AR HEEA (\ hEA S |} 4k u

EFER - BER
D CHINA LIFE

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

BRI HREE(ESRIEZR LADYVITAL FEMALE PROTECTION CLAIM FORM

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

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

REEd 7 AZ R INSURANCE INTERMEDIARY INFORMATION

R AL Name of Insurance Intermediary

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

EE/A4] IMPORTANT NOTE

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

- RBFERPFAAZ "ARE ) 8 TERE ) 2REEFEASRE(EINRNDAEIRAE © The expressions ‘the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- ABEBRFBOVEBAZRAREFAANRENER  UTHERERE-TAANERGRE ZERBRHRZIFEZER
ERA/AT] - 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.

- MRBRASTN\EIL L SRARGREFAAVDERBERKZEABF L  URERABT/\EMUT - RPERES
REFBAARZRAZEZEENEREEE - IRRARESFAAREGEARER  HELARBUNABERARBHE
RRETF  WIRHEIGREE MBS - 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.

- BERRANREFANREADEZEENRE  WABR—NURERBATURE - REAZEABRNRIEAREEARES
BRZEMNERARBEREZZEANSH ZF - 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.

- RERANREFBANREAZZZNRBARNT Z4H#4EME - The signature of the Insured / Policyholder / Claimant must be the
same as the Company’s record.

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

- WMAEETER - FE B MNRRP T ABEIBRER NS E SR ELAR(852) 3999 5519 B3 - IBRARIE RFAEXHH
SHEBETEEFE 313 SR B A S KE 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.

- APEEEBREMLPGHR  TESHIEBATEARALNTEKRNEBFE - A& ARLT AL www.chinalife.com.hk %1 EE
K NE &R - 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.

- WPEXIRABERARES AT ZE - AP STRBEE - If there is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

[ | [ |
FEABRE (85 BROERAR (RHPEARKNBEMACIZRAERAR) Il I I " |I I II I |I I I II | I" Ill
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) 4012001201
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fREHRSE 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. —ARER GENERAL INFORMATION
1 ZRERAFERMRI Age and Sex of Insured

2 E#EERE Contact phone no:

3 EE(/IRER) Occupation (Compulsory) T (W JBIEE) Business (Compulsory)
4 E(EPELER Type of claim [ EZRZX{E New Claim [0 === Further Claim
[ 32852 Pending Claim [0 =i#h/E+ Review/ Appeal

S FERSHhHE Mailing Address

B. /RAEHEE KB E R NATURE OF ILLNESS AND RELATED INFORMATION
1 JREERTE Name of illness

2 FBEMEEAR Please describe symptoms

3 FEAR{IIRERAA L IR? When did these symptoms first appear? £ Year A Month H Day
IS I N —| | I E—| I E—
4 YIELBE/BIRAIER The physician/hospital first consulted for this injury or illness.

sK52 H#A Date of consultation: F Year B Month H Day
o B L L1 L1
B4 /B2PT 278 K Name & Address of Physician/Hospital

5 HttZE2AlESBEHEMRRAEE/EREN Other physicians/hospital consulted for this or similar conditions
sK52 H#A Date of consultation: F Year B Month H Day

_ | I I N E— | I | | I E— |
B4 /B2PT 278 K Name & Address of Physician/Hospital

6 BETEEEEMREBATIRFRELCMRE? &5 FRHFEMER Are you insured with other o
. L i . ) OO 2ves O &no
insurance company for similar benefits? If yes, please give details.
REE/AS] AT Name of Insurance Company {RESSRAE Policy No. IRIELE R R ARPEEEZE Type & Amount of benefit

C. s A = PAYMENT METHOD

AEMETREERFEE-EEESNAR - MARAERER B 2B ITER T ZR B R T ABIE - 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 BEIARR DIRECT CREDIT

O @z rest
EREFBEAREBERMEEIE SO To aregistered Faster Payment System (FPS) account set up in Hong Kong held by the Policyholder

#R17 %8 Name of bank #R1T4R 5% Bank No 3 1T#R5% Branch No. $RITHERPSRES Account No.
L | | L | | | L | | | | | | |
IRPHEEASR(PX) WRABREFTBA) IRPHEEASRBEX) WABREFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)
| [ |
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C. $EF5 = (48)PAYMENT METHODS(Continued)
[0 @EREAMIRT ZEITS DO TRANSFER TO HKD ACCOUNT IN LOCAL BANK*
EREFBEAREBMAIIAAEITS O To a HKD account set up in Hong Kong held by the Policyholder

$R17 2% Name of bank #R1T4m 3% Bank No 31T #m5E Branch No. #R1TERFE3RAS Account No.

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

n ZE[E TELEGRAPHIC TRANSFER * TJAY https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim "~ & 48 B8 Z=4&
Please download related application form from https://www.chinalife.com.hk/customer-service/forms-download/individual-claim

(*) &% Remark:

1. IRITRPFBANERREFFAA - Bank Account Holder must be the Policyholder.
2. RIRMIREEBX Y NBREFHFAEAGR/ZBRRFSFBEIIIRIT /B4 8/ - Bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
3. MARBEHNENBRRITREFFBARBREFBANZREAFRABRERINEBALR - ARAFIERMUBIGRBTERLET - 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, WNEEIEDL TR, ARER - FHEELITEIE | Ifyou choose to receive the payment by  “FPS” |, please note the following:
41" EBER  SERARBNEBAETHIARBHNSEG SERX5TR LRAETHARE 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, BIFEANREREEEBANRARIRE - Please note that CNY currency is only applicable for CNY policy.
4.3. RERARAMET - WEMINPBEER "EHR, MERZEIRITIRE - REFI1FFMAMIRITE® - Only applicable to the
local bank account which registration is completed successfully for “FPS” hinding service. Please enquire to the relevant bank for application details.
44. BRZIRSEEREERRITMAESR - BiARlETOARMIRITERS - The actual time to receive the payment may vary among banks.
Please enquire relevant bank before application.

5. WD T EER R AMERIT L ATUER - RERR AR EITE O - 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. KNTEEBEI N AR EBRALRIRER - Our company reserves the right for final decision of the claims settiement option.

KithfR1TEI4Z = HK LOCAL CROSSED CHEQUE

2
BE T HEEEIE Preferred Settlement Currency

BEERTPBEASFRRCEINENERATEAZEERIRELE)

Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
RBEIEER D /0IEE Collect Cheque at Customer Service Centre in person (M{RE2EBAE LRNEBREHEANEE - MREFEAN
KemBhwe  REFENZEEXZN  UBEREFBEATRSNEPXHREAQNTINEEELRFE 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.)

IRRESS =& (%8 A) 2B EY Pick up cheque in person by authorized person

O ®&E&® policyCurrency [
O

O

REALH RANEAEER REAS G FRRSCHRES
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
[ 1% wan Chai ] *E 1 25*Other Location:

*

8 1 www.chinalife.com.nk f9 "B AEF A L > TEAE O L BREEEREAEMMEERE B DL\(WA) - *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).
M E (REZFCAVBAN#IE Mail to correspondence address registered in our Company

£ARBRP /T A EZIE Deliver via Insurance Intermediary

OO0

LKIRTTEEBERE BIEERTHT ALY AE) Deliver by bank officer (Please state the branch and bank officer)

$847417 Branch #e3 A 8 Bank Officer
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fREHRSE Policy No.

C. $BF 7 = (48) PAYMENT METHOD (Continued)

3 Hfth$EF AT OTHER PAYMENT METHODS

[0 HEAREAHE EBERRE-—REFBAAS NENZRE  FEERERE - BYRER S ERERERE ) 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 =fth . 555R68 Others, please specify

BB IR ZEEZE . Tl X https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection & 4% BISBER S TLERFE & 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. fEAEi} U EEEERR PERSONAL INFORMATION COLLECTION STATEMENT

ANFEMEZICHBERBR "PEASRE (B ) ROBIRAT . WREBAERZR - BRARFRANEEBAZTRER - IR

https://www.chinalife.com.hk/zh-hk/privacy-policy F&ZkEFEIA SRR (/BN ) BRHBRASTIZREE - 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.

E. UZHUE AS{REEIE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

FANHMEEWE : ERTMRBRERERBRIZEASURERBAMFENENRERNK "REHE . (TH ""HE. ) KBHK
DVHEREZHERTZE - REREEERMYLRBAEBKRS - BAFNIXNRESESERROBBNRESBEAEBNRARILE
HEEUER - BRAWEEENFE - FABPEAS(BINRHBRATNER

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. 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.

F. RIEPAFEL 4 BEE CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; @ Bi/NSZE Additional Documents ; * “R3EF3 Not Applicable

REFTE XM (X BRI A TR A A SR E B RIS 0 E) BEIR L HRIEREE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) LadyVital Female Protection Claim
O s T ERUEE S RBFERE—ES Partl of this form completed and signed by your good self v
| HEZBEIER /EEPFERSE D E2EB4 S 2E Claim Form Part I Attending Physician’s Statement v

to be completed by the attending physician

| EB&I X Y | ST R MO ER BRERERERRSNEAE) Laboratory/ X-ray / CT Scan/ MRI/ v
Pathological Reports (if applicable)

HE R IR 7 BHBIAFRBFRLE B A) Self-Certification Form (For Claims) for Common Reporting Standard
(CRS)

O =RARREZEBAZESHBIAXHARLEIESR) ID of Insured and Policyholder (Certified True Copy) v
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fREHRSE Policy No.

G. ZHAKIZRE DECLARATION AND AUTHORIZATION

$E#E Authorization

ANEM SRANREFBNREAN  ARFNBEAREREFZREAMB)ELEE (1) £aEE - TMEE - 8Bk 20 /g
AT~ R1T - BURHAE - TURERFT - SiE S - ABEA T - NHESXBEARAAEANEFIERMEZZRAZCHE - SBHEER
EF  OUBZEERREM  BRABRATBASRE (8 ) ROBRAS (LINEE "848, ) ; 2 E/EEETEEEZE
EIHBERESNERMT - AMARERBFE RN PIERMEZZRANETHE ZEEN G - FAERARNEMEARRE
ZRRAZRRERARDN - IR EARNBEMAZEEARRZAREBNRT] ; BMERNEMIETHBTRENR - LEESDENT - KT
REERFENAREIE RN BRERT - | 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.

E2HA Declaration

ANEM SRAREFBANREA  EUBPRRERQ)LM—BMREBRAEESR  FRESANEMRFARE - SAAFHM
FREIFE - 9RBEZEHUREEEN ; AANEMBBRAMNEMA—IEEREEE  AARMIBESESEEARBERLRA ; QKA
IEAE EATAFREL 2B - FREARPFR DEBHNE KL SEATRRMAESN  ERTARZHLAR - EHEA T FBERM
ERIARBBERAFBNER - SRS ORERIMABEEZ KEIRARRIERE - 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.

H HZEF2EZBRE LFEF) SIGNATURE (Please DO NOT sign on BLANK form)

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

#5Z Signature

%8 Name

B :8/7€ 5% |.D. Card / Passport No.

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

H #f Date

‘REANESRNRESAARG

*Relationship with Insured/Policyholder
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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 AL Name of Patient

2 F# KRR Age and Sex

3  BpsE/ #HBSRES 1.D. Card/ Passport No.

B. BRFRE Y CLINICAL DETAILS

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

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

2 BRUYIRMAEHE PSR4 BEE Date of the symptoms first appeared F Year A Month H Day
|

S S —— L |

3  RABRER IR 2 K2 BEH Date of first consultation for this condition or related illness

F Year A Month H Day
| IS I I E—| L1 1 | I

4 FEEMRRAIFE R E RS 2 BHRFNRAE Please describe the symptoms and complaints at first consultation.

5 MASHHEMBEEN?NZ @ FiRMZELEZU BRI - Is the patient referred by other [ 2 ves [1 = o

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

6 2[R Diagnosis

7 {ABFFEEZ When was the diagnosis made F Year A Month
I S N — L

H Day
|

8 EIRHEIEZRIESHER Please state the staging of cancer

9 EEIRECREEEMIMLIMNMAMNBEHMB?INE - FIRMFMER - Was there invasion of adjacent n

. = Yes O &no
tissues? Is so, please provide details.

10 FrARMREEZE ZAE - BERHEHER - AEEMHBERLRE ZEZHIRERTE - Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis.
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C. B TFZE%EER PROFESSIONAL COMMENT

1 RREEREEREZR  RBTEEMRNAR?ME - FRUAMZAAERAREHE - Isthe Cancera [0=ves [I=No
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. =

28 B HA Date of diagnosis/treatments F Year B Month H Day
L1 1 | I

B (BEZH/ A%/ ME R4S R) Details(including diagnosis/ treatments/ investigations and results)

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

3 J®IBTEHI The prognosis of the condition

4 REBEBEANRRERBERSBER IsitHIV related?

D. EfthE& ™ E OTHER MEDICAL HISTORY

1 BABEBEBLUTHIE/ZE Does the patient have any medical history or habit as indicated below?

[ =0 Asthma [] ks cardiac problem ] #R % Diabetes Meliitus

[0 ZERF3 Hepatitis B [[] =M/ Hypertension ] &35 F i Previous operation
] &z prug abuse [] & &&1& Drinking [] =218 Smoking

[0 =i&tm=sE Family history of cancer ] xi#&m&5% Untavorable family history

[ M EESSR% None [] Eft#7s - ERAA Other disease, please specify

) ZRAGEREBLAERNEMBREERESBERERAE ? MEE - FHiFFRE - Had the patient [0 2ves [z o
previously been treated or hospitalized for the above disease or other major disease? If so, please give details. =

H 48 Dates % Disease AE/M(ERFE BauZ/EREE
F Year | B Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 AIRHEUE/RIEBIEFF1E Please provide details of Drinking & Smoking habit.

BB ¥4 B Drinking/ Smoking start date since F Year A Month H Day
L | I} L |
B HFAE Daily consumption (Sz/E3/18 /& piecel pack/ bottle/ can)

E. EFZEEE R ATTENDING PHYSICIAN'S INFORMATION

THBEMT HE
Name of Attending physician Qualification
. BHEES
Address Contact No.
IS BELAES / BEEE - T Year | B Month | H Day
Signature & Stamp of Attending 5 -
Physician/ Hospital ate
| [ |
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