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ERERE -
https://cs.chinalife.com.hk

REIREREE(E B 53 LONG TERM SICK LEAVE CLAIM FORM

{REFA AR Name of Policyholder Z{RAEZ Name of Insured {REEHRSR Policy No.

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

fRE&E T AZ R INSURANCE INTERMEDIARY INFORMATION
R A% Name of Insurance Intermediary

R T A4SR Insurance Intermediary Code Bt 4% ZEFE Contact No.

EE/A4] IMPORTANT NOTE

- BUIEBERABRGR - HOUERNEEN SRAREFAANREAVDBEEEINNEZRZIFE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KEBEFEXRFAZ "AAT . 5 "EAT L ZFRMEFPEASRBEINKRHBIRAT] - The expressions ‘the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- FABEBRF-BOVEHRRAREFBANRENER  UERERE=-TRKANEDBRAZEBKLRERE ZIER
SR AR/AE] ¢ 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.

- WREASTN\ESL L SRARGEFBEANERBERBREZZELRARFE  NRRAD TG - RBFERES
REFBARRRAZGZEZEAERREZE - IRRAIREFEAREEAEER  HEZBRBUNSERLRDH
REET - WIRHEGFEIEREBEFER - Ifthe 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.

- ERRANREFANREADEEZEZNEE  VWEENURBEATURE - REEAZEBABSRNREAREELARES
BRZEMERAPFERZZEANSH 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.

- SRANREFBANREAZEZNRBEARNAT Z4HEMEE - The signature of the Insured / Policyholder / Claimant must be the
same as the Company’s record.

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

- MATTER  FE B INHNRRD T ABKSRNEARATIZE SR EA4R(852) 3999 5519 B3 < IHZHNRE RFIEXHHE
SAREBEFEHEFRE 313 SR B A S KIE 24 F12 - 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.

- RAREAEBRENILPHFER  UESHIEBRFTEARAATIBRKNBHER ° 5 8 AR STAIL www.chinalife.com.hk 2
K RNEEFTARZAS - 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.

- WMPEXIREABTAIRERI AT ZE - AP XAELXE - 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) III I " |I I I I I | | " " I " I Ill
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) 4012000401
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{REEARSE Policy No.
F—8M0 - REEN @SRAEE - OFFEAKRR 85 - WARESAAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder if insured is below 18 years old)
A Z{RA—AZER GENERAL INFORMATION OF INSURED

1 SEAFERMB Age and Sex of Insured

2 E4EERE Contact phone no:

3 MS(MZRIER) Occupation (Compulsory) 17 (A EIEE) Business (Compulsory)
4  RIESBFEHER Type of claim [0 &%= New Claim [0 === Further Claim
[0 452852 Pending Claim [0 =#t/8# Review/ Appeal

5 @Rt Mailing Address

B. RIEEE KB RER NATURE OF ILLNESS AND RELATED INFORMATION
1 fRAERHE Name of illness

2 FEEMERK Please describe symptoms

3 FEAKMOIBEFAEA L IR? When did these symptoms first appear? F Year A Month H Day
4 YEZBLE/BREER The physician/hospital first consulted for this injury or iliness
k72 B # Date of consultation: F Year B Month H Day

L+ 1 1 |

B84 /B2PR 278 K3 HE Name & Address of Physician/Hospital

5 HhE2AILENBEHELRRAEE/BRRER Other physicians/hospital consulted for this or similar conditions
K72 H A Date of consultation: F Year A Month H Day

o . - | IS S N E— I E— S
B24 /B2PR 278 K HE Name & Address of Physician/Hospital

6 RBTEEEAEMFREATIRGEUNGRE? B8  FHIRMHFHMER - Areyouinsured with o
) - ) ; . O 2 ves O &no
other insurance company for similar benefits? If yes, please give details.
{RER/AS)Z % Name of Insurance Company  {REESEAS Policy No. RIEZERI R ARPE SRR Type & Amount of benefit

C. $8FAA = PAYMENT METHOD

EMERIEESRFEE-HEESMAR - IKRARETR B BT R ER B R T T ABEIE - 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 B#IAHR DIRECT CREDIT

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

#R17 78 Name of bank #R1T AR5k Bank No. 73 1T #R5H% Branch No. #R1TRRFSRES Account No.
L 1 | I L 1 1 | L 1 1 | | | | 1
IRPHEEASR(PX) WABREFBEA) RPHEAAGREN) WARRREFBAN)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)
| [
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{REEARSE Policy No.

C. 4EZr75=((4&)PAYMENT METHODS(Continued)

[0 @WIREAMIRTZEIITE DO TRANSFER TO HKD ACCOUNT IN LOCAL BANK*

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

#R 17278 Name of bank tR1T#4m5% Bank No. 4T #m5% Branch No. #R1TER B SRAS Account No.

L | | | L | | | L | | | | | | | |
RERBASR(FXY) WERRERBA) RERBABREN) WERRERBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

ZE[E TELEGRAPHIC TRANSFER* T4 https:/www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T 18 BE 2= 4%
Please download related application form from https://www.chinalife.com.hk/customer-service/forms-download/individual-claim
(*) &% Remark:
1. IRTIRPIFIBEANMERRERFAA - Bank Account Holder must be the Policyholder.
2. RIRMIRFEBXY  MEBREFEBEAUB/ZEKEFRBRIRIT R/B4E/1F18 - Bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
3. MARBERHAENBRRITRPFRAARBRERBANREAI AR KRERNBE AR - BEARIEZLUEIRB TS ER Y - 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, YEED TEER, HER - BEARLUITEIE : Ifyou choose to receive the payment by  “FPS” | please note the following:
41.TEBEHR , SERARBNEBAETHARBHNSEE SERX5TH LRAETHARY 1,000,000 “FPS” isonlyapplicable
to the payment in HKD or CNY. The maximum payment amount of “FPS” is HKD/CNY 1,000,000.
42 FIFRAREBHBEEEANRAREEIRE - Please note that CNY currency is only applicable for CNY policy.
43 REBERARAMBL - WEMIIPIEER "EEIR ) HERBWIRTTIRES - PAEFIEHEOARBIRTTER - 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. BERFRBEEEREEABIRITMAEE - BiARlAETOARIRITERS - The actual time to receive the payment may vary among banks.
Please enquire relevant bank before application.
5. WEED TEIREAMIBIT ZE LM ) ARNER - RERARAKMFAIIAE TS - If you choose to receive the payment by “Transfen
to HKD Account in Local Bank”, only applicable to the HKD bank account registered in local bank
6. RATHIBERSZ AR HERRILRIRERE - Our company reserves the right for final decision of the claims settlement option.

AERTTEIARTZE HK LOCAL CROSSED CHEQUE

2
2

O
O

O

OO0

IS FRE BEE1E Preferred Settlement Currency

BEEEPBEASRE(BINRHBIRASBAZEEZRELE)

Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
HBERNEFRE T IEEL Collect Cheque at Customer Service Centre in person (M{REB 2B B LN BEHEHSXBE - MREFAAN
RERSHitE  AEFENZERARN  TEREREATESHIRPXHERBARATNEERZFRZ P OUWEZE - ) (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.)

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

1REBBEHE Policy Curency ]

REALE RANBAEER REAS G FRRSCHRES
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
[ &7 wan chai [ *=1thith 26*Other Location:

*35H www.chinalife.com.hk A9 " B#Z8FM L > T B 48 b0 BRI EBEAEMMEME B4 /0\(J7) - *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 # L Mail to correspondence address registered in our Company

#£ARBRP /T A EZIE Deliver via Insurance Intermediary

LKIRTTEESEE (BIEERTH T ALY AE) Deliver by bank officer (Please state the branch and bank officer)

#8172 77 Branch #eum A\ 8 Bank Officer
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{REEARSE Policy No.

C. B 73 T (#8)PAYMENT METHODS(Continued)

3 Hfth$EFF T OTHER PAYMENT METHODS
0 BENRERHE EERRE—REFAAZBNENZRE BEERERS - BNRERCSIFREEE - ) 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.)
{REESRHS Policy No.

[0 = - 555368 Others, please specify

*ERFAIE RIS = B - O] A% https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection T & 4% BlISEEN /5 TLERRAZ& 1 °
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.

D. {8 AZE R} ULEZERR PERSONAL INFORMATION COLLECTION STATEMENT

AANEMABRICFELAB "PEASKRE (8% ) ROBRAT . WNERAEREZR - BESMRAHOBWERAEREZR - IR

https://www.chinalife.com.hk/zh-hk/privacy-policy Nk [E P EI A ZRIE( S8 ) R BIRASIZEL - I/We confirm that |/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.

E. YSER{E A EE{REEE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANHMEEUE  ELATMRBEREREXRKIREOBURERFAAMBTENBNRERK "RERE, (TH "#HE, ) KW
HMHHER S HERTZE - REERERTOLURBAERIES - KERNIXNRIESRSEREROBENREFBAENXARLE
HERHWER - BEWEEENFE - FABPRAS(BINROBRATNHERE
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.

F. RIEFREXHEE CLAIM DOCUMENT CHECKLIST
- v BEAS# Basic Documents ; ® BfifIISZ4F Additional Documents ; x K& F3 Not Applicable

RERBEXG(XHFNZEEARTRAATNE BRSSP 0HHE) REIRRIEE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Long Term Sick Leave Claim

[0 BB TERLEE 2 ABERFE—ERS Part of this form completed and signed by your good self v
n HEFZELEE VR ERFERE _MBHEZELEREE Claim Form Part |l - Attending Physician’s v

Statement to be completed by the attending physician
n B8/ X ¢/ BSIER WORR OEE HERERERERR S (A E) Laboratory/ X-ray / CT Scan / °

MRI/E.C.G./ Pathological Reports (if applicable)
[0 #3855 / Bi2E58% RS Physiotherapy/Occupational Therapy Report (if applicable) °
OO0 B2 mBsstaRmREREE Sick Leave Certificate issued by your attending physician. v
[0 BEs:t 2 m1RBAE1E (1N ) Employer confirmation letter for sick leave period, if any. °
n HERRAER Z BRFBEREGEREBA) Self-Certification Form (For Claims) for Common Reporting -

Standard (CRS)
O SRARREEAAZSHEPEXHIZE IEZ) D of Insured and Policyholder (Certified True Copy) °
[0 &=, OMAR Police report andfor police oral statement (if applicable) )
n BRASFTRAE A L Certificate of Assessment Form 5 / Form 7 issued by Employees’ Compensation -

(Ordinary Assessment) Board (if applicable)

| [ [
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fREHRSE Policy No.

G. BMAKE1# DECLARATION AND AUTHORIZATION

2 BA Declaration

ANEM DRANGREFBENREA @ ELBREER() LA—TFRAKEBENMBEEER  AmedANEMRFME - AN
FRHEFR1S - 9REEZ2EUBRERN ; AA/RMPBEMARNEA-IEEEEE ANKMOEBESEEABRER LHRB ; QKA
IHAE AT APREL Z TR - [RIEARRFR HESHEE R AT RRMIESN - ERTAREREAR - HHEA T AR
RAIRBFEERMBHNER - SRR ABEEZ RIEIEARZRIEBFE - 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.

$E#E Authorization

ANEM - SHRANREFBAREA - KRANEFARERREZZERAMB)ELRE (1) EOEE - MR - Bk 20 R
BRAE] ~ $R1T - BUTHEAE - BUTERPT - SUEMth %S - AL - NHESX BB BBEARNFHMIEARMEZZIRAZLCHE ~ B85
BRlE PRz EERER SNRERATEIASRE (8 ) RNDARAS (UTFEE "848, ) ; 2 SQ=SETEEE
ZBEWHEBERESHERA  URARERPHFERAANRBRABRAREZRERANETR 28T A - FREZRARANRMIE
REFEZZRAZRERD - IR ANBEAZEZXARRBARBORS ; EANRMBTHETRENR - IHREEDNEY
7 - IR EENREAREIEARIEYBRIENS - | /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.

H. HE(FEZEZEZBRIE LFF) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FEE 18 BEILLLE) REFAAN | RIEA- REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5E Signature

%8 Name

B R EE RS
|.D. Card / Passport No.

% Year | A Month H Day F Year | A Month H Day % Year | A Month H Day

H #f Date

*REANAZFENRERFB ARG
*Relationship with
Insured/Policyholder
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{REEARSE Policy No.

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

A. T8 AER PARTICULARS OF PATIENT

1 % AR Name of Patient

2 FE KR Age and Sex

3  Bpik/ #EBSRES 1.D. Card/ Passport No.

B. BRFRE Y CLINICAL DETAILS

1 WAZEERIRTIEHIZE We can trace the medical record of patient back to
£ Year B Month H Day

S e S S ) A E—

2 BRUEIRMAEEHEEEE4 HEA Date of the symptoms first appeared
F Year A Month H Day

1 1+ 1 L1 1

3 W ABRFAR IR 23K 52 HEA Date of first consultation for this condition or related illness
F Year A Month H Day

e S ) A A |

4  AFMRIAEREZE ZEHRFIREE Please describe the symptoms and complaints at first consultation

5 MARTGHEMBEEN?MI @ FIEHZBEZEZ R - Is the patient referred by other |
physician? If yes, please give the name and address of the referring doctor.

= Yes O &nNo

6  #2Hh Diagnosis

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

L | L | |

8 LURAXBMTIFoiiEmas - SAEmItEIY S2BEAISFE: Bearing in mind the declared duties/occupation of this patient, please indicate
the impact of the accident / disablement:
O sesnt=amT esim can perform any kind of work and duties
O] et ssmxs > 55 T1E Cannot perform partial duties of his/ her own occupation
O] et ssmeAs > F@ T Cannot perform all duties of his/ her own occupation
O et s mi@snm T st cannot perform any kind of work and duties

iR T ERE JIRVIRE Please state period of incapable to perform some of his/her duties
3 From (dd/mmiyyyy)  E to (dd/mm/yyyy)

IR A2 T (ERE SRV Please state period of incapable to perform some of his/her duties
H From (ddimmiyyyy)  E to (dd/mm/yyyy)

9 AR ERIERENIEE Please state the cause of total disability
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{REEARSE Policy No.

B. E&PRZH(48) CLINICAL DETAILS (Continued)

10 BTRBRAZIRAREEEEL/ BBEEAILLE ? Do you expect a fundamental or marked change of this present condition in the future?
H Yes O & No
MNE - SRARARZAEEEFH LIE ? If yes, how long do you expect the Insured will take to perform duties?
11 MUBRAXSIESEEMmR - mARTREABE¥IE T ESEI? Bearing in mind the declared duties/occupation of this patient, how long do you
expect the patient can resume working capability?
O —@8r within 1 Month
O —==m8m 1-3Months
L] ==xm@8m 36 Months
Ol <z+-@AR 612 Months
O zi+—@A >12Montns
KA Never
12 BEHLFEANUEEREREMENTEAEEREARNR 2 TIERA Please state in details on how the disability prevents the patient
from resuming his/her own work
13 FiARRRIEZEZEE - BERHER - AEEOHBERDLRE 2BZHIRESTE] Any treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the subject diagnosis.

C. BT ZE%EE R PROFESSIONAL COMMENT

1 =ERZEHEEEREE  (EBEHEMKRREAR ? N2 - FIRIMBMZABERAEFE - Isthe diagnosis [12ves [I=No
arecurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. =
5238 B #A Date of diagnosis/treatments F Year B Month H Day
| N E— IS L1 1
B (BIEZHE/SA%E /BB REER) Details(including diagnosis/ treatments/ investigations and results)
2 RWAZRESARIGINREAZ ELCAERIEESE? Is there any patient’s family history which would increase the risk of this illness?
3 1B The prognosis of the condition
4 ZREHEARRERIERSEAERM? IsitHV related?
| |
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{REEARSE Policy No.

D. EfthEEEmE OTHER MEDICAL HISTORY
1 WABEBEMTAIE/ZEE Does the patient have any medical history or habit as indicated below?

[ =0 Asthma [] 2B Cardiac problem [] #&5R % Diabetes Meliitus

[0 ZBUAF3% Hepatitis B [] = m/ Hypertension [] &5 i Previous operation
] 22 Drug abuse [[] ev&=R1& Drinking [] ®E=2218 Smoking

[0 & t=aE Family history of cancer ] %1% Unfavorable family history

[ W EESZ% None H HEAth =% - 5550 FH Other disease, please specify

2 EZWASEEZLEERSEMBRERREIBENERGE ? MEH - FHEF1E - Had the patient [12ves [I=No

previously been treated or hospitalized for the above disease or other major disease? If so, please give details.

H 88 Dates 7% Disease AR/ RS Baug/EREE
£F Year | A Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 BIRHEEUE/RIZEZEEEE Please provide details of Drinking & Smoking habit.

1B B Drinking/ Smoking start date since F Year A Month H Day
L | ] L 1 |
B HFAE Daily consumption (Sz/E3/18 /& piecel pack/ bottle/ can)
E. EF2B4EE R ATTENDING PHYSICIAN'S INFORMATION
FREERR &
Name of Attending physician Qualification
i ith B8 @R
Address Contact No.
TUELEEE /EEEE T Year | B Month | H Day
Signature & Stamp of Attending B3
Physician/ Hospital Rl
[ |
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