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Z< GROUP HOSPITALIZATION CLAIM FORM
EBE{REE4R 3% Group Policy No.

fREEDP 7T AE Rl INSURANCE INTERMEDIARY INFORMATION

IRBRE T AL Name of Insurance Intermediary

REEE /T ACHS Insurance Intermediary Code it 4% & 5E Contact No.

Z/AH IMPORTANT NOTE

- BUERBESARBE TOUENNBEEN BEEREBIREAVNBEENNAUEZEZIEE - Please complete this form in BLOCK LETTERS.
AII amendments should be endorsed by the Employee /Patient /Claimant in full signature.

- KBEBFRTFAZTART L TEAT ., ZRMIETEASRE (785 ) RHBRAE] - The expressions "the Company” or "our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- BRRE—AEZ[EA - One form for one patient only.

- RN EHESREREAELREN T RAERERWIBEAFEIRR AT - BEARFEEIALERZIE - This Claim Form must be
completed and returned with all the original receipts to the Insurance Company by the Employee /Patient /Claimant within 90 days after the discharged date
otherwise claim will not be approved.

- MEERT\RIUL  REREEVEFRBEEAEZERRFER  WREST/\REMUT  APBEREHEENSEHENERER
HE  HNEERERGEAKERE HEZRBUASERARBEREET  WIRHBAAFEAKRESEER - Ifthe Patient is at or above
age 18, the Patient and Employee must complete and sign this form by his or her good self. If the Patient is under age 18, this form should be completed and
signed by the Employee or legal guardian. In the event that the Employee / Patient 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.

- BRE/RE/READEESHNEE  VWEH—URBATFLURE - REBEAZBAERSSAREEARERERZENER RS
BEREEANSH ZA - 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.

- RN AHSZ%JZKEE BRI AREARASTESUE] - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.

- MBERAERS - FE BTITHERBENABEIRERNASTE S RIFEAR(852) 3999 5500 B - HEZMNFRREMBEXHBESEEEE
{FEF fERFAE 313 EJ‘%EP B AS=KE 24 712 - If you have 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.

- AREEEBREMIPEFER  UESNBRBRTES R AT ERNBFERE - BEAR LS AL www.chinalife.com.hk 28 & T & &R
ZK - 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.

MPRIRABEAIEES AT ZE - PSR B E - If there is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

—En - RIEER (mES/FE/REANER)
PART | — PARTICULARS OF CLAIM (To be completed by Employee /Patient /Claimant)

A. (EE/7mEE R INFORMATION OF EMPLOYEE / PATIENT

1 {EE & Name of Employee
th3Z Chinese

&3 English

A& M (ANFEIE B) Name of Patient (if other than employee)
th3Z Chinese

&3 English

2  {EEB{7:8/ZE8IEEE 1.D. Card / Passport No. of Employee

RE 558 /FERERES 1.D. Card / Passport No. of Patient

3 mEHEZ{R{ES % Relationship with Employee

FEABRE (84 RHOBRAT (RPEARRNEZMALZRAEERLE)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
P.10f9
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EBSREE4RIE Group Policy No.

B. —fixE&1} GENERAL INFORMATION

1 FR{E=RELEA Type of claim [0 ==x=/& New Claim [0 &= =& Further Claim
[0 #3852 Pending Claim [0 =t/ # Review / Appeal
2 RBTEERAR—SHSKEaEtREATRE? N2 - FiIREZFBATIBRRER
#5 - Did/Will you make a claim against any other insurance company for the same incident? If yes, please D = Yes E] % No
indicate the name of insurance company and policy no..
REZ/AS]BTE Name of Insurance Company {REESREE Policy No.
3 EEHFEEEUWIEAIZERIZA Request return of certified true copy receipt(s) OO 2 ves O &
C. E=5MEBT FOR HOSPITALIZATION DUE TO ACCIDENT
1 BOMEHMKESE Dateandtimeofthe £ Year B Month  H Day % Hour % Minute  AM/PM
accident

2 EIMSEEIMERF 4B Location and details of the accident

3 BEELEINZEIMARZEIER Please describe the part(s) of body injured and the extent of injury in details

4 BETEERE?UE - FIRHGHEAFEAEZER Did you report to the police? If yes, please provide information on the right
EZ 3 Police Station TE 24w Case Reference No.

O 2 ves O &no

5 A EERERES/RBRINRES/OHA/EEAEESEHAE -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

D. AYEMREPE FOR HOSPITALIZATION DUE TO ILLNESS

1 ERWIEE / 7R Please describe the symptoms

2 BERHUZAZERBIERSEEZSX ? How long has the Insured been experiencing these symptoms prior to first consultation?

E. JAREE¥15 TREATMENT DETAILS

1 VIRBLE/BRIAIE R The physician/hospital first consulted for this injury or illness.
F Year A Month H Day B2 4 /B2 T8 Name of physician/hospital

B84/ EaBrithil Address of physician/hospital

HK-CL-GCLA-03/202201-01 P.20f9



EBSREE4RIE Group Policy No.

E. JAREE¥15(48) TREATMENT DETAILS(Continued)

2 EBREARMNBEERN / HEittEi2altmaiBERERITAWEELEE R The doctor who referred the insured to hospital / other doctors seen
for this or similar past condition
£ Year A Month H Day B8 =/ 58 B2 78 Name of physician/hospital

E/ 2 P th 3t Address of physman/hospnal

3 APz HHA Date of admission iP5 B 8 Date of discharge
F Year H Month H Day F Year B Month H Day

F. JRIEFAEX 4B E CLAIM DOCUMENT CHECKLIST

- v BEARX# Basic Documents ; @ FfifIISZHF (WN#EA)  Additional Documents (if applicable)

- MBERE  ARSRBEREHIEARSCH S EME T SAERIBIER] - Our company reserves the right to request for original documents or
other supplementary documents / information if deemed necessary.

IEAR 418 A %R - No original documents will be returned.

Copy of diagnostic report and laboratory test report during hospitalization (such as pathological report, blood test
report, PET Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)

HAt RGN S5k 48 2 B E AR ARER 8 Copy of settlement advice from other insurers/ parties )

HRER A SIS 858 1 2 U 1Z E B 7K Certified True Copy of receipts issued by other insurers/ parties
C. WNEZHERZERFEEE (PREFEERERER/BEFHEREMNBBEZRVFERIES)
CREDIT CARD AUTHORIZATION FOR SHORTFALL COLLECTION (THIS SECTION IS MANADATORY FOR APPLICATION OF GROUP
HOSPITALIZATION/ DAY SURGERY DIRECT BILLING SERVICE CASE IN HONG KONG HOSPITALS)

MPBAS (85 ) ROBRAS (UTEHE "AAT)" ) EENBRMHNERBLEESEBRENEZIEELR  SBAFERNER BN IRER
B WEEEREEARIUUTERFRPOWNEREZENER - ERAFEFALARERES HFE - IRAEEERIREERLE - A2THR
2 TEABMEE ), W THXEEEBMERARPHINEEELZKEHR - Ifthe 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. 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".

RIEFFFR X (X FHZERI AT R A AT NE F RS /0 E) EPiEs =
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Hospital Benefit
OO0 sETERrsEE s AnERE 15 Part of this form completed and signed by your good self v
O HFZBLEEETHZE RS ZARPEFRSE BB Partll of this form completed and signed by attending v
physician with chop
HABEZE 2 BRI R RAELEERER RN ERARE BB IRER B N Bk 2 Ekk)
O Copy of discharge slip/sick leave certificate/medical certificate with clear exact diagnosis (applicable to hospitalization 4
in hospitals under the Hospital Authority of Hong Kong)
O i B /) 4 Bl R (B PR RS o Bl 3B A B8 B 2 £ %) Copy of discharge summary (applicable to hospitalization in v
Mainland China hospital)
O ke R EEERBAMZR IEZ Original hospital receipt and statement of account v
EHE 2 ZEN AR RS EIA (W0 : RERE - BROKRS - EEFRHEMRFEHMEIHRES
O DBEWRE  BERRER X HHRESE) A
[
]

RRAMS RRASEERRE: BRARZE:
Cardholder's Name: Cardholder I.D. Card/Passport No.: Cardholder's Signature:
ERRBORE: ERRZIHA:
Credit Card Account No.: Credit Card Expiry Date:
, R ABEERE:
. ] Visa ] .
ERFRER* Cardholder's Contact Phone No.:
_ . Mastercard B+~ -
Credit Card Type: D ) . BOTBE:
UnionPay #REs# Name of Bank: ZFYear | BMonth| HDay
FrABKRER G =
Relationship between cardholder and patient D fe 5 Employee
EEEERAM_ERISE (Please tick the appropriate box) [0 mzxA patient
| [
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EBSREE4RIE Group Policy No.

G WINE=RERZERAFEES (HREFEERERER/HBFNERAEMERERAORETILES) (8
CREDIT CARD AUTHORIZATION FOR SHORTFALL COLLECTION (THIS SECTION IS MANADATORY FOR APPLICATION OF GROUP
HOSPITALIZATION/ DAY SURGERY DIRECT BILLING SERVICE CASE IN HONG KONG HOSPITALS) (Continued)

ANEM - BENFSE  EBR AR ZERAFERNISSEEZ N IRERN  UESRERERTBASE (8 ) ROBRATRAA LER
TEOHIRARERENER (WER )-
I/We, the Employee/Patient, Hereby declare that above credit card information provided is complete and true, and agree to authorise and instruct China Life Insurance (Overseas)
Company Limited to debit the outstanding shortfall or expenses (if applicable) from my above credit card account.

RESHEBRTELMVisa - BSEZERIEKF Only accept Visa, Mastercard and UnionPay issued by banks in Hong Kong.

H. EAZEi U EEEERR PERSONAL INFORMATION COLLECTION STATEMENT

DEIASRE (8% ) ROBRATE (RPEAREAEAMAIIZROARAT ) ( TEAAT") BEHEE (BAZR (FABE ) 1£461) FTHEA
ERMNE 55 RESERRAEENET - ARTERBSESFNERNENRERAZR - WHERR—IITETTNSE  BRELAASFRZEA
ERAERY - AATBER—ETTHSE  BREAZSHNZEYE  RERBERACEENEREIINMEBEISE - MRS TEREAZR
AT -
BETHEAL ﬂﬁ@@k wm, W%%Txm$ﬁﬁk1%%m@Aﬁﬂv$@aT%ﬁ£ﬁ LA TERWER - BRI -
EAWERASRERR (“ANER)- T%ﬂ EEBUTHNE
"SR T ?aK’ATEﬁBﬁ YN $@T1£17H£ﬁ“"7 LX&K’ATE’J!’AT BAEHUWEAS - BASEHABE AT - KBRS
TEASRR (£8 ) ARAEERZ AT ( "ALSIREES" BIFEERE )-
B . AR ARANEFERBE TWEAEBERE IR :
1. EETEN  RENZEHEALE] AR ANAQTMERESIERHNER /B ( 2R T AEREHENMERBAZR" 84 ) XU
BRI - 45 - SENREZSER / RE
2. BREMFGEETRALTDRALTREHHANER / RFRENECBEBEREK ;
3. EETRHEBRERZEFEEARMERAT / SIRESERE)RAT/EECELNRE - SFEFRNIGIN - Bk - &5 - HiH - Ak
%,
4, FAARTM ) HALTIREBARENTAER / REMBEAR TN EMRE SRR - SHEE TR EMEREFIEHA REEMS RE T M
RESNEAREEENTOEN  SFHREETES ; UREINBLEYETS (EA2RTEMIREmEENFRESRE ) IRNERN ;
B TEMBEEK ;
RAQTF | AN CREB A RETMNER / REBSNSCERENEm | R ;
BARTM | BAATREE S - SRR TENERNESHEN A BB N ETHSIBEME
ERAZBHRMIMECERN  #AQSAEFETEE TERNEOUERETRASE ;
mETMEACEE - RANBIOAR  RA - RH - BRTRISESIEX - SR EESHE B INE it 50T sl Lt BUT sk BE S AE 3,
ERETRE ;
10. ETEHA / HERZEMN / HEFEW ;
11. AREAASEBRLEARMOEMRT ;
12. BETERATRFENTAIRSNABIAARIAEE 5 HITE M B
13. RBF I E (RMBEG) DEBTBHBIESERNRE  ETENRREEER , &
14, B PRI ENEREARENEMER -
BAZENNEE . EATRETLURS  BEETTABERERIEXMRET  IBET .
1. FEEEQSIREES ;
2. BAAATM / BAATEMARUNTAER / REMBE TR HEATRELN - I2EMS RE THTURBEARNEEAL (2EMARAES
NEBREAT);
3. MAEARTM / FAATBEESFIRHER / RENTANE - AEHHE=F - @FEABERKRAE - RRTN - ESEBAT) - BRESERE
SRS
4, MEHELERMGROAATIA / AN S RETE - it - $BERE - S5 - S - Y - EFEW - SREPORE - EREHERESEM
RFEVEERE - ZEFHE=T ;
B ERTER N AR TIENEMAT - SINARAS - EEEREEN (EHRENEFRNEBERT ) BREARAT ;
. APRTENNEBNTOERAZBZNFEA BB - SREFRSHEE ;
7. FAEACEE  RAWBHGAR - HE - RH - BERTFRISESIZRIREAATMN / 5A 2SR S OE(E LK BT B APk E thiE
ENBANEEKER (WBENERN N SE S ERTFEMEASERNBASPINBEENB TR ESHE ), &
SRR RERNTERSAMS ;
AR RBFERRERINA L MtPREEASIERERTRMARREREN ZER FAIWENERBEAER  RBIEEA - OEMNRZL ; BE
B AL Bk, GETED,; MISEERT ; 260, BNEEAS  HMRRASE (R EEE  IERBHUIFASS AR PETNEMAL);
MIRBERIEAERMEFFIREMNERMER ST REN SIS EN LM ( REEEE )-
BTHEABROAEZRMA DMET—7 ( ZAUAEURETBEANIEN ) METS  BTEEBE THNERBEEEBIRN -
BTHEAZREES EXPREN—ENSEERENMERE IMBERAASAEENEHENMERBR THEAERNESE B2E T XA
HFRHENmERBAER S0

© ®©® N o o
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EBSREE4RIE Group Policy No.

H. B AERUIEERH(#E)PERSONAL INFORMATION COLLECTION STATEMENT(Continued)

AHEHERHBNMERBAZR : AT E :

1L ERXATIARBHFANE TH®S  BEER  EmABRFENEASER - KEBANTR - MEESNAEBLUETERREH ;

2. MART  ARTRBASNALATHEmESEBHOUBERHE NFRRNERNRBETERRH ( SERHEE EPNEREEEE):
@ R F% - RT MESE - ?EPF?TglJ CRE - 2RI - GRF - ESFURBRERTIRY ; &

(b) E?ﬁ@% RiERERE BR - BHEE - FEABERERNKRTY ;

3. EMiERMRBER IR EEIZIS’\EﬂJ / BRAIABIR A

@) Efﬂ KRS ;

(b) F=F TR ;

) REAHNE 2 RAINERMBRENAART  XATRBAS MR RTMEmES IR ;

) F=HEE ZFATEEFFTINREE; R

() XEARTEEML EFRFIHBREAREDE 2 REFSIME R KRFHSNIRBIRHE |

4. FREAATMeH LEERMIRIES  ARATMERRAEMDE 1 RAIVENERRETAREMDS 3 RN B HEDTAL - DHEZSALIERHE

ZEEMMRBEZA ;

5. ARTEMBETHNEEER (@FERTARY ) B o R EtESIEHEBNMERAL R EXPIMANE =5 R HER -

BTN UBREL AT ARSI EBERE NNWEAER R %%_EWEME%%LMH = MARIREAMNETERWIER MELEERZS

THFEZEFERAR - BN URBERE T A TARTNER - SEHEALTNEABRRESE (HFBEER X )-

BABRNERMELE : REB (BAER (L) &A) - %Fﬁ*&éﬁﬂK/‘Emé?qﬁ%ﬁ'l:ﬂﬂ@/\ﬁﬂ - E1E

ERAEENER - URERAATERBEAERNBREER - B NEUUERAATEMNE FEAATFRFEABERNES -

ERNEENEK - AABENEER - BRXFENEMEENER  HEUEEHENREE

BAERRETE

PEIASRE (B ) ROBRAT

§/ B ERE R RPREASZAE 2418

E5E © (+852) 39995519 {HE : (+852) 2892 0520

I’\EﬁffﬁtIJEEEHEEWEAEHE’\JESEu&zﬁy/éﬁﬁﬁﬁ °

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/or 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.

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;
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T

. B AERIULEEERB(48)PERSONAL INFORMATION COLLECTION STATEMENT(Continued)

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 entitled “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).

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

The Company have the right to charge a reasonable fee for the processing of any data request.

BIATRE | KA / HPRIFNHMACFHELROWEBAERER (“REF ) AA / HABLEILES QST RBABHEANBEARANZM

WEAER - SESEEEHEZBNERMREARA / HANEAER - KARMESIGSELBFREE=FER (M8 ) ABNEE - AA /&M

ERWEBD/ABRPIEZ B AA / HANEABENBEEEBIRIMAABIRPIR B ARER -

BERR  SRUTRZENES  LURETEE - 5 TARERB SEZEEHENMEREAER" OIS EREH 2 BNMERMREET

WEAER - BEUTABELE TV, 5% -

Declaration and authorization: I/We acknowledge and confirm that l/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 xA /[ BEARERBU CWERAERNER (28 “SEEEHENMERBAER" 8 ) SEEREHE 2 BMERMRHAA / HFAEAEA
Bl MARERWEERREREEME -
|/ 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 in direct marketing”) and do not wish to receive any promotional and direct marketing materials.
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| BEFRIERIEERT DECLARATION FOR ELECTRONIC RECEIPT

D ANEM - BEREBREANZLEIZERER ZVEFERAE—UIE - HMEAZHBRIEAMERKZWIE LN EE % L EE EAEE -

I/We, the Employee/Patient/Claimant, confirm that the electronic receipt(s) submitted for this claim application is/ are the sole receipt(s). The clinic / hospital of this visit has not
ever or repeatedly issued the original paper receipt(s) for the same visit.

ANEM - BENREB/REANERRFRERE QTN - MZERNBRKZRERMED  WREREMRBASNEBETEERE -

I/We, the Employee/Patient/Claimant, declared and guarantee that apart from our company, l/we have not filed/ will not file the duplicate claims against other insurance|
companies or institutions concerning the amount to be claimed in your company for the said electronic receipt(s).

KANEM - BEREBIREANEGEN LHBIAANIERE  AARBREENIMZERABEREZ Z2HEE  WEIEBBE 2 —tIEERE -

I/We, the Employee/Patient/Claimant, undertake that if the above statement is incorrect, l/we are willing to refund the full claim payment for the said receipt(s) to our company and bear
all related legal liabilities.

J. EAR K IZ#E DECLARATION AND AUTHORIZATION
$E#E Authorization

ANEHM - BEHREBZREAN  ARAANBAREARREZZRAMB)ZIEE (1) EOUEE - EZMAE - Bk - 20 - ®EAS -
IR1T ~ BUGHAE - BUSERPT - SNE M - HEsS AL NHEREBEEERARANH MG RREZZRAZLHE - REHERE
HolZSERHEMR - BMRERAPEASRECEINROBRATUUITERE TE825,),; (2 EATNTMUEIEE ZEER/HER
BB NPT - U AREBRBFERNRMERREZZRAETRIE ZBETM L - (FREZRNHFIBRREZZRA
RN - WWIREHRANEMZEEXAREZARBNRN ; BIMERANEMLTHETRENN - WEESDENU - IHIREEN
EHARFAYBERSEHA -

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.

B8R Declaration

ANEHM - BEREREA  ELBERERQ) LE—RAREBENFAEEERE  CRESANRKMBFAE - AN MFTEIER
B ARBEZEHUEERN ;, AARMABBMRNEA-IEESEEE  AARMIEBHEHSETARFER LR ; QRN
R AFREL ZEAER - REARPBER DERSNMNE RS SATRERMAES  EQATAAZELR - EHEA T AR EEM
KREBFRABNER - EACIORERIEAEEZREERNREBE -

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/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.

K. HZEFBENEZEZ BRI _LFEE) SIGNATURE (Please DO NOT sign on BLANK form)
REMFZRESR 18 3

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

BEZE Signature

2 Name

B8/ MRIRES 1.D.
Card / Passport No.

£F Year | HMonth | HDay | % Year | E Month | HDay | £ Year | A Month | HDay | £ Year | B Month | H Day

H#f Date

“RIEANBERER %
*Relationship between
Claimant and patient
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F_EMn - FLBERSE @BI2BLES  FAZRHES/HRE/REABTER)
PART Il — ATTENDING PHYSICIAN’'S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant’s own

expenses.)

A. B AE PARTICULARS OF PATIENT

RALER RAEER/ R / JRA B8/ IR SRS
Name of patient Age/sex of patient 1.D / Passport No. of patient

B. i2;8E1 CONSULTATION DETAILS

ZF Year B Month H Day

1 WAZEERCIFTIENZE We can trace the medical record of patient back to / /

2 BREIFFREEEEESNE 4 B E Date of the accident occurred or symptoms first appeared / /

3  RAERERAILFIEZ K2 BE Date of first consultation for this condition or related illness / /

4 WAREBLZRHE(RBRAREERME) Date of last menstruation (only applicable for maternity benefit) / /

5 AR E RG22 BIRFIFRIE Please describe the symptoms and complaints at first consultation

6 MEAEIMERR - FBIREESNFIE For hospitalization due to accident, please provide accident details

7 WRASEHEMBEEN ? NI - BiEHEZEEZMZ KHILE - Is the patient referred by other 0 =v O =n
physician? If yes, please give the name and address of the referring doctor. B e 0
EABEHE Name of the referring doctor EABEAEHIE Address of the referring doctor

8  E2Hf Diagnosis Bl B = % 93 $E 4R % 1ICD 10 Code

C. Bz E Rl HOSPITALIZATION DETAILS
1 EEPR&#E Name of hospital & Year B Month H Day
At B A Date of admission / /
t ¢ H 88 Date of discharge / /

2 F{li&EM Surgical Procedure Details =it HH#A Date of surgery / /
ZF1il7 278 Name of the Surgical Procedure Bl PR R 2 $84RIE CPT Code

3 =XBE-RERERABMUMAEREN LLAZEEEEZEAGMESBEMBERHBEER ? B8 FBFZ - Were the treatment(s),
the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, and were medically necessary and
recommended by you? If no, please specify details.
O 2 vYes O &= no

4 WABRAREREBEGERIMN ? 15 - B5IEMNE ZHER - FEKRIRE - Had the patient taken any home leave during the hospital

confinement? If Yes, please state date, time and reason of the patient's home leave.

O 5sves [OzsN

D.

P2 BRIEF DISCHARGE SUMMARY

1

EREIBZAE - BBERHER - EEROHBERLRE ZEBZHIRER 2 - Treatments, investigation procedures, results, and/or
any complications during hospitalization and post-hospitalization follow up plan.
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E. B T Z2E%ER PROFESSIONAL COMMENT

1 RRFEFIREEREV)ERERE FQETOEMER BREERZIHRE HEEBEEMKRARM ? M2 - FiRtAMAZEEH
K BERS - Is the condition (1) a recurrent episode or (2) a complication of any chronic illness/ major disease or (3) related to any previous
conditions? If yes, please provide date of diagnosis and treatments details.

O 2 ves O = no 52;8HH8 Date of diagnosis/treatments  £E Year A Month H Day
B (BIER A E/EE RAESR) Details (including diagnosis/ treatments/ investigations and results)

2 RIEERZBAERE What is the underlying cause of such illness?

3 JRIETERIR B 5 2 ol &L The prognosis of the condition and any possibility of having a relapse?

4 BELBREERRARZMNR - Isthe illness associated with the following?

[0 seX#%5% Congenital condition [[] E35% Self-nflicted injury [] *&zu485 Infertilty or sterilization  [] #&+#2% &, Mental disorder

[] ’%zzsim Abuse of drugsor ] 147% Venereal disease [[] ‘RAEIE Corrective aids or [] %8/ % Rehabilitation/
alcohol treatment of refractive errors convalescence

[0 z=si57:8% Cosmetic or [] & 2% Develop-mental [] 2 &/t &8 /558 Hazardous
plastic surgery abnormality sport / activity

[0 —#smewa/hEtsteody [ BuriABReERERSR [ 122 #RBEED Pregnancy, please provide expected date of delivery
check vaccination & immunization v AIDS or HIV related illness
injections

[0 =ftEss - 553558 Other disease, please specify ] B EESZ None of the above

F EfthE % ®E OTHER MEDICAL HISTORY

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

[ =% Asthma [] 5 cardiac problem [C] # % Diabetes Melitus
[ ZZ:AF3% Hepatitis B [] &/ Hypertension [ &5 Previous operation

'& 2% Drug abuse [ =& Family history of cancer [0 x#%&m% unfavorable family history
[ W EE8% None [ =it - 555288 Other disease, please specify

2 ZWMASEEELMERIEMBRSERESBENERAGE? WA - FiRAFFS - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.

O &ves 025N 25285 Date of diagnosisitreatments  £F Year B Month H Day

5% Disease

JAFE/1E R a1 Details of Treatment / Hospitalization

B2 414 2 /BB 2 T8 Name of Physician/Hospital

3 EIREEUE/RIEZIE5F1E Please provide details of drinking & smoking habit

HFE= (3Z/8/18/1#) Daily consumption (piece/ pack/ bottle/ can)

Z1E YA 8 Drinking/ Smoking start date since F Year B Month H Day
G. EFZBLEER PARTICULARS OF ATTENDING PHYSICIAN
TBRENR B
Name of Attending Physician Qualification
itk BB EE
Address Contact No.
THBERE/BRES £ Year | B Month | H Day
Signature & Stamp of Attending B
Physician/ Hospital Ltz
| |
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