBRMRAI BedClass [l Az private  [1*FZ semi-pivate [ A= ward

B. ERIRISFERAER ILLNESS/ INJURY DETAILS AND RELATED INFORMATION
1 EEMARIAEREZEZEHRTIRRIE Please describe the symptoms and complaints at first consultation.
2 337%HBHA Onset date of the symptoms/conditions F Year L Iﬁ Month - IEI Day ]
3 EZHf Diagnosis B PR 5 % 53 B4R S ICD 10 Code

4 RRARREEBEEE ? s the hospitalization/treatment medically necessary?

O 2 Yes O =& no

W2 - FEFA - If “Yes”, please give details.

5 MRBEWAERER  WARERFER - SEUUBERMAZKRETIEZEENEAE?
Given the condition of the patient, is it possible to provide this treatment on an outpatientbasis? O 2 Yes O & no
MmATIL - FREERA: If “No’, please explain

6 IIEREEBESREM/EM? Is the condition recurrent / chronic?
mz2”  BiRHEREREH

O 2 ves O =& no

If “Yes”, please provide the onset date of the first episode: F Year H Month H Day
L | | | | L | | L | |
7 MEXRERSEEEEIINEHSIRE - FBREHLITFHE -
If this hospitalization/treatment was caused by an accident, please provide details below:
EEEEHE Accident Date: F Year A Month H Day
| L

[REA Cause:

RENUERZESEZE Partof body injured &
extent of injury:

8 WASEHHEMBLEEN ? NI @ BiRHZEE 22 KMl Is the patient referred by other [1 2 ves 1 = no
physician? If yes, please give the name and address of the referring doctor. =
ENEBEHE Name of the referring doctor BB Address of the referring doctor
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B. HER/2 5 5%15 R AR M (48) ILLNESS / INJURY DETAILS AND RELATED INFORMATION (Continued)

9 IWER/ZESEETIERAR - Istheillness / injury associated with the following?

[[] %Xt %% Congenital condition [[] &3 selfinfiicted injury [] R&=i485 Infertilty or ] #&#257 Mental disorder
sterilization
B2y )5E Abuse of drugs or alcohol [[] 147% Venereal disease [[] ‘/RAIEIE Corrective aids or [[] &8/ Rehabilitation/
treatment of refractive errors convalescence
[ =& sERsa% Cosmetic or plastic  [] $& &% Develop-mental [ z&ekitEs/ 58
surgery abnormality Hazardous sport / activity
[0 —#58ems/MEEs Body check [ Bimsi A eEiiEmsR [ 22  #RBEED Pregnancy, please provide expected date of delivery
vaccination & immunization injections v AIDS or HIV related illness
[[] Efths - 55R8R Other disease, please specify [] b4 EE5Z None of the above

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

0 =% Asthma [] s cardiac problem [] #FR5% Diabetes Melitus

[0 Z B3 Hepatitis B [] &m Hypertension [] &= =i Previous operation
[0 %2 brugabuse [] x4 Family history of cancer [[] %i&ms unfavorable family history
[0 WEEEE None [] Efthesms - 55088

Other disease, please specify

11 ZWASERELAERIEMBRSERIESBENERGE ? M5 - 55510518 - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.

O &ves [ 85 N0 #5285 Date of diagnosisitreatments % Year H Month H Day

%= f%& Disease

JAFE/1EFR515 Details of Treatment / Hospitalization

BE 4 1=/ B& PR B & Name of Physician/Hospital

12 AIRHEE/REBIEFS Please provide details of Drinking & Smoking habit.
H18% 8 Drinking/ Smoking start date since F Year A Month
I L

H Day
|

B HRE Daily consumption (2/€1/18/## piecel pack/ bottle/ can)

I E—

C. amz#15 R FEstER TREATMENT DETAILS AND COST ESTIMATION

1  AERTEIZFMT B Treatment plan or Surgical procedure name

fREE Anaesthesia E2PrEy HAED /O Hospital or Day Case Procedure Centre
O z2sm#zca [ Ba0mEs LA | &5 npatient [ 287 ciinic  [] B62P9288 Hospital opd ] B Day case

2 BEzZibEB/TEHME/HGZEHUEBEREZZEBENERER -
Please list out any Lab tests/ Imaging/ other diagnostic investigations required for this hospitalisation and reasons for the same.

EETULMERMZRIEPEZZERE ? N8, FREERRE [ =ves O =no
=

Can the investigations be carried out in the outpatient setting? If no, please explain why.
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C. safEs¥15 R T2 FA(48) TREATMENT DETAILS AND COST ESTIMATION(Continued)

EERIEEE Room and board RMB Per Day
BHEKEER Daily Visit Fee RMB Per Day
SMRIBEEER Surgeon’s Fee RMB
FRERENE A (FE5 L RB4H ; ¥N7) Anesthetist's Fee(with breakdown; if any) RMB
FilfZE Operating Theatre Fee RMB
BEBRRIEE R Miscellaneous Expenses RMB
H {thE A (N = B8 4 B & ELfth) Other Expenses (e.g. specialist fee etc.) RMB
ABRRIR P& 2 FI5258 Pre and post hospitalization outpatient follow up RMB
D. E2BEEMR PARTICULARS OF ATTENDING PHYSICIAN
FREERR ZE
Name of Attending Physician Qualification
ik B8R
Address Contact No.
EX Lty F Year | A Month | H Day
Signature & Stamp of Attending B3
Physician/ Hospital LELE
[ |
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