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fEREERFER-EIE
CRITICAL ILLNESS CLAIM FORM - CANCER
{REEFFA AR Name of Policyholder ZRALE Name of Insured fREE#RSR Policy No.

SIRAZDE/ #ZHIRE5 1.D. / Passport No. of Insured

fREEDP 7T AE R INSURANCE INTERMEDIARY INFORMATION

IRBRE T A% Name of Insurance Intermediary

REEDP T A4RSE Insurance Intermediary Code Jt 4% & 5E Contact No.

EE/A4] IMPORTANT NOTE

IERABRBEAR "BE. " RERIE .. MIIIRERESEEEE - This form is applicable for Dread Disease or Major Diseases benefit riders.

FEUERESAPHER - TAERNNBEENR  SRAREFENREANBEEERXNAEZEEZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

KEBFRFFABZ "AAE, 8 "ERE ) Z2FRMIEPEAZRECEINKABIRAE] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

ABEBFRE-HADVEARSZRANREFBENRENER  UBERERE=1TXANEGERE ZEBREREREZERZERAQT -
Part | of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 30 days from date of discharge with original receipts
and discharge note.

MZRABTN\EEU L JEARGEFBEANERBERREZARARFR  IRFABT/\EMUT - KPBEREBFREFAA
ARZRAZEZHENERRZE - IRRANREFBARNGEARER EEZARBUARERARFEREET - WRHBGSE
B B4 5 - 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.

ERRANREFANREALEEZNEE VAR URBATLURSE - REAZEAENREAREEARERFRZEMNE
RABFREZEANSH ZA - If the Insured/Policyholder/Claimant uses a signature stamp, it must be witnessed by a witness. The personal particulars
of the witness will only be used for the purpose of processing this claim and verifying and confirming the identity of the signatory of this form.

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

AP RREBRRZNIBEARIBETREFIBAIZRA - The Company pays the claim settlement to the Policyholder/Insured based on contract
provision.

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

METNES  FE B NREBR N AMENBRERAS)Z FARFEE4R(852) 39995519 B - HXMNFE AR XA SEEEBENS
B ERHE 313 SR B A S KE 24 F12 - 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., 24/F, CLI Building,
313 Hennessy Road, Wan Chai, Hong Kong.

AN BRI AR - SN EBREAATERNPER - BB ARAE 405 www.chinalife.com.hk 35 B T 8 &5 AR
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.

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

FEAFRE (B RBERA[ (RPEARKNBIMAL 2 RHBBRLR)

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

|
T T
4012000201
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fREHRSE Policy No.

E—EM - REERN @SRA/GEFEA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. Z{REAER PARTICULARS OF INSURED

NZERABRERAARBBE— A - EHEIES) (Complete if Insured and Policyholder is the same person)

FH R MBI Age and Sex of Insured

B48E8E5E Contact phone no.

I8 2R (WA IER) Occupation (Compulsory) fTE (W JBIEE) Business (Compulsory)
R{EBIELER Type of claim [0 &%= NewClaim [0 === Further Claim
[0 #53RB22 Pending Claim [0 =ith/&E# Review/ Appeal

B / #E Nationality / Region
[0 == chinese O ZEUS. [ Efth others(355ERA please specify)

B By E ik (8 A) Current Residential Address(Individual)

I City B2 Country

B Ak A ik ({8 A) Current Permanent Address (Individual)
(M B AT A k(B A )2 B i B i (B )R E - 3ESIE4) (Complete if different from Current Residential Address (Individual))

T City B2 Country

E ik Mailing Address
(4niE A sk B B B R it (B A) KRR - SEE L) (Complete if different from the current residential address (Individual))

I City B2 Country

fREF AE R PARTICULARS OF POLICYHOLDER
MNZRAEREFBEABLRRBA - EEHELERD) (Complete if Insured and Policyholder is NOT the same person)

FHE R MBI Age and Sex of Policyholder

I48 8% Contact phone no.

J8 2% (0 AIAR) Occupation (Compulsory) 1T (W 7EIEE) Business (Compulsory)

EH%E / HIE Nationality / Region
[0 & chinese O ZE US. [ Efth Others(355EAB please specify)

BRIEEMULEA) | B A=t (@A %) Current Residential Address(Individual) / Current Business Address(Business association)

T City B2 Country

B RIK A (EA)/ BRIzt 2 5 i 4% 55 R th sk (RS 2R AR 485 (N ERL B A B A ik (A )/ B B S 2Rt it (B 2R A0 48) AR - SER UGAR)
Current Permanent Address (Individual) / Registered Office Address in the Place of Incorporation (Business association) (Complete if different
from Current Residential Address (Individual)/ Current Business Address (Business association))

I City B2 Country

@R AE Mailing Address (338 itk 1 H B fE (E itk (A A)/ B B 2 it k(240 8) A E - SEFLL#HE) (Complete if different to the
current residential address (Individual) / Current Business Address (Business association))

i City B2 Country

HK-CL-ICLA05/202212-01 P.20of7




{REEARSE Policy No.

C. JRAEMEE KB RIZE I NATURE OF ILLNESS AND RELATED INFORMATION

1 JRIERME Name of illness
2 FEWEIEAR Please describe symptoms
3 FEARfAIBFRA%A L3R ? When did these symptoms first appear? £ Year A Month H Day
| IS I I L1 | I N
4 WZBE/BRIERN The physician/hospital first consulted for this injury or illness
sK52 H#A Date of consultation: F Year A Month H Day
o B [ R N R L1 L1
B4 /B2PT 278 K Name & Address of Physician/Hospital
5 HthE2AIESBEREMRRAEE/BERRER Other physicians/hospital consulted for this or similar conditions
sK52 H#A Date of consultation: F Year A Month H Day
. S — . ) S S I — IS — L1 1
B4 /B2PT 278 K Name & Address of Physician/Hospital
s BFEEEEMEREATIRMREMUNRIE? BF - BiRWHEFMAER - Are you insured with other o
. . . . . O 2ves O &no
insurance company for similar benefits? If yes, please give details.
REE/AS] AT Name of Insurance Company REESRAS Policy No. IRIEZER R ARPEE XA Type & Amount of benefit
C. SEFMFATNSEFTI IV PAYMENT METHOD
o AnEBRIBERFEE-IRERSIMAR - WRBRER BB ZEBTIRZEBRBRE D /T AEIE - Please select one settlement 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 BEHABR DIRECT CREDIT

[] BERr FPS*

[0 ZBEREAHUERTTZEITTFE O TRANSFER TO HKD ACCOUNT IN LOCAL BANK*

EREFEAN/ZRAREEBECHNEEREO
To a registered Faster Payment System (FPS) account set up in Hong Kong held by the Policyholder/Insured

#8172 %8 Name of bank $R1T4%5% Bank No. 34T #%5% Branch No. ER1TER B 3% 45 Account No.
L | | | L | | | L | | | | | |
IRPRFBAER(PX) (MBRREFTBEAN/ZRAN) IREFBABREX) WBERREFBEA/RRA)

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

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

#8172 %8 Name of bank tR1T4m5% Bank No. 24T #m5% Branch No. ER1TER B 3% 4S5 Account No.
L | | ] L 1 | ] L 1 1 1 | 1 ]
IRPRFBAER(PX) (MBRHREFTBEA/ZRAN) IRERFBABREX) WEBERREFBEAZRA)

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

E[E TELEGRAPHIC TRANSFER * TJ#? https:/www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T 48 B = 1%

Please download related application form from https://www.chinalife.com.hk/customer-service/forms-download/individual-claim
(*) &% Remark:
1. RITIRPFHBAMNERREFBAIZEREA « Bank Account Holder must be the Policyholder/Insured.

2. BIRHIRFEEXH  WHEREFBEAGR/BTERIRERBIIRT RIALEZE - Bank account document(s), such as bank card/monthly
statement/ passhook with account holder name and account no. is required.

I
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fREHRSE Policy No.

D. @A AR X (4)PAYMENT METHOD (Continued)

3. MARBERAERBRRITRFHAADREFBNREASIRHREAINBEBAK - BERIEFLUERBITXEL VL - If 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, NEEEDL "EEIR, HER - BFBERUTEIE ¢ Ifyou choose to receive the payment by  “FPS” , please note the following:
41 THEER, REAREBENEBLEBTIARBHNBE  SERX5 T LIRAEBTEVAKE 1,000,000 - “FPS” s only applicable to
the payment in HKD or CNY. The maximum payment amount of “FPS" is HKD/CNY 1,000,000.
42 FIRAREBEEBARAREEIRE - Please note that CNY currency is only applicable for CNY policy.
43 RBERARAKMBL - WEMINYHIEE R T EER , SERFWIRITIRD - BBEFIEAMARIRTTERS - 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, ERFERIFBESHAEERRTMAER - PEABTOBRIRTE - The actual time to receive the payment may vary among banks.

Please enquire relevant bank before application.
5. MEEED TEREAMIBITZEBITE O ) ARNER - RERARAMBEIIIAE TS O ¢ If you 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. ANTHIEREZ NN EARLRIRERE - Our company reserves the right for final decision of the claims settlement option.

2 KiiR1TEI4SZ = HK LOCAL CROSSED CHEQUE

SIS SR Preferred Settlement Currency

[ REGH ] BEERPEASREBCBINKROBIRATIBAZEERBEE)

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

[0 MEZZ=FR#H$OIRE Collect Cheque at Customer Service Centre in person (MI{REZEBE LHBEHEANBE - MIRBHA A RTAH
Bi@RE - ARTELSZER XN UHREFAEATRSMNERXHRERQTNEEBZPRE D /OUEISZ S - 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.)

[ ss#ess =2 (148 A)5EEX Pick up cheque in person by authorized person

HREANEZ HREAMEERE KBABHD B HRS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
[ 7 wan chai [ *= thith B*Other Location:

A % www.chinalife.com.hk B " BE#E T L > "B L EREERAEMMRRE S S0 (M) - *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).

[0 m=szResziamitmit Maito correspondence address registered in our Company
[0 &Rk AEE Deliver via Insurance Intermediary
O mipfrexgmEs HBiEERToTREH AS) Deliver by bank officer (Please state the branch and bank officer)

#84717 Branch £ A 8B Bank Officer

3 Hith$8F1A X OTHER PAYMENT METHODS

[0 #NREREHEZE EBBRRE—REFBAZTERZRE - FEERERE - BMNREFCERERERE - ) Offset the premium and Levy (only
applicable to inforce policy under same Policyholder, please specify the policy no.. The Premium Levy has been included into the Premium Payment.)
{REESRES Policy No.

[0 =t - 555368 Others, please specify
*EFEIFRIAF T = EE - oI} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection & ™45 RISEE A R EEFERR 4 °

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. BAZERUTEEERR PERSONAL INFORMATION COLLECTION STATEMENT

ANEMERCHERBR "PEASRR (89 ) ROBRAS . WIREBAZRER - BERMRAPNWREBRAZRNER - o/R
https://www.chinalife.com.hk/zh-hk/privacy-policy ~ &3 @ B ASZ R (89 ) BRHDBBRASTIZREYL - I/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/privacy-policy or is made available upon request.

| | [
HK-CL-ICLA05/202212-01 P.40f7




{REEARSE Policy No.

F. UZER{E A SPEfREEZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RNERMECSUE  EATEMRBEEERERTIREQBUREFAAFMSFENARNRERHK "REHE , (M8 "&&. ) KFKE
NHEREZEERTZE - RREEE RN DARBRERGRS - BBENXNRIESRESERROBEENRERAAEN AL AHKE
EHUWEIR - BREWEEIENFIS - BHBPEASBINKRNBRASINHER

https:/mww.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. 1A 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 https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.

G. RIEFAFBEXHIEE CLAIM DOCUMENT CHECKLIST

- v EARS Basic Documents ; ® FfifIISZf4 Additional Documents ; * “R3EFH Not Applicable

RIEFABEXH(XHMNZBERITREASTNE F IR T OHE) EEEE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Critical illness claim
O s FERrEE v Aea7ERSE 04 Part| of this form completed and signed by your good self 4
O HFZ2EHIER VB EBRFRSE B MHEZELEIHREZE Claim Form Part |1 - Attending Physician’s Statement to be completed by the v
attending physician
O B8R/ X J¢| BT MAORMR O EE HRERIERERER S WEAZE) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. / Pathological v
Reports (if applicable)
[ 1zesFAsy{R 88K EAPE (N R EEI2 #4188 IE A) Original Policy or Policy Lost Declaration (if unable to provide original Policy) ®
[0 sE %8> B #BIEFE (2815 ) Sel-Certification Form(For Claims) for Common Reporting Standard (CRS) ®
[0 SR ARRBEEEAZEHEBEHEAZEER) ID of Insured and Policyholder (Certified True Copy) v

H. EZRA K54 DECLARATION AND AUTHORIZATION

¥ Authorization

ANEHM - RRAREFBANREAN ARFANHFRERREZZRAMB)ZIFEE (1) EEE - EMEE - Bk - 2 - RIEAT - R
17~ BUGHAE - BUSERPT - SRt - A A L - NANEBEEEARUERARNEMIEARREZZRAZLCHE - RENERE - HUFZEE
BHEMH - BMRERGPBEASRE (85 ) RDBRAS (UTNEHE "E2/T, ) ; 2 EATNEIEIEE ZBEHEBEME S LT -
OMARERFERANBAERNEZZRAETHARE ZBET G R - ERBRANBMEREEZZRAZBEARRN - IHREEARAR
MZERAREZBAERBNRS ; BIMERAN/REFARTHETHENR - WERESDEYRD - WEESEWFEREERITIBERSENA - | 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.

EBA Declaration

ANEHM  2RANREFBENREA  ERBRRESQ) LA —TREREBENREESR A2 AN MRFRE - AN MAPRIEIFRIE -
HAESEZE2EUEEEREN ;, AAHMBEEANEMT-EEEEE  ANRMEARESEERPBRLHN ; QFANFHMHEDIAPEL
ZEIER - BRERPFR HEBSMNERE SATRRMAES  ERATREZELNR - BHBA LA ERHEAAPBERMBNER - &2
SOl A A BE B 1Z KB ARE RS - 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.

| HFEFEZEZEZBRE LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA(F#L 18 L) REFAAN | REAN* RiE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness
%5Z Signature
8 Name
B9 :8/:€B5%H5 |.D. Card / Passport No.
F Year | B Month H Day % Year | BMonth | HDay | £ Year | H Month H Day
H A Date
*REANELSFENRERE ARG
*Relationship with Insured/Policyholder

| | [
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{REEARSE Policy No.

E_HMh - TZLBEHEE HILBLEE  MEAEARZFEA/MREFEA/REABITEIE)
PART Il - ATTENDING PHYSICIAN'S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. R AE 1 PARTICULARS OF PATIENT

1 5% A Name of Patient

2 F#E R MR Age and Sex

3 B8/ RIS 1.D. Card / Passport No.

B. E&AE R CLINICAL DETAILS

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

F Year A Month H Day
I I I E— | I E—| | I —

2 BERUEIRMEEHE 4 BER Date of the symptoms first appeared

F Year A Month H Day
I S N — I E—| | IS E—

3 mABERBEIIFRAE 2 K52 HEB Date of first consultation for this condition or related illness
F Year A Month H Day

IS E—

4 AFMRIPERE2E 2 EHRFIRIE Please describe the symptoms and complaints at first consultation.

5 WMASEGHHEHMEBLEEN ?NR @ FiIRHZBE 2SRRI - Is the patient referred by other [ 2 ves [1 = o
physician? If yes, please give the name and address of the referring doctor.

6  &2Ef Diagnosis

7 {@BFFERZ When was the diagnosis made F Year B Month H Day
|

Y N S S— L |

8 FRIRHIEIE2RIEDHE Please state the staging of cancer

9 EEEECRBEEHEMIPIMNAMNEEAS? NI - HFIRHFMEN - Wasthere invasion of adjacent tissues? Is so, please provide
details. 12 ves OF no

10 AEREFEHREEZAE BERHEGER EEROHBERLRE ZBZHIRESTE]) Brief treatment summary (including

treatments, investigation procedures, results, and/or any complications and follow up plan regarding the cancer)

| | [
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{REEARSE Policy No.

C. B TFZE%EER PROFESSIONAL COMMENT

1 RBREEREEREZRE  HBEREMKRAN? NI - FRHUAMAZEBEIRIAEER - Is the cancer a o
. ! i . . . . O 2ves O&ENo
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.
328 BHHA Date of diagnosis/treatments F Year A Month H Day

1 1 1 1

F B (BB /A% /B R & R) Details(including diagnosis/ treatments/ investigations and results)

2 WAZREEERIEMBAZ ELERERR? Is there any patient’s family history which would increase the risk of this illness?

3 J®1ETEHRI The prognosis of the condition

4 REHEANRBGRERIERSER IsitHIV related?

D. EfthE& ™ E OTHER MEDICAL HISTORY

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

[ s Asthma [] s cardiac problem ] #&FR % Diabetes Melitus

[0 ZEAF3% Hepatitis B [] =M Hypertension [ 12531 Previous operation
[ %2 Drugabuse [] &wE&B& Drinking [] ®{EB18 Smoking

[0 =z#&tsaE Family history of cancer ] xi#%&m% Unfavorable family history

[0 M EERA None [] Efth#s - FEREA Other disease, please specify

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

B 8 Dates %75 Disease AR/ RS BanR/EREE
£F Year | A Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 EIREEUHE/RIZLBEF1E Please provide details of Drinking & Smoking habit.
H18% 8 Drinking/ Smoking start date since F Year A Month H Day
|

I N — L 1

£ H F £ Daily consumption (2/€1/18/## piecel pack/ bottle/ can)

E. 2B EE R ATTENDING PHYSICIAN'S INFORMATION

FRBEER BE
Name of Attending physician Qualification
ik B4R ERE
Address Contact No.
EEE?%EE%E/% = B 2= £ Year A Month EiDay
Signature & Stamp of Attending B3
Physician/ Hospital Date
| |
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