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https://cs.chinalife.com.hk

R RIEE{EE 3R TIME LADY INSURANCE CLAIM FORM

{REFFA AL Name of Policyholder Z{RALEZ Name of Insured {REEHRSE Policy No.

SRABDRE/ FEBSEAS 1.D. / Passport No. of Insured

fREEDh 7+ AZE ) INSURANCE INTERMEDIARY INFORMATION

R A% Name of Insurance Intermediary

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

EZ /A4 IMPORTANT NOTE

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

MERFEMAR ZBESR  URREN - BRrE BEREREM . B NURESERBREZBEBRBREZ T AL Forother
claims, please complete the relevant Claim Forms for claims related to Death, Waiver of Premium, Dread Diseases and all other supplements.
NEBENMERRREYBRAERANMES  BRAFERIMERR ZHEFRBESIAX 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.

BNERHEAAZHEETR - FIRCRGE RZEERRSESEER T AT References such as the Patient's Card, diagnostic or laboratory

reports should be submitted.

ALUERIEEARRFR - HIENNAEN - SRAREFAANREANREEXNUEZZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.
KEBFRFFABZ "AAT ., 5 "EAE, 2FRIEPEAZRBEBINKRADBRAE] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.
MZRABTN\EEU L - SRARGERFBEANERBERREZARARER  IRFARBT/\EMUT - KPEFREBRFREFAA
RR2ERAZEEZEZENEREREE - IRRANREFAEARGEARES  BEEZNBUABESABFRRET - WIRHEE%E
B B8R - 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 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.

PRAREFBEANREAUEZEZNZEE  WEHNRBATURRE - REAZEABERREAREEARERERZENE
WKEE BREaE ANBE M/ ZF - 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.
SRANREZBAIREAZEZENWEBAKRNT Z4#EHEIE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company'’s record.

RPN AT BETEXEB W ABFBFRLARERARLATIEULE] - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.

METMEH  FHE B NREBEP N ABENRER AT FARFEEAR(852) 39995519 B - ERXHNFRB AR HFESETEEET
HEFE 33 EP B A KJE 24 F1& - If you 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., 24/F, CLI Building,
313 Hennessy Road, Wan Chai, Hong Kong.

KRACIBEBSENILRFR  WEISBEEBRTERANTERNBET - e AR A SIANE www.chinalife.com.hk 212 K N E&H#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.

M AR A B IRER AT ZE - BLIPSTAR R - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

[ |
ELASRE (850 RABBR AR (RhEARANBEZEMAY 2 REBERQT) Il" " |""" ”"""I I"

China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability)

4012001101
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{REEHRSE Policy No.

F—Hn - RIEER HSREAEE  MBFEAKE 18 5% - MHRESEAES)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)

A. —i2E 1 GENERAL INFORMATION

1 REAFEHRME Age and Sex of Insured t#5E Contact Phone No:

2 E(E{RIEEER Nature of Claimed Benefit(s)
[ 742852425 New Bor Baby Bonus

[0 s—+28252 15Bom Baby [0 s —+2852 2 Bom Baby
LSRR E Name of infant H 4 HEA(E/R/H) Date of Bith(YYYY/MM/DD)  #£7l Sex A 7EBHE 5% HS Birth Certificate No.

[ 5204162 Fetus & Infant Protection
O sl=ruMEREA% 2 RAE Carcinoma in-situ of Breast and Female Genital System
[0 =440 B9RE 12 3% Systemic Lupus Erythematosus with Lupus Nephritis
[ #==228a4¢ 355 Complications of Pregnancy
[0 =412 Ectopic Pregnancy [ =%i54 Hydatidiform Mole
[0 mepo3E8 4 5 M Disseminated Intravasular Coagulation [] &R E#1E Postpartum Psychosis
[ 825255 X 1 2% Congenital Anomalies

[0 =x4%4%E Down's Syndrome [0 sszpgzet Spina Bifida
[ ;%55 KM EfE Tetralogy of Fallot [ #s#s 7K Hydrocephalus
[0 esErissRaE&E R Oesophageal Atresia & Oesophago Tracheal Fistula
3 IRZE(WAEIEE) Occupation (Compulsory) 1T% (W /EIER) Business (Compulsory)

B. JA%F¥ 15 TREATMENT DETAILS

1 BREIRFEA (B &A1 AL BEIR B X R E) Date when symptoms first appeared (For Systemic Lupus Erythematosus with Lupus
Nephritis & Carcinoma in-situ)

F Year A Month H Day
|

L | L | |

2 AHIARIRE Please give details of symptoms.

3 WmARMLIEMER/ERTMOKZHEE /B8 £ /52 B /58 B #4 48 The Hospital/Doctor/Clinic/Institution that has attended to the above condition

a2l Tf_f‘;'ﬁ B BB ETE B s BT EFRERSR R LRSR
Date of Consultation/ Confinement Physician/ Hospital Contact Tel. No. Hospital No/ Patient No.

£F Year| A Month | H Day

C. Efth¥# OTHER DETAILS

1 BETHEZBBPEEIR[AMEENELNER ? N5 - #IILEZHEBENRE - EHIIES
FZERNBERERBZEHEAZERWERZ HE - Have any of your immediate family =y 0 =n
members suffered from a similar or related illness ? If yes, please state relationship to the relative, = M °
name of iliness and the date when the illness was first diagnosed.

#57EHB Please Specify

) BTEERAREZBIE?MA - BIPEHE - EHIRFERIESZX - Do you smoke ? If yes, [ = ves [0 = No

state quantity, type and duration of smoking.

#55l Type B EE %A Duration of smoking
5 X A= Daily consumption (32/8 piecel pack)
3 B TNTAEREEMFRATIFEMUNIRE ? 075 - BIILZFRBATINEE - RFEE - RE
5RES - Are you insured for similar benefits with any other Insurance Company ? Please state the name O 2 Yes O =no
of Insurance Company, policy no. and sum insured.
REE/AS] AT Name of Insurance Company 2 fRE%Z8 Sum insured REESRAE Policy No.
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{REEHRSE Policy No.

D. #E 75 T PAYMENT METHOD

EMERIEERFEE-HERS MY - WRkBRER B 7B R ER B R T /T ABEIE - Please select one settiement options|
for each claim submission. For any unspecified instruction, the payment will be issued by crossed cheque in HKD and delivered via Insurance Intermediary.

1

O

EEIABR DIRECT CREDIT
BEE R FPS*
EREFEAREEZMNEEIRE O To aregistered Faster Payment System (FPS) account set up in Hong Kong held by the Policyholder

#R17 %8 Name of bank #R1T4R5% Bank No 31T #m5% Branch No. #R{TER/F 5% Account No.

| | | | L | | | L | | | | | | |
RPHBAARR(PXY) WEARKRERFBA) BRPRBARREX) WARRERBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

EIREAMIEIT ZEITTE O TRANSFER TO HKD ACCOUNT IN LOCAL BANK
EREFBEAREEBHIIAEITE O To a HKD account set up in Hong Kong held by the Policyholder

#8472 % Name of bank #R1T4m5E Bank No 4T #m5% Branch No. #R1T8RFSEAS Account No.

L | L | | | L | | | | |
IRPSRABR(FX) IRESRABR(EEX)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

Z[E TELEGRAPHIC TRANSFER *

g % https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T &5 48 f %= ¥ Please download related application form from
https://www.chinalife.com.hk/customer-service/forms-download/payment-collection

(*) &F Remark:
1. IRITIRPRFBANERIREFFAA - Bank Account Holder must be the Policyholder.
2. BIRMHIEPHEBEXYH  MHEBREFEAGR/IBELRPHRBIIRT R/IB4EE/FB - Bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
3 MABEHERBRIRITRPEAEABREFBENREASESKRERINEBALRK - AERIERUEGB TR EL - |f
there is insufficient information to identify the ownership of bank account belongs to the Policyholder/Claimant or direct credit is failed for any reason, the
payment will be issued by crossed cheque in HKD.
4. YNEEEFDL "EEIR , HER - BBERUTEIE ¢ Ifyou choose to receive the payment by  “FPS” , please note the following:
41 TEER  REARENEBSB TN ARBNGE  SER5 8 LIRABITAKE 1,000,000 - “FPS”  isonly applicable
to the payment in HKD or CNY. The maximum payment amount of “FPS” is HKD/CNY 1,000,000.
42 FIEANEEBEEEFERANARERE - Please note that CNY currency is only applicable for CNY policy.
43. REARAMBIL - WEAMTHHBES T " EHER , HIERBEIRTIRS - BFEFIBHDARMIRITER - Only applicable to the
local bank account which registration is completed successfully for “FPS” binding service. Please enquire to the relevant bank for application details.
44, ERIRKEEREERNRITMAEE - PiEAIRTOAMIIRITER - The actual time to receive the payment may vary among banks.
Please enquire relevant bank before application.
5. WNEEIED TEIREAMIRIT ZETTEO L ARNER - RBRARAMEIIFETTS DO - Ifyou choose to receive the payment by “Transfer to
HKD Account in Local Bank”, only applicable to the HKD bank account registered in local bank.
6. ANTHIERENA N EARILBIRERE - Our company reserves the right for final decision of the claims settlement option.

A $R{TEIZR 2 HK LOCAL CROSSED CHEQUE

2
BEMEHEIEIE Preferred Settlement Currency

BREPEASREB(EINROHBIRATEAZEERZREREET)

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

15 it

IREEEHE Policy Currency [

O
O

HBERNEFIRE/OEE Collect Cheque at Customer Service Centre in person (IR E 2 EBE LR EEHEANES - MREFTBAMEK
B MFRE  ABRENE RSN UHEREFAABRS BB RERATNEEZR PR /O UBEZE ) (Ifthe 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.)
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fREE#RIR Policy No.

D. B 75 = (4&)PAYMENT METHOD (Continued)

[0 s =2=1t48 A\)4EEX Pick up cheque in person by authorized person

REABE RANBAEER HEAS DB SRTS
Name of authorized person Contact no. of authorized person 1.D. no. of authorized person
[ 2% wan Chai [ = fth3th E5*Other Location:

*5B R www.chinalife.com.hk A9 "B £8 M L > T B A& ThU0 ) BERIEEBIREAREMMM BN E B4 /0\(M7) - *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).
R E (REZFCAVBAN #IE Mail to correspondence address registered in our Company

#£ARBRP /T A EZIE Deliver via Insurance Intermediary
LKIRTTEESEE (BIEERTHT ALY A E) Deliver by bank officer (Please state the branch and bank officer)

OO0

#8172 77 Branch #eum A\ B Bank Officer

3 EHfth#E7 AT OTHER PAYMENT METHODS

[0 #HENREAHE EERRE—REFAABRNENZRE  FECRERE - BN RERCERRERE )
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.

2 Zith3R1T 14 = 2(4H) HK LOCAL CROSSED CHEQUE(Continued)

[0 =t . 355368 Others, please specify

*EREEIF B4R ST = FEZE - T} https:/www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection & M 45 RISEE A N EEFER L °
Please download “Special Payment Arrangement Request Form” from https://www.chinalife.com.hk/customer-service/forms-download/payment-collection if apply
for Uncrossed Cheque or Demand Draft.

E. R{EFRFR X455 CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® fifIISZ#F Additional Documents ; x R3EF NotApplicable

RIEFARXH(XHMNZBIEATURAATINE SRS P OHEE) FC R M RIERE(E
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Time Lady Insurance Claim
O s TEmrsEE s ReERE—2049 Part| of this form completed and signed by your good self 4
n HEZBEER ZIEERFERE _ SHEZEERSE Claim Form Part Il - Attending Physician’s Statement to be v
completed by the attending physician
] WERFHERRRENBRRAERUER  BRERERHAERR 2 HEFEIBEEIZA 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.
n BTNREHERZKRESR SERERGERZEHERBEZFLZERTALRT °
References such as the Patient’s Card, diagnostic or laboratory reports should be submitted.
[0 #@Es®m%a> B RBBFEEREEE ) Self-Certification Form (For Claims) for Common Reporting Standard (CRS) ®
O 2RARRESEAZSHEEHEZEIEZ) D of Insured and Policyholder (Certified True Copy) o

F. 8 AERUIEEHA PERSONAL INFORMATION COLLECTION STATEMENT

AANEMERESHBERBR "HPBEASRE (B ) ROBERAT  WRERAERER - BEENREANWEBAERER oK
https://www.chinalife.com.hk/privacy-policy &K@ AERIE (B0 ) BRHDBRASTIZREN - 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/privacy-policy or is made available upon request.
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fREE#RI% Policy No.

G. WHUE AR EEE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RNHMEEWT : EATMFRRELEERZXRUFENSUREFEAMFENBIRERK "RERHE , (M8 "#E, ) - KBW
HHNHEREZHERITZE - REEEERMOLURBHEBRS - BERNXNRIESRSEREAOBENREFBABN RRLE
HEHWER - BEWEHENFE - FRBEPBEAS(EBINROBRATNHEE
https://www.chinalife.com.hk/zh-hk/customer-service/useful-information/premium-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. IAmay 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 https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.

H. ERAKIZH# DECLARATION AND AUTHORIZATION

=1 Authorization

ANHM  SRANREFAANREAN  KREAANRMARERREZZRAMB)RELERE (1) EEEE - EMEEE - Bk - 27 R/ - |17 - I
TS - BUSERPT - SiE S - B AL - NANBSEEEUEBANRMERNEZZRAZACHE - REHERSE - HuBZEERHEM] - &KW
RERMGENTHEASRR (785 ) ROBIRAE (UNEHE "8/, ) ;| ( EATNEUEEEZER/BHEEFRRERNEERA - IMARE
BREEARNRMERAREZRRAETHRZEBEIE L - FREZAANRMERREZZRAZEEARN - WREHARNFM 2 RN RIRE
ABBHRA ; MEARANRMIETHETRENR - WIREENEYS - WERENFIARBEIERIITEREENT ° | 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 China Life Insurance (Overseas) Co. Ltd (“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.

28R Declaration

ANEM  ZRANREFBAANREA - ZHEBRERER() ARG REENFBEESR - AREEARANEPRFAE - SAANRMEIZIFRE - 195
FEZ2HWERER,;, AARMBAMANEIO-IEREEE  ANHMOARESEERRFER LSRR QFANFEMEEQAPREL ZE@2ER -
FREABBFR DERHNERE EATRRNAES  ERTARZHAR - EHBEA LT AERBECTRPBERMBZNER - SATIEEIAEEZ
REBAREPE -

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.

I EFEZEZEBERE EZEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FER 18 BRI L) REFAAN | REA* RiE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Z Signature

2 Name

SpE/ZBRE LD Card /
Passport No.

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

H #f Date

*REAAZRARESBARG
*Relationship with
Insured/Policyholder
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{REEHRSE Policy No.

FEMy - EZBERSE HEZBLEER  FIAERARAZRARA/RERFBEA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. A E ] PARTICULARS OF PATIENT

1 fRAER Name of Patient

2 F#E KR Age and Sex

3  Bpi8/ FEWBSRES 1.D. Card / Passport No.

B. AR MERRITIREARE 35 RE 2% CLINICAL HISTORY OF FEMALE DECEASES AND PREGNANCY COMPLICATIONS

1 BAZEBERHROIEWZE We can trace the medical record of patient back to

F Year A Month H Day
I | | IS —
2 BHREIRFEEEE = 9MNE 4 B EA Date of the accident occurred or symptoms first appeared
F Year A Month H Day
I I I E— | I E—| | I —
3 WABERBRIRIE 2K 2 BEB Date of first consultation for this condition or related illness
F Year A Month H Day
IS I I E— | I | | IS —

4  FBEEMARIPEREZEZEHRTIFRIE Please describe the symptoms and complaints at first consultation

5 WMASHEHEMBEEN?NME @ FIRMZEBEZU B KM - Is the patient referred by other |

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

= Yes O =& nNo

6  #2Ef Diagnosis

7  {EBREHR Hospitalization Details
E2B 28 Name of Hospital

AB%H 88 Date of Admission F Year A Month H Day
L | | L | |
i B B #A Date of Discharge F Year B Month H Day
L 1 | L | |
8  F{iiEH Surgical Procedure Details
ZF1ilf H #A Date of Surgical Procedure F Year A Month H Day
L Il | L | |

F 1% %8 Name of the Surgical Procedure

F it 3 Nature of the Surgical Procedure

9 HKRIRE ERBEZAE BERELGR AETAHRBERGLRE ZBZNIRERTE Brief Discharge Summary (including

treatments, investigation procedures, results, and/or any complications and follow up plan)
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fREE#RI% Policy No.

C. AR XRIEEE INFANT CONGENITALANOMALY
1 RIEHLEXMEE 2B 2E Exact clinical diagnosis for infant congenital anomaly

2 FRERARKFEHREET Please give details of the clinical manifestations.

3 AERE . AMLIZEZAE  BEREER EEEOUHBZERBZHIRERTE] Brief treatment summary (including treatments,

investigation procedures, results, and/or any complications and follow up plan)

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

[ 0% Asthma [] 05 Cardiac problem [] #2% Diabetes Meliitus

[0 Z B3 Hepatitis B [] =M/ Hypertension [] 2151 Previous operation
[ %% Drug abuse [ =&t m=4E Family history of cancer ] x5 Unfavorable family history
[] & EZ1E Drinking [] "RfE28 Smoking

[ B EESZ% None [] EftEs - 555588 Other disease, please specify

2 RRASTERRBLAERFHMBRSERESBENBRIGE ? MEE - 5iizE1S - 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/MERFE BanR/EREE
£F Year | B Month | H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 FRIREmABUE/RIELEEEF1E Please provide details of Drinking & Smoking habit of patient.

31844 8 Drinking/ Smoking start date since F Year B Month H Day
L | | L | |

5 H F§ 2 Daily consumption (Z/E1/48/HE piecel pack/ bottle/ can)

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

FEBEHR B
Name of Attending physician Qualification
i ith BB ERE
Address Contact No.
F Year | A Month | H Day
TRELERZE/BERES o
Signature & Stamp of Attending -
Physician/ Hospital LED
[
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